	
	Objectives
	Key Points
	Notes/ Questions

	Behavioral Risk Factors and Clinical Prevention and Population Health (Self Study)
	· Be able to list the components of Clinical Preventive Medicine 

· Risk factor reduction 

· Immunizations and chemoprophylaxis 

· Screening 

· Education

· Be able to expain the Behavioral Risk Factors that affect health status 

· Hypertension 

· DM 

· Tobacco 

· Obesity 

· Sedentary lifestyle

· Indicate familiarity with current BRF reduction guidelines 

· HTN - screening of adults over 18 yo (A recommendation)

· DM - screening in adults with hypertension/hyperlipidemia (B recommendation)

· Lipid Disorders - screening men over 35, women over 45 (A recommendation); screen younger and for TC/ HDL (B recommendation)

· Tobacco use - counseling and provide cessation for current smokers and pregnant women (A recommendation)

· Obesity - screen and provide intervention and lifestyle counseling to maintain health weight loss/ weight (B recommendation)

· Physical activity - counseling (I recommendation)
	· Chronic diseases are responsible for 70% of deaths in the US 

· Much of the chronic disease burden is preventable 

· Preventive care reduces premature mortality and costs of health care 

· There is strong evidence that eating a healthy diet, not using tobacco, and being physically active reduces risk of disease 
	· Overarching goals of Healthy People 2010 - Increase quality and years of healthy life, eliminate health disparities 

· 4 characteristics - no tobacco, regular physical exercise, health body weight, 5+ fruits and veggies a day 

· Preventive care barriers - clinician uncertainty, lack or reimbursement, negative MD/pt attitude about behavior change, lack of organized system to facilitate preventive care

	4.1
Cardiovascular and Other Risk Assesment
	· Be able to identify the modifiable and non-modifiable risk factors for CAD 

· M: HTN, DM, Hyperlipidemia, Tobacco, Obesity, Sedentary 

· NM: Age, Sex, Fam Hx

· Understand and be able to apply the pathophysioloy and organ system approaches to the differential diagnosis of a patient presenting with chest pain 

· Discuss the concpts of clinical epidemiology (test/treat threshold, sensitivity, specificity and predictive value) as they relate teo the patient with chest pain 

· test threshold - probability of a disease beneath which you wouldn't bother testing for the disease 

· sensitivity - few false negatives; abnormal result from those having disease

· specificity - few false positives; abnormal result from those without disease

· predictive value - (+): likelihood of disease among patients with + test [(a)/(a+b)]; (-): likelihood of no disease among patient with - test [(d)/(c+d)]

· Understand the use of a Discriminant Method for estimating the pre-test probability of CAD based on a patient's risk factors and presenting history (TIMI Score) 

· uses statistical procedures to identify the findings that make an independent contribution to the diagnosis

· Be able to interview a patient who presents to the ED with chest pain 

· Understand and be able to use the CAGE questionnaire to screen for alcohol abuse and dependence - 2+ correlates to abuse/ dependence


· Have you tried to Cut down on your drinking? 

· Have you ever been Annoyed by criticism of your drinking? 

· Have you ever felt Guilty about your drinking? 

· Have you ever had an Eye opener in the morning to get going?
	· Heart disease is the leading cause of death among Americans 

· The presence or absence of risk factors make it more or less likely that a given individual has CAD 

· There are several ways of approaching the differential diagnosis of a patient presenting with the complaint of chest pain 

· Assessing the probability of a patient having a disease influences a clinician's decisions regarding testing and/or treating that patient for the disease 

· Risk assessment is important for evaluating life style behaviors that may pose a risk to health. For example, a simple inquiry such as the CAGE questionnaire is useful in screening for alcohol dependence
	· What are the risk factors or CAD and how do they influence a clinician's decisions about the evaluation and management of a patient presenting with chest pain 

· An Approach to Diagnosis 

· Inflammatory 

· Neoplastic 

· Vascular 

· Infectious 

· Congenital 

· Traumatic 

· Other 

· Endocrine 

· Prioritize - rule out the high morbidity/mortality causes (the "cannot miss" Dx) 

· TIMI Score 

· Age over 35 

· 3+ risk factors for CAD (HTN, smoker, obese, sedentary, dyslipidemia, DM, microalbuminuria, GFR >60, FH of CAD) 

