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Thanks to Robert Ostrander, MD for the “pearls of wisdom” adapted from the
27th Annual Review of Geriatric Medicine, 2011, Harvard Medical School, found
throughout this issue.

From the Executive Vice President

By Vito Grasso, MPA, CAE
Aging and Health

I

recall visiting my grandmother
in the hospital when she was dying of
cancer. I was about 12 or 13 and it is one
of the more vivid memories I have of her
in large part because it was the first time I
had ever seen her sick or vulnerable. I have
only fond memories of my grandmother and
remember her as a vibrant, healthy woman
who was always active and always alert. That
was not the person I saw in the hospital in
the days before she died.
Every patient presents challenges in
understanding their condition and how
best to help them. I think these issues are
exacerbated in the elderly patient. I was
surprised at the sudden and dramatic
decline in my grandmother’s health when
she became ill and was diagnosed with
cancer. It seemed that she went from her
healthy robust self to a fragile, confused
and dependent person in a few days. Our
entire family was affected and there was a
discernible pall over our household and
that of my aunt and cousins from the time
we first learned of my grandmother’s illness
until she died only a few weeks later.
My grandmother was never sick. As far as I
knew during her lifetime, she rarely visited
a doctor and she never mentioned ailments
or illnesses or doctor visits. Things have
changed since my grandmother was alive.
People in general are more concerned
about their health. The generations of
people who now comprise the elderly

element of our population have lived
through a reformation in health care and
health consciousness. Many of the articles in
this issue of Family Doctor address issues
of prevention and primary care in helping
elderly patients anticipate issues associated
with aging and in helping them through
treatment and recovery when they inevitably
experience illness or injury commonly
associated with aging. As a layman, I think
that is the major difference and the principal
benefit of contemporary medicine when
contrasted with the health care environment
in which my grandmother lived.
Our greater consciousness of our own health
makes us, potentially, better partners with
our health care providers in diagnosing,
understanding and addressing our health
status and needs. In retrospect, I believe my
grandmother’s generation believed that their
health was their responsibility and that they
would only access the health care system in
the event of some catastrophic event or at

the end of their life. The occurrences that
have normally accompanied aging and have
caused functional decline are increasingly
being addressed and remediated with new
therapeutics and modern practices which
have significantly improved the quality of
life for us all as we age. Family physicians
have been innovators and thought leaders
in addressing issues associated with aging
and in developing the forward focused and
compassionate models of care that have
become the standard for managing the
health of geriatric patients. I think you will
find value in this issue.
Vito Grasso, MPA, CAE, is the Executive Vice
President of the New York State Academy of Family
Physicians.

Family physicians have been innovators and thought
leaders in addressing issues associated with aging…
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President’s Post

By Tochi Iroku-Malize, MD, MPH, MBA, FAAFP

W

elcome to the fall edition of
Family Doctor – the NYSAFP journal. It’s
amazing how the summer seems to have
come and gone in a flash! Already, people
are rounding up children and preparing
for the new academic year. The new
family medicine residents have started
and are learning the ropes at their various
institutions.
A brief update on what we have been
working on for the members of our
academy. This year there was an
unprecedented number of applications for
our various commissions and we are excited
that we were able to engage a number of
new members who are eager to work as
leaders within the academy for your benefit.
We held a successful summer cluster where
work began in earnest for the 2015-2016
year. We welcomed the current president
of the Medical Society of the State of New
York (MSSNY), Dr. Joseph Maldonado, as
our guest and we discussed the relationship
between our academy and MSSNY and how
the organizations could collaborate on
similar issues.
On the legislative end, via the advocacy
commission, we have worked closely with
our colleague Marcy Savage to appeal to
the US Department of Veterans Affairs to
participate in the opioid prescriptionmonitoring program (from the 2012 I-STOP
law) which would allow family physicians
to have a better patient drug history when
caring for our vulnerable veterans.

In operations, our Executive VP Vito Grasso
provided us with an excellent summary of
the current initiatives operating in NYS to
support transforming primary care to a
higher performing model of care:
• DSRIP (Delivery System Reform
Incentive Payment Program)- Reduce
hospitalizations, increase NCQA PCMH,
integrate primary care and behavioral
health
• NYSHIP (New York State Health
Innovation Plan) - Value based contracts
via most payers, advanced primary care,
PCMH with integrated behavioral health
and substance abuse services
• TCPI (Transforming Clinical Practice
Initiative) - Reduce hospitalizations and
overutilization, value based payment for
clinicians, generate Medicare & Medicaid
savings
Our commission on membership is
exploring how best to reach out to underrepresented county chapters and make sure
we provide the services that are needed for
different demographics. The public health
commission is grappling with the current
political stage and the possible outcomes
to patients should Planned Parenthood be
defunded. In education, work is continuing
to create some innovative educational
opportunities for our members across
our various geographic regions. And our
leadership group will soon be soliciting
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members to represent NYSAFP at our
national meeting in the spring.
In terms of our journal, this issue is quite
important as it deals with issues facing our
geriatric population. Aging and functional
decline is relevant as both family physicians,
but also as caregivers. Having the discussion
regarding advance care planning is vital.
When such patients are hospitalized, it is
important to understand the complications
that could occur, such as wounds, as
well as to plan for the appropriate posthospitalization management. As our
population ages, we need to be able to
provide accurate advice on exercising and
involvement in sports. This issue will provide
pearls for management and hopefully engage
you in thoughtful discussion with colleagues.
In the spirit of keeping in touch with our
members, I have started a Twitter account
for “NYSAFP President” which is @nysafp_
prez with the intention of giving quick
updates throughout the year. The handle will
be passed on to each successive president,
so I invite you to join in on discussions and
give us feedback.
Enjoy the fall!
Tochi Iroku-Malize

Tochi Iroku-Malize, MD, MPH, MBA, FAAFP, is
the president of the New York State Academy of Family
Physicians for 2015-2016.
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ADVOCACY

Albany Report
By Marcy Savage

T

he 2015 regular legislative session came to an end in the
early hours of Friday, June 26th. It was a tumultuous session with the
resignation of Assembly Speaker Sheldon Silver and Senate Majority
Leader Dean Skelos who were replaced by Speaker Carl Heastie and
Senate Majority Leader John Flanagan.
The session ran more than a week beyond the scheduled recess
due to the inability of the Governor and legislative leaders to reach
an agreement on key issues. A three way deal came together in the
end with the printing of a bill dubbed the “Big Ugly.” The 72 page
bill contained a four year renewal of New York City rent regulations,
extension of the 421-a tax abatement for New York City real estate
development, a one year extension of mayoral control of New York
City schools, a four year extension of the current property tax cap,
authority for the Governor of New York to officiate at weddings, and
several other items.
2015 SESSION SUCCESSES
ENACTED: Electronic Prescribing Mandate Delay
S2486 (Hannon)/A4274 (McDonald)
The New York State Academy of Family Physicians (NYSAFP) worked
in the late fall of 2014 and the first half of the 2015 session on a
campaign to delay the law mandating the use of e-prescribing for all
prescriptions. This requirement was enacted in 2012 as part of the
ISTOP law and as the mandate was approaching it became clear that
many hospitals, physicians and other prescribers were not ready go
to live due to software readiness issues with e-prescribing vendors.
Working with the other provider groups, NYSAFP mounted a
campaign to seek a delay in the law for one year. We were able to get
legislation introduced early in the 2015 session and through a series

of advocacy efforts including grassroots alerts, meetings and other
outreach to legislators. The bill was prioritized during the Academy’s
lobby day in Albany and we were successful in getting both houses
to pass the legislation. In mid-March following a meeting that the
Academy had with his counsel, Governor Cuomo signed the bill into
law. As a result of these efforts, the e-prescribing mandate now takes
effect March 27, 2016.
DEFEATED: Mandatory CME for Pain Management and
Addiction S4348 (Hannon)/ A355 (Rosenthal)
NYSAFP was also successful this session in preventing the enactment
of legislation to require physicians and other prescribers to take a
three hour mandatory CME course every two years on the ISTOP law,
abuse and addiction, pain management, palliative and end of life
care and other topics. While the bill passed the Senate, no vote was
taken on the bill in the Assembly due to our efforts jointly with others
in organized medicine.
Throughout the session, the Academy issued Action Alerts asking
members to call state representatives to voice opposition to the bill.
NYSAFP also issued a memo in opposition to all members of the State
Legislature and communicated your concerns to elected officials and
key staff in Albany.
Given the Senate’s passage of the bill as well as support from the
Governor’s office on this measure, the ability to prevent its enactment
was a major feat this year. This could not have happened without the
many efforts of NYSAFP and the membership.
DEFEATED: Statute of Limitations S911 (Libous)/A285 (Weinstein)
NYSAFP also strongly opposed legislation to change the current
statute of limitations from two and half years from incident to the
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date of discovery. This bill is being heavily pushed by the Trial Bar
and this year we saw the creation of a broader campaign which
involved a number of patient organizations and impacted patients.

legislation if passed by both houses. Clearly the 2016 legislative
session will be challenging on this front and we will work to ensure
that NYSAFP is involved in these discussions.

We are very concerned that this measure would lead to drastic
increases in the cost of liability insurance. According to a recent
report by Milliman, (Milliman Actuarial Study, 4-9-14) if this
legislation is enacted medical liability premiums will increase by
nearly 15%, in excess of $150 million per year.

PASSED: Meningococcal Immunizations
S4324-A (Hannon)/A791-C (Gunther)

NYSAFP worked jointly with the Medical Society of the State of New
York (MSSNY), other physician specialty organizations, and medical
malpractice carriers to defeat this legislation. We participated
in Actions Alerts, legislative meetings, public relations and other
activities to bring attention to the problems with the medical liability
environment in New York State and the need for a balanced approach
to this issue including the enactment of medical liability reforms.
This year, for the first time ever, the Assembly passed the bill. The
bill was moved to the floor in the Senate but no vote was taken. The
new Senate Majority Leader, John Flanagan said that he wants to
discuss passage of this bill next year as part of a “broader package
of reforms.” Governor Cuomo has stated publically that he will sign

NYSAFP worked with others in the medical and public health
communities to support this bill to require immunization against
meningococcal disease for students entering, repeating or
transferring into the seventh and twelfth grades. This bill is in
line with the recommendations of the Advisory Committee on
Immunization Practices (ACIP) for a single dose to be administered
at age 11 or 12 and a booster at age 16. The bill passed both houses
this session and awaits action by the Governor. It has not yet been
transmitted to his desk for consideration.
PASSED ASSEMBLY: Single Payer Legislation
A (Gottfried)/ S (Perkins)
As previously reported, for the first time in more than two decades
the Assembly passed the single payer legislation strongly supported
by NYSAFP. The Academy has been advocating for this legislation
for several years, prioritizing it on annual Albany lobby days,
participating in a number of media activities and other advocacy
efforts to press for its advancement. The passage by the Assembly is a
critical first step to working to advance the bill in New York State.
For a sector-by-sector update on all of the legislation that was
passed by both the Senate and Assembly in the health and mental
hygiene areas this session, go to http://www.nysafp.org/index.
php?s=2&b=7&p=149 and open RMS August 2015 Advocacy Report

Bifocals are associated with an increased fall risk in older patients
who are prone to falls. As proprioception, coordination, strength and
flexibility, and inner ear function diminish, people rely more on vision
for ambulation. When someone who is wearing bifocals looks down to
see where they should place their feet, the ground seems to “jump up”
as vision shifts to the lower half of the glasses. This can cause an abrupt
mis-step, especially on stairs or when negotiating a curb. One solution
is to use monofocal glasses for day-to-day life, and trade-off for reading
glasses kept at places that patients often read. However this often is not
very practical. Simply explaining the situation, so that patients are aware
of it and understand it can help them adapt and prevent falls.
bAdapted from the 27th Annual Review of Geriatric Medicine, 2011,
Harvard Medical School
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TO
EL TTERS TOR
THE EDI

To the Editor:

Over the past decade, medicine has taken
many turns and it is obvious that it is not
a cookie cutter one size fits all business.
On some level we as physicians
have to be able to sit with our corporate
colleagues and communicate on the same playing
field. In reading the spring 2015 issue of Family Doctor on the
latest changes and resources in medical education, I would encourage those
considering a master’s degree to start their journey without hesitation or
reluctance.
I thought after climbing to the summit of Mt. Everest there was no mountain
higher to climb, until joining a behemoth healthcare system. Clearly, I speak
metaphorically when I refer to climbing Mt. Everest. As a well-seasoned
physician and educator of residents, I not only have a good understanding of
the value of good medical care and educational mentorship, but I also have
a business entrepreneurial trajectory pulsating in my veins.
The bean counters of the corporate world do not understand, appreciate or
admit that some physicians have business savvy was well as medical acumen.
In fact, the corporate culture as well as corporate way of thinking is one that
suggests physicians do not know business, therefore “the suits” with their
MBAs are calling the shots. Unfortunately, this sentiment is echoed in the
corporate hallways on a daily basis. People may not be saying it directly to
our faces but they are most certainly thinking it – we physicians don’t know
a thing except medicine!

