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UNIVERSITY OF SOUTH FLORIDA

GERIATRIC INTERDISCIPLINARY TEAM TRAINING

PREFACE

The simulated patient teaching modules have proven very effective for the GITT students at the University of South Florida, Suncoast Gerontology Center. The teaching modules have enabled the students to practice the basic principles of teamwork and the principles of comprehensive geriatric assessment.

The students reported a positive learning experience. They found the most beneficial aspects to be the live interviews and the team process needed to develop a comprehensive care plan. It encouraged them to employ their newly learned team skills. They formulated two holistic care plans, one early in the course and the other at mid-point. Their first experience was reported as difficult because of their lack of assessment skills and their inexperience with teamwork. The second experience was reported as a much smoother process and more rewarding. They strongly recommended to continue this exercise and gave us some valuable input in changes that would make the experience even more valuable.

The instructors were able to appreciate a learning curve from the first to the second exercise. The interview process during the first module was slow, unorganized, and incomplete. The students had difficulty assigning
 tasks to appropriate disciplines. The interview process during the second module was organized. Reports from one interviewer to the other were appropriately communicated and decisions in other areas to assess were quickly decided. The care plan showed an increased understanding of priorities and tasks distribution.

Our objective to “identify and encourage the student to develop the skills necessary to employ a comprehensive geriatric assessment in order to formulate a holistic care plan” was reached. 

The development of these simulated patient teaching modules required the participation of a multidisciplinary team. I want to recognize and offer my appreciation to all the team members.

Louisette Boucher, MS, ARNP, CS   

Certified Gerontological Nurse Practitioner

UNIVERSITY OF SOUTH FLORIDA

GERIATRIC INTERDISCIPLINARY TEAM TRAINING

SIMULATED PATIENT TEACHING MODULE

OVERALL GOAL

1.  Train participants in comprehensive geriatric assessment.

2.  Train participants in interdisciplinary team process.

3.  Train participants in interdisciplinary care planning.

ADVANCED PREPARATION

1. Obtain the paid services of actors for the roles of patient and caregiver may be available through the College of Medicine or the Department of Communication.

2. The number of actors needed depends on the number of simulated teams.

3. Mail simulated patient script to actors 4 to 5 days in advance.

4. Give prior teaching to trainees on interdisciplinary team process.

TIME SCHEDULE

1. Schedule a period of 55 minutes for the interview process. 

2. Schedule a period of 45 minutes for the interdisciplinary care planning.

IMPLEMENTATION STEPS

1.  Assign participants to interdisciplinary teams.

2.  Assign faculty to observe the overall process of one team (see Faculty Observation Criteria).

3.  Give the MD/ARNP participants the physical examination information regarding the simulated patient (see GITT Simulated Patient  -  MD/ARNP Information) which they will use after the team members determine the sequence of the assessment.

4.  Give all participants the general information regarding the simulated patient (see  GITT Simulated Patient  -  Participant Information).

5.  Give participants the information on the class assignment (see GITT Simulated Patient  -  Discussion Matrix).

6.  Instruct interdisciplinary team to determine team roles and who should do which part of the assessment and when. 

7.  The team then assesses the patient/caregiver. 

8.  Team members meet to discuss findings, and to develop an interdisciplinary care plan.
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MODIFICATIONS

1.  Ideally actors play the role of the patient and of the caregiver. If a second actor is unavailable to portray the caregiver, the caregiver’s script can be given to the participants instead and the caregiver interview omitted.

2.  Optimally, the participants should include medicine, nursing, and social work at a minimum. If one of the disciplines is absent, a faculty member should sit in as a resource person and provide that discipline’s perspective. 

ATTACHMENTS

1.  Patient’s script

2.  Caregiver’s script

3.  MD/ARNP information

4.  Trainee information

5.  Discussion matrix for participant

6.  Faculty observation criteria

7.  Sample interdisciplinary care plan

8.  Faculty information
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Patient Script

IDENTIFYING INFORMATION:
I am a 74-year-old Caucasian widow. I have completed high school. I have lived in the area for 6 years. I live in my own home.  

