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Ageing — the most inevitable stage of human life















Geriatrics-Definition:

The care of aged people
Sub-specialty of internal medicine
Prevention and treatment of age related disabilities

Performed by Geriatricians




Geriatric age

*Age group is not defined precisely

-WHO defines old age as
260 years ( developing countries) or
265 years (developed countries)

| will never be an old man.
To me, old age is always 15 years older than | am



‘iatros’ meaning "healer”

Greek ‘geron’ meaning "old man"

Byzantine medicine(324-1453 AD)

The Canon of Medicine by Avicenna in 1025

Algizar wrote “Kitab Tibb al-Machayikh”

First publication on geriatrics, George Day, 1849




Modern geriatric hospital Belgrade, Serbia 1881

1909 Dr.lgnatz proposed the term

“Geriatrics”

In UK Dr.Marjorie “Mother of geriatric”




Demography

Present
days-13%

In 2026 it will
become 20%

The rate of population ageing is much faster in developing country
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GIANTS OF GERIATRICS (Isaacs 1970)
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Characteristics of presenting
problems in old age




* Infection may present with delirium and
without clinical pointers to the organ system
affected.

« Stroke may present with falls rather than
symptoms of focal weakness.

« Myocardial infarction may present as
weakness and fatigue, without the chest pain
or dyspnoea.

« Cognitive impairment may limit the patient’s
ability to give a history of classical symptoms







4.Multiple pathology




Approach to presenting
problems in old age

The approach to most presenting problems in old
age can be summarised as follows:

Obtain a collateral history. Find out the patient's usual
status (e.g. mobility, cognitive state) from a relative or
carer.

Check all medication. Have there been any recent
changes?

Search for and treat any acute illness.

Identify and reverse predisposing risk factors. These
depend on the presenting problem.




History
= Slow down the pace.
* Ensure the patient can hear.
= Establish the speed of onset of the illness.
If the presentation is vague, carry out a systematic enquiry.
= QObtain full details of:
-all drugs, especially any recent prescription changes
-past medical history, even from many years previously
= usual function
-Can the patient walk normally?
-Has the patient noticed memory problems?
-Can the patient perform all household tasks?

* Obtain a collateral history: confirm information with a
relative or carer and the general practitioner, particularly
if the patient is confused or communication is limited by
deafness or speech disturbance.



Examinations




Social assessment
(Functional )

Home circumstances
« Living alone, with another or in a care home.
Activities of daily living (ADL)
« Activity of daily living:
domestic ADL(DADL): shopping, cooking,

housework
personal ADL(PADL): bathing, dressing, walking.

« Informal help: relatives, friends, neighbours.
« Formal social services: home help, meals on wheels.
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1.4 Screening investigations for acute iliness

+ Full blood count
« Urea and electrolytes, liver function tests, calcium and glucose
+ Chest X-ray

« Electrocardiogram
+ C-reactive protein: useful marker for occultinfection or inflammatory disease
+ Blood cultures f pyrexia




Frailty-Loss of an individuals ability to withstand minor stresses

Frailty scale:

* Unintentional weight loss

* Muscle weakness

Exhaustion

* Low physical activity

Slowed walking speed

A healthy person scores 0; a very frail person scores 5




e Around 30% of those over 65 years of age fall
each year, this figure rising to more than 40%
in those aged over 80. Although only 10-15%
of falls result in serious injury, they are the
cause of more than 90% of hip fractures in this
age group, compounded by the rising
prevalence of osteoporosis




v
1.5 Risk factors for falls

+ Muscle weakness + Impaired activities of daily living
+ History of falls + Depression

+ Gait or balance abnormality + Cognitive impairment

+ Use of a walking aid + Age over 80 years

+ Visual impairment + Psychotropic medication

+ Arthritis



Gait abnormality Probable cause

Antalgic Arthropathy

- Waddling Proximal myopathy
Stamping Sensory neuropathy
Foot drop Peripheral neuropathy or radiculopathy
Ataxic Sensory neuropathy or cerebellar disease
Shuffling/festination Parkinson’s disease
Marche a petits pas Small-vessel cerebrovascular disease
Hemiplegic Cerebral hemisphere lesion

Apraxic Bilateral hemisphere lesions




hypotension due to arrhythmia, myocardia!l infarction,
gastrointestinal bleed or pulmonary embolism

onset of posterior fossa stroke
vestibular neuronitis.




* Delirium is a syndrome of transient, reversible
cognitive dysfunction. It is very common,
affecting up to 30% of older hospital
inpatients, either at admission or during their
hospital stay.




Risk factors for delirium

Predisposing factors

« Old age ¥ Sensory impairment
+ Dementia + Polypharmacy
« Frailty + Renal impairment

Precipitating factors
+ Intercurrent illness « Dehydration

« Surgery « Pain
+ Change of environment or ward + Constipation
« Sensory deprivation (e.g. darkness) or overload (e.g. « Urinary
noise) catheterisation
« Medications (e.g. opioids, psychotropics) + Acute urinary
retention
+ Hypoxia
« Fever
+ Alcohol withdrawal




Full blood count, CRP
Chost X-ray
Urinalysis and culture

Othors an approposte: sputum,
iocod cultures, wound awabas

Urea and electrolytes

Plasma calcium

Capiiary Dlood and plasma glucone
Liver function tosts

Thyroid function tests

B2 and folate

| Ovgoin level if prescribed

CT bram: only whon intracranial
losion Is suspeacted (focal neurclogrcal
sipna, recont fall or hoed Y) Or o
other physical cause of fm is
icdentified