Though I would encourage every physician to get a master’s
degree, I realize it is not for everyone and it really depends on your
interest and focus. The most common degrees seen in the medical
corporate hallways are MBA, MMM, MHA, and MPH. Their value
and importance come into play as they impact the trajectory of your
career. A master’s degree is not just for the C-suite job. It’s for any
physician who wants to broaden their horizons and expand their
way of thinking in the business world. It enables physicians to see
the business side of health care and speak the business language
through their physician eyes. It’s telling the bean counters that you
understand the business of medicine not because you’re a doctor, but
because you’re a doctor who speaks and understands their corporate
language. So after spending 2 years doing homework and making
sacrifices, is it worth it? Without hesitation I say, ABSOLUTELY!
When you mix experience, knowledge, an MD and a master’s degree,
it’s a combination that launches new opportunities and interactions
as well as making yourself more marketable in an era and climate
where the medical profession is entering a new chapter. It will make
you feel acknowledged, empowered, respected and appreciated for
the overall value that you offer as a physician.
Ani Bodoutchian, MD, MBA, FAAFP, & Mary A. Chirinian, MBA

SMTWTFS

Upcoming events

Mark Your Calendars

January 21-24, 2016
• Winter Weekend
Lake Placid

March 13

March 14

June 18-19

August 6-7

• Winter Cluster
Renaissance Hotel, Albany

• Lobby Day
Albany

• Congress of Delegates
Hilton Garden Inn, Troy

• Summer Cluster
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Inn on the Lake, Canandaigua

Strategy to Optimize
Medication use in the Elderly
By Dennis Daly, MD

P

olypharmacy typically has been defined as the use of more
than five or six chronic medications in elderly patients, which results
in a 50% or greater chance of adverse drug reactions. Currently
polypharmacy is more commonly defined as more medications
than medically necessary or appropriate given a patients' clinical
situation. Many preventable problems such as hospitalization, falls
and confusion can be attributed to adverse drug reactions.1,2
An increase in life expectancy has resulted in an increase in the
number of aging individuals with multiple comorbid conditions.
Society and medical practitioners have typically focused on
pharmacological interventions for the management of numerous
chronic medical conditions, resulting in increasing numbers of
medications with increasing risks of adverse drug reactions. Patients
often have multiple specialists prescribing independently. Family
doctors have an opportunity to review and coordinate prescribing. A
strategy for prioritizing therapy may assist decision making.
New payment models and quality certifying organizations are using
(inappropriate) pseudo-outcomes emphasizing numerical values
(blood pressure, cholesterol etc.) to grade and pay providers.
These incentives are detrimental to attempts to individualize care,
particularly in our elders.3 These pressures along with consumer
marketing and multiple prescribers contribute to over-medication.
Ideal geriatric management requires care personalized to a patient’s
situation and goals. Retention of functional ability is often a major
predictor of morbidity and mortality and is not always improved with
pharmacotherapy.4
In addition to interactions occurring between different
pharmacological agents which can impact effectiveness in
unpredictable ways, medication use has been associated with
increased hospitalization rates, falls, cognitive impairment,
constipation and weight loss.5 The elderly have reductions in

muscle mass, vascular volume, protein binding, renal clearance,
hepatic oxidation, brain mass, stroke volume, vascular and cardiac
compliance, and cardiac inotropic reserve, to name a few. All of
these factors contribute to the potential for undesirable effects.
Despite delayed gastric emptying, absorption of most drugs is
complete in the elderly.
With an increased emphasis on patient self-determination and
completion of a health care proxy, physicians are offered an
opportunity to inquire about future priorities such as longevity,
maintenance of independence, or comfort. The Medicare wellness
visit includes an advance directive component which can open
the door to such conversations. Many common discussions
about screening tests or proposed surgery can lead naturally to a
discussion about long-term prognosis, and a patient’s goals should
be kept in mind when reviewing the medication list.
A careful review of an elderly patient’s medications (reconciliation)
is the starting point for good medication management. A verifiable
accounting of medications is imperative to discover possible
confusion or non-compliance. Often one finds one or more
medications that are not being reliably taken or administered. In a
patient that appears to be doing well despite missing medications,
this often is the first opportunity to eliminate some drugs.
Many vitamins and mineral supplements including magnesium
(except in patients with arrhythmia) have not been shown to have
clinical benefit.6 Of course some patients benefit from calcium and
vitamin D. Dietary calcium is preferable to calcium supplements
which have been linked to increased cardiovascular events.7
An explosion of "symptom modifying” drugs have contributed to
the number of potentially unnecessary medications that are utilized
with the aging population. Symptoms drugs should be trialed with
Fall 2015 • Volume Four • Number two • 13

polypharmacy, continued
POLYPHARMACY CONSIDERATIONS

DRUGS TO CONSIDER DISCONTINUING FOR
GERIATRIC PATIENTS

Symptom Drugs

Guaifenesin

Supplements

B Blockers for HTN

Sub-therapeutic Dosing

PPIs

Primary Preventive Drugs

Sleepers

Duplicative Therapy for Single Diagnosis

Stool softeners

Beers List Drugs

Magnesium

Hypoglycemic Agents

Fibrates
Psychotropics
Statins
Allergy meds
Meclizine
Niacin
Vitamin E

drug free vacations to assess effectiveness and side effect profiles.
Because the drugs are not disease modifying they offer an easy
option when one is trying to reduce medications. Commonly utilized
symptoms drugs that have known adverse effects magnified in the
elderly would include bladder antispasmodics, pain medications,
psychotropic drugs, sleeping medications, restless leg therapy and
the like. Many of these drugs, such as bladder antispasmodics,
have been demonstrated to be only minimally effective in industry
sponsored studies and have major side effects when used in the frail
elderly.8 For example, solifenacin reduced daily voiding by less than
3 episodes daily from a baseline of 12 voids daily.9 PPI therapy is
often started in hospitals or utilized for symptoms only and should
be eliminated if possible. Guaifenesin acts as a gastric irritant with
poor evidence for benefit. Many symptom drugs are also listed on
the Beers list (i.e. sleep meds/anxiolytics/bladder antispasmodics)
and can be administered when necessary with an eye toward
gradual discontinuation.8 One should carefully look at drugs that
are treating symptoms from side effects of other medications, for
example, a patient with severe constipation requiring multiple
bowel medications while on a calcium blocker, or antidepressants
in patients on beta blockers. Often the best option is to discontinue
the symptom drug and change the primary agent to one without the
noted side effects. Physical therapy, massage, acupuncture, cognitive/
behavioral therapy, music, pet therapy, exercise and thermal
therapy along with topical agents are some options that may allow
substitution for oral therapy.
After considering symptoms drugs, look at drugs that are being
utilized for primary prevention rather than secondary prevention.
(Secondary prevention therapy is used in individuals to prevent a
second recurrence of a condition- i.e. cva/mi). For example, many
older individuals are on statin drugs in the absence of cardiovascular

or neurovascular disease. The lag time/ time to benefit should be
considered in view of patient comorbidities and life expectancy.
Statins for secondary prevention in CAD demonstrate reduced
event rates only after 6 months to 2 years, and longer for primary
prevention benefit.19 Indications have changed significantly for
antiplatelet drugs for primary prevention related to increased risk
of intracerebral and GI bleeding. Aspirin for primary prevention of
cardiovascular disease was added to the updated Beers Criteria in
2012 as a drug to avoid.8 One should consider whether medications
are being used for primary or secondary prevention with the thought
that drugs for secondary prevention often will not benefit individuals
with limited life expectancies, but offer significant risks.
Anticoagulant/antiplatelet drugs and hypoglycemic agents as a class
are responsible for the majority of drug related hospitalizations.9
As we age it has been demonstrated that tight glucose control is not
beneficial and in fact can be detrimental. One strategy would be to
try to reduce insulin products, particularly sliding scale insulin and
sulfonylurea drugs.10 With reduced body mass and caloric intake in
the elderly, glucose control is often maintained. Hbaic of 8-8.5 or 9%
is often appropriate.11,18 Lower doses of Metformin and the DPP-4
inhibitor sitagliptin can be safely utilized in many elderly patients,
and pose less of a risk for hypoglycemia.12,13 (Metformin <= 200mg/
day with eGFR 45-60ml/minute/1.723m2; <1000md/day with eGFR
of 35-40mL/minute/1.73m2, avoid if < 35mL/min.(12).
Although anticoagulants can have a significant positive impact
on morbidity in atrial fibrillation, those patients not in atrial
fibrillation should undergo a careful review of history to ensure that
anticoagulation is still indicated. Often as patients transition through
the health care system, medications are continued indefinitely
without indication (for example, single episode of provoked deep
vein thrombosis, or systolic heart failure in sinus rhythm).14
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Finally when reviewing a patient’s medication profile, identify drugs
that are at sub-therapeutic doses or are combined with other drugs
for a single diagnosis. Often, ACE inhibitors have been titrated down
to extremely low doses, i.e. Lisinopril 2.5mg or 5mg, or Metoprolol
12.5mg daily (except for patients in atrial fibrillation). Homeopathic
doses being utilized to meet treatment guidelines are at doses far
lower than those that demonstrated benefit in clinical studies, and
thus can often be discontinued.
Frequently we treat with several drugs for one medical condition.
Many elderly will be on two or more antihypertensive agents when
one or more can be discontinued with little change in hypertension
control (systolic BP goal 150mm).15 This type of discontinuation
trial is very easy to undertake by simply monitoring blood pressure
readings, and often finding there is little change, particularly
with beta blockers and often with lower dose ace inhibitors.
Geriatric patients may not benefit from more than one lipid agent
or more than one psychotropic. Fibrates do not have strong data
for use in those over 65 years old.16 Often when patients develop
neuropsychiatric symptoms related to dementia, medications such
as SSRIs are utilized with later addition of antipsychotic medications,
sedatives, etc. Generally, as symptoms become controlled, one
should go back and try to eliminate the initial drugs that were
deemed to be ineffective. Evidence is inconsistent to favor dual
therapy over mono therapy in Alzheimer’s disease.17 Pain frequently
accompanies aging and once opiates are required, NSAIDS (Beers
list) and acetaminophen can be discontinued. When possible, one
drug per comorbidity is desirable, particularly in those with multiple
conditions.
In summary, medication therapy should be individualized in the
elderly keeping in mind patient goals, life expectancy, functional level
and age related physiologic effects. Maintenance of functional levels
is important and is often adversely affected by many pharmacological
agents or combinations of drugs. Family doctors play an important
role in education of families and patients to tailor treatment that
balances risks and benefits.

SSRIs are safe for a therapeutic
trial in people with cognitive
impairment, and at least
3 studies have shown
improvement in activities of
daily living, global cognition,
and executive function in the
first 3 months of treatment.
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Advance Care
Planning
Discussions in
Early Dementia
By Kelly M. Makino, BS and Anton P. Porsteinsson, MD