CHIEF COMPLAINT OR CONCERN:
I have back pain that is preventing me from getting out of bed. This morning I called 911 to take me to the emergency room and I called my friend to tell her to meet me there.

PRESENT ILLNESS:
In the past three days, I have had a fever, cough, and general aches and pains. Yesterday about one hour after going to bed, I got up to go to the bathroom. I was feeling unsteady and I toppled backward in the hall. I did not feel lightheaded or dizzy. There were no grab bars to steady myself, so I fell on my buttocks. After the fall I felt a sharp back pain but it did not last long and I was able to get up, walk to the bathroom and go back to bed. But this morning I could not get out of bed because of the back pain. I want to know why I am so unsteady and what I can do about it. I want to be able to walk and participate in activities and not end up in a nursing home.

MEDICAL HISTORY:

I suffer from the following medical conditions:

· Two small strokes, one a year ago and the other 6 months ago followed by problems with swallowing; right arm and leg weakness for a day or so

· My blood pressure was high 10 years ago and the medication I take keeps it normal.

· I have been taking a baby aspirin once a day since my first small stroke and Propanolol 80 mg two times a day for the last 3 years. 

Over-the-counter medications taken (do not mention that you are taking over-the counter medications unless you are specifically asked):

· Centrum silver 1 tab every day for the past 5 years

· Vitamin E 400 units every day for the past year

· Pepcid (you don’t know the dosage) 1 to 2 tablets for stomachache for the past year 

· Senokot 2 tabs at bedtime when I need it for constipation for the past 15 years.

PAST PSYCHIATRIC HISTORY:
I had a bout of depression following my (husband’s / wife’s) death. I was not eating, not sleeping, and crying all the time. My doctor gave me a medication for depression for three months. I don’t remember the name of the medication. He also told me to participate in grief meetings given by hospice and that was very helpful. I did not see a counselor. 

SOCIAL RESOURCES: 

I have two children, Arlene and Ed. They live out of state and have children and grandchildren of their own. They come to visit a few times a year. My husband (or wife) died two years ago and I live on my own. I have several good friends that live in the area. I enjoy playing cards with my friends, and looking at a few favorite TV shows. I read a lot. I visit with my friends at least three times a week. My (husband / wife) left me very little money and this worries me. 

REVIEW OF SYSTEMS:
I am unsteady since my two prior small strokes. I am not as active as I was because I am afraid of falling. I have no allergies to food or medication. I never smoked or abused alcohol. I have no problem with urine leakage. I have no family history of Parkinson’s disease or Alzheimer’s disease. I have arthritis in my fingers.

PHYSICAL EXAM:

· Temperature: 100.2

· Pulse: 94

· Respiration: 24

· Weight: 140 lbs., with no significant gain or loss.

· Blood pressure: 130/82 lying

· You are alert and oriented (you know where you are and where you live). 

· You are wearing a gown and a robe. You are clean and well groomed.

· You cannot sit or stand because of pain. 

· You eat two meals a day, mostly frozen food that you microwave.

· You prepare your own meal may be once or twice a week. You go out to eat with friends twice a week.

· Your vision is good with bifocal glasses.

· Your mouth is dry.

· You have been coughing up some thick yellow stuff.

· Your second lumbar vertebra (your lower back) is tender to touch.

· When the nurse or doctor bends your arms, your movement is not smooth, but in little jerks.

· When you smile or laugh all your muscles are tight so you do not have much facial expression

TESTS DONE:

· Your blood test shows that your white blood cell count is high indicating infection

· An x-ray of your lower back shows a compression of the second bone in your lower spine, which corresponds to the area of your back pain. Your bones are also not as dense as they should be. 
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· A chest x-ray shows that you have pneumonia in your left lower lung.

· A test done on what you cough up will show what kind of pneumonia you have and will help the nurse or doctor determines which antibiotic to give you. The test will also show that you do not have tuberculosis. 

