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How often have | been asked over the past 30

vears, “What is a geriatrician”’? ... clearly, even
as the field has grown and matured, the public

continues to have at best a vague idea of what a

geriatrician is and does and why.

——
JAGS 2004;52:161 .




| am a geriatrician

Field/type of patients?

... my most typical patient is the old-fashioned
picture of frailty, a man - or more often a
woman - who lives on the razor’s edge between

independence and triggering a tragic cascade of
diseases, disabilities, and complications that all

too often prove irreversible.
JAGS 2004;52:161 .




Typical geriatric patient

Multiple chronic conditions
Progressive diseases

Atypical presentation of symptoms
Limited reserves and resilency

Geriatric syndromes (including confusion, falls,
fractures, urinary incontinence, depression,
dementia, etc.)



Impact of a Comanaged Geriatric
Fracture Center on Short-term Hip
Fracture Outcomes

GFC Usual Care
Outcome (n=193) (n=121) P Value
Time to surgery, mean (SD), h 241 (17.0) 37.4 (63.8) .007
Restraint use, % 0 14.1 <.001
Length of stay, mean (SD), d 4.6 (3.3) 8.3 (6.3) <.001
In-hospital mortality, % 1.6 2.5 .68
30-d Readmission rate, % 9.8 13.2 39
Complications overall, % 30.6 46.3 .005
Mean age 83y Dementia 38%
Arch Intern Med 2009;169:1712-7. |itsmal Medicine




Is Geriatric Care Associated with Less
Emergency Department Use?
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Clinical approach to urinary
incontinence: A comparison between
internists and geriatricians

IM Geriatr. |p
Urodynamics 6.6% 14% 0.04
Referrals 40.4% 19.2% 0.006
Kegel and regular 0.6% 29.1% <0.001

toileting

Mean age /77y

International

Int Urol Nephrol. 2001;33:549-52. = @




Geriatric care management for low-
Income seniors: a RCT.

951 adults > 65 years with an annual income < 200% of the poverty level
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Hospitalizations

per 1000/y

Geriatric care management for low-
Income seniors: a RCT.

951 adults > 65 years with an annual income < 200% of the poverty level
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Differences among geriatricians and
cardiologists in the care of patients with

HF

PARTICIPANTS: 439 outpatients with a diagnosis of
heart failure or cardiomyopathy (mean age 82 vy).

RESULTS: ... patients cared for by geriatricians were
older, more likely to have high comorbidity ... Patients
cared for by geriatricians had the same costs, rates of
hospitalization ... as patients of cardiologists.

CONCLUSIONS: ... although they were older and had
more comorbidity, patients of geriatricians had total
costs and symptomatology similar to those of patlents

of cardiologists. ——
JAGS 1998;46:1349-54 .




Silvernet Code and mortality

Score HR
4] 95% CI
Score >11 <4 1
© Score 8-11
L 4-7 2
>0 i}
Score 4-7 1.7-3.4
8-11 2.9
o1, l | Score <4 __ 2.5-3.4
Follo (mesi) e o4
w-u |
P 4.6-6.3

Score developed based on the following variables: age,

gender, diaghoses, recent hospital admission, n of drugs

Di Bari M et al. J Gerontol A Biol Sci Med Sci. 2010;65:159-64.



Mortality
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Primary Care by a Geriatrician: Response
by Directors of Geriatrics Programs

Greatly Benefit to
Benefit Some Extent

Clinical Condition or Characteristic

Age
75-85 1 58 (54)

-85 16 (16)

Functional state

Mild functional impairment (e.g., inability to shop, drive, or use public 54 (50) 42 (39)
transportation)
Moderate functional impairment (e.q., inability to dress or bathe 86 (80) 19 (18)
independently)
Severe functional impairment (e.g., needs assistance with feeding or 16 (15)
toileting)
Medical complexity
Complex biomedical problems (e.g., multimorbidity, advanced iliness, 16 (15)
multiple medications, immobility)
End-of-life or palliative care 24 (22) —
Geriatric conditions TR R
Frailty or vulnerability 17 (16)
Healthy older adults aged =65, need preventive care @ 37 (34)

JAGS 2008;56:1796-801



| am a geriatrician

Field/type of patients?

... my most typical patient is the old-fashioned
picture of frailty, a man - or more often a
woman - who lives on the razor’s edge between

independence and triggering a tragic cascade of
diseases, disabilities, and complications that all

too often prove irreversible.

