OLDER PEOPLE
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older people in primary care: a cross-sectional
survey of Australian general practitioners
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lobally, many countries are projected

to experience ageing populations.! In

Australia, approximately 15% of the
population was aged 65 or older in 2017, with
this figure expected to rise to 22% by 2057.2
Older people tend to experience higher rates
of chronic disease, including many age-
related conditions such as dementia, stroke
and chronic obstructive pulmonary disease.
These are associated with high disease
burden,? and require governments and health
systems to carefully plan for the growing
service needs of the ageing population.

Older populations are diverse with respect

to their healthcare and social service needs.*
Therefore, to address the needs of multiple
subpopulations, it has been suggested that
multifaceted approaches forimproving health
outcomes for older people are needed,*
including a focus on primary, secondary and
tertiary prevention.® Given this, primary care
has an important role to play in optimising
the health of older people.>® Preventive care
and screening for chronic disease, as well

as a whole-person focus, which takes into
account the patient’s social and emotional
wellbeing, are considered part of the core role
of primary care. In this context, the Australian
Government introduced a Medicare-rebated
health assessment for older people in 1999.
The 75+ Health Assessment is designed

to be a proactive method of assessing the
health needs of older Australians, with a

Abstract

Objective: To examine general practitioners’ views about how health assessments for older
people should be conducted.

Methods: General practitioners were randomly sampled from a national database of medical
practitioners and invited to complete a survey. Survey items explored general practitioners’
views about essential components of a 75+ Health Assessment and who should assess each
component, consultation time, use of standardised templates and tools, and home visits.

Results: Overall, 185 (19.2%) general practitioners participated. Of 61 items presented, 24
were rated ‘essential’ by >70% of practitioners, with an average estimated consultation time

of 65 minutes. Of the 24 essential items, it was perceived that 21 could be assessed by either a
general practitioner or clinic nurse. Most practitioners indicated a standardised template (86%)
and standardised tools for complex issues (79%) should be used, and home visits conducted
(75%).

Conclusions: General practitioners agreed on 24 items as essential for every health assessment,
with assessments estimated to take more than one hour.

Implications for public health: Increases to remuneration for prolonged assessments or
mechanisms for improving efficiency and quality of assessments are needed. Acceptable
mechanisms may include standardised patient-reported tools, standardised templates and the
use of non-medical staff to assist with assessments.
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view to preventing future health problems how these should ideally be implemented.

and/or early intervention to prevent existing While a broad range of health concerns
problems from progressing.5” may be assessed as part of an older person
Previous Australian studies have reported health assessment, there is no core set of
indicators that is required to be assessed.
Further, the use of standardised tools or

methods to assess complex health concerns

modest uptakes of health assessments
among older people.®'° However, despite
being implemented in 1999, there are little

data to date on how the assessment is such as cognition and mood are not required.

implemented in day-to-day practice, or on Variability in these factors may affect the

the views of general practitioners (GPs) about overall quality of health assessments and
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Older People

their capacity to meaningfully contribute to
improved health outcomes for patients.'
Therefore, this study aims to investigate GPs’
views about how health assessments for older
people should ideally be conducted.

Aims

To examine GPs'views regarding: 1) which
issues are essential to assess within a 75+
Health Assessment; 2) how long it would take
to conduct a health assessment that included
all elements that they considered essential;

3) how the 75+ Health Assessment should

be conducted; 4) attitudes toward the use

of standardised tools within the 75+ Health
Assessment; and 5) to examine whether

GP and practice-related characteristics are
associated with GP views about how the

75+ Health Assessment should ideally be
conducted.

Design

A cross-sectional survey of GPs.

Methods

Eligibility

GPs currently practising in Australian
community general practices were eligible
to participate. GPs who were no longer
practising (e.g. retired) or on extended leave
(e.g. maternity leave) were excluded. GPs for

whom a current mailing address could not be
obtained were also excluded.

Sampling and randomisation

The Australian Medical Publishing Company
(AMPCo) database is the most comprehensive
database of medical practitioners in
Australia. The AMPCo database held the
details of 24,574 GPs at the time of this
study, representing approximately 83%

of all practising Australian GPs.'> AMPCO
provided a random sample of 1,000 GPs.
Fifteen of these had no contact details listed
in the database and were excluded, leaving
a sample of 985 potentially eligible GPs, of
which 75% (n=738) were from metropolitan
areas and 25% (n=247) were from non-
metropolitan areas. This reflected the
distribution of Australian GPs.?

