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GERONTOLOGY
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Demographics—


-young old—65-74


-middle old—75-84


-old old—85+

*young old increase by a factor of 8

*middle old increase by a factor of 14

*old old increase by a factor of 27(this group is growing the most exponentially

--individuals over 65 increase 10x

--65+ makes up 12.7% of our population

--by 2030 1/5 of the pop will be 65+

Income and poverty(

-65+ (poverty rate is 12%


-1 out of 5 elders are poor

Race and poverty(

-white—1 in 9 is poor


-black—1 in 4


-hispanic—1 in 5


*race makes a difference

1998 census bureau—


-males(17%


-females(22.6%

Health and functionality—


-research—past 5-7y we are starting to do trials with the elderly; before that, it didn’t happen


-underreporting of illness


-dementia

Most common chronic conditions of the elderly(

-arthritis is #1


-HTN, CAD, hearing, ortho, cataracts, sinus, DM, tinnitus

Use of medical resources by people over 65yo—national


-physician—1/3 of all


-Rx meds—1/4 of total


-acute hospital admissions—2/5 of total

ADLs and IADLs degenerate (need help / cant do) as age increases

Ethnic diversity—


-1990—13% over 65 are minorities


-2030—1 in 4 will be minorities


-1990-2030—increase in minorities will be more than 3x than non-minorities

*65+ more than white non-hispanics

7x asians and pacific islanders

2.5x american indians and eskimos

1.5x non-hispanic blacks

6x hispanics

Geography of old age—


-greatest pop of 65+ in July 2000



-Cali, Fla, Ny, Tex, Penn

Oldest per capita in the US(WV #1—38.6yo

Normal aging—cohort effects—different views about issues, etc


-skin changes


-presbyopia—lens less elastic(hard to focus


-OA—by 40yo all have some type of it

50s—


-menopause


-b/c grandparent


-deaths of parents and friends

60-80s—


-retire


death spouse / family

Rule of 3rds—


--aging changes = diseases + disuse + nl aging

Biological aging—


-gradual cellular damage, etc


-cell life span may be a genetically programmed process

Sex and aging—


-vaginal dryness, erectile dysfunction

problems and etiologies(both are MULTIPLE

CV system—


-increase in BP (systolic first)


-decrease contractility


-decrease cardiac reserve


*CAD most common cause of death over 65

Pulmonary system—


-aging doesn’t deteriorate it


-toxins do

Urinary—


-many Sx


-BPH, uterine atrophy, etc

GI—


-dental changes are the most common


-gum recession


-tooth loss—1/2 is edentulous


-gastric acid decreased

Musculoskeletal—


-DISUSE!


-mass decreases by 30%


-strength, endurance, and bulk decrease

Neuro—don’t understand enough of the deterioration of structure and its relation to function

Senses—


-presbycusis—hearing loss in the elderly


-cant regulate body fluids


-loss of CV responses—ortho hypo


-blunted temperature control

90% have problems sleeping

bowel habits

NON-SPECIFIC PRESENTATION OF DZS


-e.g. UTI—present with confusion
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--some test material will be from syllabus not discussed in class

--make-up classes—next Tuesday double and next thurday double and quiz—

Medicare(see the book given in class

Assessment—what should you do?


-PE—



-skin—face, scalp, ears, neck, etc



-height—osteoporosis—need baseline



-BP



-eyes—see optometrist q4y; if DM qy



-ears—cerumen



-mouth—TEETH, malnourishment



-neck—carotid bruits



-heart—murmurs common



-abd—don’t miss AAA (50-70yo male with HTN)




-BPH


-Labs all should have—



-CBC, UA, chem 7



-remember—you need to justify these to the insurance co


-Labs / Xrays some should have—



-chest Xray—smoker, etc



-EKG—HTN, DM, any RFs



-PPD—inpatient care home—qy



-TSH—strongly consider



-LFTs—etoh, etc—palmar erythema, spider telangectasias



-B12 / Folate—etoh, malnutrition



-albumin—best to check for nutritional status


-Health Maintenance—more important for Pas



-cause of death—in order




-heart, CA, CVA, COPD, pneumonia and flu


-Principal causes of severe, chronic disability of persons 80+



-dementia



-arthritis



-PVD



-CerebroVD



-hip and other fx


-Screening for Dz—



-CV—




-screening questions about RFs (smoke, exercise, diet, etc)




-maintain BP 




-cholesterol




-auscultate for carotid bruits




-EKG—sensitivity of 43%, spec of 77%




-regular exercise—stress test first




-ERT




-ASA—he gives baby asa qd for secondary prevention




-moderate etoh intake



-CA—




-breast—75yo is when you get it




-cervical from HPV




-colon




-oral—buccal PE if snuff




-prostate—DRE and PSA




-skin—ACS—40+(skin PE qy




-lung—no big evidence to screen



-Infectious dzs—




-influenza




-pneumonia




-tetanus—q10y




-PPD—continuous care centers

--Leading cause of death(

-heart dz, CA, stroke, COPD, pneumonia and flu
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*remember—book for skipped topics—

Nutrition—


-not much different in the elderly than in a 45yo


-food pyramid


-Kcal needs—



-height, weight, age



-compare to established norms to see if they need a change in calories



-multiply the appropriate # of calories by actual / IBW (lbs) to get an estimate of caloric needs



-activity level (normal weight)--------------------------calories/lb




-sedentery--------------------------------------------14




-moderate---------------------------------------------16




-strenuous--------------------------------------------18



-subtract 100 calories / decade for 35+


-signs / sx of poor nutrition—



-weight loss—




>5.0%bw in 1mo




>7.5%bw in 3mo




>10%bw in 6mo




>10lbs in 6 mo



-low or high weight for height—




><20% IBW



*albumin <3.5g/dL



-decrease in functional status—




-2 ADLs or one nutrition-related IADL



-ETOH—




>1oz female / 2 oz male


-Tx—



-correct the problem



-referral sources—




-meals on wheels




-senior center




-look at family situation




-know the whole picture—drive, walk, etc




-need to deal with it or it gets more complicated

Pharmacotherapeutics—


-be aware of the cost of meds—may be MOST IMPORTANT


-keep a good med list—very important



-bring all meds q visit


-start slow, go slow


-give correct dosage forms

ALTERED PRESENTATION OF DZ—always need to know baseline functionality (do ADLs and IADLs at least yearly—use family members too)


--classic—depression without sadness



-may present as clumsy / wt loss


-silent infectious dz (pneumonia)



-no changes on CBC / may be minor



-no fever



-no tachy



-no changes on Xray



-PE—




-auscultate—rales




-consolidation in lungs(INCREASED tactile fremitus




-look sick




-keep high index of suspicion 


-other atypical presentation of illnesses—



-silent surgical abd—confusion, fall, decreased appetite



-silent MI—no chest pain. Maybe syncope/SOB



-nondyspneic CHF



-apathetic hyperthyroidism—presents like depression, lethargic, etc


-reason for the altered presentations—



-altered central processing—brain/connections/etc



-negativity—they ignore their sx—don’t like dr



-ignorance—think its nl—BPH e.g.



-peripheral sensitivity—decreased sensation—etoh, DM, etc



-depression—silent, etc


-comprehensive geriatric assessment—



-functional, physical, and mental assessment of pt and caregivers and assessment of environment in order to plan care and prevent problems


-home visits—



-should be included in the assessment



-should go yourself



-helps to clarify issues—




-environment




-family relationships




-compliance




-planning



-they don’t want to admit shortcomings



-cant appreciate it fully unless you see their home


-info obtained from a home visit—



-suitability and safety of home for pts functional level



-attitudes and presence of other persons at home



-proximity of help (relatives, friends, neighbors)



-emergency assistance arrangements



-nutritional and etoh habits



-daily living skills



-hygiene habits



-safety and convenience modifications needed



-problems in getting to local stores and services

-mental status exam—



-Folstein MMSE



-short portable mental status questionnaire




-date, day, place, phone #, age, DOB, president, serial seven’s, etc


-function—ADLs and IADLs


-approach of the pt—



-prepare for hearing impairment—




-assume face to face eye contact position




-sit at same level as the pt




-good lighting




-wear hearing aid



-ask the pt first



-ask supportive hx from caregiver later


-instructions before they come in—



-bring all meds



-list of previous providers



-medical records / sign release



-preappointment questionnaire




-ROS most important—sometimes they are embarrassed to tell you face to face—sex, continence, etc


-assess the caregiver—



-they are part of the picture too(



-can give you good info




-can also have problems




-don’t forget that!