... S0, as a geriatrician, | am by definition an

expert in subtlety and complexity...
JAGS 2004;52:161




Geriatrics ... not only age per se

How old is old?

.... In the US and UK, the age of 65 was
traditionally considered the beginning of the
senior years because, until recently, US and
British people became eligible to retire at this
age with full Social Security benefits.



Rev Med Int Sindr Down. 2012;16(1):3-10

INTERNATIONAL
MEDICAL REVIEW
ON DOWN’S SYNDROME

www.elsevier.es/sd

il

FUNDACIO CATALANA
SINDROME DE DOWN

www.fcsd.org

ORIGINAL ARTICLE

Specific aspects of ageing in Down’s syndrome

Recovery

or death

Anamnesis . .
Physical examination — MediCal gy Medical msssssmm—p> Chronici
Complementary test diagnosis treatment y y
A 4 v, :
| .

Physical function

of function Mental function
— (cognitive, emotional ———

level) /
Social function

(family environment
caregivers)

Figure 1 Comprehensive geriatric assessment.

/ (activities of daily living) \
v
Assessment

Treatment

directed at

preserving
function




| am a geriatrician

Methodology?

... the care of my patients is so demanding and
so complicated, | often work with family
members and other professionals who
contribute to the care of my patients and try to
orchestrate the best care as their primary

physician.
_
JAGS 2004;52:161 .




Comprehensive geriatric assessment
and management

Definition: a multidimensional interdisciplinary
diagnostic process focused on determining a frail elderly
person’s medical, psychological and functional capability
in order to develop a coordinated and integrated plan for
treatment and long-term follow-up.

Target criteria: age, physical disease, geriatric
syndromes, impairment of functional ability and social
problems. These targets are often seen as methods of
focusing care on those who are likely to benefit most by
excluding those who are too well ..

Ellis G British Medical Bulletin 2005; 71: 45-59



Comprehensive geriatric assessment
and management

Provided by: multidisciplinary team, a core team of
experienced individuals drawn from different medical,
nursing and associated health professions. They share
responsibility for the coordinated assessment,
discussion and recommendation or implementation

of treatment plans.

Ellis G British Medical Bulletin 2005; 71: 45-59



CGA for older adults admitted to
hospital

No of events/total
Comprehensive Control Mantel-Haenszel
geriatric assessment fixed odds
ratio (95% Cl)
Ward
Landefeld 1995%° 72/327 88/324 =
Counsell 20002 237/767 269/764 ——
Rubenstein 1984%° 26/63 36/60 e
Subtotal (95% CI) 335/1157 393/1148 s
Test for heterogeneity: %°=2.19, df=2, P=0.33, I’=9%
Test for overall effect: z=2.76, P=0.006
Team

McVey 198938 32/93 40/92 ek =

Thomas 1993°" 17/68 23/64 - =

Subtotal (95% Cl) 49/161 63/156 e —

Test for heterogeneity: 42=0.08, df=1, P=0.78, 1’=0%

Test for overall effect: z=1.84, P=0.07

Total (95% Cl) 384/1318 456/1304 i
Test for heterogeneity: %%=2.81, df=4, P=0.59, 1’=0%
0.5 0.7 1
Favours
intervention

Test for overall effect: z=3.24, P=0.001

Test for subgroup differences: 3=0.54, df=1, P=0.46, 1’=0%

[RRCICTRAC  Elis G BMJ 2011 Oct 27;343:d6553

1.5

Favours
control

OR for death or deterioration



Effect of Home Visits on Functional
Impairment

Type of Intervention Function Batter Function Worse
Mo Multidimensional Assessment and Follow-up

Vatter at al, *® 1984 (Gwant) ]

Vetter et al,2® 1984 (Powys) L

Sorensen et al,'® 1888 L ]

Carpanter and Demopoulos, 22 1980 ]

McEwan et al, 2! 1990 L

Vatter et 21,31 1992 L ]

Clarke st &l %2 1982 ——

Pathy et al,* 1992 ]

van Rossum et al, ' 1993 ]

Mewbury et al, 5 2001 &

Overall Q 1.01 {0.92 to 1.11)

Multidimensional Assessment and Follow-up

Fabacher et al, = 1994 -
Tinetti et al #? 1894 ™
Stuck et al,” 1995 L
Stuck et &l 2000 L]
van Haastregt et al,'* 2000 ®
Hebert et al,32 2001 [ ]
Cverall 4 0.76(0.64 to 0.91)
o1 u.lz | 0.5 1 2 5 Im