D

ementia is a terminal illness that is increasing in
prevalence as our population ages.1 As diminished capacity for
decision-making often accompanies the progression of dementia,
advance care planning (ACP) and discussions regarding patient
preferences for future care is especially important soon after a
diagnosis is made. Previous research has shown that patients with
new diagnoses of dementia and their caregivers express desire to
openly discuss the patient’s diagnosis and end-of-life care planning
with the patient’s physician; yet less than two thirds of patients who
have documented living wills and less than one third of patients
without living wills were found to have had prior discussions with
their spouse about the patient’s medical care preferences.2 Barriers
to advance care planning for health identified by patients and
their family caregivers include lack of knowledge about ACP and
insufficient support to pursue ACP,3 as well as the patient and family’s
active and passive avoidance of discussing ACP.4 Despite the potential
discomfort of ACP conversations, patients with early dementia and
their caregivers have demonstrated seeing ACP favorably.5
To gain a better understanding of ACP among those with less
severe dementia and cognitive impairment in our community, we
designed a medical student research project which was initiated as a
summer project with support from the Medical Students’ Sustained
Training and Research Experience in Aging and Mental Health
(M-STREAM) fellowship, and continued as a one year academic

research fellowship with support from a Clinical and Translational
Sciences Institute pre-doctoral training grant. Through this study we
interviewed patients with mild cognitive impairment (MCI) and early
dementia to learn about their experiences and care preferences.
Study Highlights:
Methods: We used semi-structured interviews to evaluate
experiences of patients with mild dementia or MCI and their
study partners (SPs) (targeted n=30). Patient participants were
interviewed both with their SP and alone, and SPs completed an
additional written questionnaire. SPs were close friends or family
members who knew the patient well and had some knowledge of the
patient’s medical condition and experience with advance directives.
Patient participants were community-dwelling adults aged ≥50 years,
with a clinical diagnosis of MCI or dementia, who scored ≥18 on
the Montreal Cognitive Assessment (MoCA)6 and ≤2 on the Patient
Health Questionnaire-2 (PHQ-2)7 at time of screening.
Results: Thirty participants were screened; 23 patient-SP pairs
met inclusion criteria and completed the study, six failed screening
due to MoCA score <18 and one failed with a PHQ-2 score >2. All
patients were affiliated with the local memory care clinic or dementia
research program; some were new patients while the majority were
established patients. Mean patient age was 75.6 years, and mean
MoCA score was 23.4. Seventeen patients had a clinical diagnosis of
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MCI, five had early Alzheimer disease, and two had “other” dementia.
Of all patient participants, 34.8% indicated that they would not want
CPR, 78.3% would not want artificial nutrition, and 65.2% would not
want to be connected to a ventilator.
Most (91.3%) patients had a health care proxy (HCP). Fewer had
documented a living will (73.9%) and only one participant (4.3%)
had documented a Medical Orders for Life Sustaining Treatment
(MOLST) form. Figure 1 depicts with whom patients had discussed
each of the three advance directives. While all patients reported
discussing the HCP with at least one other person, a sizeable
minority had no prior conversations about a living will, and nearly
all had never discussed the MOLST. According to the study partner
informants, only nine patients (39.1%) had conversations with
their health care provider about advance care planning or advance
directives. When asked what resources had been useful for any
advance care planning that was done, 26.1% of patient participants
endorsed their primary doctor as being a resource while 47.8%
described their attorney as a helpful resource.
Discussion: While the highlights above represent a small portion
of our study, the findings suggest that although patients may
document an advance directive, there are gaps in communicating
care preferences with key stakeholders including family members
and healthcare providers. Furthermore, even though most patients
express desire to place at least some limits on care, only one patient
had a documented MOLST. Since the conversations about end-oflife decision-making can be nuanced and potentially affected by
underlying medical diagnoses, healthcare providers are encouraged
to proactively facilitate advance care planning conversations in
patients with early dementia.
Advance Directives and Medical Orders:
Traditional advance directives, including the HCP and the living
will, are fine tools for facilitating earlier conversations about patient
preferences for medical care; however they are often inadequate
for ensuring that the patient’s preferences are fully understood and
accurately honored if the patient were to lose decision-making
capacity. These traditional advance directives are not necessarily
actionable by the healthcare team, and rely on the patient and family
to sufficiently discuss care preferences and communicate wishes with
healthcare providers. Documentation of a healthcare proxy does not
ensure that the patient has reflected on his wishes or communicated
them to the appointed proxy. Medical orders (such as the MOLST
or a do-not-resuscitate order), on the other hand, are actionable
directives that must be honored by healthcare providers including
EMS responders.
The Physician Orders for Life-Sustaining Treatment, which is the
origin of the MOLST, has been shown to be an effective means for
discussing and documenting patient wishes for future care and for
honoring patient preferences with the care they are given.8 Use of
the MOLST is recommended especially for seriously-ill patients

whose life expectancy is less than one year, but is also encouraged
for any older adult who wishes to define their end-of-life care
preferences.9-10 The process of discussing and documenting a MOLST
requires a team approach (including the patient, family members,
surrogate decision-makers if applicable, and healthcare providers)
with shared medical decision-making, which helps promote patientcentered care.11 As the MOLST needs to be reviewed periodically to
ensure its validity, the ongoing conversation between patient, family,
surrogate and/or healthcare provider will help to ensure that the
patient’s wishes for medical care are known by key stakeholders and
honored, especially if conversations begin earlier in the course of
dementia before decision-making capacity is potentially lost.
Challenges in Practice:
From the clinician’s perspective, there are numerous potential
barriers that make the facilitation of ACP challenging, including
insufficient time, uncertainty of when to initiate discussions, and
incomplete knowledge.12 In addition to challenges at the individual
level, until recently US health policy has not generally supported ACP;
however the outlook is brighter. This year’s report from the Institute
of Medicine highlights the need for better care of patients near the
end of life, recommends that government and private health insurers
provide coverage to support ACP discussions, and urges educational
institutions and credentialing boards to strengthen relevant training
opportunities for clinicians across disciplines.13 Centers for Medicare
& Medicaid Services has been evaluating coverage of ACP services,
and is proposing to establish payment with one billing code for
the first 30 minutes of ACP discussions and a separate billing code
for each additional 30 minute intervals of counseling. At this time,
Medicare covers ACP only under the “Welcome to Medicare” visit.14
Hopefully changes will follow to improve patient access to ACP
discussions in the clinical setting, both for an initial visit and ongoing
review and counseling.
Summary of Recommendations:
1. At a minimum, patients with a new diagnosis of MCI or dementia
should be counseled to document a health care proxy if they
have not done so previously.
2. The patient and family should also be encouraged to discuss the
patient’s values and goals for future care.
3. Soon after a diagnosis is made, explore what the patient
knows about his condition and prognosis. Provide additional
information in small amounts as appropriate to help the patient
understand the possible implications of the disease.
4. If the patient expresses the desire to place limits on future
medical care, consider completing a MOLST form to assist the
patient in articulating and documenting preferences for care.
5. For additional information, resources, and training
opportunities, refer to the Compassion and Support at the End of
Life website.15
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advanced care discussions, continued
FIGURE 1: HEALTH CARE PROXY, LIVING WILL, AND MOLST
COMPLETION AND DISCUSSIONS

15 Compassion and Support at the End of Life.
MOLST Training Center. Accessed 8/15/15 at
https://www.compassionandsupport.org/index.
php/for_professionals/molst_training_center
The project was supported by the University of
Rochester CTSA award number UL1RR024160 from
the National Center for Research Resources and
National Center for Advancing Translational Sciences
of the National Institutes of Health and was partially
supported by the National Institutes of Health, Grant
R25 MH071544/MH/NIMH (PI: Dilip V. Jeste, MD) and
the University of California, San Diego, Stein Institute
for Research on Aging. The content is solely the
responsibility of the authors and does not necessarily
represent the official views of the National Institutes
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Most over-thecounter sleep
aids are firstgeneration
antihistamines,
which are also
anticholinergic.
In the elderly
they can cause
confusion, urinary
retention and
falls.
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Family Practice (No OB)
Physician Opportunity

Benzodiazepines are a
poor choice for treating
anxiety in the elderly at
risk for confusion; they
interfere significantly
with orientation even in
low therapeutic doses.

Our Lady of Lourdes Memorial Hospital in Binghamton,
NY, a member of Ascension Health, the largest not-forprofit health system in the US, is a 160-bed full service
community hospital with a 23-practice physician
network that has served the area since 1925. The Lourdes
Physician Network of over 150 employed primary care
and specialty providers is accepting applications for a
BC/BE Family Practice physician. The opportunity is an
outpatient service model.
A strong benefits package plus a competitive base
salary, which includes a two-year salary guarantee
followed by a RVU-based compensation structure, is
offered to qualified candidates. Our sites are located
in designated HIPSA areas and H1-B candidates are
welcome to apply.

In elderly men with
agitation and delirium,
consider the possibility
of urinary retention.
(Remember, incontinence
may be overflow.)

For more information, please contact:
Cathy Hawkes
Director of Medical Staff Development
Our Lady of Lourdes Memorial Hospital
169 Riverside Drive, Suite 307
Binghamton, NY 13905
Phone: 607-798-5837
Fax: 607-798-5093
E-mail: cathy.hawkes@lourdes.com
A Member of Ascension Health
www.LOURDES.com
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• Medicare Part D Vaccine Program
• Patient Recall Program Discount

Contact Atlantic at 1-800-741-2044 or info@atlantichealthpartners.com
www.atlantichealthpartners.com
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CME ARTICLE

CME & POST-TEST
Exercising and the Elderly: What Should the Family Physician Recommend?
BY ERIKA SADEGHI, MD AND MICHAEL KERNAN, MD

The geriatric population in the United States is projected to double
by 2030 to 72 million.1 Longer life expectancies and the aging baby
boomer population contribute to this unprecedented level. As we
age, aerobic capacity, muscle mass, and strength decline resulting in
a decreased ability to perform daily activities and to enjoy a certain
quality of life.5 The United States Preventive Services Task Force
(USPSTF) has no specific recommendation for counseling older
adults about physical activity, yet the burden to preserve physiological
functioning and longevity of this population is the responsibility of
the family physician.

Physical Activity and Exercise

Although commonly used interchangeably, it is important to
differentiate between physical activity and exercise. Physical
activity is any body movement that produces contraction of skeletal
muscle during work, daily activity, or play that results in increased
energy expenditure, while exercise, a subcategory of physical
activity, consists of structured, planned, repetitive body movement.3
Physical activity recommendations are ambiguous at best. The
Surgeon General’s Report on Physical Activity and Health in 1996
published guidelines for all ages to have a minimum of 30 minutes
of moderate-intensity physical activity most days of the week. In
2002, the guidelines were updated to recommend 60 minutes of
physical activity. The American Heart Association (AHA) and the
American College of Sports Medicine (ACSM) recommendations for
adults over 65 years of age is divided into four categories - aerobic
exercise, muscle strengthening, flexibility, and balance.3,9 The Center
for Disease Control and Prevention (CDC) recommends strength and
aerobic exercise. Despite the mixed bag of recommendations, we do
know that recent literature has shown a positive correlation between
physical activity and healthy aging.2

Research

Healthy aging has yet to be clearly defined, but it is a
multidimensional entity that preserves physical and cognitive
functioning.2 A recent English prospective study investigated a group
of 3,454 otherwise healthy men and women with mean age of 63.7
+/- 8.9 years at baseline to assess the effects of physical activity
on healthy aging. The subjects self- reported physical activity over
a course of an eight year follow up. There was a dose-dependent
response that showed significant difference between the sedentary
adults vs. the physically active adults. Physical activity prevented
chronic disease, depressive symptoms, physical or cognitive
impairment in those reporting new or sustained physical activity.
Nevertheless, a recently published randomized control trial
conducted in the US contradicts these findings. The trial enrolled
1635 subjects aged 70 – 89 years at risk for mobility disability in a
24 month program to investigate the relationship between physical
activity and cognitive function.6 The study did not find improvements
in global or domain-specific cognitive function in the patients
assigned to the physical activity program.6 Despite the beneficial
relationship of physical activity and disease, the evidence to delay
cognitive impairment is still equivocal.

Strength Training

Strength training can be safe and effective if done appropriately.
Strength training is applying a resistant force against muscle with free
weights, body weights, or machines. Studies have shown a decrease
to the negative outcomes of arthritis, diabetes, osteoporosis, obesity,
back pain, and depression with strength training.5 It has also been
shown to restore balance, decrease number of falls, and strengthen
bones. The CDC recommends 8 to 10 exercises with 10 to 15
repetitions on 2 or more nonconsecutive days a week at a moderate
to high intensity.8 Table 1 provides strength training examples that
can be used as an exercise prescription.
CONTINUED NEXT PAGE
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Behavioral Modification

Table 1: CDC Guidelines for Strength Training8

Step Ups

Despite endorsement from the AHA to counsel older adults about
exercise, studies have shown minimal change in patients who
were educated by health professionals. This is a conundrum
considering the recently published evidence supporting healthy
aging and exercise. If counseling isn’t producing results, then we
may look to the advent of newer technology and strategies, including
individualized behavioral therapy. The exercise program should be
straightforward and tailored to the patient’s health needs and goals.4
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Hip Abduction
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Warm Up

Walk, bike, row, or climb stairs
5 – 10 minutes

Stage 1

Squats
Wall Pushups
Toe Stands
Finger Marching

Stage 2

Stage 3

Biceps Curl

Knee Extension
Knee Curl
Pelvic Tilt
Floor Back Extension

Cool Down

Quadriceps, hamstring, chest, arm, neck,
upper back, and shoulder stretch

Aerobic Training

Aerobic exercise is the dynamic, rhythmic movement of large muscle
masses for prolonged periods of time. For adults older than 65
without contraindications, the CDC recommends 150 minutes of
moderate-intense aerobic activity or 75 minutes of vigorous-intense
aerobic activity every week.7 Table 2 provides examples of aerobic
exercise.
Table 2: CDC Examples for Aerobic Exercise7
Moderate Intensity Aerobic Exercise
Brisk walking
Jogging

exerciseandtheolderadult.pdf

Swimming
Water aerobics
Tennis
Golf without cart
Dancing
Bicycle
Elliptical/stair climbing/bicycle machines
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Syracuse University, a member of the American Academy of Family Medicine and the
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CME POST-TEST

1. The USPSTF:
a. Recommends counseling elderly patients about physical activity
b. Recommends against counseling elderly patients about physical activity
c. Has no specific recommendations about counseling elderly patients about physical activity
d. Recommends counseling patients > 65 years of age about physical activity
2. Strength training exercises include:
a. Squats, overhead press, and stretching
b. Squats, running, stretching
c. Pelvic tilts, knee extension, playing tennis
d. Floor back extension, stair climbing, and squats
3. For adults older than 65 without contraindications, the CDC recommends:
a. 75 minutes of moderate-intense aerobic activity every week
b. 150 minutes of vigorous-intense aerobic activity every week
c. 150 minutes of moderate-intense aerobic activity every week
d. No aerobic activity per week
4. Exercise consists of structured, planned, repetitive body movement.
a. True
b. False
5. Physical activity has been shown in recent studies to prevent the following morbidities:
a. Chronic disease
b. Depressive symptoms
c. Physical and cognitive impairment
d. All of the above

To complete the test, please go to: www.nysafp.org > Publications > Journal and select the current edition 'Post Test'.
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Post-Hospitalization
Care of the Older Adult
By Rebecca J. Stetzer, MD
Mrs. Smith, a 79-year-old woman with a history of
hypertension, atrial fibrillation and diabetes presents to
your office for a follow up visit after being hospitalized
for pneumonia. She is accompanied by her daughter, who
jokes that mom “got a little crazy” for a couple days in
the hospital. She also has some questions about her mom’s
medications, because the list from the hospital is different
from the list she had before. What are the most important
issues for you to address during this appointment? What are
the biggest risk factors for Mrs. Smith being rehospitalized?