-Hx—



-obtain from pt and others



-preappointment quest very helpful



-direct questions to the pt first



-CC / HPI is not as specific



-injuries



-illnesses



-immunizations—Td, flu, pneumoVax



-allergies



-meds



-habits—sleep, etoh, nicotine



-watch out for abuse



-occupation—exposures



-FH—not as important



-marital hx—social situation



-PH / SH—determines how you treat them


-ROS—



-MORE IMPORTANT




-underreporting of illness, etc

-PE—



-have exam table fixed so they can get up on it



-privacy for changing



-provide physical assistance when necessary



-sequence of exam—




-in walking shoes(gait, balance, rising from chair




-sitting with legs down(vitals, HEENT, CNs, upper extremity, neuro and ROM




-lay on back—45 degree angle—legs extended(JVP, abd (if orthopneic)




-lay flat on pillow(abd, male genitals, lower ext ROM, neuro, feet




-L side—rectal, LS mobility and tenderness / pressure areas




-etc

CONFUSION—


-a distance of consciousness with reduced ability to focus sustained or shift attention


-change in cognition


-perceptual disturbance


-may be disoriented when they come in


-impaired memory / hallucinations

-Three main causes of confusion—


-delerium


-dementia


-depression

-Initial Approach—


-Is it delerium or dementia??


-presume that it is delerium until proven otherwise



-30% mortality rate with delerium—it’s a medical emergency



-30-40% of admissions are delerious

-DELERIUM—


-a transient global d/o of cognition and consciousness


-it is the acute effect of physical illness on brain function


-can usually be reversed completely or at least to a degree if the cause can be identified and treated promptly


-NOTE(if the supportive care person says this is a change from their usual or there is no accurate source of hx you should presume this is new and work them up appropriately

-Diagnostic Criteria for Delerium—


-disturbance of consciousness with change in cognition that is not better accounted for by a dementia


-develops over hours to days—ACUTE


-fluctuates during the course of the day


-impaired ability to focus, sustain, or shift attn


-cognition impaired (memory, orientation, language), or perceptual disturbance (misinterpretations, illusions, hallucinations)
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-associated with sleep-wake cycle disturbance, disturbed psychomotor behavior (restlessness, hyperactivity, or decreased psychomotor activity; may be stuporous), emotional disturbance including fear, EEG abnormalities (generalized slowing or fast activity)


-evidence that disturbance is caused by a general medical condition, substance intox or w/drawal, or multiple etiologies

-Common Causes of Delerium—


-metabolic d/o’s—



-lytes



-acid-base



-hypoxia



-hypercapnia



-hypo or hyperglycemia



-azotemia


-Infxs


-decreased cardiac output—



-dehydration



-acute blood loss



-acute MI



-CHF


-medications


-intoxication (etoh, etc)


-hypo-hyperthermia


-acute psychoses


-transfer to unfamiliar surroundings


-miscellaneous



-fecal impaction



-urinary retention

Questions to ask when differentiating b/t delerium and dementia—


-how long has this been going on?



-days/weeks(delerium



-months/years(dementia


-how abruptly did it start?



-acute—delerium



-insidious(dementia


-is the situation progressing, and if so, how fast?



-delerium(hours to days

-dementia(months to years

Dementia—


Two sub-types—



-dementia of the alzheimer’s type (DAT)—60%



-vascular dimentia—15%


DAT—



-multiple cognitive deficits, including memory impairment and at least on of the following:  aphasia, apraxia, agnosia, disturbed executive functioning (planning, organizing, abstracting)



-cognitive deficits severe enough to impair occupational or social functioning



-cognitive deficits representing a decline from previously higher function



-these deficits not occurring exclusively during the course of the delerium (more chronic onset)


-Dx of DAT—



1.  Hx—learning new things?




-IADLs / ADLs?




-reasoning ability



2.  clinical exam—




-abnl findings




-MMSE, neuro exam—still hard to Dx


-Proposed causes of DAT—



-role of beta-amyloid deposition in the brain



-role of apolipoprotein E4 produced by the gene of the same name (if have(3x risk of getting, but not present in q DAT pt



-genetics—don’t know


-Vascular Dementia—2 subtypes—



-multi-infarct dementia—on neuro PE—see focal assymetrical abnls (assymetrically decreased DTRs)




-MRI—see multiple infarcts



-subcortical vascular dementia—gait problems—see nl MRI



-in either vascular dementia—RFs of CVD


-Dx criteria for vascular dementia—



-multiple cognitive deficits the same as DAT



-focal neuro signs and sx (exaggerated DTRs, gait abnls, or lab evidence indicative of CerebroVD (multiple infarcts in cortex of white matter)



-sx not occurring exclusively during the course of delerium. ie. they keep the signs and sx


-Proposed causes of vascular dementia—



-inadequate O2 and cell death due to—




-vascular blockage




-vascular rupture


-Presentation of Dementia—



-generally, pts do not present themselves (family, etc)



-insight is often preserved until late in the illness



-preservation of social skills—




-can converse and seem OK




-keep long term memory




-cant remember ball, tree, cat


-Possible etiologies and aggravators of dementia—



-first r/o delerium



-D rugs



-E motional illness (including depression)



-M etabolic / endocrine (thyroid, uremia, normal pressure hydrocephalus, B12, folate)



-E ye / ear / environment



-N utritional / neuro



-T umors / trauma



-I nfection



-A lcoholism / anemia / atherosclerosis


-Drugs—



-any OTC could cause dementia type illness



-more specifically—




-sedatives




-centrally acting antiihypertensives—clonidine, methyldopa, aldomet




-some b-blockers


-Emotional illness—



-depression



-schizophrenia


-Metabolic / endocrine—



-dehydration



-hypoglycemia / hyperglycemia



-hypercalcemia



-hypoxia



-hypercapnia



-hyper/hyponatremia



*think delerium b/c they are short lasting


-Eyes and ears



-visual problems



-hearing loss



-environment—all not common


-Nutrition / neuro—



-folate / B12



-NPH / Parkinsons


-Tumors / trauma—



-frontal lobe tumor can present as dementia



-trauma


-Infxs—



-atypical presentations of dz can present with dementia sx


-Alcoholism / anemia / atherosclerosis



-etoh—known cause



-anemia—not common

DEPRESSION—


-Differences from dementia—



-abrupt onset



-short duration (maybe, maybe not!)



-often previous psych hx (including undiagnosed depressive episodes)



-highlights disabilities (c/o memory loss)



-don’t know answers



-diurnal variation in mood, but generally more consistent than demented pt)



-fluctuating cognitive loss



-often does not try so hard but is more distressed by losses




-depressed—don’t care / don’t know; 15 different complaints




-demented—wants to please you; no complaints—someone made them come in



-equal memory loss from recent and remote events (demented remember remote NOT recent)



-depressed mood (if present) occurs firt



-associated with depressed or anxious mood, sleep disturbance, appetite disturbance, and/or suicidal thoughts




-anhedonia and depressed mood*




-crying spells, sleepy, ADL and IADL changes’


-Depression—



-used to be called pseudodementia (b/c presentation is similar)



-should be suspected in anyone with less than 1 year abrupt onset of dementia sx



-should be considered in the dementia pt who’s sx worsen


-HISTORY—*delerium / dementia—abrupt; depression—chronic



-are the cognitive changes of recent onset or have they been developed over a period of months?



-has the pt had a change in functional activities?



-what chronic medical problems exist?



-what is the pts level of alertness?


-PE—



-notice gait, balance, and mobility before they get undressed



-formal MMSE



-neuro exam



-observe for signs of Parkinson’s



-check for contributory factors


-LABS—delerium, dementia, depression—



-CBC



-chem 7



-TSH



-B12 and folate



-RPR



-Ca++



-glucose


-Brain imaging—



-C-T or MRI(best—it differentiates infarcts / hemorrhages / etc



-SPECT scan—single photon emission something something—help Dx Alzheimer’s



-PET scan—positive emission tomography—good in addition for Alzheimer’s


-Tx—



-if delerium(tx the cause



-if depressed, tx with appropriate meds



-if demented, may tx with meds


-Tx of confusion—



-Aricept, Cognex, ERT, NSAIDS



-see the handout!


