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Professional Certificate in Geriatric and Adult Care

Chronic Disease Management in Geriatrics

Chronic Disease Management (CDM) is a systematic approach to managing long-term illnesses, including
but not limited to diabetes, heart disease, arthritis, and chronic obstructive pulmonary disease (COPD). In
geriatrics, CDM is essential due to the high prevalence of chronic conditions in the older adult population.
This explanation covers key terms and vocabulary related to CDM in geriatrics within the context of the
Professional Certificate in Geriatric and Adult Care.

Chronic Diseases: These are health conditions that last for a year or more and require ongoing
management. Common chronic diseases in geriatrics include heart disease, stroke, cancer, diabetes,
arthritis, osteoporosis, and chronic respiratory diseases.

Comorbidities: Comorbidities refer to the presence of two or more chronic conditions in a single individual.
Geriatric patients often have multiple comorbidities, which can complicate treatment and require a more
integrated approach to care.

Multimorbidity: Multimorbidity is a term used to describe the coexistence of multiple chronic conditions in
an individual. Managing multimorbidity requires a patient-centered approach that takes into account the
complex interplay between different conditions and their treatments.

Patient-centered Care: Patient-centered care is a approach to healthcare that prioritizes the needs, values,
and preferences of the patient. In CDM, patient-centered care involves working with the patient to create a
personalized care plan that addresses their unique needs and goals.

Integrated Care: Integrated care is a approach to healthcare that aims to provide coordinated,
comprehensive care to patients with chronic conditions. This approach involves collaboration between
different healthcare providers, including primary care physicians, specialists, nurses, and allied health
professionals.

Care Coordination: Care coordination is a key component of integrated care. It involves the deliberate
organization of patient care activities between two or more providers. Care coordination can help ensure
that patients receive the right care at the right time, reducing the risk of fragmented care and improving
outcomes.

Case Management: Case management is a approach to CDM that involves assessing, planning,
implementing, coordinating, monitoring, and evaluating the options and services required to meet an
individual's health and human service needs. It is a patient-centered approach that is designed to address
the complex needs of patients with chronic conditions.
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Disease Management Programs: Disease management programs are structured interventions that aim to
improve the health outcomes of patients with chronic conditions. These programs typically involve a
combination of education, self-management support, and clinical care.

Self-management Support: Self-management support is a key component of CDM. It involves providing
patients with the knowledge, skills, and resources they need to manage their chronic conditions effectively.
This can include education about medication management, lifestyle changes, and symptom monitoring.

Medication Management: Medication management is a critical component of CDM in geriatrics. Older
adults are more likely to take multiple medications, which can increase the risk of adverse drug events.
Effective medication management involves regular medication reviews, medication reconciliation, and
patient education.

Lifestyle Modifications: Lifestyle modifications are changes to an individual's behavior that can help manage
chronic conditions. Examples include dietary changes, increased physical activity, and stress management
techniques.

Symptom Monitoring: Symptom monitoring is a critical component of CDM. Regular monitoring of
symptoms can help identify changes in condition, facilitate early intervention, and improve outcomes.

Transitional Care: Transitional care is a approach to CDM that aims to ensure the continuity and
coordination of care as patients move between different levels of care, such as from hospital to home.

Advance Care Planning: Advance care planning is a process of discussing and documenting an individual's
preferences for future medical care. This can include designating a healthcare proxy, specifying treatment
preferences, and discussing end-of-life care.

Palliative Care: Palliative care is a approach to CDM that focuses on relieving the symptoms, pain, and stress
of serious illness, regardless of the prognosis. Palliative care can be provided at any stage of a chronic
condition.

End-of-Life Care: End-of-life care is a type of palliative care that focuses on providing comfort and support
to patients in the final stages of a chronic condition.

Challenges in CDM in Geriatrics:
CDM in geriatrics presents unique challenges, including:

Polypharmacy: Polypharmacy, or the use of multiple medications, is common in older adults. Managing
medications in this population can be complex, and there is a risk of adverse drug events.

Frailty: Frailty is a syndrome characterized by decreased strength, endurance, and physiologic reserve. Frail
older adults are more vulnerable to adverse outcomes, including disability, hospitalization, and death.
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Cognitive Impairment: Cognitive impairment, such as dementia, is common in older adults. Managing
chronic conditions in this population can be challenging due to difficulties with communication, decision-
making, and self-care.

Social Determinants of Health: Social determinants of health, such as poverty, housing, and social isolation,
can impact CDM in geriatrics. Addressing these determinants is critical to improving health outcomes in this
population.

In conclusion, CDM in geriatrics involves a range of key terms and vocabulary that are critical to
understanding this complex field. Effective CDM requires a patient-centered, integrated approach that takes
into account the unique needs and challenges of older adults with chronic conditions. By addressing the
challenges of polypharmacy, frailty, cognitive impairment, and social determinants of health, healthcare
providers can improve health outcomes and quality of life for this growing population.
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