Recruitment

GPs were mailed an invitation to participate,
containing an information sheet, a pen-and-
paper survey, and a reply-paid envelope

to return the completed survey. A’‘do not
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contact form’ was provided for GPs to return if
they wanted to actively decline participation
and not receive any reminders about the
survey. Non-responders were sent one or two
written reminders up to a maximum of three
weeks of non-response. All GPs who returned
a survey were mailed a $20 gift card as a
token of appreciation.

Measures
Development of the survey

Available templates for health assessments
were identified, via a Google search, as well as
a search of the websites of key organisations
such as the Royal Australian College of
General Practitioners. Eight templates were
identified. Health issues recommended

for assessment in each template were
extracted and compiled into an initial list
containing 43 health issues. A draft survey
was developed to elicit respondents’ views
on whether each item should be assessed
for all, most, some or no patients as part of a
75+ Health Assessment. An expert advisory
group consisting of geriatricians, GPs, nurses
and researchers was convened to provide
feedback on the draft survey. Specifically,
they were asked to provide feedback on

the content of the survey and refinement

of the wording of the questions. Additional
assessment items were also added as a result
of this process. (See Supplementary File 1 for
a copy of the survey).

Components of the 75+ Health Assessment

Participants were presented with a list of 61
items that could be explored as part of an
older person’s health assessment. The items
related to: past history (3 items), medical care
(5 items), social, demographic and financial
(12 items), managing at home (8 items),
physical functioning (10 items), modifiable
risk factors (5 items), cancer screening (3
items), respiratory health (2 items), bone
health (2 items), cardiovascular health (3
items), mental health and cognition (2
items), the patient perspective (2 items),
and four other items exploring blood sugar
testing, urinalysis, renal function and risk

of preventable hospitalisation. Participants
were asked to rate how important it was
that each of the 61 health concerns was
assessed as part of a 75+ Health Assessment.
Four response options were provided: 1)
essential — should be done in every health
assessment; 2) important but not essential —
should be done in most health assessments;
3) optional - should be done if it's required

© 2021 The Authors

for a particular patient; and 4) not important
- should not be done as part of a health
assessment. For each item, participants were
then asked to indicate who should conduct
the assessment:‘Nurse or GP"or ‘GP only".

Time required to conduct a health
assessment

Participants were asked to consider the health
issues they indicated as essential to conduct
during every health assessment and estimate
how long it would take to assess all of these
issues. Participants could provide their
responses in hours and/or minutes.

Views about how health assessments
should be implemented

Participants were asked whether a
standardised template should be used to
record the results of a health assessment
(yes/no); whether home visits should be
conducted as part of the older person health
assessment (yes/no); and who, ideally, should
conduct the visit (nurse; doctor; or other
health professional - please specify).

Attitudes to use of standardised tools

A standardised assessment tool was defined
as a set of questions that have been proven to
accurately and acceptably identify the issue
of interest. Participants were asked whether
a standardised assessment tool should be
used to assess complex health concerns such
as mood and cognition (yes/no/unsure). Five
items were also used to explore attitudes
toward the use of standardised tools within a
health assessment. Responses were provided
using a Likert scale (strongly agree/ agree/
disagree/ strongly disagree).

GP and workplace characteristics

Eight items explored the participants’

age, sex, how many older person health
assessments conducted in the past month;
number of years practising as a GP, number
of GPs working in their practice and number
of practice nurses, as well as whether the
practice bulk billed. GPs were also asked

to indicate whether they were a fellow of
the Royal Australian College of General
Practitioners (RACGP) or Australian College of
Rural and Remote Medicine (ACRRM).

