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Despite evidence suggesting that primary care physicians do
not address geriatric conditions adequately in practice,
most efforts to change physicians’ practice behaviors have
been ineffective or too expensive to implement and sustain.

In its second phase, the Assessing Care of the Vulnerable
Elders (ACOVE-2) project has developed an intervention
aimed at improving the care that primary care physicians
provide for three geriatric conditionsFfalls, urinary in-
continence, and cognitive impairment/dementia. The inter-
vention addresses specific processes of care identified in the
first phase of the ACOVE project (ACOVE-1) as important
to the care of community-dwelling older persons. Beginning
with case finding, the intervention uses a standardized
multicomponent practice-change effort. The condition-
specific intervention employs four methods of changing
medical practice: efficient collection of condition-specific
clinical data, medical record prompts to encourage per-
formance of essential care processes, patient education
materials and activation of the patient’s role in follow-up,
and physician decision support and physician education.
Moreover, the costs of the intervention are low. The effective-
ness of the intervention in improving the processes of care for
these conditions and clinical outcomes will need to be evalu-
ated in controlled trials. J Am Geriatr Soc 51:1787–1793,
2003.
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As a result of the increased burden of disease and
disability associated with aging, older persons require

more health care than younger persons.1 This care is
expensive, and the cost is rising at a faster rate than

healthcare costs for younger persons.2 In spite of these high
expenditures, studies have shown that the care that older
persons receive is frequently inadequate, especially for
geriatric conditions (e.g., incontinence, falls, dementia,
undernutrition).3 Although for some conditions (e.g.,
diabetes mellitus,4 screening for lipid disorders5) the
optimal care of older persons is less well established than
for younger persons, there is substantial evidence, based on
published research, about how most geriatric syndromes
and diseases of older persons should be managed.6 Fre-
quently, this evidence has also been published as practice
guidelines, quality indicators, and evidence-based medicine
reports, but merely agreeing upon standards of care does
not mean that physician behavior will change or best
practices will be implemented. In fact, the term ‘‘knowl-
edge-practice gap’’ has been used to describe the difference
between evidence-based effective management and care
actually provided.7

Implementing changes to improve the care of older
persons in existing clinical settings has been remarkably
difficult. Previous attempts to change physician perfor-
mance through traditional continuing medical education
have been largely ineffective.8 Many factors, including
physician knowledge, attitudes, and behaviors, contribute
to this inertia.9 Physician barriers to adhering to guidelines
have been well described.9 These include lack of awareness
or familiarity with the guidelines, disagreement with
specific guidelines or guidelines in general, disbelief that
the performance of guideline-specified care processes will
lead to desired outcomes, lack of self-efficacy to perform the
care process, and inability to overcome existing practice
habits. Additional obstacles include patient factors and
environmental factors, such as lack of time, resources, or
reimbursement.9 Many of these barriers apply to the
management of geriatric conditions. For example, inade-
quate case recognition, lack of physician knowledge about
management, poor patient adherence, and inadequate
follow-up are likely to perpetuate the provision of care
that is inconsistent with evidence-based standards. Perhaps
most important, clinicians commonly believe that evidence-
based care takes more time.9 For most clinicians and
healthcare systems, adding time to each encounter is simply
not a viable option.
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In response, researchers have begun attempts to change
physician performance in the context of modifying the basic
structure of care. Innovative models, such as group visits10

and chronic care clinics,11 have been developed and
evaluated, but few models focus on changing practice
within individual primary care physicians’ offices without
adding personnel or implementing costly structural im-
provements (e.g., computerized medical records). The
Assessing Care of Vulnerable Elderly Persons (ACOVE)
project developed a definition of vulnerable elders and then
developed and documented a set of process of care quality
indicators covering 22 conditions important for older
persons.3,4,6 In response to the deficiencies demonstrated
in the care of geriatric conditions, the second phase of the
ACOVE (ACOVE-2) project developed a model to improve
the care of older persons in community-based physicians’
practices using existing resources. This paper describes how
this model has been implemented in community-based
primary care physicians’ offices as part of a controlled
clinical trial.

DESCRIPTION OF THE PROGRAM

Overview

The ACOVE-2 intervention was designed to improve the
primary care provided to outpatients aged 75 and older
who have at least one of three geriatric conditions: urinary
incontinence, falls, or cognitive impairment/dementia. The
intervention is integrated into the context of a regularly
scheduled visit and begins with case finding, which is
followed by a standardized multicomponent practice-
change effort (Figure 1). For each condition, the interven-
tion addresses specific processes of care identified in
ACOVE as important to the care of older persons residing
in the community.12–14

If an older person is identified as having bothersome
incontinence, falls (or fear of falling), or memory loss, a
condition-specific intervention is initiated that employs four
methods of changing medical practice.

1. efficient collection of condition-specific clinical data,
including information collected by nonphysicians and
automatic orders for simple procedures

2. medical record prompts to encourage performance of
essential care processes

3. patient education materials and activation of the
patient’s role in follow-up

4. physician decision support and physician education

Intervention Components

Identifying Cases

A mechanism was implemented to screen patients for the
relevant conditions. In the practices presented here, patients
received a telephone call from an employee of the practice
before a scheduled clinic visit to ask a brief series of
questions to identify bothersome incontinence, memory
loss, or falls or fear of falling (Figure 2). (Other means of
screening could include in-office administration of the
screen by office staff or administration of a patient previsit
questionnaire.) These screening questions were designed for
clinical rather than research purposes, and positive re-

sponses aimed to identify clinical situations that should
prompt a physician response. For example, rather than
using a validated screen for identification of incontinence, a
single question was constructed to identify incontinence
that was bothersome enough that the patient would like to
know more about how it could be treated. In this manner,
only conditions of clinical importance were brought to the
physician’s attention. If patients were unable to respond to
the questions (e.g., due to cognitive impairment), or if they
preferred, a proxy was allowed to answer these items. The
patient’s (or proxy’s) answers to these questions were given
to his or her provider at the time of the clinic appointment.

