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The Future of Geriatrics Looks Bright

The world is aging!
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What is Geriatrics?

• Gerontology

• Complex chronic care management

• Long-term care

• End-of-life care

• High touch, low tech

• Centrality of function



Geriatria in Ospedale



Numero (percentuale) visite DEA-Poliambulanza stratificato per classi di età,
2003-2009 

2003 2004 2005 2006 2007 2008 2009

N=40.944 N=40.772 N=41.895 N=44.352 N=45.185 N=48.749 N= 53.335 

N (%) N (%) N (%) N (%) N (%) N (%) N (%)

Età

<65 32.618 (79.6) 32.393 (79.4) 32.557 (77.7) 34.297 (77.3) 34.502 (76.4) 37.043 (76.0) 40.728 (76.4)

65-74 3.670 (9.0) 3.671(9.0) 3.974 (9.5) 4.196 (9.5) 4.484 (9.9) 4.693 (9.6) 4.934 (9.3)

75-84 3.232 (7.9) 3.350 (8.2) 3.689 (8.8) 3.966 (8.9) 4.167 (9.2) 4.491 (9.2) 4.814 (9.0)

85+ 1.424 (3.5) 1.358 (3.3) 1.655 (4.0) 1.893 (4.3) 2.032 (4.5) 2.522 (5.2) 2.859 (5.4)
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2009 % 2008 %

-Senza proposta di ricovero 43.639 82,2% 40491 83,2%

-Inviato dal medico di base 1.513 2,8% 1312 2,7%

-Inviato da medico specialista 575 1,1% 580 1,2%

-Inviato dal 118 7.135 13,4% 6108 12,5%

Totale 53.098 100,0% 48.687 100,0%

Pazienti ricoverati da PS (suddivisione per modalità di accesso) 

2009 % 2008 %

-Senza proposta di ricovero 6.278 66,3% 5159 66,5%

-Inviato dal medico di base 426 4,5% 403 5,2%

-Inviato da medico specialista 373 3,9% 377 4,9%

-Inviato dal 118 2.222 23,5% 1668 21,5%

Totale 9.458 100,0% 7.752 100,0%

Accessi a PS (suddivisione per modalità di accesso)







The total hospitalization rate leveled off from 1995 to 2007 after declining during the 
period from 1980 to 1995. Throughout the entire period from 1970 to 2007, the rates 
for those aged 65 years and over were significantly higher than those for the younger 
age groups





Function=

physical capabilities × medical management × motivation

__________________________________

social, psychological, and physical environment

Centrality of function







Hospital immobility in elderly patients



Crude and adjusted associations of change in functional status and mortality.
A: effect  of an acute disease on function and  6-month mortality in 950 hospitalized elderly patients;  
B: functional condition after hospitalization and 3-month mortality in 1119 hospitalized elderly patients

A) 950 hospitalized elders (age: 78.3+6 8.5, fem: 68.3%) n/events Undjusted Adjusted*
Group a (no change in functional status) 670/58 1.0 (reference) 1.0 (reference)
Group b (minor change  in functional status: 5-25) 130/24 1.8 (1.0–4.0) 1.3 (0.6–3.0)
Group c (major change in functional status: 30+) 148/48 6.2 (3.5–11.5) 2.8 (1.3–5.7)

B) 1119 hospitalized elders (age: 80.6+7.8, fem: 69.8%)
Group a (moderate loss and regain in function) 244/26 1.0 (reference) 1.0 (reference)
Group b (moderate loss and no regain in function) 497/72 1.8 (1.1 – 2.6) 1.5 (1.0 – 2.7) 
Group c (severe loss and regain in function) 193/34 1.3 (1.1 – 3.0) 1.1 (0.6 – 1.7) 
Group d (severe loss and no regain in function) 185/68 4.9 (3.1 – 7.8) 2.3 (1.3 – 3.9) 



Clinical conditions associated to 3 month mortality in 434 
nonagenarians admitted to hospitals for acute diseases.

n/events RRA 95%CI RRB 95% CI

Barthel Index (on adm) < 60 298/111 6.7 3.4-12.9 3.3 1.3-8.8

No improvement in BADL 
during hospitalization 310/95 1.6 1.0-2.6 2.2 1.3-3.8

Dementia (MMSE <18) 185/71 3.3 2.1-5.3 1.6 0.9-2.6
Delirium 88/40 2.6 1.6-4.3 1.9 1.1-3.2
APACHE-APS APS (8+) 132/72 5.9 3.7-9.3 2.6 1.5-4.4
Dehydration (BUN/creatinine ratio >60) 119/45 2.3 1.4-3.7 1.7 1.0-2.7
Cancer (with or without methastasis) 34/15 2.1 1.1-4.4 3.1 1.5-6.3
Drugs (7+) 99/58 5.5 3.2-9.2 2.6 1.5-4.6

Charlson Index (>4) 138/51 1.8 1.2-2.8 --- ---
Serum albumin (<3.5g/dl) 214/80 3.0 1.9-4.7 --- ---
Respiratory diseases 
(Pneumonia, COPD acute exacerbation) 120/41 1.4 1.0-2.2 --- ---
Stroke 64/26 1.9 1.1-3.4 --- ---
Diabetes mellitus (uncompensated) 16/9 3.4 1.2-9.5 --- ---