Statistical analysis

SAS 9.4 software was used for the analyses.
Consent bias (gender, geographical location)
was assessed using chi-square analyses. To
examine GP views regarding which issues to
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assess as part of a 75+ Health Assessment,

a frequency table (n = number of GPs)

was generated for each of the 61 health
assessment items with four response options:
essential, important, optional and not
important. Next, looking across all 61 items
collectively for each GP, the total number of
items (k = number of items) was counted for
each response category: essential, important,
optional and not important. Individual items
were judged ‘essential’if rated as such by 70%
or more of GPs. A cut point of 70% or greater
reflects one of the standard approaches for
measuring consensus.'* The mean number
of essential, important, optional and not
important items (k) selected was calculated
across all GPs. Next, descriptive statistics
(mean, median, range, and interquartile
range) were generated to examine the total
time required to assess the items deemed
essential. To examine GPs views about

how the 75+ Health Assessment should be
conducted, and their attitudes towards the
use of standardised tools, frequency tables
were generated (n = number of GPs). Finally,
chi-square analyses were conducted to
examine whether GP and practice-related
characteristics were associated with GP views
across five key outcome variables. For each
outcome variable, GPs were classified as those
who: 1) agreed on at least the 24 essential
items versus those who did not; 2) indicated

a nurse or GP could assess most items (50
items or more) versus those who did not; 3)
indicated a standardised template should be
used versus should not be used; 4) indicated
a home visit should ideally be conducted
versus should not be conducted; 5) indicated
standardised tools ideally should be used to
assess complex health concerns versus did
not agree or not sure they should be used.
The GP and practice characteristics examined
were: gender (male, female); age group in
years (<45, 46-55, 56-65, >66); number of
years practising as a GP (10, 11-20, more
than >20), practice location (metropolitan;
non-metropolitan) and practice size (small:
<4 full time equivalent GPs, medium: 4-9 GPs,
large: >10 GPs).

Results

Recruitment and data collection occurred
from March to September 2019. Of the 985
GPs who were invited to participate, 21 were
subsequently judged ineligible (10 did not
have a valid practice address; three were
retired; three were no longer practising in
Australia; three were no longer practising
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as GPs; and two were on parental leave).

This left a total of 964 eligible GPs. Of these,
185 (19.2%) returned a survey. There was

no difference between consenters and
non-consenters with respect to gender
(x*[11=0.420, p=0.517), or geographic location
(x*[11=0.673, p=0.412). The characteristics of
consenting participants and non-consenters
are presented in Table 1.

What should be assessed and how
long is the consultation?

Of the 61 items presented, on average,

GPs endorsed 38 items as essential, 14

as important, 7 as optional, and 1 as not
important. Missing data for these questions
ranged between 0 and 3. GPs were asked to
estimate how long it would take to assess
all the items that they had rated as essential.
Estimates ranged from 10 to 180 minutes

Article

with an average of 64.75 minutes (median =
60 minutes).

Of the 61 items, 24 were rated as essential
(should be done in all health assessments)
by 70% or more of GPs. Of these 24 essential
items, there was consensus that 21 could be
conducted by a GP or a clinic nurse. These
24 items are presented in Table 2 along with
GPs’views about who should conduct the
assessment. See Supplementary File 2 for
the remaining 37 items and open-ended
suggestions not summarised in Table 2.

There were no significant GP or practice-
related characteristics associated with GPs
who agreed on the 24 essential items versus
those who did not, by gender (x?[11=2.49,
p=0.115); age group (x2[3]=1.93, p=0.586);
years practising as a GP (y2[2]=5.24, p=0.073);
practice location (x?[5]=7.17, p=0.21); or
practice size (x?[1]=3.48, p=0.062).

Table 1: Participant characteristics

Gender (N=185)
Male
Female

Practice location (N=185)
Metropolitan
Regional/remote

Age (years) (N=179)
35 or younger
36-45
46-55
56-65
66 or older

Years practising as GP (N=181)
5orless
6-10
11-20
More than 20

Number GP Fellowships (N=181)*
Royal Australian College of GPs (RACGP)
Australian College of Rural and Remote Medicine (ACRRM)
No

GPs, number at participants’ practice (full time equivalent) (N=181)

Practice nurses, number at participants’ practice (full time
equivalent) (N=178)
Percentage of patients bulk billed (N=181)
Less than 10%
10-50%
51-90%
More than 90%

Number of 75+health assessments undertaken in the last month

(N=172)

Notes:

Sample size n varies due to missing responses/ data

# adds to more than 100% as multiple options allowed

Participants Non-consenters
(n=185) (n=779)
n (%) n (%)
mean (range; IQR)
97 (52) 429 (55)
88 (48) 350 (45)
135 (73) 591 (76)
50 @n 188 (24)
15 (8)
27 (15)
49 (27)
56 (€)1
32 (18)
19 (10)
18 (10)
42 (23)
102 (56)
134 (74)
15 (8)
38 (V)]
5.5(1-20;3-8)
2.2(0-8;1-3)
7 4
51 (28)
65 (36)
58 (32)
4.3(0-20; 2-6)