Initiating the Intervention

Screening results (positive or negative) were placed on the
patient’s chart at the time of the visit. For patients who had
a positive screen based on answers to previsit questions,
additional condition-specific materials, including a struc-
tured visit note, were attached to the medical record at the
time of the patient’s scheduled visit. (These materials were
also readily available in each examining room in the event
that the clinician identified a case that the case-finding
method described above did not detect.) If multiple
conditions were triggered, the attachment of condition-
specific materials was prioritized so that the physician was
not inundated with forms to be completed at a single visit;
the priority was memory loss, then falls, and finally
incontinence. A physician could address more than one

  
 

 

 

 

Figure 1. Assessing Care of the Vulnerable Elders-2 intervention
process. �If the physician elicits symptoms, the physician has the
materials readily available to insert them into the chart.
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Name: _____________________________ Appointment date & time: __________________ 
Study ID #: ______________ Dr. __________________ 

ACOVE-2: PATIENT/SURROGATE SCREEN 

If patient is confused, an attempt is made to find a surrogate before any questions are asked. At any point, the patient 
may turn the call over to a surrogate for other reasons (e.g., hard of hearing, too sick to talk) 

(New)  In the PAST 12 MONTHS, 
OR  
(Established) Since your LAST VISIT HERE, 

(CONDITION TRIGGERED) 

1. Have you (if surrogate, has he/she):

YES NO

Fallen 2 or more times * 
(*Falls)

Fallen and hurt yourself or needed to see a doctor because of the fall * 
(*Falls)

Been afraid that you would fall because of balance or walking problems * 
(*Falls)

Had a problem with urinary incontinence (or your bladder) that is bothersome  

enough that you would like to know more about how it could be treated * 
(*UI) 

2. Patient: 3-item recall 

Patient recalled:  2-3 items 

* 1 item, no surrogate available   (*Dementia)

* 0 items, no surrogate available   (*Dementia)

* Refused, no surrogate available (*Dementia)

Refused, no surrogate needed 

If a patient fails the 3-item and a surrogate is available, the screening process starts over (the incontinence and falls 
data from the patient are discarded). The results are those given by the surrogate PLUS the results of the 3-item 
recall, if it was done.

3. Surrogate: Have you noticed that has recently had more trouble 

than in the past with memory for day-to-day happenings around the house, such as 

remembering where he/she put things, recalling recent events, forgetting what you 

told him/her, or what he/she told you, remembering plans, appointments or phone 

calls?

* 

* 

Yes (*Dementia) 

 No/Don’t know 

indicates positive screen 

Patient Name: 
___________________________
Med. 
Rec.#_____________________________

(Medical Group logo here) 

_______________

Figure 2. Assessing Care of the Vulnerable Elders-2: Patient/Surrogate Screen.
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condition during a visit or may have decided to schedule
subsequent planned visits to address the other conditions.

Collecting Clinical Data

The content of the data collection forms was derived from
literature reviews, quality indicators created for the
ACOVE project, and clinical judgment. An example of a
structured visit note is provided in Figure 3. Structured visit
notes for other conditions are available upon request from
the first author. A portion of this note contained history
items (e.g., circumstances of fall, mobility) and simple
procedures (e.g., vision screening) that the office staff could
expediently complete to facilitate the physician’s approach
to the condition. The clinician decided how much and what
to delegate. The structured visit note then guided the
physician to consider potentially important historical and
examination elements and suggested diagnostic tests that
might be performed. The structured note also facilitated
development of an impression and plan that was supported
by patient education materials and physician decision
support resources.

Patient Education Materials

Condition-specific patient information (e.g., home safety
checklist and information about pelvic floor exercises,
driving, and dementia), much of which was adapted from
the National Institute on Aging’s Age Pages, and condition-
specific local community-based resources to facilitate
management (e.g., community-based exercise groups,
transportation assistance) were assembled for dementia,
falls, and urinary incontinence. These information hand-
outs were available in each clinician’s examination room, in
bins mounted on the office wall or hanging file folders on a
portable stand, to facilitate treatment. The materials were
designed to enhance patient understanding of the condition
and to augment adherence to the treatment plan while
reducing the effort required by clinicians to educate and
instruct the patient. The materials also extended the
management options beyond what the medical system
could otherwise offer. For example, these materials
facilitated patients accessing community-based services
that were not provided by their physician or health plan.

Follow-Up Sheet

A condition-specific follow-up sheet was attached to the
patient materials to stimulate continuity of care for the
condition on the part of the patient and the physician.
Specifically, this sheet prompted the patient to monitor the
response to treatment and report problems or complica-
tions (including inability to adhere to the recommended
treatment) to the clinician.

Decision Support and Physician Education

Each physician practice group participated in one small, 3-
hour educational group session led by a geriatrician that
demonstrated practical approaches to each of the three
conditions within the context of a busy practice without
adding length to the visit. Although these sessions provided
some insight that conducting the recommended assessments
might allow for billing at higher levels, the focus of the
session was not on billing. Brief, written decision-support

information adapted from the American Geriatric Society’s
Geriatrics at Your Fingertips15 was also provided that
described the management of each of the conditions. In
addition, after several weeks of piloting the intervention,
small group sessions were held with physicians to review
charts of patients who triggered the intervention and to
discuss physicians’ experiences with restructuring the care
for these conditions. At that time, the physicians were asked
to make modifications in the protocol that would help
facilitate in-office implementation and clinical management
of the conditions.

Implementing the Intervention in Medical Groups

As part of a study that will assess the effectiveness of this
intervention on processes and some outcomes of care, two
medical practices (each composed of nine physicians, one
also using a nurse practitioner) have implemented this
system of caring for these conditions. One of the practices
had geriatricians available, and a consultation could be
requested at any physician’s discretion. The other practice
had no easily accessible geriatrician available. Both
practices served patient populations that had large numbers
of retirees and were primarily white and somewhat affluent.
Persons aged 65 and older were estimated to represent 50%
to 60% of each practice. With respect to payor mix for their
older patients, one practice cared for almost exclusively
managed care patients and the other for mostly fee-for-
service Medicare patients. Each practice was required to
address all three conditions using all components of the
intervention, but they had flexibility in how the components
were administered and the content of these components.
For example, the practices modified the content of the
structured visit notes to fit within their own guidelines (e.g.,
rules concerning when a neuroimaging test could be
ordered for cognitive impairment). Groups also had
considerable latitude in how the components were im-
plemented (e.g., how much of the intervention office staff
performed, rather than physicians). In a further modifica-
tion of implementation, one group that relied primarily on
dictated notes chose to reformat the structured visit note as
a dictation template. The major barrier encountered in
implementing the intervention was inconsistency in how
enthusiastically physicians adopted the intervention.
Although some quickly embraced the changes, others were
slower converts, and some remained skeptical.