T

he time period after hospitalization is one of increased
vulnerability for elderly patients. The impact of hospitalization on
the older body can be profound, and older adults in particular
have a high risk of poor clinical outcomes, including nursing
home placement, rehospitalization, and death.1 2 3 Standard posthospitalization care includes communication between care settings,
medication reconciliation, and patient and family education about
medical diagnoses. To decrease the risk of poor outcomes, posthospital care of the older adult also requires assessing for functional
and cognitive changes as well as looking for risk factors that may
result in or predict further decline.
Cascade of Comorbidities: Hospitalization for any reason
can be a major turning point in the life of an elder. Over 40% of
older adults experience functional decline after hospitalization,
even when hospitalization is for non-disabling conditions.4 This
is partly explained by the concept of homeostenosis. The body
uses physiologic reserves to maintain homeostasis when subjected
to stress. The greater the stress, the more reserves are needed
to maintain functioning. As organ systems age, their physiologic
reserves diminish. This means that insults not profound enough to
tax younger organs may push an older organ into a disease state. The
physiologic reserve is narrowed, or stenosed.5 Furthermore, older
adults frequently have comorbid conditions, which leave them more
vulnerable to adverse events such as nosocomial infections, and
adverse drug events.6 Combined, these factors result in complicated
hospital courses with prolonged recovery implications. Identifying
the insults that have occurred allows the resulting deficits to be
treated or supported, with the goal of maintaining the patient’s level
of functioning as much as possible.

Communication: Up to one-quarter of patients experience adverse
events such as medication errors and omission of elements of the
care plan during the transition from hospital to outpatient medical
care.7 The impact of an error is even more profound for those who
have increased vulnerability due to frailty or cognitive impairment.
Communication is essential between the inpatient and outpatient
medical teams (usually via the hospital discharge summary) as well
as between the outpatient team and home care nurses.
Diagnoses and Hospital Course: Beyond a standard review of
the discharge summary, attention should be paid to hospital events
and medication exposures. Did the patient fall? Become delirious?
Show evidence of being particularly sensitive to a medication? These
items may not always be included in the problem list, but may be
noted within the narrative of the summary. In addition, the family is
frequently aware of these types of events.
Medication Reconciliation: The majority of post discharge
adverse events are medication related.8 Medication list discrepancies,
dosing errors, and inadequate monitoring are common reasons.9 10
In addition older adults have increased sensitivity and likelihood of
experiencing side effects to certain medications, both on and off the
Beer’s List.11
Discrepancies in the medication list can be due to duplications
within the same therapeutic class, omission of new medications, or
failure to maintain dose adjustments made during hospitalization.8
Continuation of medications no longer needed, can also occur.
Common offenders include antipsychotics used to treat agitated
delirium, proton pump inhibitors started for gastric protection, and
prolonged courses of opioids and corticosteroids.12
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Medication review also involves evaluating for adverse drug effects.
Inadequate surveillance can result from poor communication
among providers as well as lack of patient understanding.13 Adverse
effects may not manifest until after hospitalization. Hypoglycemia
or hyperglycemia is commonly seen due to diabetic medication
titration. Anti-hypertensives can result in orthostatic hypotension.
Anticholinergics can result in constipation, urinary retention and
orthostasis. Constipation is also a common side effect of opioids and
iron.
Many medications require laboratory monitoring for levels, adverse
effects, or renal function which may affect the dose. Keep in mind
that a normal creatinine often does not translate into normal renal
function in older adults, as the normal sarcopenia of aging results
in a lower baseline creatinine level. Glomerular filtration rate is
probably best estimated using the Cockgraft-Gault equation, as it
is unlikely to overestimate renal function, minimizing the risk of
overdosing medications.
Patient and Family Education: Education of the patient, family
and any caregivers is one of the most important parts of the visit.
Medical diagnoses, self-care related to these diagnoses, and warning
signs should be reviewed. In addition, look for areas where the
patient’s cognitive or functional impairment may interfere with
the patient’s ability to complete instructions. This conversation
may reveal areas of caregiver stress and prompt referral for home
services.
Functional Impairment: The incidence of debility after
hospitalization is increased in older adults due to the increased
rate of malnutrition and loss of muscle mass which is then imposed
upon baseline physical, functional and/or cognitive morbidity.14,15
The weakness acquired from illness and lack of mobility results in
decreased ability to ambulate or perform self-care, and increases the
risk of fall.
Delirium and Cognitive Impairment: Older adults who
experience delirium during hospitalization have a mortality rate
of 35-40%, one and a half times higher than for older adults
who do not experience delirium during hospitalization.16-18 In
addition, they are at increased risk for developing dementia in the
future.19 Being aware of the development of delirium during the
patient’s hospitalization is important for prognostication, as well
as anticipation of increased care needs. Delirium is frequently
unrecognized, and may not be listed as a diagnosis in the discharge
summary, so scanning the descriptive hospital course or asking the
family about episodes of confusion may be your only clue.20-22
Advance Directives and End of Life Issues: Many patients
will have been asked to address questions about code status and
health care proxy during their hospitalization. These decisions
can be difficult to make during acute illness, particularly when
the discussion is with physicians who don’t know them well. The

Hospital Follow-Up Appointment Checklist
for the Older Adult
Pre-visit:
Review discharge summary for:
• Primary diagnosis
• Complications (scan text for clues for delirium if not in
problem list)
• Medication changes
• Goals of care/code status discussion
• Follow-up labs/studies/appointments
During the visit: Medical Assistant
• Vitals, including orthostatics and blood sugar if appropriate
• Ask patient to take off shoes/socks and change into gown if
clothing will interfere with sacral skin exam
• PHQ-2
During the visit: Provider
• Review symptoms, changes in functional status, caregiver
coping, patient/caregiver concerns
• Focused exam based on primary diagnosis, skin exam of
heels, sacrum, Timed Up and Go
• If any cognitive concerns ask caregiver to complete the AD8
while completing a Mini-Cog with the patient26
• Review diagnoses, who/when to call for changes in health
status
• Ensure understanding using the teach back method
• Provide written instructions in large, bold print
• Arrange follow-up as needed
After the visit: Provider and/or staff
• Coordinate/communicate with community-based service
providers
• Call pharmacy with any medications that have been
stopped

post-hospital visit is a good time to address these issues as threat
of acute decompensation is no longer looming, but the memory of
hospitalization is still fresh. Even if patients are not ready to make
a decision, having had a conversation with their PCP can make
decision-making during future hospitalizations easier.
During the Visit: Putting this all Together for Mrs.
Smith. Mrs. Smith is set up for a number of post-hospitalization
complications, and at risk for rehospitalization. Ideally, a member of
the clinical team would have spoken with her or her daughter within
two days of discharge to assess her condition, review medications
(and ask her to bring them all in to her follow up visit), confirm
follow up appointments and testing, and answer any questions. A
plan of action for her visit would include:
CONTINUED NEXT PAGE
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post-hospitalization care, continued

Review of the hospital course: Read through the discharge summary
before the appointment. During the visit, follow up on the clue about
delirium and ask about confusion, memory loss or odd behavior
that has continued since hospital discharge. Also ask about other
events that would put her at risk of cognitive injury such as profound
hypoxia or hypoglycemia, or risk of inappropriate medication dosing
such as acute kidney injury.

Common Community Resources:
•
•
•
•
•
•
•
•
•
•
•

Medication reconciliation: Review her pill bottles against the
previous outpatient regimen as well as the hospital discharge list
and separate out the inappropriate medications. Were her diabetic
or hypertensive medications changed in the hospital? Is she still on
an antibiotic, and does it interfere with her anticoagulant? Was a
hospital formulary medication switched out for her home regimen,
and written as a new prescription when she left? Was she discharged
on a psychotropic medication to control agitated delirium?
Focused exam: Start with vital signs, paying particular attention to
oxygenation and weight as well as orthostatics and glucose level,
especially if there were any changes to her medication regimen.
Physical exam should focus on assessment of her breathing status
due to the pneumonia and a skin exam for pressure sores. Strength
and balance can be quickly assessed with a Timed Up and Go (TUG)
test and tandem walking.23 Screen for depression with the Patient
Health Questionnaire-2 (PHQ-2).24 Cognitive status can be assessed
with a Mini-Cog, or a separate follow up visit may be indicated.25
Follow-up Studies: Laboratory studies will depend on Mrs. Smith’s
hospital course, but may include a metabolic panel, albumin,
international normalized ratio (INR) and complete blood count.
Need for follow up imaging studies should be detailed in the
discharge summary.
Advance Directives: Ask if these were addressed during the hospital
stay, and if so, if a decision was made. If not, suggest setting up a
time in the future to discuss this in detail.
Patient and Family Education: Assess for unmet care needs
at home such as nutrition support, assistance with hygiene and
housekeeping, and medication management. Inquire into caregiver
coping, direct to appropriate support and services as indicated.
Review hospital diagnoses, future follow-up needs, and the corrected
medication regimen with Mrs. Smith and her daughter, and provide
them with written instructions. Address changes in prognosis.
Communication: Confirm home services being received by Mrs.
Smith, and set up any new services needed, such as physical therapy
or a home health aide. After the visit, communicate key points
of the care plan with community service providers. Lastly, the
patient’s pharmacy should be notified of any medications that have
been stopped so that previously arranged automatic refills are not
continued.

Case management
Home safety evaluation
Home modification assessment
Meal delivery
Lifeline/Personal Emergency Response System
Visiting nurses
Home care aides
Dementia support groups and services
Caregiver assistance
Caregiver support groups
Palliative or hospice services

Find out what is available in your area by contacting your local Office of Aging: http://www.aging.
ny.gov/NYSOFA/LocalOffices.cfm

Caring for older adults requires attention to many details beyond the
already complex hospital course and can feel like a daunting task.
However, developing a system to address these issues can avoid an
unanticipated cascade of rehospitalization, institutionalization and
patient and caregiver distress. Instead, patients can maximize their
functional status, anticipate and plan for increased care needs, and
feel confident in the support of their family physician through care
transitions and health status changes.
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Functional Status in the Older
Adult: The Sixth Vital Sign
By Ravishankar Ramaswamy, MD, MS, FAAFP

An 82 year-old gentleman comes with his daughter to the geriatrics
office to see his primary care physician for a regular 3-month check.
He has a past medical history of hypertension, atrial fibrillation on
anticoagulation, hyperlipidemia, and prostate cancer. He is widowed
and has lived by himself for the last 12 years since the death of his
spouse. He worked and retired as a postman at age 65. Until 2 years
ago, he was managing independently, needing little to no assistance
from his only child – his daughter. He would take long walks and even
play tennis with his close friends. In the last 6 months, he has reduced
his outdoor activity, only going outside to get groceries and for bank
matters. Coincidentally, he has been having an increased number of
doctor visits in recent months, with a new diagnosis of atrial fibrillation
and having to start blood thinning medications. Last month, he fell
while coming back from a doctor’s appointment and had to be seen in
the emergency department. After a 24-hour observation unit stay, he
was sent home with home nursing services and a cane for ambulation.
His daughter accompanies him to the PCP visit today, concerned that he
is less able to care for himself.
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I

n my teaching of geriatrics to learners at all levels, I
often start with the description of activities of daily living (ADLs)
and instrumental activities of daily living (IADLs). ADLs are basic
self-care tasks like bathing, toileting, dressing and grooming,
transferring, ambulating, and feeding. IADLs are the more complex
skills needed for living independently like housekeeping, preparing
meals, shopping, managing medications and finances, using
transportation, etc.
Knowing the status of these about your patient is part of the
“functional assessment” and often forms the foundation of the
management plan. If your patient needs assistance with taking his/
her medications or getting to their next appointment or to a test
you ordered, making your plan of care may need some adjustments
to include those limitations. The reasons some experts feel that
functional status is the sixth vital sign (after pain as the fifth) are
many and important.
ADL Dependence is Highly Prevalent in the Elderly

Disability has a variety of nomenclature – frailty, functional
quadriplegia, functional impairment, debility, etc. The World Health
Organization defines disabilities as an umbrella term, covering
impairments, activity limitations, and participation restrictions.1 An
impairment is a problem in body function or structure; an activity
limitation is a difficulty encountered by an individual in executing
a task or action; while a participation restriction is a problem
experienced by an individual in involvement in life situations. Thus,
disability is a complex phenomenon, reflecting an interaction
between features of a person’s body and features of the society in
which he or she lives. The percentage of age 65+ persons in the
community that need assistance with at least 1 ADL is about 8%. That
number increases exponentially to 38-56% in those above age 85
years, who are often called the “old-old”.
Physiological Changes in Elderly
Several changes that occur naturally in the aging person can
predispose to functional decline.2 The musculoskeletal system
experiences reduced muscle mass and strength, reduced bone
density, and degenerative joint changes. In the respiratory system,
there is reduced ventilation, increased residual capacity, and
impaired gas exchange. The cardiovascular system is affected by
reduced cardiac output, increased BP, and arteriosclerosis. There
is reduced sensory perception, increased vasomotor instability and
baroreceptor insensitivity, all of which can increase falls risk. Also,
hepatic drug metabolism is significantly altered, and hence, the older
body can respond very differently than the younger body to the same
medications.