Gerontology

• Disease presentation

• Disease management 

• Social context



Geriatrician Roles

• Clinician
– Inpatient

– Outpatient

– Long-term care

– Primary care

– Specialist 

• Educator

• Advocate

• Rationer 





The case of an 83-year-old man who has had a fall-related injury and 
continues to be the sole caregiver for his wife who has dementia exemplifies 
a common situation that clinicians face—planning for the final years of an 
elderly individual's life. To appropriately focus on the patient's most pressing 
issues, the approach should begin with an assessment of life expectancy and 
incorporation of evidence-based care whenever possible. Short-term issues 
are focused on efforts to restore the patient to his previous state of health. 
Mid-range issues address providing preventive care, identifying geriatric 
syndromes, and helping him cope with the psychosocial needs of being a 
caregiver. Long-term issues relate to planning for his eventual decline and 
meeting his goals for the end of life.

Unfortunately, the workload and inefficiencies of primary care practice 
present barriers to providing optimal care for older patients. Systematic 
approaches, including team care, are needed to adequately manage chronic 
diseases and coordinate care. 
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Figure. Hypothetical Trajectories of Functional Decline for Mr Z
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Comprehensive Geriatric 
Evaluation

• The evidence on the effectiveness of GEM 
and case management is mixed
– Bernabei, R., et al., Randomised trial of impact of model of 

integrated care and case management for older people living in the 
community. BMJ, 1998. 316: p. 1348-1351

– Cohen, H.J., et al., A controlled trial of inpatient and outpatient 
geriatric evaluation and management. New Engl J Med, 2002. 

346(12): p. 905-912.

• The evidence of the efficiency of GEM  is 
poor



Levels of Care

• Diagnosis

• Complex management

• Proactive management

• Planning & counseling

• Coordination

– Among MDs

– Medical & social







The Rise of Chronic Care

• Everywhere there is growing appreciation of 
the centrality of chronic care

• Geriatrics represents a strong model of such 
care

• More needs to be done to create effective 
and affordable approaches



Trends in Chronic Care

• Growing appreciation for its centrality

• New funding approaches that emphasize 
episodes of care and accountability

• “Patient centeredness”

– Meaningful, realistic, appropriate roles

• Use of new personnel

– Geriatric nurse practitioners

• Electronic health records



Letti geriatrici



Letti Blu



Letti Verdi



Letti Rossi
Bleeding Unit



Letti Gialli













Letti argento-NH
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• Manage underlying medical conditions, considering patient goals, life 

expectancy, and comorbid conditions. 

• Consider the functional implications of the patient's medical conditions 

(Table 1). 

• Communicate with those working in supportive roles (eg, home care 

and nursing home staff).

• Communicate with families and patients. Use family conferences to 

discuss end-of-life decisions. 

• Assess whenever an older person is making a major care transition. Are 

there any conditions that can be controlled better, any medications that 

can be reduced or discontinued? 

• Advocate for patients and families getting an opportunity to make 

thoughtful decisions. 

• Facilitate families getting access to their own advocates/case 

managers. 

• Be alert for signs of neglect and abuse. 

• Appreciate the high-risk nature of caregiving.

Box 1. The Physician's Role in Managing Care Transitions and 

Addressing Placement Options
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Identifying the Most Suitable Type of Care

• What goal are you trying to maximize? 
• What options are available? (see Table 2). 
• How well does each option achieve the desired outcomes? 
• What are the risks associated with the option? Will the patient have to move again? Will the 

option require a new physician? How big a risk is discontinuity of care in this case? 
• What are the costs involved in each option? Will third parties pay for some options but not 

others? 
Choosing the Best Vendor

• Where is it located? Will relatives be more inclined to visit? 
• Does it have a philosophy compatible with the patient's and/or family’s? Does the vendor 

have a religious or ethnic overlay desired by (or at least acceptable to) the patient? 
• Are there policies that restrict the residents from doing what they want? How much risk is 

the family willing to take? 
• What is known about the vendor's quality track record? 
• What does it cost? Total cost? Net costs after third-party payers pick up their share? 
• What is available now? 

Specific Tasks for the Physician

• Determining who will assume responsibility for ongoing primary care. 
• Ensuring a smooth handoff with adequate transfer of salient clinical information

Box 2. Issues to Be Addressed in Making a Discharge Plan



The experiences of both Mr and Mrs B illustrate how older 
patients may transition through several stages of care after a 
hospitalization. Both experienced formal inpatient rehabilitation 
followed by a nursing home stay and then, in Mrs B's case, a 
discharge to a less care-intensive location. Table 2 and the 
eFigure summarize the available options. 

Which Programs Are Available?
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Summary
• The need for care for older persons will continue to grow

• This care requires a combination of gerontological 
knowledge and chronic care management skill

• Caring for older patients is not intrinsically attractive or 
rewarding, despite its importance

• Geriatrics offers a model for chronic care

• Chronic care is difficult

• Empirical evidence of effectiveness is scant

• Enthusiasm for careers in primary care is declining

• New approaches will likely require using:
– New personnel

– New techniques

– New incentives



The Big Challenge

• Most of all we need to find away to make 
geriatrics a career to be sought

• Demonstrate that it works to improve lives

– Quantify the gains in the context of other areas 
of health care

• Demand appropriate compensation

• Campaign for higher prestige



The Power of Social Constructs

• Civil Rights

• Women’s Rights

• Disability 