Costs Associated with the Program

The costs of this program included those required for start-
up and those needed to maintain the program. Start-up
costs included establishing a screening mechanism, custom-
izing forms, identifying condition-specific local community-
based resources, training physicians and office staff, and
installing clinic materials. The estimated start-up costs vary
depending upon how much time must be devoted to
obtaining physician and staff ‘‘buy-in’’ and the extent to
which the practice group revises the materials. Other start-
up costs are estimated here for a medical group of 10
participating physicians. These include purchasing and
stocking 20 rolling files of materials ($1,600), creating and
photocopying physician and medical assistant training
manuals ($80), physician training ($1,250 honorarium for

1790 REUBEN ET AL. DECEMBER 2003–VOL. 51, NO. 12 JAGS



PATIENT VISIT: FALLS/MOBILITY PROBLEMS 

Reason for Visit:   Fall since last visit (or in last year, if new patient) (MA: Complete Q1-5)
 Fear of falling due to balance/trouble walking only (MA: Complete Q4-5 only) 

History of Present Illness: 4. Uses device for mobility? YES
NO 

1. Date last fall occurred: _______________________   Cane……………………………….. 
2. Circumstances of fall: YES  NO  Walker……………………….…….. 

Loss of consciousness………………….. Wheelchair………………….…….. 
Tripped/stumbled over something……..  Other, specify : ________________ 
Lightheadedness/palpitations………….  5. Vision: 
Unable to get up within 5 minutes……… Noticed recent vision change…… 
Needed assistance to get up……………  Eye exam in past year……………………. 

3. Orthostatics: (Measure after 1-2 min. in specified position)  If NO eye exam in past year,  
Lying: BP: _____/_____ Pulse: _____  visual acuity today: 
Standing:  BP: _____/_____ Pulse: _____ OS: 20/_____ OD: 20/_____ OU: 20/_____ 

========================================================================================= 
6. Psychotropic medications (specify): YES NO YES NO

Neuroleptics: ____________________ 7. 2 or more drinks alcohol each day
Benzodiazepines: ________________ 8. Other conditions (e.g., Parkinson’s, CVA,
Antidepressants: _________________ cardiac, neuropathy, severe OA), specify:

____________________________ 

Examination:
1. Cognition: 3-Item recall: PASS FAIL If FAIL Cognitive status:

2. Gait: NORMAL ABNORMAL If indicated, 

           Timed-
Up-and-Go: ____sec 
Abnormal if: -Hesitant start -Heels do not clear toes of other foot 
-Broad-based gait -Heels do not clear floor 
-Extended arms -Path deviates 

3. Balance:  YES NO If indicated: YES NO
Side-by-side, stable 10 sec…. Can pick up penny off floor ……….. 
Semi-tandem, stable 10 sec .. Resistance to nudge………………. 
Full tandem, stable 10 sec….. 

4. Neuromuscular:  YES NO YES NO
Quad strength: Can rise from chair w/o using arms…  Rigidity (e.g., cogwheeling). 

Brady kinesia…………….. 
If indicated, hip ROM and knee exam:  Tremor…………………… 

Diagnosis / Treatment Plan / Medical Decision Making: 
Lab/Tests: EKG Impression:  Strength problem  Severe hip/knee OA 

 Holter monitoring  Balance problem 

 Other: _________

 Other: ___________
 Parkinsonism 

Treatment: 
 Patient education handout:   Referral for PT

“Falls”  Assistive device: _________________________ 
 “Home safety checklist”  Referral for home safety inspection/modifications 
 Strength/balance exercises:  Change in medication(s): ____________________ 

-Stand from chair, 
-Walk 10 feet, 
-Turn around,  
-Walk back,  
-Sit down 

 Upper body  Lower body  Referral for eye exam 
 Community resources  Cardiology consult 

 Community exercise program  Neurology consult 
 Other: _________________________________________

Provider’s Signature______________________________________________  

Date of Service________________ 

See PATIENT CLINICAL SUPPLEMENT: 

Patient Name: 

_________________________________

Med. 

Rec.#

(Medical Group logo here) 

___________________________

Figure 3. Patient Visit: Falls/Mobility Problems.
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1.5 days of the geriatrics expert), and medical assistant
training ($400). Practice physician and medical assistant
time spent receiving training is assumed to be noncompen-
sated. Thus, total start-up costs are estimated at $3,330 per
practice.

Maintenance costs included time spent administering
screens, additional staff time needed for the historical and
examination components delegated to office staff, and the
costs of stocking and updating the forms. This cost estimate
assumes that each of the physicians sees 300 patients aged
75 and older during the course of a year, patients are
screened when they are new to the practice and annually,
medical assistants spend an average of 3 minutes screening
each of these patients and an additional 3 minutes
completing a designated portion of the patient history for
the 30% of patients who have a positive screen, and medical
assistants are compensated at a rate of $12 per hour. Under
these assumptions, the costs of medical assistant screening
and history-taking time for 3,000 patients in a practice
would be $2,340, and the costs of stocking materials would
be $150; the total costs per patient screened would be 83
cents or $2.77 per patient who screened positive. These
costs do not include any additional physician time spent
during the office visit to address these conditions. Based on
the assumptions describe above and 240 office days per
year, approximately 5.2 additional minutes per day of office
staff time per physician would be required to administer the
intervention to all persons aged 75 and older. Thus, the
additional time to implement these practices would be
unlikely to disrupt office flow sufficiently to require
additional hiring or substantially lengthen wait times.

DISCUSSION

The structure of office-based clinical care is steeped in
tradition. As noted by the Institute for the Future, ‘‘There
has been little real change in the way physicians practice
medicine since the invention of the telephone.’’16 As part of
a study to improve the quality of care provided to older
persons, the office-based management of three common and
inadequately managed geriatric conditions was restruc-
tured.3 This restructuring was designed to overcome some
of the major obstacles that contribute to inadequate care.
Prior research has demonstrated deficits in case recognition
(on the part of clinicians and patients) and physician knowl-
edge of management concerning these conditions.17–20

Lack of patient adherence to treatment plans and inade-
quate follow-up (by patient and clinician) also may
contribute to less-than-optimal outcomes. In addition, lack
of time and resources are likely to be major barriers to the
treatment of these conditions, which may be given less
importance than other mainstream clinical conditions.
Recognizing these obstacles, this model of care attempts
to increase case recognition, educate and guide clinicians
about essential care processes, provide patient education,
and enhance follow-up while minimizing disruption of
practice procedures and flow.

