Care for Elders

An Interprofessional Modular Curriculum

The Care for Elders project has developed 16 interdisciplinary case based educational modules that can be used anywhere in B.C. as they can be run by non-expert facilitators.  Modules are paper problem and evidence based, interprofessional and linked to other reading or computer learning sites as is appropriate.  The modules are given in small group learning opportunities with pre-reading and flexible schedules.  Attitude, knowledge and skills objectives will all be built into the modules.  The modules are revised on a regular basis.  Facilitation of modules will occur in academic tertiary care centres and in small rural communities.  
MODULE OBJECTIVES


Chronic Neurological Disorders
At the end of the Chronic Neurological Disorders module, you will be able to:
      
Develop an interprofessional shared care plan for Mr. McDermid, including 


goals/desired outcomes, recommended interventions, and also, an evaluation.  


Including:

1. biological issues, psychosocial issues, physical function issues,

2. discussion of the impact of two intervention strategies in each of the biological, psychosocial, and physical function domains,

3. identification of elements of the interdisciplinary plan that are unique to a specific discipline and those that overlap between or amongst disciplines.
4. Recognize and articulate four factors associated with caregiver burden,
5. discuss how you would assist the client/ family to deal with changes resulting from a chronic neurological disorder,
6. generate appropriate referrals to team members and make use of information supplied by other team members, and

7. decide how to Involve the client/family in the care plan and respect client/family choices and solutions.

Communication: Hearing Loss in Elders

At the end of the Communication module, you will be able to:

1. identify general age-related changes in oral articulation and cognitive processing that affect communication with older adults,
2. identify specific age-related sensory changes in vision and hearing that affect communication with older adults,
3. read an audiogram and interpret the results of the hearing test shown, with specific implications for listening to conversational speech,
4. describe techniques and approaches that facilitate effective communication with older adults, specifically:
a. identifying and modifying environmental barriers to communication, including background noise and poor lighting
b. maintaining respectful communication that helps accommodate for the older adult’s sensory changes while not being condescending
c. accommodating for language barriers due to differences in primary language spoken or language loss due to aphasia
d. using alternative modalities, including hand signals, gestures, and written materials to support communication, 
5. articulate the magnitude of the problem of hearing loss, including the prevalence of the loss, the safety concerns when warning signals are not heard, and the contribution of hearing loss to misdiagnoses of depression and dementia,
6. differentiate between effective and ineffective screening tools for hearing loss and know how to administer some of the common, effective screening tools,
7. determine when a patient should be referred to an audiologist or physician on the basis of either screening results or symptoms, 
8. identify hearing aid styles and components,
9. troubleshoot hearing aids to identify and solve common problems related to batteries, feedback, cerumen build-up or volume control, and to know when to encourage the patient to return to the audiologist for problems that need further repair, and
10. appropriately select and use non-prescriptive hearing-related technology to improve the quality and accuracy of interactions with patients with hearing loss.
Delirium
 At the end of the Delirium module, you will be able to:

1. distinguish the primary characteristics and the subtype of Mr. Lee’s delirium,

2. identify factors that increase the risk for delirium in Mr. Lee,

3. identify causes of Mr. Lee’s delirium such as physiological changes and Polypharmacy,

4. prepare for the negative consequences/outcomes of delirium in Mr. Lee,

5. identify the signs and symptoms of delirium in Mr. Lee,

6. describe two screening tools that could be used to identify delirium in Mr. Lee,

7. analyze Mr. Lee’s behavioral changes as an indicator of delirium, 

8. assess the value of obtaining collateral information from Mr. Lee’s family, friends, and other caregivers, during his assessment,

9. differentiate between delirium, dementia, and depression during Mr. Lee’s assessment,

10. formulate interventions that target Mr. Lee’s risk factors and the causes of his delirium,

11. integrate Mr. Lee’s unique capabilities, needs, and desires into his assessment and care plan,

12. identify how delirium affects Mr. Lee’s family

a. identify how Mr. Lee’s cultural background and life experiences impact the identification and management of delirium

b. identify the impact of delirium on Mr. Lee’s autonomy and independence

13. differentiate interprofessional roles in the assessment and management of Mr. Lee’s delirium

a. Assessing the value of interprofessional role overlap in developing a care plan for Mr. Lee, and

14. identify the challenges presented to the professionals who provide care for Mr. Lee.

