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The Senior With Functional Decline - Geriatrics or Neurology?
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Different kinds of activities of daily living require different functions
Instrumental activities of daily living (IADLs) require higher cortical function
o Personal finances, Transportation, Taking medication
o Cooking, House cleaning, communication, Laundry, Shopping
e Activities of daily living (ADLs) require intact motor, sensory and coordination skills
o Bathing, Dental Hygiene, Toileting, Eating, Dressing, Transfer and Mobility

When should an older patient see a geriatrician? When should an older patient see a neurologist?

e JADLS go before ADLS e ADLS go before IADLS
e Complex older patients with multiple * Progressive weakness

comorbidities related to cognition and * Progressive sensory loss

function (dementia, mood disorders) ¢ Insidious onset - can’t link onset to a specific
e Evaluate impact based on cultural and event

historical context e Asymmetric findings

* Functional decline out of step with changes in
cognition

Falls
Mood
Delirium
Dementia
Elder abuse
Incontinence
Polypharmacy

Multimorbidity
Fitness to drive

Pain management

Capacity assessment
Caregiver stress/burnout
Frailty/functional decline
Urinary/fecal incontinence

Appetite change/weight loss
Behavioural and psychological
symptoms of dementia
GOC/palliation for end stage dementia

The tree of reasons to refer an older adult to a geriatrician
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Frailty and Functional decline

 Degree of functional impairment is necessarily CLINICAL FRAILTY SCALE
1

WERY [Peoplewho sre rubust, active, energetic and motivated
pp They tend o exercise regularly and sre amars the fittest far

linked with dementia

¢ Distinguish between physical and cognitive thelr age.
1 P who hi tive di tams bu I
impacts on ADLs/IADLs 2 M1 i thancoegary L Oen, they e o veyactie

weeasionally, e.0., seasenally,

o E.g. Can they not take their medications
because they’re too out of breath to get to
counter (physical) or because they’re forgetting
(cognitive)?

What to include in your referral
Geriatrics
e Results of exams to help consulting physician
o Cognitive screens: MoCA, MMSE, SLUMS
* Need for capacity assessment: if patient
needing placement and refusing to go, elder
abuse (if PD/POA established ask family to bring

3 MANAGING Pevede whose medical problems are well contrelied, sven
WAL if eccasionally symplometic, but aften net regulary active
beyond routine walking.

4 LIVINGWITH  Previously “sulnerable” this categary marks eery tressition from
'Em ll.ﬂ commplete indegendesce. While mel dependent on athers Tor de i
help, !}ﬁ?ﬂgﬂﬂﬂﬂml limil activities. & comman complein @
FRAILTY i siowedd up® andfor beisg tired during the dey.

LIVINGWITH Pecodewha often have more evident slowing, and nesd
MILD hiedo wieth high erder instrumental activities o daily lning
{finances, transportation, haevy housswerk). Typcally, mild
FRAILTY frailty pregressively imgairs shopping and weling outside
alone, meal preparation, medications and beging to restrict
light Beusswerk,

LIVING WITH  Pecete wha need help with all ulside activities and with
ODERATE  eeping house. lncide, they oftan have prablems with
. TE stairs &nd need help with bathing and might nesd minimal
FRAITY ccispance (o ng, standby) with dressing

documen tS) n unl:}:g: :ause i;p;y;i;alrar n‘mm:?vr:: Euen s:-t‘;:g:-t:euws::?:ﬂu ot
e Safety issues: driving, leaving stove on, FRAly el dring it =G months)
Wandering LIVING WITH l:nmplelelyde!zendmlfor pessonal care and approaching
N eu rOl.Ogy_ VERY SEVERE ?ni::.llfe. Typically, they could not recover even from & miner

[FRAILTY

TERMINALLY Appreaching the end of life. This category spoles to peaple
JUL #itha life axpeciancy <6 menths, who are not otherwise
living with severe frailty. Many terminglly il peapée can still
anarcise unfil very cluse to death.

e Results of exams to help consulting physicians
o Response to pain management, etc
* Presence of:

o Upper motor neuron signs T e
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o Progression - especially disjointed progression in UNIVERSITY ; T”_,,‘f_‘:‘,‘:,_:;!;wt,d
different areas B b N Sy

bedtust, Many are wiriually mute,

o Contemporaneous changes in speech/ swallowing
o Respiratory symptoms

Geriatric referral in Edmonton has two components:
e Referral letter (or most recent progress note stating rationale for referral
¢ Fill out this form on AB referral directory: Specialized Geriatrics Outpatient Referral
ConnectMD: https://pcnconnectmd.com/
Diana Rucker, MD: dianarucker@gmail.com
Wendy Johnston, MD, FRCPC, ABEM: wendy.johnston@ahs.ca

\ / Consider using MyL3Plan, a free online tool developed by the Office of Lifelong Learning (L3) that can be
N\ 7 used to meet and support the 3 activities/action plans required by the PPIP-CPSA and earn up to 36
Mainpro+ certified credits. by completing the following cycles:
e Practice-driven quality improvement using objective data (CQI)
e Personal Development (PD
e Standards of Practice Quality Improvement (SOP).
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Learn more

here!
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