-Alzheimer’s Tx—

-Cognex—1st choice—cholinesterase inhibitor



-Aricept—2nd choice—same



-does not cure



-may delay sx by 6mo or so


-Alzheimer’s—fewer neurons—therefore less AcH(less transmission of impulses thru synapses
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Tx of Dementia—


-regular office visits


-Rx Tx—



-Aricept



-Cognex



-ERT—decreases risk of Alzheimer’s




-the longer you take it, the less risk of getting Alz



-NSAIDS—e.g. ibuprofen—associated with a decreased risk of Alz




-GI bleeds



-Vitamin E—slows progression of Alz



-Eldepryl—same (also for parkinsons)



-gingko biloba—antioxidant, and increase circulation 

Tx of Depression—


-Drugs—



-SSRIs—work just as well as TCAs, etc—but much less SEs




-e.g. drowsiness




-Paxil, Zoloft, Zyprexa



-TCAs—the only benefit in the elderly is chronic pain



-MAOIs—refer first



-St. Johns Wort—



-gingko biloba



-psychotherapy

Dysmobility and Immobility—


-dysmobility states—



-a community-wide study in Boston showed that 15.5% of the 65+ population reported difficulty walking


-Causes—



-musculoskeletal



-neurological



-CVD



-sensory deficits



-foot d/o’s



-environmental conditions—steps, etc



-medication use—polypharmacy

-OA—



-a chronic progressive d/o




-pain




-deformity—heberdon’s (distal) and bouchard’s nodes (proximal)




-limitation of joint ROM




-usually monoarticular




*joint stiffness can occur but generally lasts less than 30min




-generally, no systemic sx such as fatigue, wt loss, and/or fever




*generally, aggravated with activity and alleviated with rest (but as gets worse—pain at rest)




-often described as deep aching discomfort




-except for the hip, it usu localizes to the joint





-hip—upper thigh, inguinal region



-PE—




-the “get up and go” test




-may have decreased ROM




-joint deformity




-bony hypertrophy




-an occassional effusion




-crepitus




-pain on ROM




-may have mild tenderness to palpation



-Labs—




-no specific lab tests for it




-ESR and CBC are nl




-may be able to help with dx with lab analysis of a joint effusion



-Xray—




-this in addition to your H&P is how you make the dx




-xray changes such as joint space narrowing, osteophytes, etc




-more expensive imaging (CT, MRI) has almost no role



-Management Goals—




-maximize pain relief




-try to prevent further joint damage




-maximize functional abilities



-Non-Pharmacologic Mgt—




-weight loss




-rest (during acute sx)




-avoidance of activities that exacerbate it




-heat (or cold)




-aids to improve mobility (ADLs)




-keep as active as possible




-ROM exercises




-endurance (Aerobic) activities




-strengthening



-Pharmacologic Mgt—




-APAP—safest, no GI, no drowsy




-NSAIDS—better analgesia than APAP, more GI




-nonacetylated salicylates—salcylate




-salicylates—ASA—better in RA—great antiinfl




-intraarticular steroids—may cause separation from one—overall good though




-cox-2 inhibitors—celebrex / vioxx—less GI, more $$




-Synvisc—artificial lubricant






-moderate analgesia





-local effect



-Surgical Mgt—




-joint replacement is last resort—b/c of the risks



-Other sources to get involved—




-arthritis foundation




-PT




-check home environment—home health aid

RA—


-symmetric, polyarticular, infl arthritis


-etiology unknown


-can first present in old age but is less common


-Clinical Characteristics—



-gradual onset of:




-symmetric




-polyarticular




-prolonged morning stiffness—30min




-systemic signs of dz—fatigue, wt loss, fever




-swelling—more than OA




-joint tenderness



-joints affected—




-PIPs




-metacarpals—common




-wrists—common




-elbows




-knees




-ankles




-metatarsals



-Labs—




-increased ESR




-normocytic anemia




-positive RF

Gout—


-crystal induced


-usual onset in middle age (but can present in older age)


-increased production or decreased excretion (usually) of uric acid


-Presentation—



-acute distal monoarthritis



-erythematous swollen painful joint 



-podhera—when it affects the big toe



-more men



-precipitates—binge etoh, diuretics



-Dx of gout—



-Hx and PE



-analysis of synovial fluid—usually not done



-UA level—can be nl (30% of pts)(still have gout



-negative birefringent crystals


-Tx—



-NSAIDS—indocin—rough on GI



-lower serum UA to WNL by using such drugs as allopurinol

Pseudogout—


-rarely seen under age 50 and increases with age


-presentation (and Hx) is much like gout


-10-15% of 65-75yo


-1/3 of 85yo


-usu asymptomatic


-CPPD increased


-Ca2+ crystals


-Dx—



-by Hx and PE



-Xray findings—knee—sunrise view—see crystal deposits



-positive birefringent crystals


-Tx—



-sometimes corticos in joint



-no allopurinol



-NSAIDS / APAP

Paget’s Dz—


-idiopathic—virus?


-increased metabolic activity of bone surfaces


-accelerated action of osteoblasts / osteoclasts / mineralization


-result(enlargedand weakened bones


-occurs rarely under 30


-almost exclusively in the elderly


-characterized by increased bone resorption and formation


*most are asymptomatic but, if a sx does ocur it is usu PAIN


Tx—



-NSAIDS—indocin



-bisphosphates—Phosamax, etc



-Ca2+



-vit D


-Xray—



-see cotton wool appearance



-osteolytic activity (osteoclasts)



-bony prominences

Osteoporosis—


-reduction of bone mass to the joint that fx occur even with minimal trauma
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DIZZINESS—


-very common in elderly


-not common in younger


-each year, 20% of pts over 60yo are seen for dizziness


-FOUR TYPES OF DIZZINESS—



-vertigo—spinning



-presyncopal lightheadedness—feel as if pass out



-dysequilibrium—balance off—sensation in feet



-other

-Vertigo—a sensation of movement-spinning, merry go round, rocking, etc



-Central or Peripheral—




-central—





-facial numbness





-dyplopia





-slurred speech





-facial numbness





-dysphagia




-if none of these(peripheral



-Peripheral—see flow sheet




-Retrocochlear Causes—NEED TO CONSIDER





-acoustic neuroma—inner ear tumor






-presentation—vertigo, tinnitus, pressure in ear, hearing loss







-a progressive, chronic decline






PE—neuro changes—CNV, VI, X (b/c of site of tumor)




-Cochlear Causes—


-Benign Positional Vertigo—common finding






*sx occur only during or after position changes—rolling over in bed, standing up






-intense vertigo that lasts <1min






-sx last days to <6mo (so can be recurrent)






-should only be dx when others are ruled out






*usually no hearing loss, tinnitus or neuro changes on exam






-hallpike maneuver positive—







-lay down and extend neck off of table







-turn head to R and sit up(dizzy/nystagmus







-same with left







-stimulating semicircular canals





-Meniere’s Dz—






-tinnitus






-pressure in the ear






-hearing loss






-vertigo






-paroxysmal episodes with above sx







-lasts minutes to hours







-decrease in frequency after multiple attacks which may recur in months or years





-Acute Labrynthitis—






-may get hx of occurring after an OM






-secondary to viral infx of inner ear






-patient gives hx of URI (followed by)







-vertigo







-tinnitus







-hearing loss






-sx resolve entirely in 3-6wks without residual deficits





-Vestibular Neuronitis—






-same as acute labrynthitis except:







-no hearing loss







-less severe







-solely vertigo







-no hx of OM






-viral process-no antibiotics




-Ototoxins—





-ask if hx of streptomycin or gentomycin

-Central Vertigo—etiologies




-TIAs and CVAs



-should look in the hx for brainstem sx such as dyplopia, facial numbness, slurred speech, etc




-Multiple Sclerosis



-Migraine HAs

Lightheadedness—a sense that the are going to faint



-cardiac / vascular(inadequate cerebral perfusion



-PE—




-bruits




-heart




-BP




-AAA




-renal bruits—renal stenosis / nephrosclerosis



-Cardiac Causes—




-AS—R 2nd ICS, grade II, III—ejection murmur





-loud murmur





-delay in carotid upstroke





-dyspnea




-Dysrhythmia—





-any chest pain or palpitations?





-any relation to exertion?