DIAGNOSIS (what the nurse or doctor decides you have):
· 80% compression deformity of the second lumbar vertebra

· Osteopenia (decrease bone density)

· Left lower lobe pulmonary infiltrate

· Rule out (determine if you have) Parkinson’s disease (because of the slow and decreased movements of your facial muscles and the atypical i.e. abnormal movements of your arms)

· Rule-out subdural hematoma (a blood clot in the outer brain that could have been caused by your fall))

· Rule-out orthostatic hypotension (a larger than normal decrease in blood pressure when you stand up)

· Rule-out TB (tuberculosis)

· Rule-out TIA (transient ischemic attack or mini-stroke)

· At risk for PE (pulmonary embolism) and DVT (deep venous thrombosis) because of your age and the fact that you will have to stay in bed for a while)

· Chronic constipation

MENTAL STATUS EXAMINATION:

A Mini-Mental State examination (MMSE) shows mild cognitive impairment (see the attached copy of the test). During this exam, you make the following errors: 

· You do not give the right date (but you give the right month and year).

· You also make a mistake in spelling “world” backward: you spell it as “D L O R W”.  

· You also cannot remember one of the three objects they ask you to remember. 

· You pick up the paper they present to you with both hands

They also ask you to write the numbers on the face of a clock and to draw the small and long hands at a specific time. You can write the numbers at the right places but you make one error and then correct it. You can draw the small and long hands as requested.

FUNCTIONAL ASSESSMENT:
After three days of antibiotics and bedrest, the staff will notice that you require moderate assistance to arise from a chair. You also will show a strong retropulsion when you are attempting to walk (this means an involuntary backward walking). Your 
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blood pressure will be 120/60 when you are lying down and 100/40 when you are standing up. 

A Romberg’s test is positive to the rear. (They will ask you to stand with your feet together, your arms stretched and palms turned up, and eyes open. Then they will ask you to close both eyes for 20 to 30 seconds.). You will not be able to maintain an upright position and will start falling backward.

A physical therapist will be consulted and will confirm the same things but no other muscular or sensory (feelings and reactions) deficits.

Adapted from J. Ulfarsson & B. E. Robinson (1997). Falls and falling. In R. J. Ham, & P. D. Sloane (Eds.), Primary care geriatrics: A case-based approach (2nd ed., pp. 360-364). St. Louis: Mosby.

Louisette A. Boucher, ARNP, Regina Velasco, D.O.,Geri-psych. Fellow, Sandra Mutolo, LCSW, & Patricia L.  Geasa, RN. University of South Florida GITT, Suncoast Gerontology Center, 01/6/2000

GITT SIMULATED PATIENT

Caregiver Script 

SOCIAL RESOURCES: 

My friend has two children, Arlene and Ed. They live out of state and come to visit a few times a year. They also call monthly to see how my friend is doing. My friend has been widowed for 2 years and she lives alone in a 3-bedroom house. A neighbor’s teenage son mows the lawn. My friend is quite active playing cards with our group, looking at TV shows and reading. Our group of friends visits together 3 to 4 times a week. We sometimes go out to eat.

My friend is often worried about finances. The children are very supportive and often state that they want to be called about any medical or financial problems.

PHYSICAL HEALTH:
My friend had two episodes of TIAs (transient ischemic attacks) in the past 1 ½ years, the last one 6 months ago followed by difficulty swallowing and weakness of the right arm and leg for 2 to 3 days. She sometimes talks about having high blood pressure but says it is well controlled with a prescribed medication. My friend has complained of stomachaches for the past year, mostly following a larger than usual meal. 

MENTAL STATUS EXAMINATION:
My friend occasionally forgets which date it is but usually knows the month and the year. We all forget the date sometimes. My friend does not always remember receiving a phone call from the children or grandchildren. My friend does not smile as much as before, although there is still a good sense of humor present. 

FUNCTIONAL ASSESSMENT:

My friend has difficulty getting up from lounge chairs and requires our help at times. We have noticed that occasionally my friend starts walking backward. Sometimes my friend’s walk is somewhat slower than usual and the balance appears decreased. Our group of friends and myself are concerned about the recent fall and the fact that there is no one living with her.