Risk Ratio {95% Confidence Interval)

Stuck A JAMA 2002:287:1022-1028. 5 JAMA




Assessment and treatment of
elderly patients with cancer

N

All older cancer patients

— |
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~N 7

—
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\ Interdisciplinary Team: \
. | Geriatric palliative care
Oncologist, Geriatrician, Surgeon,

Usual Care Physical therapist, Professional Nurse,

Psycho-oncologist, Social Worker..

|

Modified approach

Palliative Oncology

Balducci L Surg Oncol. 2010




Predictors of complications in pts.
recelving surgery

Crude® Adjusted®

OR 95% CI OR 95% CI

CGA group frail 2.97 1.61-5.50 3.13 1.65-5.92
(reference: non-frail)
Rectum cancer (reference: 2.97 1.51-5.83 3.15 1.56-6.36

colon cancer)

Kristjansson et al. Crit Rev Oncol Hematol. 2010



Comprehensive geriatric assessment
and management — Problems?

Lack of standardization:
1. Assessment instrument
2. Organization

3. Team members



Core Team Members and Processes of

Care

Trial Organization Core team members
=
E :E % %
" = U 2
: 3, 8 TR 5 o
c a— = o m =
25 5 £ 8§ 2 3 2L 2 ERLEo, opfopoed oS
EE n ¥ E % = T = ¥ 2 % B £ fE £ g B @ E
ES 5 = T £ 5 2 £ T g o2 § 5 ¢ 3 E § &
S5 8 2 2 3 58 8 ¢ 3£ &2 £ &8 2 8¢ ¢
Epstein’’ s 3w . . .
Fretwell™ - a . . . - . .
Gayton™ s = . s s = =
- Hogan® - a . . .
E Hogan®™ . a . . . . . . . .
2 Naughton™ Dl . . .
Reuben™ - 2 . . . . -
Saltz?® - a . " " N -
Thomas™ - a . . . - = .
Winograd™® s o s s & ®
Applegate™ . . . . . . . . . . . .
Asplund™ . . . . . . .
Cohen™ - . . . - . -
Collard™ . . . . . .
.‘EI' Counsell™ - . . . . % - - .
% Harris"® . . .
s Landefeld" - . . . . . - » - -
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Ellis G British Medical Bulletin 2005; 71: 45-59



CGA for older war

adults
admitted to
hospital

No of events/total

Comprehensive Control
geriatric assessment
White 1994°? 14/20 7/20
Saltvedt 2002 76/127 68/127
Rubenstein 19844 35/63 22/60
Nikolaus 1999*! (ward) 114/179 56/93
Nikolaus 1999*" (plus early 118/181 55/92
supported discharge)
Landefeld 1995 218/327 194/324
Kay 1992°! 16/30 17/29
Fretwell 1990%7 104/221 92/215
Counsell 20007 474(767 485/764
Collard 1985 163/218 319/477
Cohen 2002?22 (usual care, outpatient) 217/348 185/348
Cohen 2002%2 (geriatric evaluation 200/346 185/346
and management unit)
Asplund 20007! 121/190 134/223
Applegate 1990"° 55/78 43(77
Subtotal (95% CI) 1925/3095 1862/3195

Test for heterogeneity: %=17.66, df=13, P=0.17, 1’=26%
Test for overall effect: z=3.77, P<0.001

Team

Winograd 1993°° 32/99 36/98

Naughton 19944° 39/51 4460

McVey 198938 51/93 62/92

Kircher 200732 98/150 941129
Subtotal (95% CI) 220/393 236/379

Test for heterogeneity: y=1.86, df=3, P=0.60, 1’=0%
Test for overall effect: z=1.90, P=0.06

Total (95% Cl} 2145/3488
Test for heterogeneity: %=28.49, df=17, P=0.04, 1’=40%
Test for overall effect: z=2.96, P=0.003

2098/3574

RIS Ellis G BMJ 2011 Oct 27;343:d6553

Mantel-Haenszel W
fixed odds
ratio (95% Cl)

T ——
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| am a geriatrician

Peculiarities?

... most of my sick old patients are unlikely to
recover completely. Hence, by training, by
temperament, and by experience, | am skilled in
continuing and long-term care. This includes
palliative care of patients in their last illness,
that is, care focused on preserving their comfort
and dignity throughout their final days or

months...
JAGS 2004;52:161 .




