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		Gregory Howell 

Annual Physical Therapy Examination for Community-Dwelling Older Adults 

The older adult population in the United States is growing at an exponential rate, with projections estimating that by 2050 more than 80 million adults over the age of 65 will be living in the United States1. Data also suggests that these older adults are living longer, with life expectancies having risen in adults aged 65 and 85 over the last 40 years1. However, although Americans are living longer, they are not necessarily living healthier into their old age. Evidence shows that about two-thirds of Medicare beneficiaries over the age of 65 suffer from multiple chronic diseases, with that percentage increasing with age2. Furthermore, older adults are less likely to engage in regular physical activity, practice sound nutritional habits, and are more likely to suffer from depression compared with younger populations3-5. 
Annual physical therapy (PT) visits have been proposed as a proactive healthcare solution with the hopes of decreasing the impact of chronic diseases, increasing functional capabilities, and improving quality of life in Americans6. As Dean et al. explain, physical therapists are uniquely equipped to assess, educate about, and treat many of the primary and secondary factors that contribute towards the development of chronic diseases, compound the negative effects of chronic diseases, and contribute towards decreased quality of life7. The following proposed annual PT examination highlights many of the primary areas of concern in the community-dwelling older adult population, identifies specific subjective and objective tests to screen these areas, and recommends several resources or referral sources appropriate for follow-up. A suggested order for the recommended components of the exam can be found in Table 1 Appendix A. Examples of proposed questionnaires can be found in Appendix B. 
Subjective Exam
Because nutrition can play a large role in the aggregation or lack thereof of body fat in an individual, it is an important area for the therapist to address. The Mini-Nutritional Assessment-Short Form (MNA-SF) has been shown to be a “valid and sensitive rapid nutrition screen instrument” in older adults8. This short six-item questionnaire can be used during the annual PT exam to support the need for follow-up and in-depth nutritional assessment in community-dwelling older adults who may be malnourished 4,9. A score of ≤ 11 indicates the need for follow-up 4,9. 
	Depression in older adults has been associated with fatigue, irritability, eating disorders, suicide, decreased activity and “is the most prevalent mental health problem among older adults” 5,10. The Patient Health Questionaire-2 (PHQ-2) is a two-item screening tool that can be used to evaluate for evidence of major depression11. Kroenke et al. found that this screen had a very high sensitivity and specificity for major depression, and established a cut-off score of ≥ 311. Using this tool, the therapist can quickly assess for presence of depressive symptoms, and determine if follow-up is needed. 
	Smoking has been shown to increase the risk for a variety of disease conditions including cardiovascular disease (CVD), all-cause cancer, obstructive lung disease, and osteoporosis7. And although smoking rates for older adults are the lowest amongst all age groups, smoking into old age is related to increased incidence of disease and mortality 12,13. Further, Burns found that older adults who attempt to quit are more likely to be successful than their younger counterparts13. A series of short screening questions can be located in Table 2 Appendix A, that can be used by physical therapists to assess for tobacco use. Smoking or tobacco use of any kind is reason for follow-up.
Objective Exam 
	Body Mass Index (BMI) can be used by the therapist as a screen to estimate body fatness, and results from the BMI calculation can be used to project potential risk for development of chronic diseases and conditions 14. For example, Obesity has been linked to increased risk for CVD, certain cancers, stroke, diabetes, and decreased quality of life 7,14. Being underweight has been associated with osteoporosis and malnutrition in older adults15. Although not diagnostic, determination of a patient’s BMI outside the normal category would signal a clinician to follow-up in this area. These categories include Underweight (<18.5), Normal weight (18.5-24.9), Overweight (25-29.9), and Obese (>30) 14.
	 Functional pain-free range of motion (ROM) is an essential component involved with the healthy participation of community-dwelling older adults in activities of daily living, exercise, and other lifestyle functions. And while decrements in this ROM can be expected with advancing age, these changes should not significantly impact daily function or contribute significantly to disability 16,17. However, both poor body mechanics and injuries can contribute to the typical intra-articular degeneration associated with development of osteoarthritis (OA) 18. OA is “the most common cause of chronic disability in older adults” and can lead to significant morbidity and premature death 7,18. Assessment of older adult ROM and body mechanics with functional tasks can thus be used to screen for these contributors, the presence of OA, or another musculoskeletal disorder. A list of the specific functional task assessments recommended, as described and displayed in Chapter 4: Body Mechanics of Principles and Techniques of Patient Care, can be found in Table 3 Appendix A19. While minor variations in movement mechanics and ROM can be expected from the illustrated examples, major variations would warrant attention and follow-up. 