Louisette A. Boucher, ARNP, Regina Velasco, D.O.,Geri-Psych. Fellow, Sandra Mutolo, LCSW, & Patricia L. Geasa, RN. 

University of South Florida GITT, Suncoast Gerontology Center, 01/06/2000.
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MD  -  ARNP  Information

REVIEW OF SYSTEMS:
The patient reports being unsteady after she had two small strokes. The level of physical activity has been markedly reduced because of the fear of falling. There is no allergy to food or medication. The patient never smoked or abused alcohol. The patient denies problems with urine leakage or incontinence. There is no family history of Parkinson’s disease or Alzheimer’s disease. The musculoskeletal review is positive for arthritis in fingers. 

PHYSICAL EXAM:

· Temperature: 100.2

· Pulse: 94

· Respiration: 24

· Weight: 140 lbs., with no significant gain or loss.

· B/P: 130/82 lying down and 120/60 sitting up

· The patient is alert, and oriented. 

· The patient is wearing a nightgown and a robe, is clean and well groomed.

· The patient cannot sit or stand because of pain. 

· The patient eats two meals a day, mostly frozen food except for 1 to 2 meals prepared at home and two meals ordered at the restaurant with a group of friends.

· There is no decrease in visual acuity with bifocal glasses. 

· Mouth is dry.

· Expectoration is yellow, obviously purulent sputum.

· There is tenderness overlying the second lumbar vertebra.

· Moderate diffuse cogwheel rigidity

· Diminished facial expression

TESTS RESULTS:

Lab results: white cell count is 13, 400.

X-Ray of lumbar vertebra shows an 80% compression deformity of the second lumbar vertebra, which corresponds, to the area of her back pain. There is also presence of osteopenia.

Chest x-ray shows a left lower lobe pulmonary infiltrate.

Sputum gram stain shows many WBCs with mixed gram-positive and gram-negative organisms. The specimen was sent for culture and grew Haemophilus influenza. Sputum was negative for TB.
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MD  ARNP information

DIAGNOSES:

After review of systems and physical exam, you have given the following diagnoses

· 80% compression deformity of the second lumbar vertebra

· Osteopenia 

· Left lower lobe pulmonary infiltrate

· Rule out Parkinson’s disease

· Rule-out subdural hematoma

· Rule-out orthostatic hypotension (when patient can stand up)

· Rule-out TB (tuberculosis)

· Rule-out TIA (transient ischemic attack or mini-stroke)

· At risk for PE (pulmonary embolism) and DVT (deep venous thrombosis)

· Chronic constipation

Louisette A. Boucher, ARNP & Regina Velasco, D.O., Geri-Psych. Fellow.  University of South Florida GITT, Suncoast Gerontology Center, 01/06/2000.

GITT SIMULATED PATIENT

Trainees / Student Information

IDENTIFYING INFORMATION:
The patient is a 74-year-old Caucasian widow. The patient has completed high school, has lived in the area for 6 years. The patient has been widowed for 2 years and lives alone in a 3-bedroom home. The patient called 911 this morning because the patient could not get up after a fall sustained during the previous evening. The patient also called a friend who is now waiting in the emergency room. The patient was in the emergency room and is now being admitted to the hospital.

CHIEF COMPLAINT OR CONCERN:
The patient has a back pain that makes it impossible to get out of bed.

PRESENT ILLNESS:
In the past three days, the patient has had fever, cough, and general malaise. Yesterday about one hour after going to bed, the patient got up to go to the bathroom, felt unsteady and toppled backward in the hall. There was no lightheadedness or dizziness. There was no grab bar and the patient fell on the buttocks. The patient felt a sharp back pain that did not last long but was able to get up, walk to the bathroom and go back to bed. This morning, the patient could not get out of bed because of back pain. The admitting diagnosis is compression fracture of the second lumbar vertebra.

