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Advances in Geriatrics

Current Approaches
to Measuring Functional
Status Among Older Adults in
VA Primary Care Clinics

Malena J. Spar; Francesca M. Nicosia, PhD; Michael A. Steinman, MD; and Rebecca T. Brown, MD, MPH

VA primary care clinics had widely varying approaches for assessing and
documenting the functional status of geriatric patients.

he ability to perform activi-

ties of daily living (ADLs),

commonly called functional

status, is central to older
adults’ quality of life (QOL) and
independence.’? Understanding
functional status is key to improv-
ing outcomes for older adults. In
community-dwelling older adults
with difficulty performing basic
ADLs, practical interventions, in-
cluding physical and occupational
therapy, can improve functioning
and prevent functional decline.>*
Understanding function also is
important for delivering patient-
centered care, including individual-
izing cancer screening,’ evaluating
how patients will tolerate interven-
tions,’? and helping patients and
families determine the need for
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long-term services and supports.

For these reasons, assessing func-
tional status is a cornerstone of geri-
atrics practice. However, most older
adults are cared for in primary care
settings where routine measure-
ment of functional status is uncom-
mon.'"!" Although policy leaders
have long noted this gap and the
obstacle it poses to improving the
quality and outcomes of care for
older adults, many health care sys-
tems have been slow to incorporate
measurement of functional status
into routine patient care.'*'*

Over the past several years, the
VA has been a leader in the efforts
to address this barrier by imple-
menting routine, standardized
measurement of functional status
in primary care clinics. Initially, the
VA encouraged, but did not require,
measurement of functional status
among older adults, but the imple-
mentation barriers and facilitators
were not formally assessed.'” In a
postimplementation evaluation, the
authors found that a relatively small
number of medical centers imple-

mented functional measures. More-
over, the level of implementation
seemed to vary across sites. Some
sites were collecting complete mea-
sures on all eligible older patients,
while other sites were collecting
measures less consistently.'

As part of a national VA initia-
tive to learn how best to implement
standardized functional status mea-
surement, the authors are conduct-
ing a qualitative study, including a
formal assessment of barriers and
facilitators to implementing func-
tional assessments in VA primary
care clinics. In the current project,
which serves as formative work
for this larger ongoing study, the
authors identified and described
current processes for measuring
functional status in VA primary care
patient aligned care team (PACT)
and Geriatric (GeriPACT) clinics.

METHODS

A rapid qualitative analysis ap-
proach was used, which included
semistructured interviews with pri-
mary care stakeholders and rapid
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data analysis to summarize each
clinic’s approach to measuring
functional status and develop pro-
cess maps for each clinic (eFigures
1, 2, 3, and 4, available at fedprac
.com). Interviews and analyses were
conducted by a team consisting of
a geriatrician clinician-researcher,
a medical anthropologist, and a
research coordinator. The institu-
tional review boards of the San Fran-
cisco VAMC and the University of
California, San Francisco approved
the study.

Sampling Strategy

In order to identify VAMCs with
varying approaches to assessing
functional status in older patients
who attended primary care ap-
pointments, the study used a crite-
rion sampling approach.'®” First,
national “health factors” data were
extracted from the VA Corporate
Data Warehouse (CDW). Health
factors are patient data collected
through screening tools called
clinical reminders, which prompt
clinic staff and providers to enter
data into checkbox-formatted
templates. The study then identi-
fied medical centers that collected
health factors data from patients
aged > 65 years (157 of 165 medi-
cal centers). A keyword search iden-
tified health factors related to the
Katz ADL (bathing, dressing, trans-
ferring, toileting, and eating), and
Lawton Instrumental ADL (IADL)
Scale (using the telephone, shop-
ping, preparing food, housekeeping,
doing laundry, using transportation,
managing medications, and manag-
ing finances).'®!? Health factors that
were not collected during a primary
care appointment were excluded.

Of the original 157 medical cen-
ters, 139 met these initial inclusion
criteria. Among these 139 medi-
cal centers, 66 centers did not col-

lect complete data on these 5 ADLs
and 8 IADLs (eg, only ADLs or only
IADLs, or only certain ADLs or
IADLs).