In addition to systematic attempts to overcome these
barriers, the ACOVE-2 intervention draws upon organiza-
tional and educational principles that have been demon-
strated to be effective in changing provider behavior.8 It also
is consistent with a chronic care model that includes

community resources and health system changes, to create
an informed, activated patient and a prepared, proactive
provider.21 Nevertheless, this restructuring of care recog-
nizes that changes, even if effective, must fit within the cost
constraints of the current healthcare environment. Accord-
ingly, the intervention was designed to be low-tech to
facilitate its use within most practice settings and relatively
low-cost, using only existing personnel whose roles have
been modified. These advantages will facilitate dissemina-
tion if the intervention proves to be effective in changing the
process of care. Moreover, the intervention will be easily
adaptable to electronic medical records systems once these
become more widely available.

It is important to recognize that this restructuring goes
beyond simply providing tool kits to physicians. In fact,
practitioners needed to demonstrate a commitment that
they wanted to improve care for these conditions before the
model could be implemented. This interest in change was an
important factor in selecting sites and has been noted as a
key issue in dissemination of research findings into
practice.7 Once this commitment was secured, a critical
step was working with the physicians to develop a model
that they could use. In addition, the training component,
which focused on the practical aspects of how a clinician
can manage these conditions without adding substantially
to the length of the visit, was essential. Merely providing the
results of screening has not resulted in practice change or
improved clinical outcomes.22,23

Several limitations to this model of care must be
recognized. First, this change was accomplished in the
context of a research study. Thus, the decision to adopt this
model was based on factors other than those that naturally
guide adoption of innovations (knowledge, persuasion,
decision, implementation, and confirmation).24 Neverthe-
less, some guiding principles (relative advantage, complex-
ity, compatibility, trialability, and observability) that
promote behavior change with respect to adoption of
innovation24 were specifically and systematically incorpo-
rated in the development of the intervention. Because this
program was initiated in the context of a research project,
economic factors may have assumed less importance in
deciding whether to adopt and implement these changes.
Although the ACOVE-2 changes in care delivery were
designed to have modest effects on the length of visits, any
additional time must be justified by recognizable clinical
value or increased compensation. Otherwise, the change
will not be sustained. The current evaluation study relies on
recognition of clinical value, although physicians were free
to bill at higher levels if they believed that the additional
evaluation justified doing so. In addition, the community-
based practice had the assistance of health services
researchers who had considerable experience in models of
geriatric healthcare delivery. Moreover, the geriatrician
who led the small group educational session was a senior
academician. Whether other geriatricians could have
similar influence remains uncertain. The generalizability
of this model also is uncertain. Both of the practices in
which implementation occurred were well-established,
financially successful groups. Furthermore, the inter-
vention has been limited to three conditions. It is unclear
whether other geriatric conditions would fit this interven-
tion format as well and whether the complexity of
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addressing numerous conditions might overwhelm the
practices. Most likely, physicians will need to prioritize
multiple conditions, both geriatric and general medical, if
more than one or two are present concurrently. Finally, the
relative advantage of this model of geriatric practice
compared with other potential methods of addressing these
conditions is uncertain.

The effectiveness of this reorganization of medical care
must be evaluated using a formal research design. Such a
controlled trial is in progress. In the meantime, this
demonstration of restructuring of office care for three
common geriatric conditions indicates that substantive
changes are feasible in community-based practices within
the context of a research project.

ACKNOWLEDGMENTS

The authors thank Robin P. Hertz, PhD, senior director of
outcomes research/population studies at Pfizer Pharmaceu-
ticals for project direction. We recognize the technical
assistance of Patricia Smith.

REFERENCES

1. A Profile of Older Americans, 2001. Administration on Aging, U.S.

Department of Health and Human Services. Available at www.aoa.dhhs.

gov/aoa/STATS/profile/default.htm Accessed June 22, 2002.

2. Wilensky G. Medicare reformFnow is the time. N Engl J Med 2001;345:

458–462.

3. Wenger NS, Solomon DH, MacLean C et al. Vulnerable elders receive worse

quality care for geriatric conditions than for medical conditions. J Gen Intern

Med 2001;16:222.

4. California Healthcare Foundation/American Geriatrics Society Panel on

Improving Care for Elders with Diabetes. Guidelines for improving the care

of the older person with diabetes mellitus. J Am Geriatr Soc 2003;51:

S265–S280.

5. U.S. Preventive Services Task Force. Screening adults for lipid disorders:

Recommendations and rationale. J Prev Med 2001;20:73–76.

6. Wenger NS, Shekelle P, Davidoff F et al. Quality indicators for assessing care of

vulnerable elders. Ann Intern Med 2001;135:641–758.

7. Reuben DB. Organizational interventions to improve functional health

outcomes of older persons. Med Care 2002;40:416–428.

8. Grimshaw JM, Shirran L, Thomas R et al. Changing provider behavior. An

overview of systematic reviews of interventions. Med Care 2001;39:2–45.

9. Cabana MD, Rand CS, Powe NR et al. Why don’t physicians follow clinical

practice guidelines? A framework for improvement. JAMA 1999;282:

1458–1465.

10. Beck A, Scott J, Williams P et al. A randomized trial of group outpatient visits

for chronically ill older HMO members: The Cooperative Health Care Clinic.

J Am Geriatr Soc 1997;45:543–549.

11. Coleman EA, Grothaus LC, Sandhu N et al. Chronic care clinics. A

randomized controlled trial of a new model of primary care for frail older

adults. J Am Geriatr Soc 1999;47:775–783.

12. Chow TW, MacLean CH. Quality indicators for dementia in vulnerable

community-dwelling and hospitalized elders. Ann Intern Med 2001;135:668–

676.

13. Rubenstein LZ, Powers CM, MacLean CH. Quality indicators for the

management and prevention of falls and mobility problems in vulnerable

elders. Ann Intern Med 2001;135:686–693.

14. Schnelle JF, Smith RL. Quality indicators for the management of urinary

incontinence in vulnerable community-dwelling elders. Ann Intern Med

2001;135:752–758.

15. Reuben DB, Herr KA, Pacala JT et al. Geriatrics at Your Fingertips, 4th Ed.

New York: American Geriatrics Society, 2002.