MEDICAL HISTORY:

The patient’s medical history includes: 

· Two small strokes, one year ago and one ½ year ago with dysphagia (swallowing difficulty) and right hemiparesis (weakness in right leg and right arm) for a day or so.

· Hypertension for 10 years.

The patient is currently taking the following medications:

· Baby aspirin 81 mg q. day since the first mini stroke.

· Propanolol 80 mg bid for the last 3 years for hypertension

PAST PSYCHIATRIC HISTORY:
The patient has a previous history of depression following the death of the spouse and was treated with medication for 3 months but does not know the name of the medication. She attended grief sessions at hospice but did not receive individual counseling. The grief sessions were very helpful to her.

Louisette A. Boucher, MS, ARNP, CS, University of South Florida GITT, Suncoast Gerontology Center, 1/6/2000.
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Discussion Matrix for Trainees / Students

You have 55 minutes to complete the interviews

Your group should function as a team playing the formal team roles (leader, facilitator, time keeper, recorder) only if you believe they are necessary to conduct your team decision-making process for the assessment of this patient. Your goal in this class is to have one team member interview the patient at a time. Once the patient is interviewed by one team member you must send a different team member to interview the patient.

You may wish to use the attached discussion matrix as a guide, identifying the major medical, emotional, social, environmental and economic issues in the case.

You have 45 minutes to develop an interdisciplinary care plan that addresses the following questions:
1.  What is the main problem and goal for your patient?

2.  Identify the major issues in this case and prioritize them from your perspective. Justify your priorities.

3.  What are the strengths of the patient/family?

4.  What, if any concerns (weaknesses) do you have about the care plan?

5.  Who should work on what issue in what time frame?

6.  How would you monitor the care plan?

Adapted from Minnesota Geriatric Interdisciplinary Team Training Program at the University of Minnesota. (1998). Steps in assessing patient needs. In M. Meako, & T. Fulmer (Prepared by) GITT Curriculum Compendium (Draft)  (p. 387). New York: New York University, School of Education, Division of Nursing.

Kathryn Hyer, MPP, Dr.PA, University of South Florida GITT, Florida Policy Exchange Center on Aging, 06/09/1999.
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Faculty Observation Criteria

A.  Observe the implementation of the seven-step meeting process

1. Clarify the objectives.

Ensure that all trainees understand and are in agreement with the meeting objective.


2. Review the roles.

Review who will be timekeeper, recorder, leader and facilitator. Decide
 how feedback on time will be given.


3. Review the agenda.


4. Work through the agenda items and seek closure on each issue raised.


5. Review the meeting’s record, summarize agreements and be certain each task has a person taking responsibility and specific timeline for completion of task.

6. Plan the next steps and the next meeting agenda.

Decide who will do what before the next meeting. Decide what the objective and agenda items will be for the next meeting.


7. Evaluate the meeting.

 What did the team do well that it should continue doing? What could the team do differently to improve the meeting, group and continual improvement processes?

Adapted from Executive Learning. (1997). Using teams for improvement. In Executive Learning Handbook for improvement: A reference guide for tools and concepts (Healthcare 2nd ed., p. 66). Brentwood, Tenn.: Executive Learning.

B.  Evaluate trainees’ skills using preceptor evaluation form - Team Skills Scales.

1. See HGITT Team Observation Tool. 

2. See the John A. Hartford Foundation GITT Preceptor Evaluation of Trainee’s Team Skills.

Kathryn Hyer, MPP, Dr.PA, University of South Florida GITT, Florida Policy Exchange Center on Aging, 07/09/1999.
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	Date
	Problems/Needs
	Goals
	Interventions
	Disci-

pline
	Eval

date

	Main Problem:
Main Goal:       Friend: fall prevention  

                         Patient: relieve pain, return to ambulatory state as soon as possible, learn origin of unsteadiness and prevent it

                         Team: rehabilitation, fall prevention and return to safe home environment

	01/06/00
	Low back pain secondary to compression deformity.
	1. Maintain pain to a tolerable level for the patient.