-may need prolonged cardiac monitoring to detect






-holter—12h






-loop monitor—days at a time



-Carotid Sinus Syncope—




-turning the head worsens sx




-WAY down on the list



-Volume depletion and or severe anemia




-postural changes in BP and/or pulse





-lay to stand—systolic drop 1- or pulse up 10(significant for ortho




-worsens with changes in position



-Autonomic Insufficiency—




-more common in DM or pts on meds such as antihypertensives—





-alpha 1 blockers—hytrin, cardura, aldomet (methyldopa)





-centrally acting alpha blockers


-Dysequilibrium—



-a sense of imbalance



-more of a body sensation than a head sensation (may be more in feet than in head)



-may come on with standing



-can be aggravated by walking or turning



-most common cause—




-multiple sensory deficits—





-DM with peripheral neuropathy





-cataracts and impaired vision





-not a dx of exclusion, but close


-Other—



-anxiety and depression




-ill defined dizziness




-constant




-may be previous psych hx




-other somatic sx (myalgia, fatigue, neck pain, etc)




*multiple complaints 3-5

-see flow sheets—

Treatment—


-benign positional vertigo—get up in a step-wise fashion


-acute labrynthitis / vestib—antivert / meguizine


-Meniere’s—ENT


-ototoxins—stop drug


-retrocochlear—if acoustic neuroma—C-T head


-TIAs/CVAs—ticlid/plavix


-lighthead—AS—watch it / fix valve


-dysequilibrium—DM—fix sugar



-fix underlying cause
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Osteoporosis—


-1 in 3 postmenopausal women


-250,000 hip fx/y


-500,000 vertebral compression fx/y


-12-20% mortality of 1y with hip fx


-50% that live need long term care placement


-men make up 35% of hip fx maybe


-peak bone mass at late 20s, early 30s in women (but determinants like smoking, etoh, weight bearing exercise, and Ca2+ intake play a role


-at perimenopause/menopause there is a sharp increase in bone mass and after that it declines

-Osteoporosis is the loss of bone density which leads to increased vulnerability to fxs that may result from apparently insignificant movements or accidents


-an imbalance between bone formation and resorption


-Presentation—



-asymptomatic—if you wait until sx show up you’ve missed the boat



-Dowager’s hump—kyphosis of T-spine



-fxs



-Xray changes of osteopenia—wont see until large decreases in bone mass


-Types of Osteoporosis—



-Primary—




-most common




-idiopathic



-Secondary—




-a cause can be identified 




-preventable cause




-screen all for a secondary cause


-RFs for Primary Osteoporosis—



-documented height loss of >2”



-tall, thin stature



-Caucasian



-inactivity



-etoh, cigarette, or caffeine use



-post-menopausal



-FH


-Cause of Secondary Osteoporosis—



-primary hyperparathyroidism—




-increased PTH in the presence of high serum Ca2+(increased osteoclastic activity, etc




-more females—20-40yo




-asymptomatic usually




-chem 7 picks it up




-high Ca++ or low phosphorus




-fatigue, weakness, arthralgia, kidney stones—bones, stones, groans



-multiple myeloma—




-men over 50




-back pain




-lytic lesions on xray




-ESR increased, anemias



-chronic renal failure—increased BUN/Cr



-hyper/hypothyroidism



-osteomalacia—




-d/o of calcification of bone




-vitamin D deficiency



-medications—corticosteroids


-Labs that may need to be done—



-serum Ca++



-phosphate



-Alk Phos—e.g. MM(increased alk phos



-TSH



-24h primary calcium and Cr—increased in renal failure



-ESR/LS Spine films/CBC


-Imaging Studies—



-single or Dual photon absorptiometry(SPA,DPA)



-quantitative CT (QCT)



-quantitative Ultrasound (QUS)

*single (SXA) or Dual Energy/Emission Xray absorptiometry (DXA or DEXA)


-DEXA is gold standard


-medicare pay if reaason—osteopenia, fx, multiple RFs


-T-scale—bone mass density compared to WHO 30yo female average


-C-scale—pts bone mass density vs same age person average


-your bmd 1-2 SDs below average(osteopenia


-your bmd >2.5 SDs below average(osteoporosis


-Therapy Goals—



-Asymptomatic—




-measure bone density




-start therapy to limit bone loss



-Symptomatic—




-bone mass measurement




-treat pain




-try to restore functional abilities—PT, ROM ex, etc




-try to prevent future fxs




-minimize bone loss




-possibly increase bone formation



-Steroid Therapy—




-baseline and periodic follow-up bone mass measurements


-Treatment of Osteoporosis—



-Estrogen—




-should strongly be considered




-only perimenopausal/menopausal pt




-best to decrease bone loss in osteoporosis




-use in >70yo?





-hard question





-lose most bone by 55yo





-probably shouldn’t use




-HER—Hormone and Estrogen Replacement Study





-CVD in females(estrogen did not decrease the incidence of CVD in females (its supposed to increase HDL and decrease LDL)



-Bisphosphonates—




-Fosamax—2nd generations





-decreases osteoclastic activity(increase in bone mass





-decrease in new vertebral fxs by 50% and other outstanding stats about fx reductions





-starting dose of 10mg qd





-contraindicated in PUD, esophageal stricture





-1st thing in morning—upright—8oz watert



-Calcitonin-salmon (Calcimar[IM], Miacalcin[spray]_




-inhibit bone resorption




-may increase bone formation




-one spray in one nostril qd




-analgesic effects for fxs secondary to osteoporosis—IM




-decrease osteoclastic activity




-increase osteoblastic activity




-well tolerated



-SERM—new—last 5y




-alternative to ERT




-produce estrogen-like effects




-mechanism of action is unclear




-raloxifene (Evista)





-60mg qd





-SE’s(hot flashes, blood clots




-decrease incidence of vertebral compression fxs but not hipfxs




-no breast ca risk



-Calcium/Vitamin D—




-calcium—





-men—






-25-65yo—1000mg/d






->65(1500mg/d





-women—






-35-50yo(1000mg/day






-postmenopausal(1500mg/day




-vitamin D—





-minimum of 400 IU/d





-increase absorption of Ca++




-calcium carbonate—Tums TID, Caltrate D, Oscal D





-most elemental calcium





-calcium citrate?



-Exercise—




-weight bearing—walking



-Sodium Fluoride—




-increase osteoblastic activity




-25-50mg/d




-only OTC but not high enough doses—




-has SE’s



-PTH—




-osteoblastic activity
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Menopause—


-with age a decrease on ovarian follicles which is not noticed until menopause (approx age 50)


-ovaries and follicles can no longer produce enough estrogen which causes an increase in FSH



-decrease in estrogen correlates with decreases in HDL and increases in LDL (this was previously the argument of ERT)

Sx of Menopause—


-vasomotor episodes (hot flashes, nightsweats) cease within several YEARS of menopause


-urogenital atrophy (dysuria, dryness, dyspareunia) tend to persist beyond menopause


-various psych and somatic complaints


-very responsive to ERT


-all sx are responsive to ERT—even psych and somatic

Estrogen—


-works well to cut back on bony resorption


-as much as 50% reduction in cardiac events (very debatable—HER study)


-should be started in the perimenopausal period or later (but the sooner after menopause the better)—within 3-5y


-shown to decrease bone loss and decrease the risk of hip fxs


-increase HDL and decrease LDL?


-stops vasomotor sx


-may decrease the risk of Alzheimer’s dz—some decent evidence

Negatives about Estrogen—


-risks—



-increased risk of breast cancer—big in the press



-increased risk of endometrial cancer (main reason for progestins)



-thrombosus


-SE’s—



-breast tenderness



-bloating



-menstrual bleeding



-increase in triglycerides



-2x increase in gallbladder dz

CHART—

Progesterone—


-positive effects—



-decrease risk of endometrial cancer



-will allow women to have menses—some want that—feels natural


-negative effects—



-may decrease HDL



-may cause women to have menses—some women don’t want that



-increase risk of breast cancer

Drug Regimens for ERT—


-minimum dose required is 0.625mg of conjugated estrogen (Premarin), 0.05mg of transdermal estrogen (less favorable effect on lipid profile)


-probably need to take for life


-cyclic vs. continuous

Continuous—


-Premarin (PO)(estrogen) 0.625mg and Provera (progestin) 2.5—take together QD

Cyclic—


-Premarin 0.625mg days 1-25 of cycle


-Prevera—5-10mg days 16-25 of cycle

*ERT is recommended for the primary prevention of everything (MI, etc)

*ERT is NOT recommended for secondary prevention of anything (post MI, etc)