Baseline Vulnerability and Precipitating Events
Independently Increase the Risk of Functional Decline
In the past, functional dependence had largely focused on baseline
vulnerability. The thought was that increasing age makes you
vulnerable. But is that sufficient? Many older persons who are highly
vulnerable do not develop functional dependence, whereas some
older persons with low vulnerability develop functional dependence.
In an elegant prospective population-based cohort study published
in 1999, around 800 community-living participants with a mean
age of 79 years were assessed for their baseline vulnerability via
their chronological age, cognitive (mini-mental state examination
score) and physical function (rapid gait test) and categorized as low,
intermediate or high.3 Precipitating events in the form of the hospital
admissions over the course of the next 1 year were recorded and
classified based on diagnoses, procedures, and length of stay, into
mild, moderate and severe. The outcome of functional dependence,
defined as a new disability in ≥1 ADL at 1 year or admission to a
skilled nursing facility, was analyzed.
The rate of functional dependence increased progressively from
low-risk to high-risk groups in all directions. Participants with
low vulnerability were unlikely to develop functional dependence
except in the setting of a severe precipitating event, whereas among
participants with high vulnerability, even a mild precipitating
event was sufficient to cause significant functional decline. This
“double-gradient” phenomenon suggests that in communitydwelling older persons, both baseline vulnerability and precipitating
events contribute independently to the development of functional
dependence and should each be targeted for intervention when
developing strategies aimed at forestalling the onset of functional
dependence. This is conceptualized in the schematic used by Dr.
Sharon Inouye in her delirium research, as shown in the Figure 1.4
Figure 1

Reproduced from: Inouye SK et al. JAMA 1996; 275:852-857
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One in Three Hospitalized Older Adults Experience
Functional Decline at Hospital Discharge

Multimodal Models of Geriatric Care may Reduce
Functional Decline

While the Medicare older adult population constitutes 14% of the US
population, they account for 39% of hospital admissions and 45% of
hospital days.5 A landmark prospective observational study assessed
the impact of hospitalization on functional decline in older adults.6
Approximately 2200 older persons with a mean age of 80 years
admitted to general medicine service at 2 large city hospitals were
assessed for their ADLs at 3 different time points: at 2 weeks prior to
admission (baseline), on day of admission and on day of discharge.
They found that 35% of patients declined in ADL function between
baseline and discharge, i.e. one in three hospitalized older adults!

Several innovative models of geriatric care have been trialed in
the last 20-25 years. Reviewing an earlier statement in this article,
baseline vulnerability and precipitating events independently
increase the risk of functional decline. Certain programs targeting
older adults attempt to reduce their baseline vulnerability via health
promotion and prevention, exercise and nutrition education, and
social programs.9 These include occupational therapy and preventive
home visitation programs. A meta-analysis of 18 trials between 1985
and 2001 revealed a 24% reduction in functional decline with home
visitation programs that included multidimensional assessment.10

Oldest Old Particularly at High Risk
The adjusted analysis showed that the percentage of functional
decline varied from 23% (70-75 years) to 50% (85-89 years).
Evidently, the oldest patients are at particularly high risk of poor
functional outcomes. This is because they are less likely to recover
ADL function lost before admission and more likely to develop
new functional deficits during hospitalization. Processes during
hospitalization that may contribute to adverse outcomes include
inadequate nutrition, excessive bed-rest, polypharmacy, and sleep
deprivation. As clinicians either discharging these patients to the
home or skilled nursing facility (SNF), or as providers seeing such
patients at a SNF or during their post-discharge visit in the office, we
must spend a portion of our time evaluating their functional decline
and assist in their recovery.
Functional Decline at Hospital Discharge Predicts 1-year
Mortality and Morbidity
When the patients who had functional decline at discharge were
followed for 12 months, authors of a following study found that only
30% had recovered their functional status to their baseline; 41% had
died, and 29% had persistent functional decline.7 In contrast, among
those who were discharged at baseline function, 67% maintained
their functional status, 18% had died and 15% had functional
decline. In other words, the mortality outcomes for those patients
that are discharged with functional decline are significantly worse
than those who are discharged with preserved function. As clinicians,
our efforts to get patients out of bed, ambulate early during
admission, and involve PT during and after hospitalization may be
key in preventing some of the poor outcomes.
Not surprisingly, ADL disability is becoming increasingly identified
as an important prognostic indicator in elders, predicting everything
from mortality to health care costs, and predicting better than
classical measures of prognosis, like disease severity and lab
parameters. A review of the various prognostic indices available
for convenient use on http://eprognosis.ucsf.edu/ reveals that many
of the evidence-based calculators rely heavily on functional status
questions.8

Other programs attempt to reduce the negative impact of an
acute precipitating event on functional status via interdisciplinary
interventions during hospitalization or an acute illness. These include
programs like the Hospital Elder Life Program (HELP) and Acute
Geriatric Units or Acute Care for Elders (ACE) units.
Hospital Elder Life Program (HELP)
HELP is a unique model of care designed to prevent functional
and cognitive decline of older persons during hospitalization and
implemented by an interdisciplinary team - including a geriatric
nurse specialist, elder life specialists, trained volunteers, and
geriatricians - who work closely with primary nurses. It includes
interventions that target six risk factors (cognitive impairment,
sleep deprivation, immobility, dehydration, vision and hearing
impairment). In a randomized controlled trial (RCT), only 14% of
those in the HELP intervention group experienced an ADL decline, as
compared to 33% in the control group.11
ACE Units – Acute Care for Elders
ACE units are geographically delineated units within an acute care
hospital that attempt to “fit the hospital to the elderly rather than
fit the elderly to the hospital”. These units utilize environmental
redesign, process changes (human and technological) and teambased coordinated care to encourage mobility and reduce hazards of
hospitalization like functional decline. A meta-analysis suggests that
care of older people with acute medical disorders in ACE units leads
to an 18% reduced risk of functional decline at discharge and a 30%
higher probability of living at home after discharge.12 They were also
associated with increased patient and staff satisfaction, lower risk of
readmission, and increase in hospital cost savings.
At our institution, we are currently piloting a CMS Innovation Awardfunded Mobile Acute Care Team (MACT) program that is modeled
after the Hospital At Home program from the Johns Hopkins
University. The MACT will provide patients with eligible medical
conditions the same level of acute care they would receive in the
hospital, but in their home environment, in the hope that we can

30 • Family Doctor • A Journal of the New York State Academy of Family Physicians

preserve function of older patients, while potentially reducing costs
and increasing patient satisfaction.
Challenges to Function Measurement in Clinical Practice
Although entrenched in evidence-based literature, routine
assessment of functional status in older adults has its challenges.
Recognition and documentation of functional impairment in
hospitalized older people by clinicians is lacking. One study found
that 61-98% of medical records of hospitalized older adults lacked
any documentation of ADLs or IADLs and concluded that the medical
record in a poor source of data on functional status measures.13
Moreover, there is considerable heterogeneity in the currently
available functional assessment tools and their predictive validity.14
This discourages clinicians who prefer quick, easy to use and highly
valid and reproducible tools they can use in the office.
In conclusion, functional decline in the older adult is highly
prevalent and predictive of poor outcomes like mortality and
morbidity, and is often seen with increasing age but also with acute
precipitating events such as hospitalization or an acute illness.
Assessment of function and targeting interventions before and
during hospitalization to preventing functional decline are critically
important. Several current and newer models of geriatric care
targeting functional decline have the potential to increase quality and
reduce health care costs, thereby increasing the value of health care
for our seniors.
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In geriatric patients with
hearing loss, the use of hearing
aides improves quality of life,
social interactions, depressive
symptoms, and cognitive
impairment.
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Wound Care
101: A Guide
for the Family
Physician
By Kristen Thornton, MD, FAAFP, AGSF, CWSP

A

t any time, there are approximately two to three million
people in the United States with chronic wounds. An acute wound
may become a chronic wound if it fails to resolve over a reasonable
time. All wounds must progress through inflammation to heal. The
healthy wound bed in acute wounds demonstrates an increase in
growth factors and a decrease in cytokines. Chronic wounds have
a prolonged inflammatory phase, having a decrease in growth
factors and increase in cytokines. Patients who are hyperglycemic,
immunosuppressed, malnourished, or elderly are more likely to
have chronic wounds. Chronic inflammation in the wound bed may
be caused by a foreign body, repetitive trauma (such as applying a
wet-to dry gauze dressing to a healthy granulating wound bed), the
use of cytotoxic agents such as povidone-iodine, Dakin’s solution and
hydrogen peroxide, and infection.
The foundation of treating chronic wounds is appropriate
preparation of the wound bed. Healing occurs best in a
normothermic environment (37 to 38 degrees Celsius). Necrotic
tissue should be debrided. Autolytic debridement involves
maintaining moist, occluded environment that allows the body’s
endogenous enzymes to break down necrotic tissue. Autolytic
debridement should not be employed for infected wounds.
Enzymatic debridement involves the use of products such as a
topical collagenase, that when applied, digest and dissolve necrotic
tissue. Such products should not be combined with silver containing
dressings, as the silver may inactivate the enzymes. Mechanical

debridement modalities include the use of wet-to- dry dressings,
whirlpools, and pulsed lavage. It is important that wet-to-dry
dressings only be used on necrotic tissue. When used on healthy
granulation tissue they cause trauma that slows healing. Sharp/
surgical debridement usually involves the removal of tissue with
scissors, forceps, or scalpels. It may involve removing necrotic
tissue alone, or also removing some healthy tissue to create an acute
wound to promote healing. Sharp debridement that creates an acute
wound within a chronic wound bed should not be performed unless
the patient has adequate perfusion to the wound. Sharp debridement
of large or extensive wounds often requires the involvement of a
wound specialist or surgeon.
All chronic wounds have some degree of microbial contamination
or colonization. Critical colonization occurs when the amount of
bacteria in the wound creates chronic inflammation, slowing wound
healing. Infection occurs when bacteria invade healthy tissues.
Brushing the wound with a swab and sending for culture is rarely
helpful in identifying the causative organism of infection, because
results often reveal polymicrobial contamination. Instead, utilizing
the Levine technique is often more helpful in identifying the causative
organism of infection. This technique involves rotating a swab over
a one centimeter area with sufficient pressure to express fluid from
within the wound and sending for culture. It is important that this
be performed on a wound that has been cleaned and should not
be done on necrotic tissue. Bone biopsy and culture is necessary
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when underlying osteomyelitis is suspected. A high bioburden or
infection should be suspected when a wound fails to make progress
toward healing despite the absence of devitalized tissue. In such
cases topical antimicrobials are appropriate. Antimicrobials such
as cadexomer iodine gel, silver sulfadiazine creams, and double or
triple antibiotic ointments are appropriate options. Infection that is
advancing beyond the wound, the presence osteomyelitis, or systemic
illness requires oral or intravenous antibiotics.
Arterial Ulcers
Arterial ulcers are caused by decreased arterial blood supply
resulting in ischemia. Stenotic arteries may lead to intermittent
claudication or rest pain. Rest pain is often described as a burning
or throbbing sensation exacerbated by elevation of the limb and
improves with dependency. Arterial ulcers are almost always in
the lower extremity, primarily on the toes, lateral malleolus, or
anterior leg. Arterial ulcers begin as small, shallow wounds that
gradually increase in size and depth. The initial wound bed often
has a punched out appearance and is pale with minimal drainage.
Additional physical findings often include diminished dorsalis pedis
and posterior tibialis pulses, shiny hairless skin and thickened nails,
and limbs that appear pale and dusky or have dependent rubor. The
sudden onset of a cold, pale limb requires emergent intervention.
Patients with arterial ulcers who are suspected to have arterial
stenosis should undergo evaluation of their arterial status. This
should include an ankle-brachial index (ABI), transcutaneous
oxygen monitoring, and arteriography.
Compression dressings should be avoided in patients with arterial
ulcers. Dry wound beds benefit from amorphous hydrogels (refer
to Table 1 for product descriptions, indications, and examples)
to promote a moist environment, and may be covered with a
non-occlusive dressing. Occlusive dressings should be used with
caution as they may promote periwound maceration and further
skin breakdown. Cotton toe spacers may be used when there is toe
involvement. Sharp debridement should never be performed on dry,
eschar covered, uninfected arterial ulcers in patients with low ABI’s
prior to surgical intervention to improve perfusion. Arterial ulcers
that have progressed to wet gangrene should only be debrided by a
surgeon. Temporary footwear that avoids pressure on the involved
region should be utilized.
Venous Ulcers
Venous ulcers are most often caused by dysfunction of the vein and
failure of the calf muscle pump. Sustained venous hypertension
creates valvular insufficiency, thus allowing retrograde flow. Patients
with the inability to sustain adequate contraction of the calf muscles
are also at risk for development of venous insufficiency. Venous
ulcers often appear on the medial aspect of the lower leg or medial
malleolus. Ulcers tend to be superficial and irregular in shape with