16. The Institute for the Future. Grosel C, Hamilton M, Koyano J, eds. Health and

Health Care 2010: The Forecast, the Challenge. San Francisco: Jossey-Bass

Publishers, 2000.

17. Callahan CM, Hendrie HC, Tierney WM. Documentation and evaluation of

cognitive impairment in elderly primary care patients. Ann Intern Med

1995;122:422–429.

18. Barret JJ, Haley WE, Harrell LE et al. Knowledge about Alzheimer disease

among primary care physicians, psychologists, nurses and social workers.

Alzheimer Dis Assoc Disord 1997;11:99–106.

19. Urinary Incontinence in Adults. Acute and Chronic Management. Clinical

Practice Guideline Number 2, 1996 Update. Urinary Incontinence in Adults

Guideline Update Panel. Rockville, MD: Agency for Health Care Policy and

Research, Public Health Service, U.S. Department of Health and Human

Services, 1996.

20. Jarrett PG, Rockwood K, Carver D et al. Illness presentation in elderly

patients. Arch Intern Med 1995;155:1060–1064.

21. Wagner EH. Chronic disease management: What will it take to improve care

for chronic illness? Eff Clin Pract 1998;1:2–4.

22. Rubenstein LV, Calkins DR, Young RT et al. Improving patient function: A

randomized trial of functional disability screening. Ann Intern Med

1989;111:836–842.

23. Moore AA, Siu A, Partridge JM et al. A randomized trial of office-based

screening for common problems in older persons. Am J Med 1997;102:

371–378.

24. Rogers EM. Diffusion of Innovations, 4th Ed. New York: The Free Press,

1995.

RESTRUCTURING PRIMARY CARE PRACTICES 1793JAGS DECEMBER 2003–VOL. 51, NO. 12



FALLS/MOBILITY PROBLEMS – Initial Visit 

Provider’s Signature: _____________________________________________ Date__________________   Rev/ 3-26-09
   

 
 

Reason for Visit:     Fall (Start at A) 
      Fear of falling ONLY (Go to B)  
History:                     YES  NO 
A:  Last fall:   In past 4 wks   >4 wks ago        Other medical conditions: _____________________   
Circumstances of fall:      YES  NO  __________________________________________ 
 Loss of consciousness………………………    Vision:             

Tripped/stumbled over something…………..           Noticed recent vision change………………..……   
Lightheadedness / palpitations…………..….           Eye exam in past year……………….…………....   
Unable to get up within 5 minutes………..…    Psychotropic medications (specify):    
Needed assistance to get up…………..……          Neuroleptics: ______________________________   

B:  Knee or hip pain……………………………….           __________________________________________ 
Currently uses device for mobility?                     Antidepressants: _____________________________   

Cane…………………………………………...            __________________________________________    
Walker………………………………………….             Benzodiazepines: ____________________________   
Wheelchair………………………….……..….          _______________________________________ 
Other, specify: _______________________    a) IF YES to benzodiazepines, discontinued?                       

2 or more drinks alcohol per day……………….…    b) Reason for benzodiazepine continuation: ________ 
                     ___________________________________________ 
 
Examination:       (if no exam in past year)  
Lying: BP: _____/_____    Pulse: _____  Visual Acuity: OS: 20/____   OD: 20/____    OU: 20/____ 

Standing:  BP: _____/_____    Pulse: _____   
 
3-Item recall:  PASS (2-3 words)              Tinetti score: ______ 
    FAIL (0-1 word)   Cognitive status:         (Risk: 19-24; High risk: <19) 

OR 
Gait:    NORMAL      ABNORMAL             Timed-Up-and-Go: ____sec 
                   (Normal ≤ 15 sec) 
Abnormal if: -Hesitant start  -Heels do not clear toes of other foot  
   -Broad-based gait -Heels do not clear floor 
   -Extended arms  -Path deviates                  
 
Balance:       YES NO  If indicated:     YES NO 
Side-by-side, stable 10 sec……..    Can pick up penny off floor …………..   
Semi-tandem, stable 10 sec ……    Resistance to nudge………………….   
Full tandem, stable 10 sec……...   
 
Hip Rotation    NORMAL      ABNORMAL 
 
Neuromuscular:          YES NO       YES NO 
Quad strength:  Can rise from chair w/o using arms………     Rigidity (e.g., cogwheeling).   
If indicated, hip ROM and knee exam:        Bradykinesia……………..   
              Tremor……………………   
 
Lab/Tests:         Impression:  Strength problem   Parkinsonism 

 EKG   Bone mineral density       Balance problem   Severe hip/knee OA 
 Holter     (OH) Vitamin D level       Gait problem    Other: __________________ 
 Other: _________________         Cognitive impairment 

 
Treatment: 

 Exercises:   Upper body   Lower body    Referral for PT 
 Community exercise program      Assistive device: ____________  New   Review 
 Home safety checklist given       Referral for home safety inspection/modifications 
 Community resource list given      Change in medication(s): _________________________________ 
 “Falls” handout         Referral for eye exam 
 Footwear discussion/handout      Cardiology consult 
 Vitamin D 800 IU/day or ____ IU/day     Neurology consult 
 Ca carbonate 1200-1500 mg/day (Ca citrate if on PPI)  Other: ________________________________________________ 

Follow up:  within 6 weeks 
    within _______ 

-Stand from chair 
NOT using arms, 
-Walk 10 feet, 
-Turn around,  
-Walk back,  
-Sit down 



Patient FU: Falls/Mobility Problems   8-23-06 

Falls/Mobility Problems: Patient Follow-up Information 
Name: ________________________    Today's date: _____________ 
 
Falls are a common problem for older people and can lead to serious complications.  In most 
cases, relatively simple things can help minimize this problem.  Prevention of falls requires 
looking at many possible causes.  Working with your doctor to identify these causes can reduce 
your risk of falling. 

Your treatment plan: 

 Patient education material:  Falls 
 Strength/balance exercises:     Upper body  Lower body  
 Community exercise referral 
 Assistive device: _______________________________________________________ 
 Physical therapy referral: ________________________________________________ 
 Home safety checklist 
 Other: _______________________________________________________________ 

 _____________________________________________________________________ 
 
Additional instructions: ________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 

Please answer the following questions on the day of your next visit and bring this form 
with you to give to the nurse practitioner or doctor: 
1. Did you have any problems with the treatment your doctor prescribed? 