Dementia with Behavioral Challenges I (early)
At the end of the Dementia with Behavioral Challenges I (early) module, you will be able to:


 Create an interdisciplinary, person-centered care plan through the mild to moderate stages of dementia.

1. involve the person and family in planning for care, in meaningful and appropriate ways, throughout the person’s experience with dementia,

2. formulate strategies to help families anticipate, plan and make decisions to prepare for the journey of dementia,

3. discuss assessment of safe driving of a person with dementia,

4. analyze the pertinent aspects of family caregiver stresses and psychological experiences as applied to this case study,

5. share your contribution as an interdisciplinary team member during the various stages of the illness of this person, both in assessment and care planning,

6. incorporate compensatory and enabling strategies to maintain personhood in the areas of communication, activities of daily living, and the physical environment,

7. determine the appropriate use of medications along the continuum of the illness,

8. describe strategies that encourage effective communication between family and healthcare staff and between staff on different teams,

9. incorporate the concept of personhood in a person-centered care plan,

10. formulate ways to ask questions that explore the experience of dementia from the affected person’s perspective,

11. utilize the Canadian Consensus Guidelines on Dementia to decide on assessment investigations,

12. differentiate between the presentation of a person with Alzheimer’s disease and a person with vascular cognitive impairment,

13. utilize the Functional Assessment Screening Tool (FAST) to assess where the person is on the continuum of dementia,

14. apply the GPEP Model to determine contributing influences on the behaviours exhibited by an older person with dementia, and

15. identify components of assessment that embody the value of personhood and personal strengths.
16. differentiate between the presentation of a person with Alzheimer’s disease and a person with vascular cognitive impairment,

17. utilize the Functional Assessment Screening Tool (FAST) to assess where the person is on the continuum of dementia,

18. apply the GPEP Model to determine contributing influences on the behaviours exhibited by an older person with dementia, and

19. identify components of assessment that embody the value of personhood and personal strengths.
Dementia with Behavioral Challenges II (late)

At the end of the Dementia with Behavioral Challenges II (late) module, you will be able to:


   
create an interdisciplinary, person-centered care plan for Maria Donatello through 
the moderate to severe stages of dementia.   This plan will include:
1. involving the person and family in planning for care, in meaningful and appropriate ways, throughout Maria’s experience with dementia,
2. formulating strategies to help the Donatello family anticipate, plan and make decisions to prepare for the journey of dementia,
3. analyzing the pertinent aspects of family caregiver stresses and psychological experiences in Maria’s case,
4. incorporating compensatory and enabling strategies to maintain personhood in the areas of communication, activities of daily living, and the physical environment,
5. determining the appropriate use of medications along the continuum of the illness, and 

6. describing strategies that encourage effective communication between family and healthcare staff and between staff on different teams.

Apply the GPEP Model to determine contributing influences on the behaviours exhibited by an older person with dementia. 

Depression and Grief in the Older Adult
At the end of the Depression and Grief in the Older Adult module, you will be able to:


Create a person centered care plan for Mrs. Lowmood.  

1. discuss the key reasons that depression and grief are important to recognize in the older adult population,

2. determine the presence of risk factors for depression in Mrs. Lowmood,

3. assess Mrs. Lowmood for the presence of grief related symptoms and a depressive illness,

4. describe three assessment tools used to assess depression in older adults,

5. create a strategy for dealing with grief in Mrs. Lowmood, using the principles of grief counselling described by Worden,

6. identify other physical and psychiatric syndromes that can mimic the appearance of depression,

7. outline the experience of depression from the perspective of the older person,

8. involve Mrs. Lowmood and her family in all decisions regarding her care, and

9. plan follow-up for Mrs. Lowmood.

Falls in the Elderly

At the end of the Falls in the Elderly module, you will be able to

     
Develop an interprofessional plan of action for care for Mrs. James.  This plan 
includes goals and professionally appropriate interventions.  This Includes:
1. Two social/ demographic factors, one environmental factor, four biological/ medical factors and one psychological factor that increases risk for falling for Mrs. James

2. A ranking of the importance of identified fall risk factors in an action plan based on availability, desirability by the client and effectiveness.