ragged edges and moderate to high amount of exudates. Pulses are
generally present and normal. If not, an ABI should be obtained
to rule out concurrent arterial insufficiency. A common physical
finding accompanying venous insufficiency and venous ulcers is
hyperpigmentation of the distal lower extremity consistent with
longstanding hemosiderin deposition.
Venous ulcer treatment is multifactorial. First, providers should
attempt to reduce edema in the region. This may be accomplished
through elevation of the lower extremity and/or compressive
wraps. Many patients have both arterial and venous insufficiency.
Compression should be avoided in those with an ABI of 0.8 or less.
Absorptive dressings capable of managing the high levels of exudates
in venous ulcers should be applied first and changed frequently
enough to avoid periwound maceration. Compression stockings
may be useful. For mild to moderate venous insufficiency, stockings
achieving 30-40 mm Hg of pressure are appropriate. Compression
stockings with pressures of up to 40-50 mm Hg may be required in
severe venous insufficiency. Paste bandages, such as the Unna Boot,
are non-elastic gauze in a cloth roll bandage impregnated with zinc
oxide, calamine, glycerin, and gelatin. Once dry the Unna Boot may
serve as a semirigid support and may remain in place for several
days. They should be used in ambulatory patients. They may be
inconvenient in that they cannot get wet, may become malodorous,
and do not accommodate fluctuations in limb size due to edema.
The ideal treatment for venous ulcers is often a multilayer
compression system. The first layer is often dressings such as
calcium alginates or hydrofibers tailored to absorption of exudates,
while the second layer (often cotton bandages) provides comfort and
additional absorptive material. The third and fourth layers provide
additional compression and assist the first and second layers in
remaining in place. Short stretch compression wraps are appropriate
materials as the third and fourth layers. As with all ulcers, venous
ulcers should be inspected frequently for evidence of infection. Many
patients will require assistance with the application of compressive
garments and multilayer wraps. With appropriate treatment, smaller
venous ulcers should heal within 5-7 weeks and larger ulcers within
10-16 weeks. Failure to demonstrate progress in healing may be
due to high microbial burden in the wound. Failure to heal along
an appropriate trajectory should warrant evaluation by a wound
specialist.
Pressure Ulcers
Pressure ulcers form when areas of tissue necrosis develop
due to pressure between a firm surface and an underlying bony
prominence. Pressure ulcers are founds primarily in patients with
spinal cord injury, those in long-term care facilities, and those who
are hospitalized. Pressure ulcers may also be seen in the outpatient
setting in patients with limited mobility due to disabilities. Over
90% of pressure ulcers occur over the sacrum, greater trochanter,
CONTINUED NEXT PAGE
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Concussions, continued

ischial tuberosity, heel, and lateral malleolus. Pressure ulcers may
not become evident for days after the pressure is applied. Risk
factors that also contribute to pressure ulcers are shear, friction,
excess moisture, impaired sensation, and malnutrition. The Braden
Scale is a frequently used tool for predicting pressure ulcer risk,
and those with a score of less than 18 are considered to be at risk
for ulcer development. Patients who are at risk for the development
of pressure ulcers should have preventive measures put in place,
including frequent repositioning, specialty mattresses and cushions,
and close attention to incontinence such as topical moisture barriers
and frequent checks for wetness.
Non-blanchable erythema can be the first sign of tissue destruction,
and although it is not technically ulcerated, is considered a stage
I pressure ulcer. Stage II ulcers are a shallow crater or blister that
involves the epidermis and/or part of the dermis. A stage III ulcer
is a full thickness ulcer that involves destruction of the epidermis,
dermis, and subcutaneous tissue. A stage IV ulcer extends through
subcutaneous tissue involving the fascia or underlying tissues such
as muscle, tendon, joint capsule, or bone. It may also involve
undermining or sinus tracts. A pressure ulcer with a base covered
by eschar or slough is unstageable. Deep tissue injury appears as
a purple or maroon area of discolored skin or blood filled blister
that is painful and often boggy. Deep tissue injury may evolve into
an ulceration or contract into an eschar. Pressure on such regions
should be promptly eliminated.
After reducing pressure, attention should be paid to maintaining
moisture balance in the wound bed as well as to the periwound
tissue. A stage I wound may only require a transparent film dressing
and pressure reduction. Stage II dressings often respond well to
hydrocolloid dressings. Stage III and IV ulcer dressings should be
selected based on the amount of moisture in the wound, its depth,
periwound characteristics, and location. Necrotic tissue should be
debrided using dressings that promote autolytic debridement, topical
enzyme preparations, mechanically, or using sharp or surgical
methods. Deep wounds require packing and often a secondary
dressing. Wounds that fail to show improvement over a two week
period may benefit from a trial of a topical antibiotic. A high index
of suspicion for osteomyelitis should be maintained in patients
with stage III or IV ulcers. While stage III ulcers technically do not
penetrate to bone, sinus tracts may lead to bone and may not be
visible to the examiner. Those suspected of having osteomyelitis
should undergo MRI (x-rays become positive later in the process)
and should undergo a bone biopsy and culture to determine the
causative organism.
There are numerous pressure relieving devices available to
reduce the risk of pressure ulcer formation or offload areas with
ulceration. They include boots that offload heels, gel cushions, and
specialized dynamic mattresses. Nutritional status in patients with
pressure ulcers should be optimized. In the most severe pressure

ulcers, surgical interventions requiring extensive debridement or
musculocutaneous flaps are often necessary.
Neuropathic/Diabetic Ulcers
The most common cause of neuropathic ulcers is diabetic
neuropathy, however, other neuropathies may lead to similar
wounds. Neuropathic ulcers often result from a combination
of peripheral vascular disease, and distal sensory, motor, and
autonomic neuropathies. Mechanical stresses, insensate areas, foot
deformities, or high plantar pressures often initiate the process of
ulcer formation. Inadequate footwear in patients with peripheral
neuropathy increases the risk of ulcer development. Diabetic
ulcers most commonly occur on the metatarsal heads or under
callus. They may appear as round and punched out with a rim of
callus. They tend to be dry unless infected. Debridement of the
callus surrounding the ulcer requires extreme caution to avoid
creation of an acute wound, as such patients may lack adequate
arterial perfusion to heal. Reduction of pressure and shear force
on the ulcer is critical to wound healing. A high index of suspicion
for osteomyelitis must be maintained in patients presenting with
a diabetic or neuropathic ulcer. Depending on the location and
size of the wound, patients may require half shoes or wedges,
custom orthotics, specially measured footwear with increased
room in the toe box, walking casts or orthotics, or total contact
casting. Offloading orthotic boots have the advantage of being
easily removable for frequent wound inspection. Total contact
casting should never be employed with the presence of gangrene,
osteomyelitis, or an ABI <0.45. If a 20-50% decrease in wound
area is not seen within one month, a patient should have a referral
to a vascular surgeon and or wound specialty clinic. Additionally, a
surgical consult should be obtained for large amounts of necrotic
tissue or evidence of the development of gangrene. Glycemic control
should be optimized. Patient education emphasizing proper nail
care, daily foot inspection, and the use petroleum based moisturizers
for the skin to avoid cracking due to dryness is imperative.
Dressing Selection
One consideration for wound dressing selection includes whether
the wound is infected or carries a high bioburden, in which case
a silver impregnated dressing may be appropriate. Additionally,
consideration should be given to the amount of exudates or lack of
appropriate moisture in the wound. Characteristics of the wound
such as location and whether a waterproof dressing is necessary
will also influence dressing selection. Many wounds will require
a primary dressing with a secondary dressing superimposed
on it. Wounds should be rinsed with sterile normal saline or
an appropriate pH balanced wound cleanser prior to applying
new dressings. There are a vast number of wound care products
available. The website www.woundsource.com is a reference that lists
the different products available within each dressing category.
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Table 1: Wound Dressing Categories
Generic Category
Transparent Film

Hydrocolloid

Description
Polyurethane or
co-polymer with
adhesive layer and
allows oxygen to pass
through the membrane
and moisture vapor to
escape

Indications
Primary and secondary
dressings

Hydrophilic colloid
particles bound to
polyurethane foam

Pressure ulcers, stages
I-IV

Impermeable to
bacteria and other
contaminants

Partial-thickness wounds

Some contain silver

Calcium alginate

Nonwoven composite
of fibers from calcium –
sodium alginate, highly
absorptive dressing,
forms a soft gel when
mixed with wound fluid
Some contain silver

Hydrofiber

Made from sodium
carboxymethylcellulose
that interacts with
wound exudate to form
a gel
Some contain silver

Composites

Combination of two or
more physically distinct
products manufactured
as a single dressing
that provides multiple
functions
May contain silver

Not for draining wounds

Abrasions

Waterproof
Facilitates autolytic debridement

Partial and full thickness
wounds
Necrotic wounds

Secondary dressing
Water or glycerin based, Wounds that require
non-adherent Contains additional moisture
80-99% water
Pressure ulcers, stages
Gels, sheets, strips
II-IV
available
Partial and full thickness
Hydrophilic
polyurethane or gel
film coated with
foam, nonocclusive,
nonadherent layer,
absorptive wound
dressing

Impermeable to external fluids and
bacteria
Promote autolytic debridement

Some may contain silver wound
Foam

Disadvantages
Nonabsorptive

Pressure ulcers, stage I
and II

Preventive dressing for
Some may contain silver high-risk friction area
Hydrogel

Advantages
Wound remains visible

Partial and full thickness
wounds with minimal to
heavy drainage
Pressure ulcers, stages II
to IV

Fluid retention may lead to maceration
of periwound area

Reduces friction
Some dressings opaque

Self- adherent

Not recommended for heavily draining
wounds

Thermal insulation

Leakage can be a problem if edges
roll up

Absorptive of minimal to moderate
drainage
Long wear time- 3 to 7 days depending
on exudate
Non-adherent

Requires a secondary dressing to hold
in place

Rehydrates wound bed

May macerate periwound skin

Softens and loosens necrosis,
slough, and aids debridement
Change q 24-72 hours depending on
form of gel
Nonadherent
Absorptive

Moderate to heavydraining wounds
Pressure ulcers, stage
III-IV
Sinus tracts, tunnels, or
cavities
Infected wounds
Partial and full thickness
wounds
Moderate to heavy
draining wounds

Not recommended for non-draining
wounds
Not recommended for dry eschar

Frequency of dressing changes
depends on amount of wound
drainage

Not all foams recommended for
infected wounds and for use in tunnels
and tracts (check package insert)

Infected and non-infected Available with adhesive and nonwounds
adhesive border in various shapes
and forms

Partial and full-thickness
wounds

Not recommended for heavily draining
wounds

May require secondary dressing to
secure

Highly absorbent and nonocculsive

May macerate periwound area if not
changed appropriately
Contraindicated in dry wounds