2. Prevent constipation secondary to meds.

3. Return to ambulation as soon as possible
	1. Monitor pain q. 6 hrs based on scale of 0-10. Roxicodone 5 mg q. 6 hours. Monitor side effects q. 6 hrs.

2. Monitor bowel movements. Prophylactic stool softener (Senokot 2 tabs at bedtime).

3. Consultation to PT for ROM and ambulation.
	RN/LPN

MD/ARNP

RN/LPN/ CAN - MD

MD/ARNP

PT
	01/06

01/06

01/06



	01/06/00
	Acute illness: pneumonia
	1. R/O TB 

2. R/O aspiration pneumonia.

3. Maintain patent airway.

4.  Maintain Pulse Ox at > 90% 

5. Prevention measures
	1. Cephalosporin IV x 3 days than po x 4-7 days Follow-up chest X-Ray

2. Sputum for C&S and AFB smear

3. History of skin testing

4. Follow-up CBC with/diff, chem. panel

5. Mucomist 10%, 2cc with Albuterol nebulizer sol. 1 vial via nebulizer q. 8 hrs x 2 days

6. Deep breathing, coughing, and turning q. 4 hrs

7. Pulse Ox q. 8 hrs and prn

8. Monitor VS q. 4 hrs x 48 hrs than q. 8 hrs

9. Initiate influenza vaccination and pneumococcus vaccination


	MD/ARNP

RN/LPN

X-Ray tech

MD/ARNP

Lab tech

RN/LPN

MD/ARNP

RT/  RN/LPN

RN/CAN

RT/LPN

CAN

MD/ARNP
	01/06

01/06

01/07

01/08

01/08

01/06

01/06

01/06

pre-

D/C

	01/06/00
	At risk for complications of immobility 
	1. Prevent pulmonary embolism and DVT

2. Maintain functional ability 


	1. Support stocking

2. ROM q. 4 hours

3. Sequential compression device q. day

4. Aspirin 81 mg q. day

5. Evaluate for dyspnea, tachycardia, pleural rub, pleuritic pain q. 4 hours while on bedrest

6. Deep breathing, coughing, and turning q. 2 hours x 24 hours than q. 4 hrs
	RN/CAN

PT/CAN

MD/ARNP

PT

MD/ARNP

RN/LPN

RT

LPN/CNA
	01/07

01/06

01/07

01/07

01/06

01/06
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	01/06/00
	Cognitive impairment
	1. R/O TIA 

2. R/O subdural hematoma 

3. R/O dementia vs. delirium (reversible causes) 

4. Safety issues 

5. R/O depression
	1. CT scan of the brain. 

2. MMSE. 

3. Assess for impaired judgment, IADLs and ADLs 

4. Assess for ability to take medications and simplify medication routine.

5. Complete dementia workup: TSH, Folate, B12, Chem. panel, RPR, Mg, Ca, UA w/C&S, CBC w/diff.

6. Geriatric depression scale
	MD/ARNP

RN/LPN

SW

RN/LPN

CNA/OT

RN/LPN

MD/ARNP

MD/ARNP

RN/LPN

SW
	01/07

01/08

01/08

01/10

01/08

01/08

	01/06/00
	At risk for fall
	1. Obtain history of fall

2. Safe and increased mobility

3. Safe environment

4. Rule out orthostatic hypotension

5. Prevent post-fall syndrome

6. 24 hr Holter monitor, rule out SSS (sick sinus syndrome)


	1. Fall risk assessment scale

2. Gait assessment (Tinetti balance and gait evaluation) and train in assistive device if needed

3. Screen for functional ability (mobility assessment test)

4. ROM especially cervical ROM and response to head movement, joint deformity and stability 

5. Muscle strength and tone (lower extremities)

6. Exercise prescription when patient stabilized

7. Blood pressure when lying, sitting and standing

8. Medication review (change Propanolol to another antihypertensive, not beta-blocker)

9. Perform cerebellar tests

10. Evaluate visual acuity

11. Peripheral sensation, test for P.A.D., and stretch reflexes

12. Feet and footwear

13. The Cage questionnaire (alcohol use)

14. Home evaluation

15. Evaluate cognition (already planned)
	RN/LPN

RN/LPN

PT

PT

OT/CNA

PT

PT

CNA

MD/ARNP

MD/ARNP

MD/ARNP

MD/ARNP

PT

Podiatry

SW

OT/SW
	01/08

01/08

01/08

01/06

01/08

pend.