-alternative is Avista—if get hot flashes with it(use clonidine

Incontinence—


-involuntary loss of urine sufficient to be a problem


-very common


-15-30% of non-institutionalized people


-much more females—85%


-need to ask about on routine care


-Social and Psychological Impacts—



-changes in social activities outside the home



-depression



-social isolation



-anxiety about friends finding out



-embarrassment about accidents in public



-changes in sexual activity


-Normal Mechanism to Pee



1.  bladder filling and storage phase—




-impulse from s.c. to contract balanced with signal to relax




-in tact internal and external sphincters



2.  emptying—




-150-250mL is stored(then urge to pee(external sphincter relaxes(internal sphincter relaxes(bladder contracts




-intravesicle pressure exceeds urethral pressure/resistence(pee


-Intrinsic factors that increase the risk of urinary incontinence—



-postvoid residual volume (>100mL)



-diminished bladder capacity



-decreased bladder sensitivity



-detrusor instability (from cerebral cortex changes)



-BPH—increases residual volume



-excessive nocturnal urine excretion



-childbirth—trauma to the area



-obesity—push on it



-smoking—chemicals to bladder(urgency



-estrogen withdrawal and menopause(atrophy, etc



-brain failure



-dysmobility


-Extrinsic Factors—



-relocation and environment



-UTI



-acute illness



-intravesicle lesions



-meds—sedatives, sleeping pills, hypnotics



-urinary obstructions



-neurological lesions

Types of Urinary Incontinence—


1.  Stress UI



-characterized by—




-leakage of urine with physical activity such as(bending/jumping



-leakage of urine with conditions that increase intrabdominal pressure such as(coughing/sneezing



-loss of SMALL amounts of urine at a time



-very seldom lose urine at night



-etiology—



-Tx of stress UI—




-behavioral tx—





-bladder training—hold it longer





-kegels—100s per day





-consider surgical referral 





-keep diary




-meds—





-HRT





-alpha adrenergics—






-ephedrine—10-25tid/qid





-imipramine (TCA)—10tid up to 25 tid




-surgery is last resort


2.  Urge Incontinence—



-characterized by—




-leakage of urine associated with sudden strong uncontrollable urge to void—gotta go gotta go




-inability to delay voiding



-urgency



-frequency



-nocturia



-loss of urine in LARGE amounts



-Detrol—anticholinergic



-Etiology—




-main cause in detrusor instability/hyperreflexia




-Central—





-dementia, CVA, parkinsons




-increased afferent stimulation if the UT from—





-UTI, BPH, neoplasm, fecal impaction, post-prostatectomy, deconditioning secodary to chronic cath



-Tx—




-treat the cause—UTI, BPH, etc




-same as stress incontinence




-if no improvement refer




-anticholinergics—





-detrol





-propanthenone—15-20mgqd in 3-4 doses





-oxybutinin—2.5-20mgqd in 2-4 doses




-antispasmodics—





-urispas—300-500mg/day in 3-4 doses




-CCBs




-imipramine—10mgtid and work up to 25 tid


3.  Overflow Urinary Incontinence—



-presents with urinary:




-dribbling 




-incomplete emptying




-frequency with loss of small volumes of urine




-nocturia without urgency*




-large postvoid residual



-Causes—




-outlet obstruction—





-BPH





-fecal impaction





-cystocele





-BNO





-drug SE’s





-impaired nerve function—DM and etoh neuropathies





-uneractive detrusor*




-more men




-Tx—





-treat the cause—






-meds or surgery for BPH





-Rx—alpha blockers(hytrin, cardura






-no anticholinergics






-underactive detrusor(surgery


4.  Functional Incontinence—



-caused by—




-patients mood—e.g. depression



-inaccessability to rest rooms—cant walk that far, too dark



-treatment—correct the cause



-D—delerium



-I—nfection



-A—trophic



-P—harmacologic



-P—sychiatric



-E—xcessive (fluids/meds)



-R—estricted (activity—cant get around)



-S—tool—fecal impaction

-Approach to Urinary Incontinence—


-history—8 dimensions



-list all meds



-attempt to classify the type


-PE—



-palpate bladder for distention



-check postvoid residual—pee then cath (100-150mL =significant postvoid residual)



-pelvic



-rectal—fecal impation/prostate



-neuro exam—MMSE, etc



-UA with culture—always do UA
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Material for Exam II

Perioperative Care—


-risk not much higher than younger


-emergency surgery is a much higher risk


-more risk up higher (head vs toe)


-length of surgery is increased risk—esp past 3h threshold

RFs For Morbidity and Mortality—


-Heart Dz—#1 cause of perioperative mortality and a leading cause of morbidity


-Lung dz—#1 cause of morbidity and a leading cause of mortality


-Poor nutrition


-Dementia

Preoperative Evaluation—


-Thorough H&P


-MMSE


-Functional Assessment (ADLs, IADLs)


-Med review—interactions with anesthetics, blood thinners, etc


-Should have advanced directive done (POA, living will)


-Labs—



-CBC



-Chem 7



-Serum Albumin



-Liver functions



-UA



-Preop EKG if >65

Cardiac Risks—


-EKG


-Moderate Risk—



-older men with chest pain



-older men with several risk factors


-High Risk—



-Hx of angina



-Hx of previous MI



-Hx of LV dysfunction (CHF, etc)


-Very High Risk—



-Current CHF



-Recent MI



-Angina

Who needs Further Evaluation of their CARIAC Status b/f Surgery—


-Discuss with MD


-Do they need a stress test?

Pulmonary Risk—


-preoperative Xray NOT helpful except maybe for baseline comparison


-spirometry?


-ABG for baseline comparison (except for hypercapnia which indicates higher risk)


-Smoking—should stop

ELDER ABUSE—


-1 million elders neglected, emotionally debilitated, or physically abused by a care giver


-only 1 in 14 get reported


-on the rise(living longer—more problems


-LAW—must report abuse

Five Different Types of Abuse—


-Physical Abuse


-Physical Neglect—living conditions, feeding


-Psychological Abuse—ignored, call names, etc


-Material or Financial Abuse


-Violation of Rights—church, activities, etc

Assessment—


-Ask direct questions, separate from caregivers—



-Do you feel safe at home?



-Do you have disagreements with your caregiver?



-Do you feel you are treated rough or intimidated?



-Also ask questions of caregiver later…


-Detailed PE—



-General appearance—




-hygiene




-emaciated




-dress



-Cognition—



-Skin—




-bruising—bruises in different stages of resolution / on inner surfaces of extremities




-poor turgor




-pressure ulcers



-Head—




-trauma—lacs, hematomas



-GU—




-rectal / vaginal bleeding


-DOCUMENT EVERYTHING


-TAKE PICTURES

Labs for signs of malnutrition—


-Anemia


-Low albumin


-Lymphocytopenia—maybe

Xrays—


-signs of old fractures

What to Do as A PA—


-LEGALLY obligated to report this to Adult Protective Services


-Be sure the caregiver understands the extent of the pts illness AND the extent of the necessity of care


-Explore respite care programs, insurance benefits, free Rx programs—CONSULT A SOCIAL WORKER—anything we can do to ease stress on the family will make a difference

Topics that need to be read in text—


-Rehabilitation


-Ethics 


-Hospital Care


-Institutional Care


-Home Care


-Terminal Care


-Failure to Thrive?