3. Interventions directed at the identified risk factors.

4. Assignment and comparison of professional roles.

5. Discrimination of areas of professional overlap.

6. Identify the two ways to identify seniors at risk for falling.

7. Use the four critical components of a falls assessment for the elderly. 

8. Identify at least one community resource that will benefit a Mrs. James and/or her family. 

9. Formulate a definition of “professional role”.

10. Assess the value of having overlap in professional roles.

11. Apply the concept of professional roles to the practice of an interprofessional team in care of the frail elderly. 

12. Challenge others’ preconceptions of professional roles. 

Incontinence 
At the end of the Continence module, you will be able to:

1. describe the psychological and social impact of bladder control concerns on quality of life.

2. identify and sensitively discuss bladder control concerns as a presenting problem or hidden in other presenting problems,

3. develop strategies to approach Sheila and Bruce regarding bladder control concerns,

4. describe the five types of urinary incontinence.

5. elicit the key historical and physical findings relevant to bladder control as part of a complete assessment of the patient,

6. identify possible contributing factors that are transient; implement a diagnostic strategy and develop a management plan to address these transient causes, and

7. identify causes that contribute to persistent urinary problems; implement a diagnostic strategy and develop a management plan to address these problems.

Informal Supports

At the end of the Informal Support module, you will be able to:
Design a strategy that supports caregivers to create circles of support composed                                                                                                                                                                                                                                                                                                                                                                                                                                                           of family and friends, using the plan model (Planned Life Advocacy Network).

The strategy will: 

1. assist family and friends to take care of themselves,

2. mobilize all stakeholders to act as equal partners in implementing collaborative actions,

3. incorporate the concept of reciprocity in caregiving,

4. ensure that advocacy for all family caregivers as part of the professional role,

5. establish alliances among professionals, families and other community members,

6. explore the changing balance or interdependency among family professional and nonprofessional community caregivers,

7. balance the needs of the system and the schedules of families,

8. ensure that homemakers and community support people are part of the care team, and


9. support the personhood of the elder in need.

You will also:

· Compare informal and formal support systems for elders.

· Discuss the diversity of caregivers and consider experiences from the perspective of the family caregiver.

· Discuss changing personal and family social structures, and how this might affect support structures.

· Suggest policies that might change the participants’ local health care systems in order to support consumerism and self-management.

Interdisciplinary Team Work

At the end of the Interdisciplinary Team Work module, you will be able to:
       Collaboratively develop specific teambuilding recommendations for a dysfunctional 
health care team.  This will include:

1. Discrimination between healthy and unhealthy health care team functioning and forecast problems in areas of:

· Communication

· Decision Making





· Conflict Management

· Leadership

· Patient and family care

2. Assigning a phase of team development to the orthopedic inpatient team.

3. Identifying areas of weakness in the team’s functioning.

4. Working collaboratively with other learners to develop recommendation and plan for teambuilding.

5. Recommending short-term goals for teambuilding for the orthopedic team.

6. Developing long-term goals for future team development. 

7. Discussion of practical knowledge of team performance issues in areas of communication, decision-making, conflict management and leadership.
Medications and the Older Adult
At the end of the Medications and the Older Adult module, you will be able to:
Formulate an interprofessional care plan for a patient with multiple medications, including:
Differentiation of each professional’s role and clarification of function including role overlap and intersections.
1. complete a patient's medication history that includes adverse side effects, true allergies, and adherence to medication usage, in order to identify actual or potential problems for medication reconciliation,

2. discuss possible reasons for inappropriate polypharmacy,

3. formulate non-pharmacological alternatives to treat conditions rather than using medications,

4. provide an approach for safer alternative medications that can be substituted for problematic drugs,

5. describe challenges for medication adherence in the elderly and summarize strategies for optimizing medication adherence,

6. identify ways that elders can utilize their abilities/capabilities to achieve improved medication usage,

7. discuss strategies to work with a client and family around shared goals, and

8. discuss how cultural diversity may impact on medication adherence, utilization and reconciliation with an elder from another ethnic group.

Nutrition, Oral Health and Dysphagia

At the end of the Nutrition, Oral Health and Dysphagia module, you will be able to:

1. describe the nutritional and hydration requirements of an older adult in order to maintain and sustain life,

2. define malnutrition, dehydration, and dysphagia,

3. describe the inter-relationship of oral health with nutrition, hydration and dysphagia,

4. identify risk factors that may lead to the development of both transient and persistent malnutrition and dehydration,

5. describe how acute and chronic illnesses can impact nutritional and hydration status, leading to malnutrition and dehydration,

6. identify the key factors in a patient’s history, clinical findings, supplemental diagnostic tests and diagnoses that are relevant to complete the patient assessment for malnutrition and dehydration,

