
GP Management Plan /Team Care Arrangement – Dementia
Patients Name:  <<Patient Demographics:Full Name>>                     

Date of Birth:    <<Patient Demographics:DOB>>

Does Patient identify as Aboriginal or Torres Strait Islander: <<Does patient identify as ATSI?>>      

Date of GPMP/TCA:  <<Miscellaneous:Date>>
Details of Patient's Usual GP: <<Doctor:Name>> <<Doctor:Qualifications>>

	
Assessment of patient 

	Date of Diagnosis: <<Date of Diagnosis?>>
Previous Care Plan  (date, objectives ): <<Previous Care Plan  (date, objectives )?>>



Medical / Surgical History: <<Clinical Details:History List>>
Medications: <<Clinical Details:Medication List>>

Allergies: <<Clinical Details:Allergies>>
Social History: <<Clinical Details:Social History>>

Patient Consent:
I have explained the steps and costs involved, and the patient has agreed to proceed with the service and gives their consent 

GP Signature: ______________________________    Copy of GPMP given to patient: <<Copy of GPMP given to patient?>> 

Relevant copies of GPMP/TCA given to other providers: <<Copies of GPMP/TCA given to other providers?>>
Patient Signature: ___________________________     Planned Review Date: <<Planned Review Date?>>
	Management Goals to improve outcomes in Patients with Chronic Conditions
	Current Measurements
	Required Actions by the patient/carer – GP / practice nurse (complete for a GP Management Plan)
	Other Providers and Services (complete for a Team Care Arrangement)

	ASSESSMENT / MONITOR

	Maintenance of cognition/mental capacity
	Inclusion of brain stimulating activities
	Consider puzzles, reading, games, writing, using a computer, hobbies, etc.
	

	Counselling and support for patient, family & carers
	Accessibility of support for patient, family and carers
	GP/Nurse/carer to refer to support agencies
	Alzheimers Australia link worker

National Dementia Helpline: 1800 100 500

Commonwealth Respite & Carelink Centres:

1800 052 222

	Self care needs

	Ability to wash, clean teeth, dress appropriately, foot care, i.e. ability to undertake activities of daily living 
	Self/ carer

Monitor ability to self care.
	Commonwealth Carelink

ACAT

Podiatry

	Nutrition 
	Regular meals

Adequate intake of essential nutrients.

Ability to chew/feed self

Adequate fluid intake 
	Patient or carer to monitor

GP/nurse to assess 3-6  monthly 
	Dietician 

Meals on wheels

Dom care, other local support agencies

	Communication
	Assessment of cognitive function

Memory loss
	Mini mental exam (MMSE) and clock face test

6-12monthly

Keep everyday activities in a routine,

Familiar environment

Label possessions, such as wallet.
	Consider Alzheimers Australia –

‘Living with Memory loss program’

Referral to a memory clinic

	Medication
	Ensure appropriate use of medications and minimise side-effects


	Safety of self medicating

Many drugs can exacerbate symptoms, GP/pharmacist to consider interactions.
	Consider HMR/ pharmacy referral 

Consider referral to Geriatrician

	Physical assessment
	Tests may include; 

MRI/CT scan

FBC/ ESR/VitB12 levels, folate; ?TSH

Urinalysis

BP

Weight/BMI
	GP/nurse to review 6-12 monthly 
	

	Safety
	Safe to drive?

Yes             No 
At  risk of falls

Yes             No 
	Over 75 health assessment

Give safety literature to carer/family.

List of emergency numbers by phone


	Driving assessment

Occupational therapist referral 

Falls prevention service

Day therapy



	Planning & financial issues
	Manage finances and able to prepare for future
	Carer support as necessary for financial planning 
	Information on; Enduring Power of Attorney, Guardianship and Advanced Health Directive

Prepare a will

Centrelink

	 Mobility
	Risk of falls

Yes             No 

	Pt/carer to ensure home environment free from tripping hazards.