· 2+ anginal events in past 24 hours 

· Use of aspirin in last 7 days 

· elevated cardiac enzymes (troponin, creatine kinase - MB) 

· ST depression >=0.5 mm 

· EtOH Abuse - role impairment, hazardous use, legal problems, social or interpersonal problems 

· EtOH Dependence - tolerance, EtOH withdrawl Sx, drinking more than intended, unsuccessful attempts to cut down, excessive time related to EtOH, impaired social or work activities, use despite physical/psychological consequences 

· 10 min intervention - A recommendation 

· CAGE does NOT detect BINGE drinking behaviors - more closely correlated to EtOH morbidty and mortality 

· Moderate drinking - 1/day or 2-3/occasion for women; 2/day or 3-4/occasion for men 

· Standard drink - 12 oz of beer, 5 oz of wine, 1.5 oz of 80-proof (each has 0.5 oz/12g of alcohol)

	4.2
Cardiovascular and Other Risk Assessment
	· Be able to identify the risk factors for CAD in our pt 

· Demonstrate the application of the Discriminant Method for estimating pre-test probability of CAD

· Be able to develop a well supported Diff Dx based upon the assessment of information available 

· Recognize the differences between the documentation in a hospital admission H&P and the outpatient SOAP note 

· Learn the proper use of the stethoscope and the basic elements of the examination of the cardiovascular system 

· Proper positioning of the pt 

· Inspect, palpate the precordium, identify PMI 

· Demonstrate the proper positioning of the stethoscope 

· Be able to identify S1, S2 heart sounds and describe why they occur 

· Pulses: locate and palpate the carotid, radial, femoral, and dorsalis pedis pulses
	· Modifiable and non-modifiable risk factors for CAD must be explored in any patient presenting with chest pain 

· The discriminant method for estimating the pre-test probability of CAD can be applied to a specific patient with chest pain 

· A Diff Dx for a pt with chest pain can be developed afer obtaining a careful history (including an assessment of risk factors), performing an appropriate physical examination and evaulating the results of available tests 

· The cardiovascular examination is a critical component in the evaulation of a patient with chest pain 
	· How are cardiovascular risk factors used in evaluating and developing a therapeutic plan for a specific patient presenting with chest pain? How are the basic elements of the cardiovascular examination performed? 




	Complementary and Alternative Medicine (CAM) (Self Study)
	· Define CAM 

· a group of diverse medical and health care systems, practices, and products that are not presently considered to be part of conventional medicine 

· complementary - used together with convenetional medicine 

· alternative - used in place of conventional medicine 

· integrative - combines medical therapies and CAM therapies

· Acquire a basic, introductory knowledge of commonly used alternative medicine modalities 

· Alternative Medical Systems - homeopathic, naturopathic, traditional chinese medicine, ayurveda; theory and practice 

· Mind-Body Interventions - meditation, prayer, mental healing, art/music/dance therapy 

· Biologically Based Therapies - dietary supplements, herbal products 

· Manipulative and Body-Based Methods - chiropractic/ osteopathic manipulation, massage, relexology 

· Energy Therapies - biofield therapies, bioelectromagnetic-based therapies

· State reasons why a pt might use CAM 

· Demonstrate ability to gather relevant information about safety, efficacy, and cost of aternative and complementary practices and products (familiarity with primary data bases)
	· Over 40% of pts use CAM 

· Almost half of CAM users do not tell their physicians about their CAM practices 

· Physicians need to encourage pts to tell them about their use of CAM therapies
	· 30-62% of US adults 

· $27 billion industry 

· women more likely than men to use (increased used with increased educational level) 

· National Center for CAM - reliable source 

· Dietary supplement - anything that is taken by mouth that contains a dietary ingredient (DSHEA) 

· Supplements not under supervision of FDA

	4.3
Cardiovascular and Other Risk Assessment
	· When presented with a Standardize Pt, demonstrate competence in interviewing a pt who presents in the office setting with CV concerns 

· Recognize the presence or absence of CAD risk factors in the Hx presented by the St. Pt 

· Be able to obtain a Hx of a Pt's use of CAM therapies using open-ended questions without appearing judgmental or biased
	· Risk factor assessment is critical to Clinical Prevention 

· Counseling to encourage Healthy Lifestyle Characteristics (HCL) may help pts low their risk of CAD 

· Many pts use CAM therapies 

· Clinicians must inquire of all pts regarding their use of CAM therapies
	· How can risk factors for CAD be identified during the course of a "well-pt" interview? 
· How should a pt's use of CAM therapies be explored while obtaining a Hx?