7. develop an interdisciplinary, patient-centred management plan to achieve the patient/family goals related to nutritional/hydration status and oral health,

8. identify the ethical, psychological, social, cultural and economic impact of oral/dental problems, and malnutrition and dehydration concerns on quality of life, and

9. discuss the dilemma of “to feed or not to feed” in an older adult with dysphagia including issues around the risks and benefits of both oral and artificial feeding.
Palliative Care

At the end of the Palliative Care module, you will be able to:

1. describe how hospice palliative care/end of life care encompasses disease modification and symptom management within various disease trajectories,
2. describe the dimensions of whole person care,
3. demonstrate the significance of the family as the unit of care in hospice palliative care/end of life care,
4. identify unique characteristics of hospice palliative care/end of life care for elders,
5. incorporate the dimensions of diversity (culture, gender, race…) of clients (Stan and Betty) in hospice palliative care/end of life,
6. address issues of continuity, and transitions in providing hospice palliative care /end of life care across the continuum of care,
7. discuss the synergy and support provided by the interdisciplinary care approach to hospice palliative care/end of life care,
8. explore strategies for managing conflict within families and within the team,
9. create a patient/family centered care plan for Stan and Betty which addresses:

· pain and symptom management

· spirituality and existential issues

· psychosocial issues

· ethical and legal issues

· quality of life

· advance care planning

· death management

· grief, loss and bereavement,
10. identify skilful ways of delivering “bad news”,  reflect that hospice palliative care /end of life care can be very rewarding and emotionally challenging work for health professionals, and 

11. identify how you will address your own self care needs.
Patient Safety

At the end of the Patient Safety module you will be able to:

1. identify common high- risk factors related to patient safety across the full spectrum of care
2. determine what factors comprise adverse patient events and their implications for patient safety,

3. develop a risk reduction plan that incorporates risk management strategies, 
4. utilize evidence based approaches to improve communication and care transitions to enhance patients’ safety as they move through the health care system,

5. identify and describe safety issues that older adults face,

6. describe risk factors that place older adults at risk,

7. define safety, error, risk and competent risk taking,

8. identify ethical issues that affect patient safety,

9. identify where errors occur and impact patient safety, and

10. develop methods to mitigate error.

Persistent Pain

At the end of the Persistent Pain module, you will be able to:

1. define and identify the characteristics of persistent pain,

2. discuss the multidimensional factors (physiological, psychosocial, emotional, socioeconomic, cultural, spiritual, belief/values) that impact perception and treatment options for managing persistent pain,

3. describe how to do a persistent pain assessment in both the cognitively intact and cognitively impaired older adult. Include how to use visual pain scales and observations to determine persistent pain intensity, type of pain, location and possible underlying pathology,

4. discuss reasons why assessment and management of persistent pain in older adults differs from younger adults,

5. discuss the roles and contributions of an interdisciplinary team approach in management of persistent pain.

6. differentiate the terms opioid use, misuse/abuse, addiction, and tolerance, as they apply to older adults,

7. discuss how patients’ perception of addiction affects their self-management of persistent pain.

8. describe the correlation between persistent pain and the development of a mood disorder,

9. list complementary/alternative treatments which can be considered for treating and managing persistent pain,

10. discuss how health professionals’ own beliefs and experiences with complementary/alternative treatments may impact appropriate use and support of patients’ decision-making around using or considering these approaches for persistent pain,  

11. discuss key interpersonal skills that can influence interactions between health care providers and their clients, thus  impacting persistent pain management goals,

12. describe how the health care provider would collaborate with their clients to set client-focused pain relief goals, and

13. develop an interprofessional prioritized care plan to manage persistent pain. 
Successful Aging

At the end of the Successful Aging module, you will be able to:

 Develop a realistic and sustainable plan to help Mrs. Butcher achieve her personal goals for successful living.  These include:
1. Identification of the expertise necessary to help Mrs. Butcher pursue these goals, and who is available in her community to provide this expertise.

2. Specific determinants of health that are most relevant to Mrs. Butcher’s capacity for successful living. 

3. Ways in which Mrs. Butcher would be treated differently according to an illness model versus a successful living model.

4. Discuss your beliefs and values about ageing and how these values and goals influence your practice. 

5. Explain the concept of successful living in your own words. 

6. Discuss individual and cultural differences in how people define successful living. 

7. Describe how taking a successful living approach implies changes in your own practice.