 
 No        Yes (explain):  _______________________________________________ 

     _______________________________________________ 
 

2. Have you fallen since your last visit? 
 

 Yes  No, but I feel unsteady and I’m afraid I’ll fall      No, and I’m NOT afraid I’ll fall
  

If you continue to fall or feel so unsteady that you are afraid of falling, here are some questions 
you might discuss with the nurse practitioner or doctor at your next office visit: 
 
 Do I need any more tests to find the cause of my unsteadiness or falling? 
 Are any of my medications making me unsteady? 
 Do I need physical therapy or strengthening exercises?   
 Should I be using a device to help support me, like a cane or walker? 
 Would hip protectors be of any benefit for me? 
 Do I need modifications in my home like grab-bars or rails?  How do I get these installed? 
 Are there any community resources, such as classes that could help me? 
 Should I be referred to a specialist?  

Remember: 
If you have any questions about your treatment or other concerns, do not hesitate to call this 
office for assistance.       
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Name: _______________________  Date of visit: ________________________ 

MR #: __________________________ Date of birth: _____________   Male    Female  

      Dr: ________________________________ 
    

PATIENT SURVEY 

Please answer questions 1-5.  Check all that apply to you. 
            

            Yes No 
Have you:       

1. Fallen 2 or more times in the past 12 months?    * 
     

2. Fallen and hurt yourself since your last doctor’s visit?   *  
 

3. Been afraid of falling because of balance or walking problems? *  
 
4. Had urinary incontinence (lose your urine) that is bothersome  

enough that you would like to know how it could be treated?  *  
   

5. Over the past 2 weeks, how often have you been bothered by:   
 
 a) little interest or pleasure in doing things? 

 0 Not at all 
 1 Several days 
 2 More than half the days 
 3 Nearly every day 

 
 b) feeling down, depressed, or hopeless? 

 0 Not at all 
 1 Several days 
 2 More than half the days 
 3 Nearly every day 

 
 

     FOR OFFICE USE ONLY:         

  3-item recall results:  *0     *1    2    3     *Refused/Unable   

      *Current dx of cognitive impairment  

  PHQ-2 results:    0-2    *3-6    

  MD/NP:  Current dx of heart failure?  *Yes     No 
 

 



Falls  
 

Adapted from the American Geriatrics Society Patient Education 
Forum by the UCLA Division of Geriatrics 
 

What are the risks of falls?  
The chances of injury from falling increase as one gets older. About half the falls older 
people have are due to accidents and about half are health-related. Most falls result in a 
quick recovery. However, some falls, particularly those that result in fractures, cause 
permanent disability and can even shorten lives.  
 
Falls cause more bone fractures in older people because osteoporosis (weak bones) 
affects 1 in 4 women age 60 or older and nearly half of all people over age 75. By the age 
of 90, one woman in 4 has fallen and fractured her hip.. A serious fall often results in a 
loss of confidence, fear of falling, and a dependence on others.  

How do falls occur?  
As one gets older, eyesight and hearing decline. Reflexes tend to slow. There is less 
coordination and muscle strength to take action in avoiding a fall. Medical conditions like 
heart disease or low blood pressure can affect balance. Medications or the use of alcohol 
may cause lightheadedness. Arthritis can throw a person off balance. In addition, people 
often aren't aware of the fall hazards they have in their homes.  

What are the symptoms that may lead to falls?  
Feelings of dizziness, lightheadedness, or weakness may be caused by underlying 
medical problems or a fall may be the first symptom of serious illness, such as a heart 
attack, stroke, internal bleeding, or pneumonia. It may also be the first sign of a serious 
drinking problem. A fall that causes a bone fracture may be the first sign of osteoporosis.  

What should I do after a fall?  
If you are injured after a fall, obtain medical assistance. Even if there appears to be little 
or no injury, call your doctor. If you have severe pain in your hip or groin, call an 
ambulance or emergency number and get immediate emergency treatment.  . It is possible 
to fracture a hip and still be able to get up. In addition, a fall may be the first symptom of 
other serious illness. Your doctor or an emergency department physician will examine 
you and may order x-rays or other tests.  



 
 

How can I take care of myself to avoid falls?  

 Have your vision and hearing checked regularly and, if necessary, corrected.  
 Use a cane, walker, or walking aid if advised to do so.  
 If you are on medication, take it regularly and as directed.  
 Tell your doctor if you think your medication affects your balance or causes 

dizziness.   
 Exercise daily to keep muscles in tone and help prevent osteoporosis.  
 Eat calcium-rich food, such as dairy products and green vegetables, to help 

prevent osteoporosis.  
 Discuss specific medications for osteoporosis with your doctor. 

Preventing falls in your home  
Homes can be full of fall hazards. Common ones include slippery floors, worn rugs and 
stair treads, furniture in the way, poor lighting, and trailing electric cords.  

 Try to have nonslip floors. Use nonskid mats, especially on floors that may get 
wet.  

 Carpet and stair treads should be tacked down firmly. Replace or cover worn 
areas on carpet or treads.  

 Use good lighting. Have light switches at both ends of stairs and hallways.  
 Have a small night light on in case you need to get up at night.  
 Don't have loose or trailing electric cords across the floors.  
 Arrange furniture so it is not in the way when you walk around the house.  
 Install grab bars for the bathtub, shower, and toilet.  
 Don't use a long bathrobe you can trip over.  
 Store food and regularly used items where they can be easily reached.  

Preventing falls in your daily activities  

 Get up slowly after lying down or resting. Sit down if you feel lightheaded.  
 Wear rubber-soled, low-heeled shoes that fasten securely.  
 Exercise daily to keep muscles firm and joints flexible. Stop and rest if you feel 

faint.  
 Limit your use of alcohol.  

 
 
 
 
 



 
 

Lower Body Strength/Balance Exercises 
 

1 
 
Modified from: Exercise: A Guide from the National Institute on Aging 

Hip Flexion 
Strengthens thigh and hip muscles. Use ankle weights, if you are ready to. Stand to the 
side or behind a chair or table, holding it with one hand for balance. Take 3 seconds to 
bend your left knee and bring it as far toward your chest as possible. Stand straight 
throughout, without bending at the waist or hips. Hold position for 1 second, then take 3 
seconds to lower your left leg all the way down. Repeat 
with right leg; alternate legs until you have done 8 to 
15 repetitions on each side. Rest; then do another set 
of 8 to 15 alternating repetitions.  