© 2021 The Authors
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Perceptions of how health
assessments should be conducted

For 85% (51/61) of the items presented on
the components of an older person’s health
assessment, 70% or more of the sample
perceived that either a GP or nurse could
conduct the assessment. A substantial
number of GPs perceived that only GPs
should assess the following: fitness to drive
(n=101, 56%); medication management and
review (n=82, 46%); renal function (n=78,
44%); risk of preventable hospitalisation
(n=75, 43%); medical history (65, 36%);
other cancer screening (n=63, 36%);
electrocardiogram (n=61, 35%); regular
specialist contact or other medical care over

Older person health assessments in primary care

the last 6 months (n=57, 32%); shortness of
breath (n=56, 31%); mammography (n=54,
31%); and bowel cancer screening (n=53,
30%). Missing data for these items ranged
between 4 and 25. There were no significant
GP or practice-related characteristics
associated with GPs who agreed that either a
nurse or GP could assess most items (50 items
or more) versus those who did not, by gender
(x*[11=0.24, p=0.622); age group (x*[3]=0.84,
p=0.840); years practising as a GP (y2[2]=2.01,
p=0.365); practice location (x*[1]=2.80,
p=0.095); or practice size (x2[2]=0.49, p=0.78).
Most respondents (n=152, 85%) indicated
that a standardised template should be used
to record the results of the health assessment.
Further, a majority of respondents (n=133,

75%) indicated that a home visit should
ideally be conducted as part of an older
person’s health assessment. When asked
who ideally should conduct a home visit,
just over half indicated a nurse (n=104, 60%)
and around one-fifth indicated a doctor
(n=36, 21%). Fewer noted a nurse and/

or doctor (n=11, 6%) or an allied health
professional (n=23, 13%). Allied health
professionals nominated by GPs included:
occupational therapist (n=17), pharmacist
(n=4), physiotherapist (n=1), social worker
(n=1), medical assistant trainee (n=1) and
care worker (n=1). Thirty-two respondents
specified more than one other health
professional. There were 13 missing responses
for this item. There were no significant GP or

Table 2: ltem most GPs (>70%) rated as essential to examine during an older person’s health assessment.
Rating of importance by GPs

Domain

Item

Patient History

Medical history

Disability history (e.g. intellectual, physical, sensory, mental)
Medical Care

Medication management and review (e.g. use of sleeping tabl
compliance issues, use of Webster packs)

Immunisation status

Regular specialists/other medical care over the last 6 months/
hospitalisation/ surgery skin cancer

Social, demographic and financial
Living arrangements (who they live with)
Managing at home

Home safety and risk of falls

Mobility and physical functioning

Gait and balance

Activities of daily living (e.g. cooking, bathing, shopping, hous
Frailty/early functional decline

Physical functioning/ symptoms
Continence

Vision

Modifiable risk factors

Physical activity

Diet and nutrition

Height, weight, body mass index

Alcohol consumption

Smoking status

Cardiovascular health

Blood pressure (including sitting and standing)
Pulse rate and rhythm

Mental health and cognition

Mood

Cognitive functioning

Patient perspective

Patient self-reported health and concerns
Patient goals for health

2021 voL. 45 no. 5

Who should assess?

