Please read the following resources with these issues in mind:

- Do the guidelines make sense as a framework for providing high quality care for our 

  older patients?  

- Can we do this in our hospitals and clinics?  

- Is an annual preventive care visit the way to ensure access to preventive services for our  

  older patients?

Let us know your thoughts on these, and any other issues you consider of interest        njm
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As a primary care clinician my goal has been to help my elder patients maintain quality of life, preserve function, and remain able to be actively involved in the life of the community and family.  I want to prevent new disability and delay the progression of existing disability.  And in a public health based health system, our goal is to provide this care for all AIAN elders.

(Also see “What is ‘Elderly’ in Indian Country?” at the end of this document*)
How do we do this?  We start with identifying those interventions that have been proven to reduce risk of death and/or disability in the elderly and ensuring that they are offered to each and every one of our elders.  This is the motivation behind the development of the Preventive Care Guidelines for the Elderly.

These Guidelines represent the efforts of a diverse group of clinicians with experience in geriatric care and Indian health to develop a practical outline for preventive care for American Indian and Alaska Native elders.  The Guidelines began with and are based in the recommendations of the United States Preventive Services Task Force (USPSTF)1.  The USPSTF recommendations are age specific, evidence based, and updated periodically.  But the USPSTF recommendations can only recommend interventions for which there is a research base9.  Thus the clinicians engaged in this effort have added additional recommendations based on clinical experience.  Throughout this effort, the participants were challenged to include the most important elements in the care of the elderly while keeping the “task list” achievable. The Comprehensive Elder PCC is available, both in standard PCC form (IHS 865) and as PCC+, to help clinicians to work with these guidelines.   

The next, and essential, step is to develop a mechanism through which we can provide these services.   Preventive care services will not elbow their way into a double-booked 15 minute visit for diabetes follow-up.   An annual preventive visit for the elderly is an opportunity to ensure that elders receive appropriate, evidence-based, preventive care services.  This is the model that has proven effective in well child care and which we rely on for ensuring access to cervical cancer screening in women. 

A preventive health visit is not currently reimbursable under Medicare, but certain screening is (colorectal cancer, mammogram, pap).  Medicare will pay for a yearly comprehensive exam to follow chronic disease (e.g. diabetes, HTN).  The new Medicare Bill provides reimbursement for a single comprehensive exam within six months of Medicare Part B enrollment, for lipid screening every two years, and for diabetes screening every 6 months, starting in January 2005.  But the Indian Health Service, as the primary provider of health care for AIAN people, has the responsibility to offer comprehensive preventive care services all of our older patients.

I would encourage you to review these guidelines, think about whether your clinic or hospital is committed to offering these services to your older patients in a consistent way, and if not, whether an annual preventive care visit for patients will help you to do this.

Screening

1. Blood Pressure

2. Height and Weight

3. Colorectal Cancer Screen

Currently recommended approaches are:

FOBT annually and/or Sigmoidoscopy every five years

 or

Total colon evaluation:  Colonoscopy  every ten years or double contrast barium enema combined with sigmoidoscopy every five years.

(recommendations derived from USPSTF1 and  ICSI – Institute for Clinical Systems Improvement2)

4. Mammogram (q1-2 years) (for women age 40-70) +/- annual Clinical Breast Exam 

There is not consensus about the upper age of benefit for mammography. Women with advanced chronic disease and reduced life expectancy are unlikely to benefit from mammography.  American Geriatrics Society recommends screening until age 75 and biennially or at least every three years thereafter with no upper age limit for women with an estimated life expectancy of four or more years3.
4. Cervical Cancer Screen (for all women who are or have been sexually active and who have a cervix) 


Consider discontinuation of testing after age 65 if previous regular screening with normal results) 

Previous regular screening can be defined as 3 normal pap smears within the 10 years prior to cessation of screening. This is based on the cited false-negative rate of 20% for a single Pap smear and 1-2% if three consecutive Pap smears are negative4 

5. Vision Screening

6. Screen for Hearing Impairment

7. Screen for Problem Drinking

8. Screen for Depression

9. Lipid Screening

10. Screen for increased fall risk
Ask if the elder has fallen in the past year.

Use AGS Fall Prevention Guidelines5

11. PPD

High risk only, as defined by the CDC6.

12. Osteoporosis Screen

 Dexa test or peripheral screening for all women 65 years and older or 55-64 with risk factors.

Issues not addressed by the USPSTF but recommended by an expert panel of Indian Health Providers- annual unless otherwise indicated

13. Functional Status, including Activities of Daily Living (ADL) and Instrumental Activities of Daily Living (IADL)

14. Weight gain or loss over preceding year.

15. Medication review

16. Oral health examination

17. Screen for Cognitive Impairment

18. Screen for chronic pain

19. Screen for elder abuse, neglect, or exploitation, including domestic violence

20. Screen for diabetes 

21. Screen for urinary incontinence

22. Discuss the risks/benefits of PSA for prostate cancer screening.

Immunizations

1. Pneumococcal vaccine 

ACIP Guidelines for revaccination:  

Revaccinate once at 6 years for all persons vaccinated prior to age 65 and once at 6 years for persons likely at highest risk and likely to have rapid declines in antibody level.  These persons include: persons with functional or anatomic asplenia (e.g., sickle cell disease or splenectomy), HIV infection, leukemia, lymphoma, Hodgkins disease, multiple myeloma, generalized malignancy, chronic renal failure, nephrotic syndrome, or other conditions associated with immunosuppression (e.g., organ or bone marrow transplantation), and those receiving immunosuppressive chemotherapy (including long-term systemic corticosteroids)7.

2. Influenza (annually)

3. Tetanus-Diphtheria (Td) boosters every 10 years.

Chemoprophylaxis
1. Discuss aspirin prophylaxis for coronary artery disease in men and in postmenopausal women at increased risk of heart disease (when risk of CAD exceeds 3% in 5 years).

Issues not addressed by the USPSTF but recommended by an expert panel of Indian Health Providers

2. Ensure adequate calcium and vitamin D intake.  

Recommended intake is 1200 mg per day of calcium and 400-800 miu Vitamin D8.  Consider supplementation.

* What does ‘Elderly’ mean in Indian Country?

There have been discussions in Indian Country that Indians age early and therefore an elder is someone 55 and older.  This makes little sense from either a clinical or sociological perspective and is not really based on any evidence.  If there is a disparity of life expectancy or disability in Indian people as they age compared to US All Races, the answer is to address the causes of the disparity, not to redefine aged at a lower limit.

The operative definition of elder depends on the question being asked.  For example, for screening services, each carries it's own, evidence based age of initiation.  As 65 years old is the age of eligibility for Medicare Services, that age becomes a useful age marker.  

The target population of the IHS Elder Care Initiative is that population with an increasing prevalence of geriatric syndromes and other disease processes associated with aging and with an increasing need for assistance in activities of daily living.   
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