Can be used on infected wounds with
tunneling and undermining

May require secondary dressing to
secure

Change daily to every other day

Gel may have odor during dressing
change

Available in sheets, ropes, and within
other composite type dressings

Highly absorptive
Available in sheets and ropes/ribbons

Can desiccate the wound bed if wound
has small amount of exudate or not
changed appropriately
Contraindicated for dry, nonexudative
wounds
Requires a secondary dressing

Pressure ulcers, stage III
and IV
Sinus tracts, tunnels, or
cavities
Primary and secondary
dressings
Partial and full thickness
wounds

Facilitate autolytic debridement
Multiple sizes and shapes available
Most include adhesive border

Frequency of dressing change
Pressure ulcers, stages I to dependent on wound type
IV (varies with product)

Adhesive borders may limit use on
fragile skin
Some contraindicated for stage IV
ulcers (check package insert)
May desiccate wound bed (check
package insert)

Minimal to heavy draining
wounds

Adapted From Wound Care Essentials Practice Principles Second Edition
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Increased “work of thinking”
promotes delirium in hospitalized
patients. There should be simple
signs in large letters where the
patient can easily see them that
state where they are, the day and
the date. Too much information
posted on these boards can
worsen confusion. A large digital
clock nearby is helpful. Analog
clocks require more brain work
to interpret than digital ones.
Sensory impairment should be
relieved as much as possible. Staff
should be sure that patients with
hearing aids have them in from
the time they wake up till the
time they go to bed. Interpreting
partially heard speech (especially
when lip reading is impaired
because of the caregiver wearing
a mask) is hard work-think about
conversations you have when
the cell phone connection is poor.
Likewise, be sure patients have
their glasses. The environment
should follow a diurnal pattern
as much as possible, with lights
dimmed and quiet provided in
the evening and the environment
bright during the day. Long naps
during the day should be avoided.
bAdapted from the 27th Annual Review
of Geriatric Medicine, 2011, Harvard
Medical School
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CLINICAL NOTES

Elderly Man with Indwelling Catheter and Colorful Urine
By Annie Rutter, MD, MS and Karthik Karibandi, MD

An 82-year-old male with Alzheimer’s dementia and idiopathic
neurogenic bladder was found to be producing dark colored urine
and had discoloration of his urinary bag for the past 2-3 days. A
suprapubic catheter has been in place for nine years. The patient
is bedbound and unable to voice any complaints secondary to
his dementia. He was otherwise afebrile and had no abdominal
tenderness or guarding on exam. The patient has no other medical
problems and is on no medications.
Question
Based on the patient’s history and physical examination, which one
of the following is the most likely diagnosis?
n
n
n
n
n

A.
B.
C.
D.
E.

Acute Intermittent porphyria
Rhabdomyolysis
Alkaptonuria
Purple Urine Bag Syndrome
Rifampin Use

See the following for discussion.
Discussion
The answer is D: Purple Urine Bag Syndrome. Purple Urine Bag
Syndrome (PUBS), a rare condition first identified in 1978, is
characterized by purple discoloration of urine, the collecting bag,
and tubing.1 Dietary intake of tryptophan is first metabolized in the

GI tract to indole. Indole is absorbed in the intestine and undergoes
hepatic conjugation to indoxyl sulfate. Indoxyl sulfate is excreted
in the urine and oxidized by colonized bacteria into indigo (blue
colored) and indirubin (red colored), producing the purple color.2
PUBS is mainly associated with chronic catheterization and debility.
Other risk factors include female gender, constipation (prolongs
tryptophan transit time), alkaline urine (predisposes growth of
oxidizing bacteria), and the use of catheters made of polyvinyl
chloride plastic. Common bacteria include E. coli, Enterobacter,
Enterococcus, Klebsiella, P. mirabilisi, P. aeuruginosa, and S.
agalactiae.3
While widely considered a benign process, PUBS can have severe
and life-threatening presentations. Treatment should be geared
towards the underlying bacteriuria, either by changing the urinary
catheters and bags and/or by using antibiotics. Antibiotic treatment
is controversial and is dependent on clinical presentation and
physician preference. Moreover, PUBS is associated with recurrent
urinary tract infections due to improper care of urinary catheters
or unsanitary living conditions. It is also associated with increased
morbidity and mortality when compared to urinary tract infections
without this phenomenon.2
Acute intermittent porphyria (AIP) is one of the most common forms
of porphyrias, which are metabolic disorders caused by altered
enzymatic activity within the heme biosynthetic pathway. AIP is an
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autosomal dominant condition characterized from a deficiency in
porphobilinogen deaminase, causing a buildup of porphobilingen.
This colorless compound degrades to porphobilin, which is
excreted in the urine and causes dark or reddish-brown urine, a
common symptom of AIP. However, there are several symptoms of
AIP (abdominal pain, peripheral neuropathy, muscle weakness,
neuropsychiatric symptoms) that are not seen with our patient, and
AIP presents much earlier in life.4
Rhabdomyolysis is characterized by skeletal muscle breakdown
and release of intracellular contents into circulation. Myoglobin
is particularly harmful to the kidneys, and leads to acute renal
failure and tea-colored urine. Tea-colored urine, myalgias, and
weakness constitute the common triad of symptoms, with other
clinical manifestations including confusion, abdominal pain, nausea/
vomiting, and fever. Muscle injury and prolonged immobilization
are the most common causes of rhabdomyolysis. Other causes
include muscle enzyme deficiencies, electrolyte abnormalities,
infection, medications, toxins and hyperthermia.5 While our patient
is bedbound, he has no other risk factors or any of the other acute
symptoms of rhabdomyolysis.
Alkaptonuria is an autosomal recessive disorder of tyrosine
metabolism involving the deficiency of homogentistic acid
deoxygenase. This leads to elevated levels of homogentisic acid
which polymerizes and forms a dark blue or brown pigment that
deposits into all connective tissues of the body (ochronosis). Large
amounts of homogentisic acid are also excreted in the urine, which
at first has a normal color, but becomes dark brown or black when
left standing due to alkalinization.6 However, other clinical features
include darkened sclera, dark skin, osteoarthritis, joint and spinal
destruction, and deterioration of cardiac valves, which our patient
does not possess. Diagnosis usually occurs in early adulthood.

reddish to orange colored urine, with purple urine being less
common. The pathphysiology of this side effect is unknown. While
rifampin can cause hemolytic anemia, the urine is usually heme
negative.7 Rifampin can also exacerbate the porphyria syndromes.
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Rifampin is a bactericidal antibiotic used in the treatment of latent
and active tuberculosis. The known side effects are hepatotoxicity,
thrombocytopenia, and hemolytic anemia, but it can also cause

Summary Table
Condition

Characteristics

Acute Intermittent Porphyria

Increased porphobilin causing dark or reddish-brown urine

Rhabdomyolysis

Increased myoglobin release from damaged muscle cells causing teacolored urine

Alkaptouria

Increased homogenistic acid causing dark brown or black urine when left
standing

Purple Urine Bag Syndrome

Metabolism of tryptophan to indigo (blue) and indirubin (red) by colonized
bacteria causing purple urine

Rifampin Use

Red to orange colored urine, usually heme negative
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IN THE SPOTLIGHT

Congratulations to our New York Tar Wars Winners:

First Place
Kiana LaGuerre
North Warren Central School, Chestertown, NY

Second Place
Cara Lane
William Barton Intermediate School, Queensbury, NY

Tar Wars is a tobacco-free education program for fourth- and
fifth-grade students. The program is designed to teach kids about
the short-term, image-based consequences of tobacco use, the
costs associated with using tobacco products, and the advertising
techniques used by the tobacco industry to market their products to
youth.
The Tar Wars program is implemented in classrooms by volunteers
- family physicians, educators, and other health care professionals,
and has shown to be effective in increasing students’ knowledge of
and attitudes toward tobacco use and advertising. Tar Wars is part
of AAFP’s comprehensive approach aimed at tobacco and nicotine
education for all ages.
Third Place
Abigail Wilkonowski
Charles Lindbergh Elementary School, Buffalo, NY

NYSAFP volunteers conducted the program in close to 75 schools
throughout New York State during the 2014-2015 school year. For
more information on Tar Wars contact the NYSAFP office.
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NYSAFP is very pleased to share with our readers the winning entries from our first annual
writing contest, “Family Doctors Telling our Stories”. We received twenty-two entries and
chose a winning entry (Stumbar) and three runners-up. We hope you enjoy their stories.

Telling our Stories
IN CELEBRATION – TO A PATIENT

Y

By Sarah Stumbar, MD, MPH

ou’d probably be surprised to know
that I think of you as my greatest success
during the past month spent on our clinic’s
inpatient hospital floor. You’d probably be
surprised to know just how happy I was to
see you in the Family Health Center waiting
room the week after you were discharged.
You weren’t even my patient; I was just
taking care of you for that one afternoon,
while your assigned intern was at clinic.
But there was something so earnest about
you, so vulnerable, so eager, that I wanted
you to know that we share this common
thing. I took out the glucometer for the first
time, to teach you how to use it and showed
you the lancet marks covering the sides of
the tips of my own fingers. You started to
listen to me then. You saw a real connection
in the little marks on the sides on my fingers
because I knew, too, that testing your blood
sugar really does hurt. I drew out a log for
you to record your own blood sugars, made
you repeat the schedule back to me until I
really believed you understood it.
I didn’t tell you how I’d been diagnosed
with diabetes six months before, while a
fourth year medical student. I didn’t tell you
how I’d spent an hour crying in my green
scrubs, sitting in the parking lot of my first
endocrinologist’s office. I didn’t tell you how
I think about everything that I eat, adding up
the “carb count” in my head and carefully
balancing my insulin and sugar intake. But
everything that I said to you was built up
from our parallel experiences.
You took the glucometer’s black bag then,
and said “I guess this is my life now.” I told
you that it would get easier, and I think you
almost believed me.

I showed you how to tightly screw on insulin
pen needles, how to dial the correct dose
out, how to take a roll of your flesh in your
hands and push down for that first injection.
I remember how, as I was leaving your
room, you said “Hey! Wait…so what do you
actually eat?” And I realized then what was
really scaring you, so I pulled up a chair
and we started to talk. I told you about my
one piece of bread sandwiches, my 10-carb
fudgesicles, flavored seltzers, and the lack
of carbs in meat. You were relieved to hear
you would still be able to eat your beloved
hamburgers, even if you might now eat them
only on half of a whole-wheat bun. You said
thank you and you listened to me, and when
you left, that hug meant everything.
You ended up seeing a different resident
in clinic last week, but he told me that you
had a sandwich with one piece of bread for
lunch before your appointment. He said
your blood sugars are in the 100s now.
I hope that means you heard me. I hope
you learn how to live with your diabetes at
the age of 25, and I hope I helped you to
realize you aren’t alone. And I think you’d
be surprised to know you made me feel less
alone too.
Sarah Eisenstein Stumbar, MD, MPH is a recent
graduate of Montefiore’s Residency Program in Family
and Social Medicine, where she initially started this
essay as part of Narrative Medicine Rounds. She is
currently an Assistant Professor in the Department of
Medicine, Family Medicine, and Community Health
at the Herbert Wertheim College of Medicine at Florida
International University.

PINK TULIPS IN JANUARY

P

By Rodika Coloka-Kump, DO

ink tulips in January has never been
the answer to the multitude of times that I
have been asked why I chose to be a family
physician. That is, until now.
A few weeks ago, at the end of a long day,
2- year- old Sophie and her mother stopped
in to bring me flowers "just to brighten
my day". After a quick hug from Sophie,
they left but I stared at those tulips feeling
overwhelmed by that simple gesture,
appreciating the joy it brought me.
After over 20 years in practice, I needed
to be reminded that these moments and
these individuals are why I practice family
medicine.
Several years ago, a patient named
Mike was diagnosed with a very large
craniopharyngioma. Mike was 27 years
old, single and both his parents had died
a few years before. I clearly remember the
conversation when I sat down and explained
his diagnosis, surgery, radiation and what
it means to live with hypopituitarism.
Fortunately, all went well with surgery and
medication, and Mike was able to live life
fully until he fell in love and was considering
commitment.
He was reluctant to get married, fearing
rejection because of probable infertility. This
required another difficult conversation. The
only prescription was emotional support and
guidance.
A few years later, after treatment, Mike and
his wife Julie came to tell me in person
when she had conceived. They wanted to
include me in their happiness because I was
there for their uncertainty. I was especially
delighted to see a nursery photo of gorgeous
baby Sophie when she arrived.

The family is doing great despite several
large obstacles and Sophie is their personal
miracle.
So every day, I take a moment to look up
from piles of work and put aside my usual
complaints, notice the people I treat and I
realize that I often get as much as I give.
Those pink tulips when I was sad that frozen
January day are not why I chose family
medicine, but why I continue.
Rodika Coloka-Kump, DO is a graduate of Barnard
College, Columbia University and New York College of
Osteopathic Medicine, completing a family medicine
residency program in 1991 at New York Medical
College at St. Joseph's Medical Center in Yonkers, NY.
Dr. Coloka-Kump has been in private practice in
Riverdale, NY since 1991. Needing new challenges, Dr.
Coloka-Kump accepted a full time teaching position as
a member of the faculty of New York Medical College
Family Medicine Residency Program at St. Joseph Medical Center in Yonkers in 2015, which perfectly combines
her passions for teaching and family medicine.