Two medical centers were selected
in each of the following 3 categories:
(1) routinely used clinical remind-
ers to collect standardized data on
the Katz ADL and the Lawton IADL
Scale; (2) routinely used clinical re-
minders to collect functional status
data but collected partial informa-
tion; and (3) did not use a clinical
reminder to collect functional status
data. To ensure that these 6 medi-
cal centers were geographically rep-
resentative, the sample included at
least 1 site from each of the 5 VA re-
gions: 1 North Atlantic, 1 Southeast,
1 Midwest, 2 Continental (1 from
the northern Continental region and
1 from the southern), and 1 Pacific.
Three sites that included GeriPACTs
also were sampled.

Primary care PACT and
GeriPACT members from these
6 medical centers were recruited to
participate. These PACT members
included individuals who can assess
function or use functional status
information to inform patient care,
including front-line nursing staff
(licensed practical nurses [LPNs],
and registered nurses [RNs]), pri-
mary care providers (medical doc-
tors [MDs] and nurse practitioners
[NPs]), and social workers (SW5s).

Local bargaining units, nurse
managers, and clinic directors pro-
vided lists of all clinic staff. All
members of each group then re-
ceived recruitment e-mails. Phone
interviews were scheduled with
interested participants. In several
cases, a snowball sampling ap-
proach was used to increase enroll-
ment numbers by asking interview
participants to recommend col-
leagues who might be interested in
participating.'’

Data Collection

Telephone interviews were conducted
between March 2016 and October
2016 using semistructured guides
developed from the project aims and
from related literature in implemen-
tation science.”?! Interview domains
included clinic structure, team mem-
ber roles and responsibilities, current
practices for collecting functional sta-
tus data, and opinions on barriers and
facilitators to assessing and recording
functional status (Appendix, available
at www.fedprac.com). Interviews were
recorded and transcribed verbatim.

Data Analysis

Rapid analysis, a team-based quali-
tative approach was used to engage
efficiently and systematically with
the data.?>* This approach allowed
results to be analyzed more quickly
than in traditional qualitative analy-
sis in order to inform intervention
design and develop implementation
strategies.”? Rapid analysis typically
includes organization of interview
data into summary templates, fol-
lowed by a matrix analysis, which
was used to create process maps.”*

Summary Templates

Summary templates were devel-
oped from the interview guides by
shortening each question into a rep-
resentative code. The project team
then read the transcripts and sum-
marized key points in the appro-
priate section of the template. This
process, known as data reduction, is
used to organize and highlight ma-
terial so conclusions can be drawn
from the data easily.”? In order to
maintain rigor and trustworthi-
ness, one team member conducted
the interview, and a different team
member created the interview sum-
mary. All team members reviewed
each summary and met regularly to
discuss results.
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The summary templates were
converted into matrix analyses, a
method of displaying data to iden-
tify relationships, including com-
monalities and differences.?* The
matrixes were organized by stake-
holder group and clinic in order to
compare functional status assess-
ment and documentation workflows
across clinics.

Process Maps

Finally, the team used the ma-
trix data to create process maps for
each clinic of when, where, and by
whom functional status informa-
tion was assessed and documented.
These maps were created using Mi-
crosoft Visio (Redmond, WA). The
maps integrated perspectives from all
participants to give an overview of
the process for collecting functional
status data in each clinic setting. To
ensure accuracy, participants at each
site received process maps to solicit
feedback and validation.

RESULTS

Forty-six participants at 6 medical
centers (20 MDs and NPs, 19 RNs
and LPNs, and 7 SWs) from 9 pri-
mary care clinics provided samples
and interviews. The study team
identified 3 general approaches
to functional status assessment:
(1) Routine collection of functional
status data via a standardized clini-
cal reminder; (2) Routine collection
of functional status data via meth-
ods other than a clinical reminder
(eg, a previsit telephone screen
or electronic note template); and
(3) Ad hoc approaches to measuring
functional status (ie, no standard
or routine approach to assessing
or documenting functional status).
The study team selected 4 clinics
(2 PACTs and 2 GeriPACTs) clinics
to serve as examples of the 3 identi-
fied approaches.