01/08

01/10

01/10

01/10

01/10

01/11

01/11

by NH
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	01/06/00
	Parkinsonism signs
	1. Rule out Parkinson’s disease
	1. Obtain family history of Parkinson’s disease

2. Complete neuromuscular evaluation

3. Start treatment if indicated

4. Prevent secondary constipation (high fluid intake, high-residue diet) – Senokot prn.
	RN/LPN

Psy/Neuro

Psy/Neuro

MD/ARNP

RN/Dietic.
	01/10

01/10

01/11

01/11



	01/06/00
	Osteopenia
	1. Rule-out endocrine abnormalities

2. Rule-out nutritional deficiencies

3. Pain management

4. Prevention of fractures

5. Minimize bone loss
	1. Thyroid profile, Ca serum level

2. Serum albumin and pre-albumin

3. Calcitonin-salmon (Calcimar or Myacalcin) for analgesia 100 IU daily

4. Elemental calcium 1000 mg with vitamin D 400 IU daily

5. Weight-bearing exercises

6. Calcitriol therapy
	MD/ARNP

MD/ARNP

MD/ARNP

MD/ARNP

PT

MD/ARNP
	01/08

01/08

01/07

01/08

Pend

Pend

	01/06/00
	Poor economic resources
	1. Obtain economic support necessary for rehabilitation and post-rehabilitation 

2. Involve children in planning of economic resources
	1. Assess financial needs and children’s financial support

2. If necessary, explore sources of financial aid, particularly as it related to alternative medications not covered by traditional programs (drug-free programs)

3. Explore possibility of assistance with home care including house cleaning, laundry
	SW/Case

Manager

SW/Case 

Manager

SW/Case

Manager
	01/08

01/08

01/08

	01/06/00
	Discharge planning
	1. Continued rehabilitation

2. Safe transition to home environment

3. Maximum independence

4. Case management oversight
	1. Discuss with patient, friend, family the temporary placement in a safe environment (nursing home) for a continued rehabilitation program with follow-up home health care.

2. Complete home evaluation and environmental modifications to eliminate fall risks.

3. Plan for community-based services: Meals-on-Wheels, emergency service.

4. Medication reminder system.

5. Assess access to transportation for Dr. visits, groceries, etc.

6. Contact representative from social network if patient agrees to obtain support in implementation of care plan.
	SW/Case

Manager

(CM)

MD/ARNP

SW/HH

SW/PT

HH

SW/CM

RN/HH

SW/CM
	01/09

Pend.

Pend.

Pend.

Pend.

01/09
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	01/06/00
	Status of advanced

Directives
	1. Evaluate advanced directives including DNR 

2. Find out the designated health care surrogate

3. Determine who will be designated as health care decision maker in case of emergency
	1. Discuss with patient on admission – if no advanced directives written, explain the need to have a hospital standard form signed by patient

2. Discuss with children, close friend, and patient who will be designated as health care surrogate and who will make decisions in case of emergency (need for a person living in close proximity to the patient)
	Admission

SW

SW

MD/ARNP
	01/06

01/10

	01/06/00
	Emotional issues
	1. Facilitate adjustment to discharge planning

2. Guide through adaptation to disease process
	1. Contact minister if patient agrees

2. Administer the “Worry Scale” and Geriatric Depression Scale

3. Discuss coping strategies

4. Patient education on fall prevention and disease process

5. Suggest lifeline to reduce patient and family anxiety regarding the potential for fall

6. Refer to Parkinson’s disease self-help group
	SW/CM

Parish nurse

SW

MD/ARNP

RN/LPN

SW/ARNP

MD/ARNPPT/RN

MD/ARNPSW/CM

MD/ARNPSW/CM
	01/07

01/09

01/09

01/06

Pend.