-Falls and Falling


-Alcoholism


-Driving
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DRIVING—


-see driving sheet


-3% of elders only use public transit


-mode of transportation


-social status


-independence


-Crashes involving elderly—



-absolute number of accidents is lower than the entire pop of drivers



-# of miles driven(1/2 as many as average population (more crashes if look at mileage)

-Dementia—



-some studies show that elders with mild dementia have more accidents than drivers without dementia, but as the disease progresses, the accidents tend to increase


-History—any medical conditions / medicines that affect driving ability


-Functional status—


-Falls—recent or recurrent(higher risk of crashes


-Hx of accidents—can give good info that the pt might withhold



-are they the only one in the family with a license

-Driving Ability PE(

-vision (Snellen)—near and far fields


-hearing test


-MMSE—thought content


-musculoskeletal exam



-ROM neck, shoulders, wrists, hips, trunk, knees, ankles, feet and grip strength



-Gait


-not an exact science


-weigh risks and benefits vs your family on the road with this elderly person driving


-What To Do—



-call dept of motor vehicles(make person take written and driving test

*In the absence of medical conditions, age is not a factor for increased accidents but elderly have multiple conditions

PERIPHERAL VASCULAR DZ—


-Vision—



-most common sensory problem in elderly



-Big 3—glaucoma, cataracts, macular degeneration


-Aging changes in the eyes—



-decreased density and elasticity in the lense which leads to decreased accommodation



-decreased contrast sensitivity



-increased sensitivity to glare(pain—big glasses



-progressive yellowing of the lens can interfere with blue-green vision 



-decreased tear production and viscosity




-burning, eye pain, etc


-Glaucoma—



-increased intraocular pressure



-cupping on fundoscopic exam



-progressive abnormalities of the visual field



-types—




-simple or open angle glaucoma—develops slowly

-Hearing Loss—presbycusis



-65% over 85yo report it as a problem



-16% have some type of assistive device



-8% use the assistive device



-10 decibel reduction in hearing sensitivity per decade of life after 60yo



-decreased perception of high frequency loss



-Conductive Hearing Loss—




-cerumen impaction (outer ear)—very common




-otosclerosis—more common in elderly





-stiffening / hardening of bones around cochlea



-Tx—surgery / hearing aids



-Sensorineural—




-neoplasms of the brainstem or CNVIII




-long term exposure to high intensity noise




-medications



-PE—




-examine external ear




-whisper testing




-if they fail the whisper test to a formal audiogram before you refer them to the ENT




-Rinne--mastoid(conductive) and Weber (sensorineural)




-wax, TM perforations, scarring, etc




-DOCUMENT all findings


-Sexuality—



-they still have sex



-sexual satisfaction is still possible



-Problems with sexuality—




-Widow’s and Widower’s syndrome




-environmental




-fear of illness or death




-difficult to form relationships with new partners




-if in elderly home(not much privacy




-#1 have a handle on their illness




-#2 tell then if it is OK to have sex



-Genital Changes in the Average Elderly Male—




-reduced penile sensitivity




-slower, weaker erection




-reduced ejaculatory volume




-anejaculatory orgasm




-reduced forewarning of ejaculation




-speedier detumescence (penis going flacid faster)




-increased refractory period



-Genital Changes in the Average Elderly Woman—




-reduced vascularity and fat content in vaginal walls




-reduced size of vulva and vagina




-stickier, reduced secretions




-thinner, more lax vaginal walls




-less variability of vaginal size during intercourse




-shorter, less intense orgasms




-reduced sexual response in all four phases




-painful orgasms in some




-atrophic vaginitis—need to address this(easily treated





-estrogen cream





-increases sexual satisfaction



-Physical Illnesses and Sex—




-dyspnea—cant exert yourself




-OA




-gynecologic surgery—bladder repair, etc




-prostatectomy—can lead to impotence




-mastectomy / colostomy—appearance




-urinary incontinence




-these can increase anxiety to the point that the patient doesn’t want to have sex at all



-Meds that affect sex—




-etoh




-caffeine




-major and minor tranquilizers




-antihypertensives (except perhaps CCBs)




-antidepressants




-antihistamines




-analgesics




-digoxin, etc



-General Recommendations for Therapy—




-mornings are the best time for sexual activity




-proper lubrication




-may be a need for increased physical stimulation




-one partner may be more concerned about sexual activity than the other




-affirm the need for emotional as well as sexual needs




-elderly women may benefit from estrogens



-still normal to have sex after 65yo
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FEET—


-Hallux Valgus—



-most common deformity of the first MTP



-also called a bunion



-presentation—




-painful swelling of the dorsomedial aspect of the 1st metatarsal head, associated with lateral deviation of the toe




-incompatability (foot-shoe)




-problems in the forefoot(metatarsalgia and hammer toe



-RFs—




-flat feet




-inappropriate shoes (especially women)



-PE—




-tenderness




-deviation (lateral)



-Tx—




-properly fitting shoes (avoid toebox)




-orthotics




-surgery—last resort



*see pictures


-Hallux Limitus / Rigidus—



-limitation of motion (limitus)



-total absence of motion (rigidus)



-Etiology of HL / HR—




-biomechanical abnormalities—flat feet, etc




-trauma




-OA




-arthritides such as RA



-Presentation of Both—




-pain in first MTP




-sx usually gradual in onset




-worse with walking or prolonged weight-bearing




-sx worse over time



-PE—




-enlargement of first MTP on palpation




-may have nerve impingement




-decreased ROM on dorsiflexion




-no lateral deviation




-decreased ROM is the tell-tale sign



-TX—




-shoes with stiff soles and high toe box




-avoid excessive stair or hill climbing




-orthotics




-PT




-NSAIDS—true for all foot conditions




-joint infx




-surgery (rare in the elderly)


-Diabetic Foot—



-every DM should have foot exam Q3 months to include(



-gross inspection




-neuro exam




-pulses



-every DM should be taught how to do daily pedal exams(



-also—never wear open toed shoes





-keep clean but use gentle soap





-DM—2nd leading cause of below the knee amputations





-careful cutting toenails or go podiatrist)





-skin lubricant QD—Lubriderm



-should report any signs of infx, redness, swelling, etc immediately to the PA



-every DM should have a competent podiatrist that they see on a regular basis


-Bunionette—



-the 5th MTP equivalent of a bunion



-Presentation—




-painful deformity of 5th MTP




-foot-shoe incompatability



-PE—




-lateral aspect of 5th MTP is tender with swelling



-TX—




-wear wider or stretched shoes




-surgery


-Plantar Fascitis—



-old and young



-pain at insertion of the plantar fascia(pain at base of heel



-inactivity



-first step out of bed(PAIN (stretch the insertion of the plantar fascia)



-PE—




-tenderness




-aggravation of pain




-dorsiflexion of toes(stretch fascia(pain



-TX—




-orthotics




-rest, ice, NSAIDS




-local injections—pain, but steroids help




-surgery (rare)
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Pressure Sores—


-AKA—decubitus ulcers / bed sores


-nasty stinky smelly d/c’s


-a failure of competent care (RN, PA, DR, etc)


-2-11% of hospital pts


-3-50% of long term care pts


-most common in the elderly but in young pts too


-sites(anywhere there is pressure



-ischial tuberosity



-greater trochanter



-heel



-sacrum



-medial/lateral malleolus


-ulcers can come from other things too


-In what settings(


-long term care facilities



-community—home



-acute care hospital beds


-Cost—high cost of hospitalization



-prolongs stay, adds to nursing cost 

-as much as $15,000 extra per stay

-increase stay by a couple of weeks

-Just remember BIG BUCKS


-Complications—



-local infx



-systemic infx



-death


-Cause—



-ischemic damage caused by intense pressure



-avg pressure(32mmHg



-sitting(300mmHg(decrease circulation


-increased source of litigation


-need ZERO TOLERANCE for pressure sores

Norton Risk Assessment Scale—

Physical Condition
Mental Condition
Activity
Mobility
Incontinent
TOTAL SCORE

Good            4
Alert              4
Ambulant        4
Full               4
Not                  4


Fair               3
Apathetic        3
With help      3
Slightly limit 3
Occasional     3


Poor              2
Confused        2
Chair-bound   2
Very Limited   2
Usually/urine  2


Very bad        1
Stupor         1
Bed               1
Immobile      1
Doubly       1


*if 14 or less(high risk for pressure sores

Causes and RFs—


-pressure


-moisture—incontinent, sweaty


-shearing forces—friction—sliding ischial tuberosities


-immobility


-age—increased age = increased risk


-MALNUTRITION***



-albumin 3.3g/dL(increase risk of sores



-Hgb <11.1



-total lymphocyte count(last two not done as often in pressure sores



-without nutrition—more likely to get sores and less likely for sores to heel

Prevention of pressure sores—


-Maintain good nutrition


-Should be positioned so that they are not sitting or lying on reddened areas by(


-put extremity on a pillow (b/t knees or ankles) [protect bony protuberances]



-frequent repositioning (15min to 2h)




-pts may be able to help if you install(bed rails, trapeze


-Body positioning



-sitting (thighs should be horizontal to chair)



-lying (30 degree laterally inclined position)


