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- Summarizes the best available evidence

- QOutlines a framework for action around
a new concept of functional ability
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Integrated care for older people

Guidelines on community-level interventions to manage declines
In intrinsic capacity

@) World Health
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Module I: Declining physical and mental capacities

- Recommendation 1: ) )
. Multimodal exercise, including Multimodal exercise iining and other exercise components (balance,
: flexibility and aerobic training), should be recommended for older people with declining physical capacity,

. measured by gait speed, grip strength and other physical performance measures. (Quality of the evidence:
‘ moderate; Strength of the recommendation: strong)

Recommendation 2: w ) ) )
R T e ety Oral supplemental nutrition with dietary advice
undernutrition. (Quality of the e

Recommendation 3:
: Older people should receive rd rment in the primary care setting, and timely
¢ provision of comprehensive eye ]

Recommendation 4: . 8
' Screening followed by provision a0 aids offered to older people for timely identification and
i management of hearing loss. (Quality o e evidence. low, Strength of the recommendation: strong)

: Recommendation 5: . . .
. Cognitive stimulation can be o Cognltlve stimulation pairment, with or without a formal diagnosis
: of dementia. (Quality of the evidence: low, Strength of the recommendation: conditional)

: Recommendation 6:
. Older adults who are experie Psychologica| interventions brief, structured psychological
‘interventions, in accordance a OAF erveruon guoe delivered by health care professionals with
' a good understanding of mental health care for older adults. (Quality of the evidence: very low; Strength of the

| recommendation: conditional)
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Module II: Geriatric syndromes

Urinary :Recommendation 7:
incontinence . Prompted voiding for the management of urinary incontinence can be offered for older people with cognitive

impairment. (Quality of the evidence: very low, Strength of the recommendation: conditional)

ecommendation 8:
Pelvic floor muscle training (PFMT), alone or combined with bladder control strategies and self-monitoring, should

“be recommended for older women with urinary incontinence (urge, stress or mixed). (Quality of the evidence:
moderate; Strength of the recommendation: strong)

: Recommendation 9:
Medication review and withdrawal (of unnecessary or harmful medication) can be recommended for older people
at risk of falls. (Quality of the evidence: low;, Strength of the recommendation: conditional)

Ilzt* ﬁu ;ReCOI‘I‘lmendation 10:

Risk of falls

Multimodal exercise (balance, strength, flexibility and functional training) should be recommended for older people
fat risk of falls. (Quality of the evidence: moderate; Strength of the recommendation: strong)
‘Recommendation 11:
i Following a specialist’s assessment, home modifications to remove environmental hazards that could cause falls
:should be recommended for older people at risk of falls. (Quality of the evidence: moderate; Strength of the

i recommendation: strong)

:Recommendation 12:
- Multifactorial interventions integrating assessment with individually tailored interventions can be recommended to

‘reduce the risk and incidence of falls among older people. (Quality of the evidence: low; Strength of the
{ recommendation: conditional)
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The Effectiveness of Inpatient Geriatric Evaluation and
Management Units: A Systematic Review and Meta-Analysis

Readmission

iR A NBEIE(E
_nziEZﬁ

Institutionalization 6m +
Institutionalization 3m s
Mortality 12m . —r
Mortality 6m |
Mortality 3m | "

00 02 04 06 08 10 12 14

Favors treatment Favors controls
Relative Risk JAGS  58:83-92, 2010
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Table 1. Controlled studies that were able to show the benefits of Comprehensive Geriatric Assessment

Study Patient setting Year Benefit found"
1 2 3 4 & 6 7 8 2] 10

Rubenstein et al® In-patient 1984 + + + + + + + +
Landefeld et al*® In-patient 1995 + + +
Hogan et al* In-patient 1987 + +
Hogan and Fox* In-patient 1990 + + +
Boult et al*® Out-patient 1994 + + +
Silverman et al*’ Out-patient 1995 + + +
Vetter et al® Community 1984 + + +
Hendriksen et al*® Community 1984 + + + +
Epstein et al*® Out-patient 1990 +

*Key:

1 = Improved diagnostic accuracy 6 = Decreased nursing home use

2 = Improved placement 7 = Increased use of home health care service
= Improved function 8 = Reduced use of medical service
= Improved affect or cognition 9 = Reduced medical cost

5 = Reduced medication use 10 = Reduced mortality rate



BLE A 3T S 2 T

80m% LA L
EAUREERIC(LERREIRICR)

EAESF

f_f_flﬁFE -

AEERYER (N2 E =M ER)

g] 55 Ak

AiEHEHR

Hit B R AR

2 EEYIEESEE
R

REBEKZHEERNEZEFA

4




mee A AT S mE 2 T2

AAE - WA

=113

&
2 Imu
2'-"' IImI\
« o\
cift Nt

. BE
« GEFNIBEERTERESE
- BRIEXEEEZXSE
- BERNZEEA

;|I$
]]])H
it

N

[IL]




) off &

i3

|/

] <




o A1 11 BE HY B 42

223 e

ﬁ




Mini-Mental State Exam

81 5 % £ B % (mini-mental state examination, MMSE)

T3 H L il H it A
IR ] iR IR iR
M f8)5E e h
1. s 5. [FEMHZR)A SRR 3 THA AR
;- 1 0 ¥ 1 0
m—FH? 1 0 R | 0
JLAf? 1 0 L2834 1 0
JLg? 1 0 WH
B 1 0 6. H A SR B
HbER LS 1 0
2. A i 1 0
WAEIR? 1 0 7 OME . AHH. HA" 1 0
WA 2 1 0 8. ifiikRH Lms T
ft 4 Huhk2 1 0 “H LR | ]
WA ERE? 1 0 9. kRS M
ML 1 0 il F R 1 0
K% TR E T 1 0
3. MGERF 3 eikeR PG | 1 0
(b 1 g R ) 10. 5 ums)T 1 0
PR 1 0 CEAT R, N, AR
LIRS 1 0 11 ¥R FE 1 0
[E414] 1 0 (A A2 e — i e )
RO R VRE S
4 it
93—7=1 1 0
86—7="1 1 0
9-7=1 1 0
R2=7=1 1 0




Mini-Cog Test

MINI-COG

DEMENTED NONDEMENTED

ClockAbnarmal Clock Narmal

DEMENTED NONDEMENTED.
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Table 3. Factors contributing to the success of geriatric assessment programmes?*

High impact Low impact

Well-targeted elderly patients No patient targeting

Includes fallow-up period No follow-up period

Programme arganisers have clinical control Programme organisers have no clinical control
Intense intervention strategies used No intervention strategies used
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