01/10




Louisette A. Boucher, ARNP, Regina Velasco, M.D, Geri-Psych. Fellow, & Sandra Mutolo, LCSW, Paatricia L. Geasa. University of South Florida, Suncoast Gerontology Center, 01/06/2000.
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Faculty Information and Teaching Note

1.  Teaching points

The team should recognize that patient, family, and close friend are an integral part of the team. 

This case gives an opportunity to discuss the following:

Falls

· Complex background of a simple incident 

· Processes and falling (dynamic balance, sensory and central processes, MS function) 

· Factors increasing the falling risk 

· Disorders commonly associated with gait disturbance 

· Examination of the unsteady or falling older adult 

· Interventions to prevent falls 

· Assessment scales (ex: fall risk, Tinetti, ADLs) 

· Exercise program for older adults 

· Factor to assess for home safety 

· Definition of post-fall syndrome 

· Premonitory fall is a common presentation of illness in older adults and the fall may dominate the picture 

· Patients with dementia are prone to undertake activities exceeding their abilities 

· Functional changes must be considered as subtle indication of potential thyroid disorder

· Discuss use of halter monitor to diagnose possible sick sinus syndrome


Delirium versus dementia

· Discuss differential diagnosis between delirium and dementia 

Pneumonia
· Expected signs and symptoms are frequently absent in older adults; Tachypnea (>28) is often the earliest clue 

· Normal breath sounds and voice sounds in older adults whose baseline is diminished may actually signify increased transmission and consolidation


Tuberculosis
· Older adults remain the major reservoir  

· TB has a higher incidence in nursing homes
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1. Teaching points (continued)

Parkinson’s disease

· Two or more symptoms should be documented on PE for at least 6 months or more consecutive exams to give the diagnosis
Subdural hematoma

· The symptoms may not be evident for days or weeks due to the cerebral atrophy of normal aging

Functional ability

· Older adults often view their health status from a “functional viewpoint” 

· Acute illness often results in functional losses which may become permanent if a rehab approach is not used

2. What is the main problem and goal for your patient?


The main problem in this simulated case is prevention of recurrent falls.

The main goal 

· for the friend is to mobilize support in order to decrease fall risks 

· for the patient is to control pain and return to safe ambulation 

· for the team is to plan a rehabilitation program, prevent further falls, and return the patient to a safe environment
3. Identify the major issues in this case and prioritize them from your perspective.  Justify your priorities

See care plan for issues and prioritization.
4. What are the strengths of the patient/family?

· Patient’s desire to return to ambulatory state as soon as possible 

· Patient‘s engagement with friends and family

· Potential to mobilize support from friends and family

· Potential to involve children in financial support 

· Patient’s mild co-morbidity 

· Patient’s negative history of smoking and alcohol use
USF – GITT Simulated Patient Teaching Module
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5.   What, if any concerns (weaknesses) do you have about the care plan?


· Unknown environmental hazards 

· Patient’s level of cognitive impairment 

· Economic resources 
· Chances of returning to live in her own home
6. Who should work on what issue in what time frame?


See Interdisciplinary Care Plan.

7. How would you monitor the care plan?


See Interdisciplinary Care Plan.
8. Teaching tools
J. Ulfarsson & B. E. Robinson (1997). Falls and falling. In R. J. Ham, & P. D. Sloane (Eds.), Primary care geriatrics: A case-based approach (2nd ed., pp. 311-320). St. Louis: Mosby.

Disorders commonly associated with gait disturbances p. 315

Examination of the unsteady or falling patient p. 315

Interventions to prevent falls p. 316

Exercise prescription for the older person p. 317


Functional Assessment Tools handout.

Ebersole, P. & Hess, P. (1994). Toward healthy aging: Human needs and nursing response (4th ed.). St. Louis: Mosby.



The worry scale p. 577.
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