-Support surfaces—air mattress, egg crates, etc

Prevention of Pressure Sores—


-maintain ROM


-protective films(decrease friction


-maintain clean and dry skin


-VIGILANCE(check QD, move often, time consuming process

Skin Care—


-inspect on a routine basis


-massaging NOT recommended—increase damage and decrease wound healing


-moisturizing of the skin with(


-lotions



-creams



-ointments (best)—KY is best

Protecting the Skin from Irritants—


-must protect from fecal (worst) and urinary incontinence



-better to use disposable absorbent diapers as opposed to cloth


-topical skin barriers such as(


-petroleum jelly



-zinc oxide



-see pamphlet #3, p. 9

Staging—


-see pamphlet #3, p. 1


-stage 1—no skin breakage


-stage 2


-stage 3


-stage 4

Treatments—


-many—p 436—full column


-general instructions(if its wet, dry it, if its dry, moisten it


-see pamphlet 15
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Prostate—


-1g at birth


-up to 20g


-puberty(enlarges until the end


-age 40(starts to enlarge again


-physiology of the enlargement(


-testosterone + 5(-reductase(dihydrotestosterone(hypertrophy


-Diseases(BPH and prostatic ca

Benign Prostatic Hyperplasia / Hypertrophy


-Ubiquitous Dz


-Sx(irritative and obstructive



-irritative—




-nocturia




-urgency




-frequency





-dysuria



-obstructive—




-decreased force of stream




-dribbling after urination




-hesitancy




-straining to urinate


*BPH is the most common cause of urinary complaints and common to get UTI


*50% of males >70 have BPH syndrome


-Dynamic and Static Components—



-static(40yo—increased tissue—get nodular cells



-dynamic—smooth muscle within the gland hypertrophies




-smooth muscle receptors in bladder neck


-American Urological Ass. Sx Index for Eval of BPH—



-0-7 = mild



-8-19 = moderate



-20+ = severe



*do this evaluation on sx of prostatism


-Treatment(SEE HANDOUT


-Medical Therapy—



-finasteride (Proscar)—5(-reductase inhibitor




-works on STATIC component



-peripheral (1-blockers—




-work on DYNAMIC component




-relax smooth muscle—Hytrin, Cardura




-SE(ortho hypo




-Flomax—more specific (1-blocker(less SE’s



-Proscar—less dramatic effect




-6mo b/f see improvement if sx



-with the peripherals—hytrin/cardura—see difference within hours-weeks




-need to use 6weeks b/f give up



-can combine the two types


-Gold standard tx(TURP



-most people do this initially—



-medical tx—$2000 



-prostatectomy is $13000

Prostate Cancer


-most commonly dxd cancer and the second leading cause of cancer death in US males


-by age 80 nearly 2/3 of men have histological evidence of prostate cancer


-the course is often benign


-most cancers occur in older men and remain asymptomatic for years


-the average life expectancy of men with prostatic cancer differs little from men without ca

Prostate Cancer Flowchart(SEE HANDOUT


-DRE start at 50yo unless +FH / African American—start at 40yo

High risk for prostate CA—


-age


-FH


-black race—by1.3x


-vasectomy—leaning away but maybe


-diet high in saturated fat—leaning away but maybe

Screening—


-DRE


-PSA



0-4—nl



4-10—equivocal—follow them



>10—abnl

Treatment—


-very controversial but includes three general types(


-watchful waiting



-surgery—radical prostatectomy



-radiation therapy


-Watchful Waiting



-do if life expectancy <10y



-esp if not aggressive ca



-follow with DRE and PSA q3mo fro 1st year



-not appropriate if life expectancy >10y


-Radical Prostatectomy—GOLD STANDARD



-#1 SE(impotence



-may lose a lot of blood



<70 and life expectancy >10y(do this


-Radiation



-Xray beams



-bracytherapy—implant radioactive seeds



-use if cant tolerate surgery



-high variability


-Hormonal therapy



-palliative tx—not mainstay



-advanced dz / metastatic(cant cure(do hormonal—treat some sx

90% of cancer is well localized

Follow-up Tx—


-follow with PSA—if removed—should go to 0


-make sure proper things are being done
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CONSTIPATION—


-1/2 elderly people at home


-one definition is <3 bowel movements / week


-males have more >5/week

Pathophysiology and Causes of Constipation—


1.  Decreased activity levels—decrease colonic transit time(constipation



-exercise increases colonic transit time(cure


2.  Metabolic and Endocrine Disturbances



-the following processes can slow colonic transport(



-hypokalemia which can produce an ileus (most often seen in pts taking diuretics, and from chronic laxative abuse)




-hypothyroidism




-DM




-hypercalcemia


3.  Mechanical Obstruction—



-tumor, stricture (stenosis), volvulus (mechanical obstruction—round ball of foreign obstruction)




-cramping, abd pain, and distention




-marked change in bowel habits




-hyperactive bowel sounds, mass on palpation, dull on percussion


4.  Drugs—



-opiates (codeine)



-agents with anticholinergic activity such as antidepressants



-CCBs (decrease bowel mobility)—verapamil but not the dihydropyridines



-cholestyramine (Questran) may cause by binding up bile salts



-aluminum hydroxide / calcium carbonate antacids (negate eachother)


5.  Psychiatric disease and Psychological distress—



-depression—don’t eat well, decreased activity, etc



-irritable colon (irritable bowel) syndrome


6.  Neurologic impairment—



-spinal cord injury



-multiple sclerosis


7.  Environmental—



-immotility



-poor hydration



-dietary fiber

Hx of Constipation—


-What is the change from normal?


-Define bowel movements in terms of:



-size



-character



-frequency


-Chronicity of constipation


-GI Hx


-Anxiety / Depression Hx


-Medication Hx (must ask about OTC drugs like antacids and laxatives and herbs)


-Exercise Hx


-Dietary Fiber Hx

PE of Constipation—


-General Appearance


-Weight—loss, etc


-check for signs of hypothyroidism


-abdominal exam


-rectal exam—important



-stool for consistency



-stool for occult blood


-Neuro—



-sensory (perianal light touch)



-DTRs (for hypothyroidism)

Labs / Xray—


-K+ level if on diuretics


-Ca2+ level


-TSH?


-in acute onset(plain supine and upright films of the abd


-sugar if suspect DM


-Heme X 3


-Flex sig / BE or Colonoscopy? (Especially if high risk for colorectal CAA—do later

Treatment of Constipation—


-5 Categories of drugs to use



1.  Bulk Forming Agents—1st line for simple constipation




-bran (fibermed)




-psyllium (fiberall, metamucil, perdiem, etc)




-methylcellulose (Citrucel)




-polycarbophil (FiberCon)




-polyethylene glycol (Miralax)—newest—colorless, odorless, tasteless



*overview of bulk forming agents info overview(



-indicated for simple constipation 




-non-absorbable




-some natural and some semi-synthetic and some are cellulose derivatives which:





-absorb water





-increase stool mass





-stimulate intestinal motility




-these most closely approximate normal bowel function




-should be taken with full 8oz water




-many contain 50% dextrose so DM can get sugar free



2.  Emmolient Laxatives




-Two types—





-Lubricants—mineral oil, no more than 15mL / d





-Surfactants—add lubrication and H2O






-docusate sodium (Colace)






-docusate calcium (Surfak)






-docusate potassium (Dialose)



3.  Saline Laxatives—




-magnesium hydroxide (Milk of Magnesia)




-magnesium sulfate (Epsom Salt)




-magnesium citrate (Citroma)




-sodium phosphate (Fleet [oral or rectal])



*Saline Laxatives Info—




-poorly absorbable




-osmotically attract water




-increase stool bulk




-increase intestinal motility




-short onset of action (30min to 3h)




-sodium phosphate (Fleets) rectally is rapid—within 2-15min




-watch sodium content in HTN pts




-avoid magnesium preps in elderly because of reduced renal function




-intermittent use only



4.  Stimulant Laxatives—




-Senna (Senokot)




-Bisacodyl (Dulcolax)




-Phenophthalein (Correctol, Ex-Lax, Feen-A-Mint)




*senna—active ingredient in all



*Stimulant actions—




-direct stimulation of intestinal motility and influx of water and electrolytes into bowel lumen



5.  Hyperosmotic—




-glycerin suppositories




-lactulose (Cephulac, Chronluac)



*Action—




-increase water content of the stool




-stimulate intestinal motility

Parkinson’s Disease—


-1% >55yo in US


-150 in every 100,000 in US

-Pathophys—



-a neurodegenerative disorder 




-a loss of DA containing neurons from within the substantia nigra (this hooks into the basal ganglia(coordination of movements)




-Sx are thought to be due to the imbalance between dopaminergic and cholinergic influences




-decreased DA and relative increase in AcH


-Epidemiology—



-Parkinsonism—sx of parkinsons secondary to an indentifiable cause




-toxins—CO, cyanide




-Syphilis




-Drugs (Haldol, Reglan)




-CVA



-Parkinsons—




-idiopathic




-RFs(




-residence in industrialized nations





-living in rural areaas with exposure to:






-well water






-herbicides






-pesticides





-genetic?