“BOŽE ZDRAVLJA”

M

By Sanida Luković

y father and I spent many pleasant
afternoons constructing and completing
IKEA bookshelves, personalized EnglishBosnian phrasebooks, and daily crossword
puzzles in Dnevni Avaz, a leading newspaper
in our homeland. Through the years, I
learned the intricacies of such processes:
it is imperative to consider all of the pieces
before putting them together, to scrutinize
each detail, extract vital information,
and consult with appropriate sources to
understand any confusing bits. Like a puzzle,
making an accurate medical diagnosis
includes multiple pieces such as symptoms,
physical examination and a complete
patient history. But disease itself is also just
one component of a patient’s life and its
treatment must fit into a larger whole. Above
all else, respect for patients as individuals
is an essential component of humane and
effective medical practice.
Dr. Daoui, a nephrologist I shadowed
during college, has been effectively treating
patients by adhering to that exact principle.

One of his patients was a young ballerina
who, aside from gaining a lot of weight in
a relatively short period of time, presented
no discernibly dangerous symptoms, yet
complained of unbearable pain. Sally*
was admitted to and released from the
emergency room so many times that hospital
staff began to wrongly suspect she might
have a substance abuse problem. In spite
of multiple setbacks, Dr. Daoui eventually
established that Sally suffered from acute
capillary leak syndrome, which caused
substantial fluid retention in the interstitial
spaces throughout her body. He arranged
for Sally to be transferred to the NIH for
experimental treatments that might relieve
some of the discomfort and anxiety she
felt due to this recently characterized renal
dysfunction. While the physiological details
are compelling, most valuable was that Dr.
Daoui refused to align with the prevailing
misdiagnoses and never gave up on his
patient. Any master puzzler will confess:
two clues in a crossword may be identical,
but their solutions are made different by
their surroundings, the letters contributed
by adjacent clues. By the same token,
two patients with the same condition are
entitled to present in their own way. My
obligation as a future physician is to survey
all contributing factors thoroughly, resigning
from previous assumptions enough to look
upon each patient with a fresh eye.
Growing up in Bosnia-Herzegovina, in a
culture that valued health above all other
intangibles, I always heard adults saying
“Bože zdravlja” in times of distress. The
proverb literally means, “May God give
health,” but it signifies much more in the
context of our country’s turbulent past. It
is a widely held belief that the widespread
malnutrition and disease during the
genocide of the early ‘90s was the result
of disputes over whose god was more
righteous. Indeed, as a summer intern
at Sema Hospital in Istanbul, I learned
that health and religion are sometimes
inextricably linked. Mrs. Oztürk,* a diabetic
patient in post-operative recovery, insisted
on fasting and refused insulin shots in
observance of Ramadan. Remembering
my own family members who had fallen
ill during the holy month, I was reminded

of a section of the Qur’an that excused
them from fasting. Later that night I found
the exact text, wrote down a Turkish
translation in my neatest script on a piece
of paper and bookmarked the page. With
my mentor’s permission, I visited Mrs.
Oztürk alone the next day. As I approached
her bedside, a wave of nerves shook me
as I thought about all that could go wrong.
Since I did not speak her language and
the matter at hand was so delicate, there
were endless possibilities for a strained
miscommunication. Nevertheless, I
unwrapped the swathed Qur’an and showed
her Surah Bakarah - 2:184. She looked
at the Arabic, then at me, my Turkish
translation, and nodded dismissively. Since
she made no further gestures or inclinations
to speak, I left the room feeling defeated. As
I prepared to leave for the day, my mentor
told me that Mrs. Oztürk asked if I would
join her for the evening prayer. She was
in the corner of the room when she heard
me enter and beckoned me to join her. I
took off my shoes, walked over and placed
my rug next to hers. As the melodic call
to prayer from nearby mosque trickled in
through the open window, we started the
Maghrib prayer. I was told several days later
that Mrs. Oztürk began complying with her
medication and was due for release soon. I
will never know if I had anything to do with
her change of heart, but our interaction will
stay with me forever.
Not all cases end as successfully as Sally’s
and Mrs. Oztürk’s did. Nine months after
diagnosis, my father lost a hard fought battle
with lung cancer. However unprepared
I was for such a loss, it gave me a new
perspective. Just like a puzzle put together
incorrectly, stripped down, and started anew,
an unexpected circumstance can lead to a
stronger determination. I continue to fill
out the daily crossword as a tribute to the
knowledge I have gained thus far and that
which is still distant. While the clues may be
confusing at times, my father always insisted
that they would work out in the end. I look
forward to incorporating the same tenacity
into my medical training and career. As long
as I vow to fight for every case and every
clue, patients like Sally, Mrs. Oztürk and my
CONTINUED NEXT PAGE
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father will never feel alone and medicine
will continue to provide hope and comfort
to those fighting for their life, the greatest
puzzle of all.
* Names changed to protect patient privacy
Sanida Luković was born and raised in Bosnia and
Herzegovina in the early 1990s. She is currently a
second-year medical student living in Stony Brook,
New York. This piece is dedicated to her father, who lost
his valiant battle with lung cancer in August 2009, and
to all of the other brave souls soldiering on.

LESSONS

By John Brewer, MD
I retired in August 2014 after 40 years.
The memories of patients, of profound
experiences, remain real and perhaps even
more important and prominent now. I will
tell a story of my early years in practice,
one that taught me a lot about medicine,
about myself, about people, about living and
dying; about feelings of guilt, humility, and
gratitude.
I was practicing in a small community in the
mountains of east Tennessee. It was a poor
town; a coal community well past its prime,
though even when the mines were lucrative,
most of the people were poor. I delivered a
baby boy from a nice family and it’s always
a pleasure to be a part of that. The following
day I received a call from the hospital, a fifty
bed rural hospital with only five doctors on
staff. The mom was anxious to go home. I
hadn’t planned to discharge them that day,
but it seemed fine to me, so they went home.
I think she had other children to get back to.
A few days later the ER called. We had no ER
doctor during the day and we covered from
our office nearby. The baby was there and
he looked bad. I got there quickly - he was
blue, covered with petechiae, and in shock.
I had spent two years as a mission doctor in
Nigeria and had seen septic babies before so
I thought this was what I was dealing with.
Sick newborns are difficult, emotionally,
diagnostically, and technically. I got an IV in,
did cultures, an LP, and started antibiotics.

I called the Children’s Hospital in Knoxville,
and rode with the baby the hour drive in
the ambulance over Pine Mountain. I don’t
remember what I said to the Mom, I just
remember riding back in the ambulance
exhausted. I had worked on the baby most
of the day, I was worried, and I wondered if
I had done everything right.
That evening Children’s Hospital called. The
baby didn’t have sepsis, but had florid CHF
secondary to a coarctation of the aorta. They
felt perhaps he had been ok until his ductus
closed and had petechiae perhaps because
of liver issues from severe congestion. They
were going to try to do an emergent surgical
repair. I felt awful. Getting blood, an IV, an
LP, had taken skill. I put all that I had into
saving that baby boy, and I had the wrong
diagnosis; nothing I had done had been
helpful. He died during the surgery.
I don’t remember much about what
happened after that. There was work to do.
I left that practice after four years for family
reasons, and returned to become a faculty
member near where I grew up in Michigan.
Were emotionally draining, confidence
degrading, guilt producing experiences such
as that part of why I left? Family Medicine
can be hard.
But that is not the end of the story, and the
lessons I learned went far beyond that this
work was hard, that I wouldn’t be right all
the time, and that bad things can happen.
A few years after I left I went back to visit
friends, returning to the beautiful mountains
to vacation in a place I had really loved. I
went to the hospital to see the nurses and
staff and reminisce a little. A nurse came
and told me there was someone in the
nursery who wanted to see me. When I
walked in there was a woman in the rocking
chair holding a newborn baby. “You don’t
remember me, do you?” she asked. I did
not remember her, until she said “I never
got a chance to thank you for all that you
did for my baby.” She was the mother of
the baby I felt I had failed so miserably. She
wanted to tell me how much she appreciated
the hours I had spent with her son, the
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ambulance ride, the effort and concern that
I had shown. She had lost a child and knew
that I had not been right, but she recognized
a part of my treatment that I had not, and
wanted to thank me for it. She wanted to
thank me for how hard I had tried and how
much I had cared.
Results matter in medicine. I would not want
to imply that they don’t. Was I a good doctor
that day? My own judgment was no, I had
been wrong and a baby died. Her judgment
was more nuanced. What she seemed to
expect from her doctor was the best he or
she could do. The people of Appalachia are
tough; they have endured hardship. It was
such a woman who helped me learn part of
the complexity of being someone’s doctor
- that who you are and how you work may
sometimes be as important as what you do.
Throughout the rest of my career, I came to
realize that my patients knew when I cared,
when I was committing myself to their care,
to their problems, and to them. I delivered
hundreds of babies, made some difficult
diagnoses, delivered bad news, and helped
people plan end of life care. I did these tasks
competently and well most of the time, but
we are not perfect and there were times I
did not get the diagnosis right, a delivery did
not go well or the results were not ideal. For
me, being a family doctor meant also being
involved, committed and concerned. A sick
baby, a day of effort with a long ambulance
ride, and a mother in a rocking chair helped
me learn that.
John Brewer, MD received his bachelor’s degree from
Denison University and his Doctor of Medicine from the
University of Rochester. He completed his family medicine residency at Hunterdon Medical Center in New Jersey. He retired last year from his position on the faculty
in the Department of Family Medicine at SUNY Buffalo.
He has focused his clinical medical career on working
with the medically underserved-in Africa, Appalachia,
with migrants, the homeless, and in urban settings. He
has received numerous awards for his work.

Opportunities at Bassett Healthcare Network

achieve success achieve balance

FAMILY MEDICINE
Bassett Healthcare Network, a progressive health care network in central New York and
major teaching affiliate of Columbia University, is currently seeking Family Medicine MD/DO
providers for our outpatient practices.
Bassett Healthcare Network is an integrated health care system that provides care and
services to people living in an eight county region covering 5,600 square miles in Upstate
New York. The organization includes six corporately affiliated hospitals, as well as skilled
nursing facilities, community and school-based health centers, and health partners in related
fields.
Key Benefits of this Position:




Group employed model with competitive salary
Comprehensive benefit package, including but not limited to medical, dental, CME,
relocation assistance and paid malpractice insurance
Loan repayment opportunities may be available to qualified candidates

With its abundance of recreational and cultural pleasures, central New York provides a great
place to live for both individuals and families. There is a strong feeling of community within
this region, which attracts people from all over the country. This vast region offers the best of
both worlds. The surrounding areas have an abundance of lakes, streams and mountains that
form the Catskill Mountain Range and the Adirondack State Park.
For more information about this position please contact:
Medical Staff Recruitment
Bassett Medical Center, One Atwell Road, Cooperstown, NY 13326
phone: 607-547-6982 • fax: 607-547-3651 • email: MedStaffRecruitment@bassett.org
web: www.bassettopportunities.org Fall 2015 • Volume Four • Number two • 43
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ReMEMBER your BENEFITS!
NYSAFP Membership Provides:
Advancing our Specialty, Saving Members Time, Maximizing Values of our Dues
• Representation at the AAFP
• Representation of the local county chapters at the NYSAFP Congress of Delegates
• Promotion of family medicine in the medical schools and support of student programs
• Support of family medicine residency & fellowship training programs
• Representation of family medicine in the federal & state legislatures and policy makers through the PAC
Saving Members Time
• Hosting of relevant and interactive CME workshops
• Hosting of ALSO instructor and provider courses
• Opportunity to interact with fellow family physicians throughout the state
• Reliable source of relevant and current events
• Weekly e-NewsBrief
• Quarterly peer reviewed journal – Family Doctor
• Timely access to current events of Academy via social media (NYSAFP Facebook | NYSAFP Twitter)
Maximizing the Values of our Dues
• Sponsorship of students and residents to Academy meetings (Winter Weekend, Regional Family Medicine)
and the Congress of Delegates
• Cultivation of the next generation of family physicians by offering scholarships and awards to pre-medical
students, medical students, and residents to participate in family medicine conferences and programs
• Support of residents and new physicians in development of leadership skills and practice opportunities
AAFP Member Services: http://www.aafp.org/online/en/home/membership/resources.html
• A list of the AAFP professional resources
• A list of the AAFP "Member Advantage"
• Additional Partnerships: http://www.nysafp.org/index/resources-6/partner-programs-106.html
• Jobs Board