Lumbar puncture: only i meningtis or
oncephalit:s is suspectod

' Pulse owmetry fartonal blood gases
i low)
Chest X-ray
ECG




Urinary incontinence







Decline in
physiological
reserve in

Dose
adjustments

needed
organ

Drug
interactions &
adverse
reactions

Polypharmacy




Adverse drug reactions

Common adverse drug reactions in old age

Adverse reaction

Gastrointaestinal bleoding and peptic ulcoration
Roenal impairmont

Ronal impairmont, clectrolyte disturbance

Gout

Hypotonsion, postural hypotension
Bleoding

Renal impairment, electrolyte disturbance

Hypotonsion, postural hypotonsion

Bradycardia, hoart block

Hypotonsion, postural hypotonsion

Constipation, vomiting

Daolirtum

Urinary rotention

Deolirium

Hyponatraomia {(SSRis)

Hypotonsion, postural hypotonsion

Fallz

Delirium
Falls

Daelirium
Urinary retontion
Constipation

(ACE = anglotensin. Converting onzyma, NSAIO - non-steroidat anttanflammatosy drug;
SSRI = soleciive soratantn ro-uptake Inhibitor)




1 1.11 Factors leading to polypharmacy in old age

+ Multiple pathology

« Poor patient education (see Box 220 2, p. 3582
+ Lack of routine review of all medications

+ Patient expectations of prescribing

+ Over-use of drug interventions by doctors

+ Attendance at multiple speciaflst clinics

+ Poor communication between speialists



Comprehensive Geriatric Assessment




CGA is defined as :

* Multidisciplinary diagnostic and treatment process

* Medical, psychological and functional limitations
* Coordinated plan to maximize health
It differs from a standard medical evaluation by:

* Focus on elderly individual

 Emphasize on functional status & quality of life

* Multidisciplinary approach



Patient selection criteria for CGA:

* High risk elderly patient-frail or chronically ill
* Medical co-morbidities, heart failure or cancer

* Specific geriatric condition such as

— dementia,
— falls

— functional disabilities

* Psychosocial disorders such as

— depression or

— isolation



Functional capacity

Fall risk

Cognition

Mood

Polypharmacy

Social support

Financial concerns




DOMAINS OF Comprehensive Geriatric
Assessment




Additional components :

Nutrition/weight change
Urinary continence
Sexual function
Vision/hearing

Dentition

Living situation

Spirituality



Comprehensive geriatric assessment
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Medicine

Surgical

Other

Subspecialties

Cardiogeriatrics

geriatric psychiatry
geriatric rehabilitation
geriatric rheumatology, etc.

Orthogeriatric
Geriatric Cardiothoracic Surgery
Geriatric urology, etc.

Geriatric intensive-care unit
Geriatric nursing
Geriatric nutrition, etc.









-

7.13 International classification of functioning and

disability

Factor Intervention required |

Health condition

Underlying disease, e.g. stroke, osteoarthritis Medical or surgical
treatment

Impairment

Symptoms or signs of the condition, e.g. hemiparesis,  Medical or surgical
visual loss treatment

Activity limitation

Resultant loss of function, e.g. walking, dressing Rehabilitation, assistance,
aids

| Participation restriction

Resultant loss of social function, e.g. cooking, Adapted accommodation
shopping Social services



Multidisciplinary team working

Multidisciplinary team (MDT) roles

Team member Activity assessed and promoted |

Physiotherapist Mobility, balance and upper limb function
Occupational ADL, e_g. dressing, cooking
therapist Home environment and care needs
Dietitian Nutrition
Speech and language Communication and swallowing
therapist
Social worker Care needs and discharge planning, including
organisation of institutional care
Nurse Motivation and Initiation of activities; promotion of
self-care
Education
Feeding, continence, skin care
Communication with relatives and other professionals
Assessment of care needs for discharge
Doctor Diagnosis and management of medical problems

Coordinator of assessment, management and
rehabilitation programme



Research

* The Hospital Elder Life Program(HELP)

— Designed to prevent delirium and functional decline in

the hospitalized patient setting
— 40% incidence of delirium can be prevented

— Replicated in over 63 hospitals across the world



Acute Geriatrics-based Ward (AGW)

Geriatric-based versus general wards for older acute medical
patients: a randomized comparison of outcomes and use of
resources

*AGW shortened the length of hospital stay and




SYLHET- No specialized geriatric health care service










Ageing can be defined as a
progressive accumulation
through life of random
molecular defects that build
up within tissues and cells.



Scientists are trying to use CRISPR
to create a synthetic cell
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* Y/N

« Biomedical gerontologists are
searching for ways to end aging. By
understanding how we age, these

researchers believe we can learn how to
slow or stop the process



Want to Live Forever?
6 Technologies That Could Stop
Aging

1.Young Blood Proteins

The blood of the young could stop — or even reverse — the aging
process in those who are old.



2.Gene Therapy

! Modified DNA
(P injected into vector

Vector binds to

cell membrane Vector injects new

gene into nucleus
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3.Telomere Repair

One major element of cellular aging is something
called telomere shortening.




4.Anti-Aging Drug

One particular compound called sirolimus, sometimes called rapamycin, was originally
used as an immunosuppressor (for things like organ transplants) but was later found to
extend lifespans in yeasts, worms, and mice



5.Mind Transfer

Mind transfer is the notion of uploading your consciousness and memories from your
brain to a computer.




6.3D-Printed Organs

Prosthetic limbs and lab-grown meat may be interesting, but 3D-printed live organs
are something else altogether.



A oY a
- . " AY ( )
"N\ AN i £ 1 { ) '\f‘;,\,)\:' v Ui
7 N o« ) ' [ ‘..\.\j fea ] (',H./‘ -
( 'I-\\- !.{'-,l ] \\/\-/ “ |\ I\ ;
’ :

.




This frail elderly person needs your
hands along with the stick

Please stand by him..................
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