	Balance assessment in the community-dwelling older adult population is critical, as falls have been shown to be “the leading cause of injury and death by injury in adults over the age of 65 years” 20. The Timed Up & Go Test (TUG) is an efficient, reliable and valid functional outcome measure that can be used during the annual PT exam to screen for balance impairment, as well as functional mobility21. Shumway-Cook et al. determined that community dwelling older adults who took >13.5 seconds to complete this test could be predicted to incur a future fall with 90% accuracy21. This time should be used as the cut-off for follow-up balance assessment.
	Age related changes to the musculoskeletal system in older adults, including the loss of lean body mass and decreased strength have been associated with impaired function, disability, chronic diseases, and increased mortality 18,22,23. Therefore the assessment and monitoring of strength in community-dwelling older adults is critical to successful long-term health outcomes. The measurement of grip strength using a hand-held dynamometer can be used to predict adverse health outcomes in older adults 24-26. Grip strength of <26-7 kg in older adult men and <16 kg in older adult women have been associated with globally decreased strength, and poor health outcomes 25,26. The 30-second Chair-Stand test has been shown to be a reliable and valid assessment of lower body strength in older adults27. Cutoff scores of <14 for men and <13 for women indicate need for follow-up strength assessment28.
Maintenance of cardiorespiratory endurance or fitness in older adults has been shown to reduce incidence of frailty, prolong independence, reduce risk for all-cause mortality, reduce risk of obesity, and has an inverse relationship with development of CVD 29,30-2. A measure of cardiorespiratory fitness can be used to evaluate exercise endurance and screen for potential risks. The 6-minute walk test has been shown to be a valid and reliable measure of cardiorespiratory fitness across multiple different populations including community dwelling older adults 29,33,34. Fitness reference standards for community-dwelling older adults of varying ages have been listed in Table 4 Appendix A 35. Distances of less than these warrant the need for follow-up in this area. 
Resources/Referrals 
	For those older adults who are categorized outside the normal weight category on the BMI, or are indicated as potentially malnourished on the MNA-SF, further follow-up and nutritional counseling by the physical therapist is recommended. According to the American Physical Therapy Association, diet and nutrition are major areas appropriate for physical therapists to screen, educate on, and provide appropriate referral for within the scope of PT practice36. Further, on top of the aforementioned risks for chronic diseases and poor health outcomes associated with these findings, it has also been argued that improvements in nutritional status for patients undergoing physical therapy may contribute towards improved attainment of goals and therapy outcomes7. The SuperTracker online diet tracker is recommended as a free resource for patients classified as above37. This resource, presented by the United States Department of Agriculture, provides personalized nutrition plans based upon patient specific information including age, weight, and activity level 37. The SuperTracker also allows for patient specific weight gain or loss goals, or other nutritional goals to be set and modulates diet recommendations based on these goals, which goes well beyond the dietary advice and capability of the supervising physical therapist 37.
	For those older adults who score ≥ 3 on the PHQ-2, it is recommended the therapist refer the patient to their primary care physician for further psychological follow-up. This recommendation is supported by a 2014 Journal of Geriatric Physical Therapy article that advocates for patient referral to a primary care physician or another mental health specialist in lieu of a positive depression screen finding38. Not only is depression in older adults linked with decreased function and increased morbidity and mortality, but it is also associated with disability, decreased rehabilitation participation and compliance, and inferior patient outcomes 5,10,38. Therefore it is critical to ensure these patients are appropriately diagnosed and managed if we hope to have successful therapeutic patient outcomes.
	For those community-dwelling older adults who require >13.5 seconds to perform the TUG, the Evidence-Based Falls Prevention Programs: Saving Lives, Saving Money info-graphic, created by the National Council on Aging, is recommended as a resource39. Not only are falls the leading cause of injury and death by injury in older adults, but impaired balance and subsequent decreased fall-related efficacy have been associated with decreased activity, physical function, and quality of life 20,40. Therefore the patients who most require the rehabilitative interventions shown to improve balance and decrease falls risk may be least likely to seek out them out. This info-graphic provides a concise and evidence-based summary of the impact of falls, and highlights several evidence-based falls prevention programs 39,41-4. The breadth of information presented on this info-graphic, combined with the therapist’s patient specific recommendations could open up a dialogue between the therapist and the community-dwelling older adult about which program best suits that individual. Participation in any of the aforementioned programs, with or without concurrent PT, has shown to be effective in reducing the incidence of falls in this population 41-44. 
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Appendix A
Table 1:
	Assessment 
	Purpose 
	Estimated Time Required