Essential Important Optional Not important Nurse or GP GP only
Should be done Should be done Should be doneifits ~ Should not be done
atevery health for most health required for particular  as part of a health
assessment assessment patient assessment
n (%) n (%) n (%) n (%) n (%) n (%)
177 (96%) 5(3%) 3(2%) 0 115 (64%) 65 (36%)
150 (82%) 23(13%) 11(6%) 0 142(80%)  36(20%)
ets, 168(91%) 14(8%) 2(1%) 0 98(54%) 82 (46%)
154 (83%) 27 (15%) 4(2%) 0 170 (94%) 11(6%)
132 (72%) 37 (20%) 15 (8%) 0 123 (68%) 57 (32%)
133 (73%) 37 (20%) 12 (7%) 1(1%) 173 (98%) 4(2%)
169 (92%) 16 (9%) 0 0 169 (95%) 8(5%)
169 (92%) 15 (8%) 1(1%) 0 154 (87%) 22 (13%)
166 (91%) 16 (9%) 2(1%) 0 150 (85%) 26 (15%)
ekeeping) 159 (86%) 23 (12%) 3(2%) 0 172 (97%) 5(3%)
142 (77%) 32(17%) 10 (5%) 0 144 (80%) 35(20%)
142 (77%) 38(21%) 4(2%) 0 158 (90%) 17 (10%)
136 (74%) 42 (23%) 6(3%) 0 154 (87%) 23 (13%)
153 (83%) 29 (16%) 2(1%) 0 169 (95%) 8(5%)
153 (83%) 28 (15%) 3(2%) 0 166 (94%) 10 (6%)
153 (83%) 24 (13%) 7 (4%) 0 173 (98%) 3(2%)
151(82%) 28 (15%) 5(3%) 0 167 (94%) 10 (6%)
151 (82%) 27 (15%) 5(3%) 1(1%) 167 (95%) 9(5%)
165 (90%) 18 (10%) 1(1%) 0 164 (91%) 17 (9%)
172 (93%) 12 (7%) 0 0 150 (83%) 30 (17%)
152 (84%) 23 (13%) 7 (4%) 0 147 (83%) 31(17%)
161 (88%) 16 (9%) 5(3%) 0 143 (80%) 36 (20%)
149 (81%) 29 (16%) 4(2%) 2(1%) 143 (81%) 33(19%)
130 (71%) 43 (23%) 7 (4%) 4(2%) 143 (83%) 29 (17%)
Australian and New Zealand Journal of Public Health 509
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practice-related characteristics associated
with GP views of whether a standardised
template (ST) should be used or not; or
home visit (HV) should be conducted or
not, by gender (ST: x%[1]=0.45, p=0.501;

HV: %2[1]=1.82, p=0.178); age group (ST:
x2[3]=1.05, p=0.788; HV: »2[3]=0.13, p=0.989);
years practising as a GP (ST: x%[2]=2.31,
p=0.315; HV: %%[2]=0.825, p=0.662), practice
location (ST: %2[1]1=0.17, p=0.677; HV:
x2[1]1=0.01, p=0.944) or practice size (ST:
x2[2]=1.40, p=0.50; HV: ¢2[2]=1.86, p=0.393).

Attitudes toward the use of
standardised tools

Most respondents (n=146, 79%) agreed that
standardised tools should be used to assess
complex health issues. Most (=146, 80%)
also agreed that standardised tools are no
substitute for clinical judgement, with fewer
(n=70, 38%) agreeing that they are generally
more accurate than clinical judgement.

Most GPs (n=154, 83%), perceived that it

was important standardised assessments
were brief, easy to administer and score
(n=169, 92%), and accurate and reliable
(n=171, 93%). Between one and three
responses were missing for these items. There
were no significant GP or practice-related
characteristics associated with those GPs who
indicated standardised tools should be used
to assess complex health concerns compared
to those who did not, by gender (y2(1]=0.31,
p=0.576); age group (x2[3]=0.68, p=0.877);
years practising as a GP (y2[2]=1.40, p=0.496),
practice location (y2[1]=1.06, p=0.303) or
practice size (x*[2]=1.25, p=0.535).

Discussion

While GPs endorsed an average of 38 items
as essential, there was only consensus (70%
or more of participants) on the rating of 24
items as essential. These items broadly align
with the Geriatric 5Ms framework (Mind,
Mobility, Medication, Multi-complexity,
Matters Most), which is recommended

to guide geriatric care." An exception to

this is multi-complexity, which was not
specifically assessed by one individual item,
but which GPs may make a judgement on
based upon responses across multiple items.
Unsurprisingly, there was a substantial degree
of overlap in items endorsed as essential by
70% of more respondents and the existing
templates for 75+ Health Assessments
developed by Medicare and the Royal
Australian College of General Practitioners.