The processes for functional sta-
tus assessment in each of 4 clinics are
summarized in the following detailed
descriptions (Table).

Clinic 1

Clinic 1 is a GeriPACT clinic that
routinely assesses and documents
functional status for all patients (efig-
ure 1, available at feprac.com). The
clinics current process includes 4 ele-
ments: (1) a patient questionnaire;
(2) an annual clinical reminder ad-
ministered by an RN; (3) a primary
care provider (PCP) assessment; and
(4) a postvisit SW assessment if re-
ferred by the PCP.

All newly referred patients are
mailed a paper questionnaire that in-
cludes questions about their medical
history and functional status. The pa-
tient is asked to bring the completed
questionnaire to the first appoint-
ment. The clinic RN completes this
form for returning patients at every
visit during patient intake.

Second, the clinic uses an annual
functional status clinical reminder
for patients aged > 75 years. The re-
minder includes questions about a
patient’s ability to perform ADLs
and IADLs with 3 to 4 response op-
tions for each question. If the clini-
cal reminder is due at the time of a
patient appointment, the RN fills
out the reminder using information
from the paper questionnaire. The
RN also records this functional status
in the nursing intake note. The RN
may elect to designate the PCP as a
cosigner for the nursing intake note
especially if there are concerns about
or changes in the patient’s functional
status.

Third, the RN brings the paper
form to the PCP, who often uses
the questionnaire to guide the pa-
tient history. The PCP then uses the
questionnaire and patient history to
complete a functional status template

within their visit note. The PCP also
may use this information to inform
patient care (eg, to make referrals to
physical or occupational therapy).

Finally, the PCP might refer the
patient to SW. The SW may be able
to see the patient immediately after
the PCP appointment, but if not, the
SW follows up with a phone call to
complete further functional status as-
sessment and eligibility forms.

In addition to the above assess-
ments by individual team members,
the PACT has an interdisciplinary
team huddle at the end of each clinic
to discuss any issues or concerns
about specific patients. The huddles
often focus on issues related to func-
tional status.

Clinic 2

Clinic 2 is a primary care PACT clinic
that routinely assesses and docu-
ments functional status (eFigure 2,
available at fedprac.com). The clinic
process includes 3 steps: an annual
clinical reminder for patients aged
> 75 years; a PCP assessment; and a
postvisit SW assessment if referred by
the PCP.

First, patients see an LPN for the
intake process. During intake, the
LPN records vitals and completes rel-
evant clinical reminders. Similar to
Clinic 1, Clinic 2 requires an annual
functional status clinical reminder
that includes ADLs and IADLSs for pa-
tients aged > 75 years. Patient infor-
mation from the intake and clinical
reminders are recorded by the LPN
in a preventative medicine note in the
electronic health record. This note is
printed and handed to the PCP.

The PCP may review the preventa-
tive medicine note prior to complet-
ing the patient history and physical,
including the functional status clini-
cal reminder when applicable. If the
PCP follows up on any functional is-
sues identified by the LPN or com-

28 - FEDERAL PRACTITIONER -« SEPTEMBER 2017

www.fedprac.com



pletes further assessment of patient
function, he or she may use this in-
formation to refer the patient to ser-
vices or to place a SW consult; the
PCP’s functional assessment is docu-
mented in a free-form visit note.

When the SW receives a con-
sult, a chart review for social history,
demographic information, and pre-
vious functional status assessments
is conducted. The SW then calls the
patient to administer functional and
cognitive assessments over the phone
and refers the patient to appropriate
services based on eligibility.