Characteristics of residents in NH in
Europe: SHELTER study

Finland
/4 facilities

United Kingdom
9 facilities

\'«'

Netherlands
4 facilities

Germany
9 facilities

Czech Republic

10 facilities 7
/ ~ ﬂ?
France ﬁ
4 facilities r:\»v

Italy

10 facilities
Israel

) €/7 acilities

» / k\'(W,_n/v’/vh'ﬁ"*\umaJ\_/_\{? *

Onder G. BMC Health Services Research 2012, 12:5 maih Services Research



Characteristics of residents in NH in
Europe: SHELTER study

Total sample

(4156)
Age, years 38319
Female gender 73%
ADL disability
Assistance required 42%
Dependent 39%
Depression 32%
Pain 36%

Onder G. BMC Health Services Research 2012, 12:5 mcnh Services Research



Characteristics of residents in NH in
Europe: SHELTER study

Total sample

(4156)

CPS score

Mild/Moderate impairment 38%

Severe impairment 30%
Behavioral symptoms 28%
Falls 19%
Pressure ulcers 10%
Urinary incontinence 74%

Onder G. BMC Health Services Research 2012, 12:5 mcnh Services Research



Effects of geriatric care on quality of
care in residential care facilities for
elderly people

Group; % of residents
Intracluster Intervention Control Adjusted OR*
Indicator coefficient facilities facilities (95% Cl)
Worsening of activities 0.02 14.7 48.5 0.17 (0.07-0.40)
of daily living
Delirium, new or persistent 0.06 28.2 56.3 0.27 (0.10-0.69)
Behavioural problem 0.01 8.7 26.5 0.27 (0.10-0.74)
High risk 0.04 15.4 45.5 0.24 (0.07-0.89)
Low risk 0.04 2.0 8.6 0.20 (0.03-1.34)
Use of antipsychotic agents 0.01 38 11.0 0.25 (0.08-0.78)
High risk 17.00 25.0 25.0 0.89 (0.03-36.1)
Low risk 0.01 2.1 10.7 0.15 (0.03-0.66)
Sum score Mean difference (95% Cl)
For all 32 quality-of-care indicators, 0.01 11.5 (9.0) 18.2 (9.4) -6.7 (-8.69 to-4.71)1
range 0%-100% (SD)t#
For 24 whole-group quality-of-care 0.05 9.1 (9.4) 15.7 (11.2) -6.6 (-8.81 to -4.39)**
indicators, range 0%-100% (SD)t§

CMAJ 2011;183:E724-32.



Geriatric care and prescribing in NH:
SHELTER study

p<0.001 p=0.01

50 -
40 -
% 30 -
20

10 -

Excessive polypharmacy Inappropriate drug use

B No geriatrician M Geriatrician
11 European countries N=4023 Mean age: 84y
Onder G . J Gerontol Med Sci 2012



However...

In the US, only 42% of nursing home directors
had board certification in geriatrics and only
15% had fellowship training

In the SHELTER sample only 39% of facilites have
a consulting geriatrician.



| am a geriatrician

Teaching

Because the training of doctors in geriatrics and
the science of aging lags so far behind the
oncoming wave of baby-boomers, | am most
ikely to practice my profession in an academic
nealth center ... | can best transmit my special
<nowledge and skills to the next generation of
physicians and other health professionals who
will care for those aging baby-boomers.

JAGS 2004;52:161



Fellows in geriatric medicine
fellowship programs in the US
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Number of fellowships

Fellows in geriatric medicine
fellowship programs in Italy
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Is geriatric medicine terminally ill?

Geriatric medicine is an unpopular career choice
pecause of perceived:

- Low prestige
- Futility of care
- Low remuneration

- Longer time for visits

- Unreimbursed care-coordination activities

Ann Intern Med 2012;156:654-6 acr [FiEY



Is geriatric medicine terminally ill?

Most elderly patients receive their primary, acute,
and postacute care from internal medicine and
family medicine physicians.

Geriatric fellowship (GF) training is not required to
work in a nursing home.

GF does not provide training in interventional
procedures that can increase earning potential.

Physicians might perceive GF as a year that
provides little clinical expertise or financial benefit.

Ann Intern Med 2012;156:654-6 acr [FiEY



Is geriatric medicine terminally ill?

Unless major changes occur that promote
equitable compensation, professional
recognition, and measurable improvement in
health outcomes for elderly patients, the
subspecialty of geriatrics may be headed toward
extinction.