Summary:  
1. Stand straight, holding tall, stable object for balance.  
2. Slowly bend one knee toward chest, without bending waist 

or hips.  
3. Hold position.  
4. Slowly lower leg all the way down.  
5. Repeat with other leg.  

 
 
 
 
 
 
 

Hip Extension 
Strengthens buttock and lower-back muscles. Use ankle weights, if you are ready to. 
Stand 12 to 18 inches away from a table or chair, feet slightly apart. Bend forward from 
the hips, at about a 45-degree angle, holding onto the table or chair for balance. In this 
position, take 3 seconds to lift your left leg straight behind you without bending your 
knee, pointing your toes, or bending your upper body 
any farther forward. Hold the position for 1 second. 
Take 3 seconds to lower your left leg back to the 
starting position. Repeat with right leg. Alternate legs, 
until you have repeated the exercise 8 to 15 times with 
each leg. Rest; then do another set of 8 to 15 
alternating repetitions with each leg.  

Summary:  
1. Stand 12 to 18 inches from table.  
2. Bend at hips; hold onto a table.  
3. Slowly lift one leg straight backwards.  
4. Hold position.  
5. Slowly lower leg.  
6. Repeat with other leg.  



Lower Body Strength/Balance Exercises 
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Knee Flexion  
Strengthens muscles in back of thigh. Use ankle weights, if you are ready to. Stand 
straight, very close to a table or chair, holding it for balance. Take 3 seconds to bend 
your left knee so that your calf comes as far up toward the back of your thigh as 
possible. Don't move your upper leg at all; bend your knee only. Take 3 seconds to 
lower your left leg all the way back down. Repeat with right leg. Alternate legs until you 
have done 8 to 15 repetitions with each leg. Rest; then 
do another set of 8 to 15 alternating repetitions.  
Do knee flexion as part of your regularly scheduled 
strength exercises, and add these modifications as you 
progress: Hold table with one hand, then one fingertip, 
then no hands; then do exercise with eyes closed, if 
steady.  

Summary:  
1. Stand straight; hold onto table or chair for balance.  
2. Slowly bend knee as far as possible so foot lifts up behind 

you. 
3. Hold position.  
4. Slowly lower foot all the way back down.  
5. Repeat with other leg.  

 
 
 
 
 

Knee Extension 
Strengthens muscles in front of thigh and shin. Use ankle weights, if you are ready to. 
Sit in a chair, with your back resting against the back of the chair. If your feet are flat on 
the floor in this position, you should place a rolled-up towel under your knees to lift them 
up. Only the balls of your feet and your toes should be resting on the floor. Rest your 
hands on your thighs or on the sides of the chair. Take 3 seconds to extend your right 
leg in front of you, parallel to the floor, until your knee is straight. With your right leg in 
this position, flex your foot so that your toes are pointing toward your head; hold your 
foot in this position for 1 to 2 seconds. Take 3 seconds 
to lower your right leg back to the starting position, so 
that the ball of your foot rests on the floor again. 
Repeat with left leg. Alternate legs, until you have done 
the exercise 8 to 15 times with each leg. Rest; then do 
another set of 8 to 15 alternating repetitions. 

Summary:  
1. Sit in chair. Put rolled towel under knees, if needed.  
2. Slowly extend one leg as straight as possible.  
3. Hold position and flex foot to point toes toward head.  
4. Slowly lower leg back down.  
5. Repeat with other leg.  



Lower Body Strength/Balance Exercises 
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Side Leg Raise  
Strengthens muscles at sides of hips and thighs. Use ankle weights, if you are ready to. 
Stand up straight, directly behind a table or chair, feet slightly apart. Hold onto the table 
to help keep your balance. Take 3 seconds to lift your right leg 6 to 12 inches out to the 
side. Keep your back and both legs straight. Don't point your toes outward; keep them 
facing forward. Hold the position for 1 second. Take 3 seconds to lower your leg back to 
the starting position. Repeat with left leg. Alternate legs, until 
you have repeated the exercise 8 to 15 times with each leg. 
Rest; do another set of 8 to 15 alternating repetitions.  
 

Summary:  
1. Stand straight, directly behind table, feet slightly apart.  
2. Hold table for balance.  
3. Slowly lift one leg to side, 6-12 inches.  
4. Hold position.  
5. Slowly lower leg.  
6. Repeat with other leg.  
7. Back and both knees are straight throughout exercise.  

 
 
 
 
 
 

Plantar Flexion 
Strengthens ankle and calf muscles.  Use ankle weights, if you are ready to. Stand 
straight, feet flat on the floor, holding onto the edge of a table or chair for balance. Take 
3 seconds to stand as high up on tiptoe as you can; hold for 1 second, then take 3 
seconds to slowly lower yourself back down. Do this exercise 8 to 15 times; rest a 
minute, then do another set of 8 to 15 repetitions. As you 
become stronger, do this exercise first on your right leg only, 
then on your left leg only, for a total of 8 to 15 times on each 
leg. Rest a minute, then do another set of 8 to 15 alternating 
repetitions.  
 

Summary:  
1. Stand straight, holding onto a table or chair for balance.  
2. Slowly stand on tip toe, as high as possible.  
3. Hold position.  
4. Slowly lower heels all the way back down.  

 
 

Variation, as strength increases: 
Do the exercise standing on one leg only, alternating legs.  
 



Lower Body Strength/Balance Exercises 
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Anytime/Anywhere 
These types of exercises also improve your balance. You can do them almost anytime, 
anywhere, and as often as you like, as long as you have something sturdy nearby to 
hold onto if you become unsteady.  
 
 
Examples:  

 Walk heel-to-toe. Position your heel just in front of the toes of the 
opposite foot each time you take a step. Your heel and toes should 
touch or almost touch. (See Illustration.)  

 Stand on one foot (while waiting in line at the grocery store or at the 
bus stop, for example). Alternate feet.  

 Stand up and sit down without using your hands.  

 
 
 



 
 

Upper Body Strength Exercises 
 

1 
 
Modified from: Exercise: A Guide from the National Institute on Aging 

Arm Raise 
Strengthens shoulder muscles. Sit in a chair, with your back straight. Your feet should 
be flat on the floor, spaced apart so that they are even with your shoulders. Hold hand 
weights straight down at your sides, with your palms facing inward. Take 3 seconds to 
lift your arms straight out, sideways, until they are 
parallel to the ground. Hold the position for 1 second. 
Take 3 seconds to lower your arms so that they are 
straight down by your sides again. Pause. Repeat 8 to 
15 times. Rest; do another set of 8 to 15 repetitions.  