Clinic 3

Clinic 3 is a GeriPACT clinic where
functional status information is rou-
tinely collected for all new patients
but may or may not be collected for
returning patients (eFigure 3, avail-
able at fedprac.com). The process for
new patients includes a previsit SW
assessment; an informal LPN screen-
ing (ie, not based on a standardized
clinical reminder); a PCP assessment;
and a postvisit SW assessment if re-
ferred by the provider. The process
for returning patients is similar but
omits the previsit social work as-
sessment. New patients complete a
comprehensive questionnaire with a
SW before their first clinic visit. The
questionnaire is completed by phone
and involves an extensive social and
medical history, including an assess-
ment of ADLs and TADLs. This as-
sessment is recorded in a free-form
social work note.

Next, both new and returning
patients see an LPN who completes
the intake process, including vi-
tals and clinical reminders. Clinic
3 does not have a clinical reminder
for functional status. However, the
LPN could elect to ask about ADLs
or IADLs if the patient brings up a
functional issue related to the chief
symptom or if the LPN observes

GERIATRIC FUNCTIONAL STATUS ASSESSMENT

Table. Approaches to Functional Status Assessment for Older
Veterans in 4 VA Primary Care PACT and GeriPACT Clinics

Clinic1 | Clinic2 | Clinic 3 | Clinic 4
(GeriPACT) | (PACT) |(GeriPACT)| (PACT)
Clinical reminder (for patients aged > 75 years) Yes Yes No No
Optional electronic templated functional status Yes No Yes Yes
note (completed by provider)
Previsit social work assessment for new patients No No Yes No
Daily team huddle, including discussion of FS Yes No No No

Abbreviations: FS, functional status; PACT, patient aligned care team.

something that indicates possible
functional impairment, such as
difficulty walking or a disheveled
appearance. If discussed, this infor-
mation is recorded in the LPN in-
take note, and the LPN also could
verbally inform the PCP of the pa-
tient’s functional status. The RN is
not formally involved in intake or
functional status assessment in this
clinic.

Finally, the patient sees the PCP,
who may or may not have reviewed
the LPN note. The PCP may assess
functional status at his or her dis-
cretion, but there was no required
assessment. The PCP could com-
plete an optional functional status
assessment template included in
the PCP visit note. The PCP can
refer the patient to services or to
SW for further evaluation.

Clinic 4

Clinic 4 is a primary care PACT
clinic that does not routinely mea-
sure functional status (eFigure 4,
available at fedprac.com). The ap-
proach includes an informal LPN
screening (ie, not based on a stan-
dardized clinical reminder); a PCP
assessment; and a postvisit social
worker assessment if referred by

the provider. These steps are very
similar to those of clinic 3, but they
do not include a previsit SW assess-
ment for new patients.

Although not represented within
the 4 clinics described in this arti-
cle, the content of functional status
clinical reminders differed across
the 9 clinics in the larger sample.
Clinical reminders differed across
several domains, including the type
of question stems (scripted ques-
tions for each ADL vs categories for
each activity); response options (eg,
dichotomous vs > 3 options), and
the presence of free-text boxes to
allow staff to enter any additional
notes.

DISCUSSION

Approaches to assessing and doc-
umenting functional status varied
widely. Whereas some clinics pri-
marily used informal approaches to
assessing and documenting func-
tional status (ie, neither routine nor
standardized), others used a rou-
tine, standardized clinical reminder,
and some combined several stan-
dardized approaches to measuring
function. The study team identified
variability across several domains
of the functional status assessment

www.fedprac.com
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process, including documentation,
workflow, and clinical reminder
content.

Approaches to functional assess-
ment differed between GeriPACT
and PACT clinics. Consistent with
the central role that functional
status assessment plays in geriat-
rics practice, GeriPACTs tended to
employ a routine, multidisciplinary
approach to measuring functional
status. This approach included stan-
dardized functional assessments by
multiple primary care team mem-
bers, including LPNs, SWs, and
PCPs. In contrast, when PACTs
completed standardized functional
status assessment, it was generally
carried out by a single team mem-
ber (typically an LPN). The PCPs in
PACTs used a nonroutine approach
to assess functional status in which
they performed detailed functional
assessments for certain high-risk
patients and referred a subset for
further SW evaluation.