510 Australian and New Zealand Journal of Public Health

Items considered essential by a majority of
our respondents, but not included in major
existing templates, include assessment of
frailty, disability history, and gait and balance.
Gait and balance are considered important
elements of frailty, and also have a strong
association with disability and comorbidity.'
Frailty in community-dwelling older people is
an independent factor consistently associated
with adverse health outcomes including

poor physical and cognitive functioning,

falls and fractures, institutionalisation, and
all-cause mortality.'®'8 Assessment for frailty
is important as there is growing evidence

for interventions to prevent, delay and
reverse frailty including physical activity and
nutritional interventions, tailored care and
cogpnitive training.'®

The items endorsed as essential by GPs in

our sample also overlapped substantially
with priority assessment areas in the World
Health Organization’s Integrated Care for
Older People (ICOPE) guidelines.?® ICOPE
recommends assessment of cognitive decline,
mobility, malnutrition, visual impairment,
hearing loss, depressive symptoms and carer
support. GPs in our sample endorsed all these
as essential except for hearing loss and carer
support. This may reflect that ICOPE has a
specific focus on assessing and managing
indicators of loss of intrinsic capacity, while
the older person’s health assessment has a
broader remit. It may be that GPs consider
hearing loss and carer support to be second-
tier assessment items that would be triggered
by positive responses in other areas. For
example, cognitive decline and hearing loss
have been linked,?' therefore, given limited
time, GPs prioritise cognitive decline for
assessment.

On average, GPs in our study estimated it
would take 65 minutes to assess all the items
they considered essential. Medicare rebates
are available for four time-based items for
health assessments, with the prolonged
assessment covering assessments of 60
minutes or greater.?? This suggests that
prolonged assessments are necessary to
cover all items perceived as essential. In line
with this, Medicare data indicate that the
most frequently billed health assessments
are prolonged assessments.?3 The current
AUS$277.20 rebate provided for the prolonged
assessment, however, may be insufficient

to cover more complex assessments and
potentially act as a barrier to performing 75+
Health Assessments.

© 2021 The Authors
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Items included in major existing templates
but not considered essential for every
assessment by our participants include
assessment of feet, hearing/ ears, fitness to
drive, caring responsibilities and need for
community services. While these issues may
not be essential to do as part of every health
assessment; they will clearly need to be
considered for some patients and will add to
the time taken to conduct the assessment.
Therefore, it is important to consider how
health assessments can be conducted in a
comprehensive and effective manner while
still being feasible within available time

and resources. Our data show that while

GPs indicated that items with medico-legal
implications such as fitness to drive and
medications should only be assessed by GPs,
they perceived that either a GP or nurse could
assess the majority of items. This suggests
that hybrid assessment models that involve
nurse assessment of some items may enable
practices to use GP time more efficiently.
There may also be scope for patients to
complete pre-assessment questionnaires
that identify key problems ahead of the
consultation to enable a more focussed

use of time within the consultation. To our
knowledge, pre-assessment questionnaires
are rarely undertaken by Australian primary
care practices.

Most GPs in this study agreed that a
standardised template should be used to
record the outcome of a health assessment
and that standardised tools should be used to
assess complex issues. However, it is notable
that there is substantial variability in the items
recommended across existing templates

and the level of guidance provided in their
assessment. For example, the Medicare
template does not include recommendations
for specific tools. The RACGP template, on
the other hand, recommends tools (e.g. the
Geriatric Depression Scale for assessment of
depression) but does not include the scale
items within the assessment. Therefore, there
is substantial scope to make such templates
more efficient and user friendly. Electronic
templates that include drop-down boxes

and trigger additional questions based

on answers to screening questions may
assist GPs in conducting standardised and
comprehensive assessments.

Finally, previous research has identified
modest evidence that clinician characteristics,
such as clinician age, may be associated

with clinician views and clinical behaviours
about aspects of patient care such as physical
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activity advice, advanced care planning,

and management of sexual functioning.?+2¢
However, in this study, we did not identify
any GP or practice-related characteristics
that were significantly associated with GP
views about how health assessments for
older people should ideally be conducted.
This suggests that revisions to major existing
templates may not need to be tailored, such
as by practice location or practice size.

Limitations

The modest response rate is a limitation

of the current study that likely limits the
degree to which results are representative
of the views of Australian GPs. While no
response bias was identified for GP gender or
practice location, it is possible that GPs who
participated in this study may have differed
from non-responders on characteristics not
routinely collected by the AMPCo database
sampling frame. For example, it is possible
that, compared to GPs in general, those in

Older person health assessments in primary care
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