Functional Assessment in the Elderly
An 86 year old man is seen by you because of a history of frequent falls, reported by his wife.   Other than the falls, she is able to care for him in their home.  She reports that he falls at least three times per week, usually without injury.  However, he has required evaluation in the emergency room and the suturing of superficial lacerations received in the falls.  These falls are not accompanied by loss of consciousness, palpitations, or seizure activity.  His medical history is remarkable for probable Alzheimer’s dementia, severe degenerative joint disease with chronic low back pain, benign familial tremor, and urinary incontinence.  His current medications consist of calcium supplementation, propranolol (40 mg TID), diphenhyrdamine (50 mg qHS), and acetaminophen prn. His wife reports that he has a cane and a  walker but rarely uses them.

On examination, you see a pleasant, thin, demented gentleman.  Vital signs: t 98.6, Res 14 unlabored,  pulse 55 bpm, and blood pressure 105/70  Hg supine. Upon standing, his pulse rate remains at 55 bpm, but his blood pressure drops to 96/ 65 mmHg.  Cardiac examination is unremarkable. Neurologic examination is unfocal. He has a fine tremor in both hands, but normal tone and strength in all extremities. Cerebellar function is slow, but finger to nose and heel to shin testing is otherwise normal.  His posture is stooped, and he has a slightly wide-based and unsteady  gait.   He walks by holding onto the office furniture.  All screening labs are normal.

1) What problems are contributing to this patients falls?

2) What diagnostic tests may be most helpful in this patient?

3) What interventions would you consider in helping maintaining this patient’s limited independence.

4) The examination and history as noted above is very incomplete.  What other historical items would you like to touch on?  What constitutes an adequate ‘Functional’ physical examination?
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