These processes are consistent
with research showing that stan-
dardized functional status data are
seldom collected routinely in non-
geriatric primary care settings.!!
Reports by PCPs that they did not
always assess functional status also
are consistent with previous research
demonstrating that clinicians are not
always aware of their patients’ func-
tional ability.'°

In addition to highlighting dif-
ferences between GeriPACT and
PACTs, the identified processes il-
lustrate the variability in documen-
tation, clinic workflow, and clinical
reminder content across all clinics.
Approaches to documentation in-
cluded checkbox-formatted clinical
reminders with and without associ-
ated nursing notes, patient question-
naires, and templated PCP and SW
notes. Clinics employed varying ap-
proaches to collect functional status

information and to ensure that those
data were shared with the team.
Clinic staft assessed functional status
at different times during the clini-
cal encounter. Clinics used several
approaches to share this informa-
tion with team members, including
warm handoffs from LPNs to PCPs,
interdisciplinary team huddles, and
electronic signoffs. Finally, clinical
reminder content varied between
clinics, with differences in the word-
ing of ADL and IADL questions as
well as in the number and type of
response options.

This variability highlights the
challenges inherent in developing
a routine, standardized approach
to measuring functional status that
can be adapted across primary care
settings. Such an approach must
be both flexible enough to accom-
modate variation in workflow and
structured enough to capture accu-
rate data that can be used to guide
clinical decisions. Capturing ac-
curate, standardized data in CDW
also will inform efforts to improve
population health by allowing VHA
leaders to understand the scope of
disability among older veterans and
plan for service needs and interven-
tions.

Whereas the larger qualita-
tive study will identify the spe-
cific barriers and facilitators to
developing and implementing such
an approach, current clinic processes
present here offer hints as to which
features may be important. For ex-
ample, several clinics collected func-
tional status information before the
visit by telephone or questionnaire.
Therefore, it will be important to
choose a functional status assess-
ment instrument that is validated for
both telephone and in-person use.
Similarly, some clinics had structured
clinical reminders with categoric re-
sponse options, whereas others in-

cluded free-text boxes. Incorporating
both categoric responses (to ensure
accurate data) as well as free-text (to
allow for additional notes about a
patient’s specific circumstances that
may influence service needs) may be
one approach.

Limitations
This study’s approach to identify-
ing clinic processes had several
limitations. First, the authors did
not send process maps to clinic di-
rectors for verification. However,
speaking with PACT members who
carry out clinic processes is likely
the most accurate way to identify
practice. Second, the results may
not be generalizable to all VA pri-
mary care settings. Due to resource
limitations and project scope, com-
munity-based outpatient clinics
(CBOCs) were not included. Com-
pared with clinics based in medical
centers, CBOCs may have different
staffing levels, practice models, and
needs regarding implementation of
functional status assessment.
Although 46 participants from 9
clinics were interviewed, there are
likely additional approaches to mea-
suring functional status that are
not represented within this sample.
In addition, 3 of the 4 clinics in-
cluded are affiliated with academic
institutions, and all 4 are located in
large cities. Efforts to include rural
VAMCs were not successful. Finally,
clinic-level characteristics were not
reported, which may impact clinic
processes. Although study partici-
pants were asked about clinic char-
acteristics, they were often unsure or
only able to provide rough estimates.
In the ongoing qualitative study, the
authors will attempt to collect more
reliable data about these clinic-level
characteristics and to examine the
potential role these characteristics
may play as barriers or facilitators
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to implementing routine assessment
of functional status in primary care
settings.

CONCLUSION

VA primary care clinics had widely
varying approaches for assessing and
documenting functional status. This
work along with a larger ongoing
qualitative study that includes inter-
views with veterans will directly in-
form the design and implementation
of a standardized, patient-centered
approach to functional assessment
that can be adapted across varied
primary care settings. Implementing
standardized functional status mea-
surement will allow the VA to serve
veterans better by using functional
status information to refer patients
to appropriate services and to deliver
patient-centered care with the poten-
tial to improve patient function and
quality of life. @
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