	Cross-Cultural Primary Care:
A Patient Based Approach
(Self Study)
	· Describe possible sources of health disparities 

· lack of access and/or health coverage 

· non-compliance with prescribed treatment, racial differences 

· disparities seen at entry to the health care system and structural barriers (transportation, scheduling and referrals), utlization (routine, acute, and chronic care), patients perspective 

· LOWER SOCIO-ECONOMIC STATUS and ACCESS TO HEALTH CARE, APPROPRIATENESS and QUALITY OF CARE

· Define and describe common Explanatory Models, including the biomedical model 

· patient's understanding of the cause, severity and prognosis of an illness 

· EXPLANATORY MODEL


· what do you think caused your problem?

· Why do you think it started when it did? 

· How does it affect your life? 

· How severe is it? What worries you the most? 

· What kind of treatment do you think would work? 

· PATIENT'S AGENDA 

· How can I be most helpful to you? 

· What is most important to you? 

· ILLNESS BEHAVIOR 

· Have you seen anyone else about this problem? 

· Non-medical remedies or treatments? 

· Who advises you about your health?

· List core cultural issues that can impede patient-physician communication and be able to discuss strategies for minimizing miscommunication 

· Authority, Physical contact, Communication styles, Gender, Sexuality, Family
	· Significant differences (disparities) in health status, medical treatment, and health outcomes have been documented for minority, disadvantaged, and immigrant populations 

· Health disparities are in part the consequence of inattention to cultural barriers by health systems and individual health care providers 

· Cultural barriers (language, expectations, stereotypes, etc) impact doctor-patient communication 

· Explanatory models are used to explain disease causation, diagnose illness and disease, and influence treatment choices. If doctors and patients do not share similar explanatory models, trust will be difficult to establish and patient compliance with will compromised
	· Why is cultural competence important for patient care? 

· Culture - everything with which we are familiar and that we consider "normal" -- language, thoughts, communications, actions, customs, beliefs, values, institutions of racial, ethnic, religious, or social group 

· We must be able to adjust our attitudes and behaviors to the needs and desires of the pts and be accountable for the impact of emotional, cultural, social and psychological issues have on biomedical ailment 

· Cultural competency - ability to deliver effective medical care to people from different cultures 

· Have self awareness of own cultural beliefs and a basic knowledge about relevant beliefs and practices of cultural groups in your practice, develop tolerance, appreciate that socio-economic status creates barriers, practice communication skills to reduce barriers

	5.1
Chronic Illness: Social/Family Support Factors in Disease Management
	· Be able to interview a patient who presents with shortness of breath 

· Understand concepts related to patient compliance, and to the management of chronic disease and be able to suggest several ways to improve patient compliance 

· Barriers 

· complexity of treatment/ monitoring programs 

· side-effects 

· financial costs 

· energy required to comply 

· lack of perceived benefit 

· Management Principles 

· simplify instructions or medication regimen 

· discuss common side effects 

· enhance pts feeling of self-control and choice 

· understand illness from pt perspective 

· provide necessary tools 

· develop ways to facilitate

· Understand the characteristics and phases of chronic illness, and a general approach to management of chronic conditions 

· Learn the basic elements of the examination of the chest and lungs
	· Most of ambulatory practice involves management of chronic diseases 

· Many factors, including family and social supports, affect coping and patient compliance with treatment recommendations 

· Chronic disease has several phases and characteristics
	· How do social supports and compliance affect outcomes in chronic illness? 

· chronic - alters normal physiological functioning greater than 6 months 

· disease - explanation of Sx 

· illness - patient's experience of Sx 

· compliance - degree to which pt follows recommended treatment plan 

· Onset - acute v gradual 

· Course - progressive, constant, relapsing

· Outcome - fatal, possibly fatal, non-fatal 

· Incapacitation - low, moderate, high 

· Uncertainty - predictable, unpredictable 

· Pectus excavatum - caved in 

· Pectus carinatum - pigeon chested

	5.2
Chronic Illness: Follow Up Visit
	· Identify modifiable lifestyle behaviors to decrease recurrent problems in chronic illness 