Summary:  
1. Sit in chair.  
2. Feet flat on floor; keep feet even with shoulders.  
3. Arms straight down at sides, palms inward.  
4. Raise both arms to side, shoulder height.  
5. Hold position.  
6. Slowly lower arms to sides.  

 
 

Chair Stand 
Strengthens muscles in abdomen and thighs. Sit toward the middle or front of a chair 
and lean back so that you are in a half-reclining position, with back and shoulders 
straight, knees bent, and feet flat on the floor. Be sure to place pillows against the lower 
back of the chair first, to support your back and keep it straight. Using your hands as 
little as possible (or not at all, if you can), bring your back forward so that you are sitting 
upright. Your back should no longer be leaning against the pillows. Keep your back 
straight as you come up, so that you feel your abdominal muscles do the work; don't 
lean forward with your shoulders as you rise. Next, with feet flat on the floor, take at 
least 3 seconds to stand up, using your hands as little as possible. As you bend slightly 
forward to stand up, keep your back and shoulders straight. Take at least 3 seconds to 
sit back down. Your goal is to do this exercise without using your hands as you become 
stronger. Repeat 8 to 15 times. Rest; then repeat 8 to 15 times more.  

Summary:  
1. Place pillows against back of chair.  
2. Sit in middle or toward front of chair, knees bent, feet flat on 

floor.  
3. Lean back on pillows, in half-reclining position, back and 

shoulders straight.  
4. Raise upper body forward until sitting upright, using hands as 

little as possible.  
5. Slowly stand up, using hands as little as possible.  
6. Slowly sit back down.  
7. Keep back and shoulders straight throughout exercise. 



Upper Body Strength Exercises 
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Biceps Curl 
Strengthens upper-arm muscles. Sit in an armless chair, with your back supported by 
the back of the chair. Your feet should be flat on the floor, spaced apart so that they are 
even with your shoulders. Hold hand weights, with your arms straight down at your side, 
palms facing in toward your body. Take 3 seconds to lift your left hand weight toward 
your chest by bending your elbow. As you lift, turn your left hand so that your palm is 
facing your shoulder. Hold the position for 1 second. Take 3 
seconds to lower your hand to the starting position. Pause, 
then repeat with right arm. Alternate until you have repeated 
the exercise 8 to 15 times on each side. Rest, then do 
another set of 8 to 15 alternating repetitions.  

Summary:  
1. Sit in armless chair, with your back supported by back of chair.  
2. Feet flat on floor; keep feet even with shoulders.  
3. Hold hand weights at sides, arms straight, palms in.  
4. Slowly bend one elbow, lifting weight toward chest. (Rotate palm 

to face shoulder while lifting weight.)  
5. Hold position.  
6. Slowly lower arm to starting position.  
7. Repeat with other arm.  

 

Triceps Extension 

(If your shoulders aren't flexible enough to do this exercise, see alternative "Dip" exercise, on next page.) 
Strengthens muscles in back of upper arm. Sit in a chair, toward the front. Your feet 
should be flat on the floor, spaced apart so that they are even with your shoulders. Hold 
a weight in your left hand, and raise your left arm all the way up, so that it's pointing 
toward the ceiling, palm facing in. Support your left arm by holding it just below the 
elbow with your right hand. Slowly bend your left arm so that the weight in your left hand 
now rests behind your left shoulder. Take 3 seconds to straighten your left arm so that 
it's pointing toward the ceiling again. Hold the position for 1 second. Take 3 seconds to 
lower the weight back to your shoulder by bending your elbow. Keep supporting your 
left arm with your right hand throughout the exercise. Pause, then repeat the bending 
and straightening until you have done the exercise 8 to 15 times with your left arm. 
Reverse positions and repeat 8 to 15 times with your right arm. Rest; then repeat 
another set of 8 to 15 repetitions on each side.  

Summary:  
1. Sit in chair, near front edge.  
2. Feet flat on floor; keep feet even with shoulders.  
3. Raise one arm straight toward ceiling.  
4. Support this arm, below elbow, with other hand.  
5. Bend raised arm at elbow, bringing hand weight toward same 

shoulder.  
6. Slowly re-straighten arm toward ceiling.  
7. Hold position.  
8. Slowly bend arm toward shoulder again.  
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Alternative "Dip" Exercise For Back of Upper Arm 
Sit in a chair with armrests. Lean slightly forward, keeping your back and shoulders 
straight. Hold onto the arms of the chair. Your hands should be level with the trunk of 
your body, or slightly farther forward. Place your feet slightly under the chair, with your 
heels off the ground and the weight of your feet and legs resting on your toes and the 
balls of your feet. Slowly lift yourself up, using your arms, as high as you can. This 
pushing motion will strengthen your arm muscles even if you aren't yet able to lift 
yourself up off of the chair. Don't use your legs or feet for assistance, or use them as 
little as possible. Slowly lower yourself back down. Repeat 8 to 15 times. Rest; repeat 
another 8 to 15 times.  

Summary:  
1. Sit in chair with armrests.  
2. Lean slightly forward, back and shoulders straight.  
3. Grasp arms of chair.  
4. Tuck feet slightly under chair, weight on toes.  
5. Slowly push body off of chair using arms, not legs.  
6. Slowly lower down to starting position.  

 
 
 
Shoulder Flexion 

Strengthens shoulder muscles. Sit in a chair, with your back straight. Your feet should 
be flat on the floor, spaced apart so that they are even with your shoulders. Hold hand 
weights straight down at your sides, with your palms facing inward. Take 3 seconds to 
lift your arms in front of you, keeping them straight and rotating them so that your palms 
are facing upward, until your arms are parallel to the 
ground. Hold the position for 1 second. Take 3 
seconds to lower your arms so that they are straight 
down by your sides again. Pause. Repeat 8 to 15 
times. Rest; do another set of 8 to 15 repetitions.  

 
Summary:  

1. Sit in chair.  
2. Feet flat on floor; keep feet even with shoulders.  
3. Arms straight down at sides, palms inward.  
4. Raise both arms in front of you (keep them straight and 

rotate so palms face upward) to shoulder height.  
5. Hold position.  
6. Slowly lower arms to sides. 