Ann Intern Med 2012;156:654-6 acr [FiEY



Treating Our Societal Scotoma: The
Case for Investing in Geriatrics,
Our Nation’s Future, and Our Patients
1. health care system must provide adequate

reimbursement to physicians who expertly care
for the complex health needs of older adults;

Ann Intern Med 2012;156:657-9 acr [FigEY



How Much Time Do Physicians Spend
Providing Care Outside of Office Visits?

There were 472 discrete interactions,
representing 296 episodes of care for 226
patients ... mean duration was 19 minutes. Mean
time spent per physician per week was 112
minutes ... For a full-time physician scheduled to
see 14 patients per day in 30-min visits over a 5-
day workweek, this would represent an extra 7.8
hours of clinical work per week.

Ann Intern Med 2007;147:693-698. acr |FREY



Treating Our Societal Scotoma: The
Case for Investing in Geriatrics,
Our Nation’s Future, and Our Patients

1. health care system must provide adequate
reimbursement to physicians who expertly care
for the complex health needs of older adults;

2. Investments in programs proven beneficial for
older patients, but the dissemination of which
has been limited by a weak business model
under fee-for service medicine.

Ann Intern Med 2012;156:657-9 acr [FigEY



Treating Our Societal Scotoma: The
Case for Investing in Geriatrics,

Our Nation’s Future, and Our Patients

3. graduate medical education programs must
demonstrate that the physicians they
graduate to care for adults have attained
competency in geriatric care;

Ann Intern Med 2012;156:657-9 acr [FigEY



Geriatrics Education

Keeping Granny Safe on July 1: A Consensus
on Minimum Geriatrics Competencies for
Graduating Medical Students

Rosanne M. Leipzig, MD, PhD, Lisa Granville, MD, Deborah Simpson, PhD,
M. Brownell Anderson, Karen Sauvigné, MA, and Rainier P. Soriano, MD

Acad Med. 2009;84:604-10.

ORIGINAL RESEARCH

BrenT C. WiLLiams, MD, MPH

Medicine in the 21st Century: GREGG WARSHAW, MD
ANNE REBECCA FaBINY, MD
Recommended Essential Geriatrics NANCY LUNDEBJERG, MPA

ANNETTE MEDINA-WaALPOLE, MD

Competencies for Internal Medicine and | «aren saovicne, ma

JoanNE G. SCHWARTZBERG, MD

Famlly MediCine ReSidentS RosaNNE M. LEirziG, MD, PHD

J Grad Med Educ. 2010;2:373-83.



Education Agenda for Internal Medicine and Geriatric
Medicine

i aCnmplexiry in Graduate Medical Education: A Collaborative

... medical educators, health care system leaders,
payers, and patients are demanding change and
accountability in graduate medical education (GME). A
2012 Society of General Internal Medicine (SGIM)
retreat identified medical education as an area for
collaboration between internal medicine and geriatric
medicine ... the authors proposed a strategy for long-
term collaboration in three priority areas in clinical
medicine that are challenging for residents today: (1)
team-based care, (2) transitions and readmissions, and

3) multi-morbidity.
3) Y ) Gen Intern Med. 2014;29:940-6. YoullVI



Treating Our Societal Scotoma: The
Case for Investing in Geriatrics,

Our Nation’s Future, and Our Patients

3. graduate medical education programs must
demonstrate that the physicians they
graduate to care for adults have attained
competency in geriatric care;

4. increase the geriatric workforce to meet
anticipated needs. ... by 2030 in the US 26 000
geriatricians to care for elders with multiple
iliInesses and frailty are needed.

Ann Intern Med 2012;156:657-9 acr [FigEY



...| believe that it would be self-destructive for our
society not to nurture the growth of geriatrics. We need
new, financially sound delivery systems, new
approaches to preventive care, and improved use of
existing institutions. In many cases, medicine will have
to change its focus from disease to dysfunction and the
need for secondary prevention. Nursing homes will
undergo further change ... If we are to create and
sustain a health care system for the elderly that is both
cost-effective and “human-effective,” | believe we must
first attend to the health of geriatrics.

Libow LS N Engl J Med 2005; 352:750-752



Take home message

Complexity rather than age is the field of
geriatric medicine

CGA is the technology of geriatrics, the
instrument to assess complexity

Standardization of CGA may improve its
efficacy and increase its use

Increasing the number of geriatrician and
training new geriatricians will be key to face
the aging of the population