· Identify new concerns a pt with a new diagnosis may develop 

· Identify potential benefits of interacting with pharmaceutical representatives 

· Identify potential pitfalls in industry interactions
	· A cardiac patient needs counseling for tertiary prevention 

· New concerns and anxiety may develop about activities of daily living after a new diagnosis 

· Physicians must develop an ethical and efficient way to interact (or not) with industry representatives
	· Gifts should primarily entail a benefit to the pt (and not of substantial value) 

· Individual gifts of minimal value, related to MD's work 

· Conferences for the furthering of knowledge with appropriate disclosure of financial support (COI) 

· OK to underwrite CME conferences 

· Cannot use to pay for costs of travel, lodging, or other personal expenses or to compensate for time 

· Scholarship/ Special funds to allow P-I-Ts to attend conferences OK if instutition decides who gets to go 

· NO STRINGS ATTACHED

	Human Sexuality (Self Study)
	· Demonstrate a basic knowledge of human sexuality 

· sex - sum of biological characteristics that define the spectrum of humans as female and male 

· sexuality - core dimension of being human (gender, sex, sexual and gender identity, sexual orientation, eroticism, emotional attachment/love, reproduction) - thoughts, fantasies, desires, beliefs, attitudes, values, activities, practices, roles, relationships 

· sexual health - ongoing process of physical, psychological, and socio-cultural well being related to sexuality

· Demonstrate basic knowledge of human reproduction and the means for its regulation that takes into account broader sexual rights concerns 

· UNPF - need for safe and available contraceptive methods and commodities to prevent STIs 

· US - adequate sex education, assess to safe contraception, and gender equity

· Be aware of personal attitudes toward sexuality and demonstrate respect for persons with different sexual orientations and practices 

· Demonstrate basic skills in taking a sexual health history including identification of and referral for sexual health problems 

· Demonstrate basic knowledge of 

· Determinants of responsible sexual behavior 

· Sexually transmitted infections 

· Proven strategies in prevention of STI's transmission 

· Epidemiology of common risk behaviors - unprotected sex, multiple partners (contribute to STIs and unwanted preganancy)
	· Importance of including questions about sexual activity in pt interviewing 

· Sexual hx is a sensitive topic and strongly influenced by personal background, gender, cultural background, and religious affiliation 

· We should have familiarity with basic sexual information and be sensitivity to beliefs and practices different from our own. 

· Sexual hx taking is an important skill to develop to help pt with sexual health, reproduction, sexual dysfunction, and prevention of STIs.
	· As a physician, how do I talk to my patients about sexual health? 

· Taking a Sexual Hx - baseline, disorders, risk factors


· Are you currently sexually active? Have you noticed any changes in your sex drive or desire for sex? Any problems with arousal or orgasm? Are you satisfied with your sexual functioning? Do you use protection? Any concerns of STIs? How many partners? 

· Disorders of Desire - How much has your sex drive decreased? How is it affecting your relationship? Do you enjoy having sex? Do you have sex when you'd rather not? 

· Disorders of Arousal - Any pain? Discharge? Any difficulty becoming erect/ lubricating? 

· Disorders of Orgasm -FEMALE Difficulty having orgasm? Do you exaggerate your response? How have you achieved orgasm? As frequent as masturbation? 

· Disorders of Orgasm - MALE Change in time to ejaculation? Ejaculation prior to penetraton? Do you skip foreplay? Any tried treatments?

· Difficulties Encountered 

· Lack of training in taking sex hx 

· Lack of expertise in taking sex hx 

· Lack of experience in taking sex hx 

· Ignoring the emotional component of the interview

· Developing Competence 

· Be aware of the tendency of physicians to avoid the topic 

· Examine your own values, cultural traditions, and religious beliefs to anticipate any assumptions you could make about your patient's sexual practices 

· Actively seek out training and expand your knowledge base 

· Practice, practice, and more practice 

· Ask about sexual functioning in all patients 

· Learn specific techniques for dealing with special situations that you may encounter when addressing the sexual history

	Sexual Health in Medicine: An Overview (Lecture)
	· Become familiar with the terminology used in the assessment of sexual health 

· Sexuality - person's perceptions, thoughts, feelings, behaviors related to sexual identity and sexual interactions with others 

· Gender - assigned at birth based on external genitalia 

· Gender identity - sense of being male or female (develops age 2-3) 