Encourage good posture and regular exercise 
	Falls service

Physiotherapy

Exercise physiologist



	Alcohol
	Standard drinks per week

_________________
	Promote reducing alcohol intake and regular alcohol free days
	

	Assess Immunisation Status

	Vaccinations up to date:

Yes             No 

	Influenza vaccine - yearly

Pneumococcal vaccine - once, then booster as per schedule

Tetanus - booster aged 50 

( if nil > 10 yr)
	

	Optimal management of depression
	Symptoms of 

Depression (    )

Anxiety        (   )

Mild
             
Moderate

Severe
             
	High risk of anxiety and depression  - regular screening during consultations - consider questionnaires e.g. K10 
	Social Workers, 

Psychologists,

Aboriginal health workers

	Continence 
	Self management of toileting. 

Continence issues


	
	Refer to continence advisor/clinic



	Optimal oral Health
	Optimal Oral Health

Yes

No

	Encourage regular Dental visits
	Dentist


Appendix 1

Mini-Mental State

Write in the points for each correct response. A total of 30 points is possible.

	 
	 
	Score 
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	Points 

[image: image2.wmf] 



	Orientation
	 
	 
	 

	1. What is the:
	Year? 
	_____
	1

	
	Season?
	_____
	1

	
	Date?
	_____
	1

	
	Day?
	_____
	1 

	
	Month?
	_____
	1

	2. Where are we?
	State?
	_____
	1

	
	Country?
	_____
	1

	
	Town or city?
	_____
	1

	
	Hospital?
	_____
	1 

	
	Floor?
	_____
	1

	Registration
3. Name three objects, taking 1 second to say each. Then ask the patient to repeat all three names after you have said them. (Give one point for each correct answer.) Repeat the answers until the patient learns all three.
	_____ 
	3

	Attention and calculation
Serial sevens. Have the patient count backward from 100 by 7's. (Stop after five answers: 93, 86, 79, 72, 65. Give one point for each correct answer.) Alternatively, have the patient spell WORLD backwards.
	_____ 
	5

	Recall
5. Ask for the names of the three objects learned in question 3. (Give one point for each correct answer.)
	_____ 
	3

	Language
6. Point to a pencil and a watch. Have the patient name them as you point.
	_____
	2

	7. Have the patient repeat "No ifs, ands or buts."
	_____
	1

	8. Have the patient follow a three-stage command: "Take a paper in your hand. Fold the paper in half. Put the paper on the floor."
	_____
	3

	9. Have the patient read and obey the following: "CLOSE YOUR EYES." (Write the words in large letters.)
	_____
	1

	10. Have the patient write a sentence of his or her choice. (The sentence should contain a subject and an object, and it should make sense. Ignore spelling errors when scoring.)
	_____
	1

	11. Have the patient copy the following design. (Give one point if all sides and angles are preserved and if the intersecting sides form a quadrangle.)
	_____
	1
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	Total
	_____
	


Appendix 2

K10

The maximum score is 50 indicating severe distress and the minimum score is 10 indicating no distress.

	In the past 4 weeks
	1

None of the time


	2

A little of the time


	3

Some of the time


	4

Most of the time


	5

All the time


	Score

	1. About how often did you feel tired out for no good reason?


	
	
	
	
	
	

	2. About how often did you feel nervous?


	
	
	
	
	
	

	3. About how often did you feel so nervous that nothing could calm you down?


	
	
	
	
	
	

	4. About how often did you feel hopeless?


	
	
	
	
	
	

	5. About how often did you feel restless of fidgety?


	
	
	
	
	
	

	6. About how often did you feel so restless you could not sit still?


	
	
	
	
	
	

	7. About how often did you feel depressed? 


	
	
	
	
	
	

	8. About how often did you feel that everything is an effort?


	
	
	
	
	
	

	9. About how often did you feel so sad that nothing could cheer you up?


	
	
	
	
	
	

	10. About how often did you feel worthless?


	
	
	
	
	
	

	Today's Date: <<Miscellaneous:Date>>
	Total Score
	


<<Patient Demographics:Full Name>>, <<Patient Demographics:DOB>>

General Practice Network South Inc (www.gpns.org.au) - August 2009