	1. Body Mass Index
	Screening for estimate of Body Fatness
	3-4 minutes

	2. Mini-Nutritional Assessment-SF
	Screening for Malnutrition 
	2 minutes

	3. Patient Health Questionaire-2
	Screening for Depression
	1 minute

	4. Tobacco Use Screening Questions
	Screening for Tobacco Use
	2-3 minutes

	5. Timed Up & GO Test
	Screening for balance impairment and falls risk
	3-4 minutes

	6. Functional ROM Assessments
	Screening for functional ROM, body mechanics, and postural deficits
	12-20 minutes

	7. 30-second Chair Stand Test
	Screening Lower body strength
	2 minutes

	8. Grip Strength Assessment
	Estimating total-body strength; Screening for adverse health outcomes
	2-4 minutes

	9. 6-minute Walk Test
	Screening cardio-respiratory fitness
	8-10 minutes


(Note: Estimated times do not include rest breaks or time required to summarize results)
Table 2: 
	Screening Questions 
	Answer

	1. Have you ever smoked or used a tobacco product? 
	Yes / No

	2. Do you currently smoke or use a tobacco product? 
	Yes / No 

	3. How often do you smoke or use tobacco? 
	
Insert: ____________________________

	4. Have you ever tried to quit, or thought about quitting? 
	Yes / No 
Insert: ____________________________



Table 3: 
	Assessment 
	Purpose 
	Estimated Time Required

	1. Traditional Lift 
	Assess Hip/Knee/Ankle ROM; Assess spinal mechanics
	2-3 minutes 

	2. One-Leg Stance Lift 
	Assess Hip ROM; Assess spinal mechanics; Balance
	2-3 minutes

	3. Pushing/Pulling an Object 
	Assess body mechanics when exerting force
	2-4 minutes

	4. Reaching for/Placing an Object above Shoulder Height 
	Assess spinal mechanics; Assess shoulder ROM
	2-4 minutes

	5. Standing Posture
	Assess spinal mechanics; Assess postural position
	2-3 minutes

	6. Sitting Posture
	Assess spinal mechanics; Assess postural position; Assess Hip/Knee/Ankle ROM
	2-3 minutes 


(Note: The “One-leg” Stance lift can be performed with both legs on the ground, with the older adult preferentially leaning over their stance leg, as depicted in the textbook)

Table 4: 
	Ages:
	65-69
	70-74
	75-79
	80-84
	85-89
	90-94

	Women
	605 
	580 
	550 
	510 
	460 
	400 

	Men 
	650 
	620 
	580 
	530 
	470 
	400 


(Note: All fitness reference standards were recorded in yards)
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	Mini Nutrition Assessment – Short Form (MNA-SF)


	A. Has food intake declined over the past three months due to loss of appetite, digestive problems, chewing or swallowing difficulties? 
		0 = severe loss of appetite 

	1 = moderate loss of appetite 

	2 = no loss of appetite 




	B. Weight loss during last three months
		0 = weight loss greater than 3 kg (6.6 lbs) 

	1 = does not know 

	2 = weight loss between 1 and 3 kg (2.2 and 6.6 lbs) 

	3 = no weight loss 




	C. Mobility
		0 = bed or chair bound 

	1 = able to get out of bed/chair but does not go out 

	2 = goes out 




	D. Has suffered psychological stress or acute disease in the past three months 
		0 = yes 

	2 = no 




	E. Neuropsychological problems 
		0 = severe dementia or depression 

	1 = mild dementia 

	2 = no psychological problems




	F. Body Mass Index (BMI) (weight in kg)/(height in m)2 
		0 = BMI less than 19 

	1 = BMI 19 to less than 21 

	2 = BMI 21 to less than 23 

	3 = BMI 23 or greater 




	Screening score (subtotal max. 14 points) 
		12 points or greater: Normal – no need for further assessment 

	11 points or below: Possible malnutrition – continue assessment 

	





Adapted from Rubenstein et al. 20019

	Patient Health Questionaire-2 (PHQ-2)

	
Over the last 2 weeks, how often have you been bothered by any of the following problems?

	

Not at all
	

Several days
	

More than half the days
	

Nearly everyday

	1. Little interest or pleasure in doing things
	0
	1
	2
	3

	2. Feeling down, depressed, or hopeless.
	0
	1
	2
	3


Adapted from Kroenke et al. 200311
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