· Gender role - set of expectations based on gender assigned at birth 

· Sexual identity - sense of identity, defined by forming emotional attachment and erotic responses based on the sex of the other person 

· Sexually healthy individuals have: control over their fertility, avoid unwanted pregnancy, free from reproductive disorders, avoid STIs, are comfortable expressing their sexuality 

· Understand the sexual expression is a necessary component of overall health and well-being throughout life 

· Describe the physiology of the adult human sexual response 

· Understand that sexual functioning occurs within the context of an individual's values, beliefs, self-concepts, and relationships 

· Understand the importance of taking a sexual history in all patients 

· Recognize that physicians have difficulties taking a sexual history from their patients 

· Outline techniques for taking the sexual history and identifying sexual health problems 

· Learn to identify behavioral risk factors for STIs and counsel patients on safe sex practices
	
	· What basic information do I need to know to elicit a sexual health history? 

· Birth - 2 years: genital touching, genitopelvic stimulation, can orgasm as young as 6 months 

· 2-4 years: affectionate behavior, genital differences (3 years), show and tell and interested in where babies come from (4 years) 

· 5-7 years: become modest, greater awareness and interest in sex differences, start using slang vocab and joke about elimination 

· 8-10 years: intensified interest in romantic interests, dating, kissing, fondling 

· 10-21 years: self stimulation, sexual behavior with peers, masturbation (with association) 

· Phases 

· Excitement 

· Desire - cognitive, emotional, physiological readiness to initiate, or take part 

· Arousal - stimulation 

· NT and hormones cause vasodilation, increased blood flow to genitals

· Plateau - heart rate increases, respiration becomes more rapid, BP is elevated, large skeletal muscle groups voluntarily contract; 30 sec - 3 minutes

· Orgasm - serotonin, build up of muscle tension (contraction in specific frequency), involuntary contraction of IAS and EAS, increased BP and HR

· Resolution - brings body back to resting stage by disgorgement, faster if orgasm occurs, sense of well-being

	Human Sexuality (Lecture and Panel)
	· Learn about sexual values, beliefs, practices, and lifestyles that you may encounter in different patient populations 

· Develop a non-judgmental approach to sexual lifestyles, etc, that may differ from your own 

· Listen to what patients expect physicians to known and ask about sexual health
	· A study of human sexuality is only complete and honest if it includes homosexuality; therefore, physicians need to have a non-judgmental understanding of homosexuality 

· Since approximately 10% of the population are homosexual, physicians need to be able to relate sensitively to patients who identify themselves as such 

· Patients should be made aware of the health risks in certain kinds of sexual activity and given realistic and useful help in avoidance of such risks 

· Sexual minorities are less likely to see physicians for preventive care because of fear of discrimination
	· What does a physician need to know about interviewing homosexual patients? 

· GB men - 2x to smoke, LB women also heavy smokers; LB women have higher reported EtOH consumption, higher rates of substance abuse, LB more likely to be overweight and participate in vigorous activity 

· GLB - increased cancer risks and mental health disorders

	6.1
Asking about Psychological Issues in the Patient Interview
	· Practice interviewing a patient that presents with abdominal pain 

· sexual history 

· history pertaining to abuse/violence 

· history related to EtOH/ tobacco/ substance use 

· history related to stress/ anxiety 

· history related to risk behaviors 

· Practice taking a history that includes asking about these issues in a sensitive and nonjudgmental way 

· Be aware that there are confidentiality and legal issues involved in obtaining this information 

· Elicit a history of abdominal symptoms by asking appropriate questions
	· Illness and disease frequently are associated with psychosocial issues 

· Obtaining a history from a patient must include information on psychosocial issues
	· How do I obtain information on the psychosocial elements of a history? 

· pack years = # of cigs per day x # of years smoked

	6.2
Psychological Issues and Disease: Using the Information Obtained in the Course of Taking the History
	· Using the information obtained in the course of taking a history, discuss 

· Confidentiality and ethical implications 

· Legal implications 

· Identifying and dealing with depression/suicidal ideation 

· Identifying resources for patients who have been victims of domestic and sexual violence or who are dealing with problems of depression/suicidal ideation 

· Discuss the case of Julie Samples, including: 

· The physical examination findings 

· Problem list and differential diagnosis 

· Options for assisting Julie Samples
	· Ethical and legal issues influence the physician/patient relationship 

· Physicians must attempt to identify and assist patients dealing with interpersonal violence and/or depression
	· How can psychosocial data gathering help with diagnosis and treatment plan? 