-increasing age





-cigarette smoking(reduces the risk


-Clinical Presentation—



-age—60-65, 5% are under 40yo



-male



-tremor at rest



-rigidity



-bradykinesia



-masked face



-stooped posture



-shuffling gait



-postural instability—falls, fxs


-Clinical Course—



-2 general ways—




-pts that present primarily with a tremor




-pts who present with significant postural and gait instability


-Dx—



-Presence for 1year or more of two of the three following signs(



-resting or postural tremor




-bradykinesia




-rigidity



-Responsiveness to levodopa therapy with moderate to marked improvement and duration of improvement for 1 year or more
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-95% of pts with Parkinson’s respond to Levodopa

-AcH(musclular contraction

-DA(inhibit the contraction reflex to cause smooth movement

Movie—


4 Cardinal Sx—



1.  Resting treemor—pathomneumonic for Parkinson’s




-subsides with purposeful movement



2.  Akinesia—difficult initiating movement




-masked facies—reptilian stare—no blinking



3.  rigidity—




-lead-pipe




-cog-wheel



4.  Loss of postural reflexes—




-wont catch themselves when they get pushed over

Treatment—


-Education of pt and family


-Meds mainly work by increasing DA or decreasing Ach

1.  Levodopa—


-BEST MED for Parkinson’s


-precursor of DA


-DA itself will not cross the BBB


-takes very high doses to get sx effects(because of peripheral conversion of L-Dopa(DA)(SE’s of high doses—N/V, schizophrenia


-therefore give levodopa and carbidopa together



-carbidopa decreases the conversion of levodopa to DA peripherally(more levodopa gets to brain(more DA to brain



-this only works for 5years

2.  COM-T Inhibitors—


-COM-T causes breakdown of levodopa peripherally to DA


-when we inhibit it(less breakdown(more gets to brain and converts to DA

Carbidopa / Levodopa (Sinemet)—


-recommended only once there is a functional impairment (ADLs, etc)


-decline in effectiveness in as many as 50% of individuals after 2 years


-a naturally occurring precursos of DA


-given in combination with Carbidopa because of SE’s of higher doses

Surgical Tx—


-unilateral surgical thalotomy helpful for tremor


-placement of electrodes into thalamus helpful for tremor


-pallidotomy may be helpful


-implantation of adrenal or fetal tissue

Evaluation of a Tremor—


-rhythmic oscillation of a body part

Three Main Types—


1.  Postural / Physiologic Tremors—



-too much caffeine, nervous, etc



-very fine tremors



-occur normally in everyone during movement and while holding a fixed position



-usually invisible to the naked eye



-drugs may accentuate it



-unaffected by propanolol and / or etoh



-Treatment—




-BBs




-short acting benzos




-usually don’t treat this


2.  Intention Tremors—



-essential (familial)



-tremor that is most prominent when the part affected is being used and least noticeable when the part is at rest—opposite of Parkinson’s



-may be accentuated by tasks that require precision



-diminished by use of etoh



-no abnormalities on neuro exam



-Treatment—




-avoid stimulants




-BBs (start on propanolol 10mg tid then switch to langer acting form)




-primidone (Mysoline 25mg qhs and work up to 100mg qd divided into 2 or 3 doses)


3.  Rest tremors—



-most commonly due to Parkinson’s disease

*Also see Flow sheet Handout—

Lower Respiratory Infections—

Acute Bronchitis—


-inflammation of the tracheobronchial tree typically from a viral infection


-presents with—



-cough



-thick, mucoid sputum



-anorexia



-malaise



-HA



-chest pain



-fever



-auscultation can reveal ronchi and wheezing



-secondary bacterial infection is common 


-Dx—



-clinical



-Cxray—wont show much



-sputum gram stain—no use



-most common bacteria are(



-H Flu




-S Pneumo




-M Cat


-Tx—



-rest



-fluids



-antipyretic-analgesics—APAP, Motrin



-cough suppressants—dextromethorphan



-antibiotics—debateable—age, etc




-healthy(




-watch and wait





-Bactrim—good to start with





-Doxycycline




-sick(




-Macrolides





-Augmentin





-Quniolones (Floxin)

COPD—


-chronic bronchitis—cough for at least 3 months q year for 2 years (3?)


-Dx—



-breath sounds diminished or absent



-ronchi—between rales and wheezing



-commonly can get CHF from an acute exacerbation of chronic bronchitis which may appear clinically different such as(



-S4




-presence of pedal edema




-pleural effusion on Cxray


-Tx of COPD—



-Atrovent



-B2 agonists



-Theophylline



-Inhaled corticosteroids—bigger role in asthma



-acute, short term PO steroids



-long term prednisone



-O2

Pneumonia—


-Pathogens—



-S. Pneumo

-H flu—more smokers



-Legionella



-chlamydia



-moraxella—these last three more common in younger—atypical (walking) pneumonia


-Hospital-acquired pathogens—



-Klebsiella



-H flu



-S pneumo



-S aureus


-Dx—



-frequently non-specific hx



-PE—




-dull percussion




-increased fremitus




-bronchial breath sounds



-Cxray



-CBC



-Sputum culture


-Tx—



-hospitalized or not



-prevention-pneumovax

Influenza—

Tx—


-rest


-keep warm


-drink plenty of fluids


-rimantidine


-amantidine


-prevention—



-flu shot in early November—takes 2 weeks to increase the antibodies

UTI—


-stasis, etc


-urosepsis—



>50% sepsis in elderly



-RF—age, UTI


-Asymptomatic Bacteriuria—



-not associated with development of renal failure



-increased mortality



-most authorities recommend not to treat it



-if have associated pyuria—probably should treat (>5wbc)



-treat it with—




-bactrim




-macrodantin




-noroxin


-Presentation of UTIs in the elderly—



-may be typical with sx such as:




-altered mental status




-decreased level of functioning




-lethargy




-anorexia




-general malaise




-when testing you do want—UA with C&S, cath in women?



-Tx—




-antibiotics for 10d




-repeat UA within 2 weeks




-if recurrent UTIs or treatment failures(consider further work-up and/or referral

Polymyalgia Rheumatica—


-dz of elderly


-almost always >50yo—usu 60-75


-more caucasian and female


-chronic if not tx properly


-Pathogenesis—



-idiopathic



-may be genetic and immunological


-Presentation—



-gradual onset (weeks to months); can be acute—less common



-bilateral pain and stiffness of:




-shoulder—classic




-neck




-hip




-thigh



-can be unilateral and progress to bilateral



-morning stiffness



-pain with movement



-low grade fever



-weight loss



-fatigue



-generalized—no focal tenderness


-Dx—



-clinical dx—but look for:




-bilateral pain for at least 1 month in any two of the following in association with morning stiffness:





-neck





-shoulder girdle





-hip girdle




-ESR >40




-age >50




-exclusion of other dxs




-marked clinical improvement in response to 1week of <15mg/d of prednisone


-Tx—



-prednisone—10-15mg/d at least for 1year



-may be tapered once ESR and sx decrease



-maintenance dose—prednisone 5-10mg for a year or longer (2-3)



-relapse common

Temporal Arteritis—


-idiopathic


-if miss(10-20% will go blind in that eye


-Bx vessel(


-infl of vasculature(infiltrative lymphocytes in vessel walls(sx result of the direct inflammation


-decreased size of vessel(decrease flow(ischemia

gyne cell arteritis—another name—


-Presentation—



-gradual onset



-HA—unilateral—piercing/throbbing



-low grade fever



-scalp tenderness



-fatigue



-malaise



-weight loss



-masseter claudication—50-55% specific



-visual loss


-Dx—



-keep high index of suspicion



-any three of the following(



-age of onset >50




-new onset or new type HA




-temporal artery tenderness




-ESR >50 (can be up to 100—higher than PM)




-temporal artery bx showing evidence of characteristic changes



-rapid improvement in sx following steroids



-many other non-specific


-Tx—



-begin soon



-taper steroids—10%q2weeks to lowest possible maintenance dose



-do until sx and labs are nl



-put in steroids that day



-high suspicion



-don’t wait for the ESR to come back(treat now


-Follow-up—



-AAA