· birth control and contraceptives can be provided to minor without parental consent (or knowledge).... as well as STD treatment (disclosure at discretion of provider) 

· depression - persistent sad, anxious, empty mood; sleeping too little or too much; changes in weight or appetite; loss of pleasure or interest in activities; feeling restless or irritable; persistent physical Sx that do not respond to treatment; difficulty concentrating, remembering, or making decisions; fatigue, loss of energy; feeling guilty, hopeless, worthless; thoughts of death or suicide 

· Directly questions depressed patients about suicidal ideation

	The Aging Patient (Self Study)
	· Understand commonly held false beliefs about the elderly 

· ageism

· heterogenous and affects different tissues and organs differently in different individuals at different rates

· State general demographic facts about the elderly 

· population to double to 69 million in the next 30 years 

· life expectancy - 76.9 years at birth; 84.2/81.3 at the age of 65 

· incidence of disease and disability increases -- 25% have 1 IADL lost; 10-30% are incontinent; 1/3 of 75+ fall each year 

· List common conditions/ syndromes for which elderly are at risk and describe in general terms common primary prevention recommendations for the geriatric patient 

· Conduct a basic screen for functional status 

· mild dementia - IADL impaired, ADL intact; independent living ok 

· moderate - no IADLs, ADLs independently or with assistance; supervision required 

· severe - unable to perform most ADLs, incoherent, mute, or incontinent

· Conduct a basic screen for dementia and depression
	· There are common conditions/syndromes among the elderly which should be screened for in routine practice 

· Healthy lifestyle behaviors reduce the morbidity associated with advanced aging 

· Maintaining independence and mobility are key goals for elderly patients
	· Are there health issues for the elderly that are different than those at other stages of the life cycle? 

· aging and disease are to separate things 

· dementia - memory impairment (aphasia, apraxia,  agnosia) difficulty learning new material, lose valuables, may forget previously learned material, difficulty with spatial tasks 

· depression - may be mistaken for dementia; aches and pains that don't go away, irritability, problems eating and weight, tiredness, lack of energy, empty, sad, anxious 

· delirium - systemic infections, metabolic disorders, liver/kidney disease, post-op states, withdrawal from psychoactive; develops abruptly and fluctuates; disturbances of consciousness, change in congition 

· incontinence

· falls 

· osteoporosis 

· sleep disorders 

· pain 

· elder mistreatment 

· substance abuse 

· home safety

· polypharmacy - have them bring in all medication, prescribe only when necessary, chose drugs carefully, give verbal and written instructions, involve families

	7.1
Geriatric Assessment
	· Be able to list the more common conditions in the diff dx of memory loss in the older patient 

· Practice interviewing a patient with memory loss 

· Become familiar with the MMSE and the Geriatric Depression Scale and their use in assessing an older patient with memory loss 

· Discuss the role of polypharmacy in potentially causing memory loss 

· Understand the importance of the family in the care of some elderly patients 

· Practice a basic neurological examination
	· Memory loss in the elderly can be caused by a number of conditions including but not limited to dementia, depression, and/or effects of drugs and alcohol 

· The patient's history and the results of the clinical screening test can frequently suggest the cause of memory loss in the older patient before imaging studies; laboratory tests and other diagnostic studies are obtained 

· The family frequently has an important role in the care of patients
	· How do I evaluated the older patient who presents with memory loss?

	7.2
Issues in Healthy Aging
	· Practice screening for functional ADLs and IADLs 

· Demonstrate elementary knowledge of primary geriatric conditions 

· Demonstrate elementary knowledge of primary prevention (nutrition, exercise, psychosoical interventions to maximize function to allow independent living) 

· Demonstrate the ability to obtain a history from an older patient, use basic clinical screening tools to assess their functional status, and provide them with general advice in the area of primary prevention
	· As patients age, maintaining the quality of life, measured by the ability to maintain autonomy and independence, becomes as important as maintaining quantity of life 

· Specific clinical tools can be used to determine a patient's current functional status and to establish a baseline for comparison to future assessments of function
	· What do I need to know about interviewing a healthy elderly patient? 

· ADLs - basic self care (bathing, dressing, grooming, feeding) 

· IADLs - management of finances, food preparation, housekeeping, shopping, telephone, transportation


