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GERIATRICS AT THE CROSSROADS

To some extent, geriatrics can control its destiny. It must

declare its intentions. Several alternative scenarios loom.
They are not all mutually exclusive.

Geriatrics can continue as a marginal activity, primarily
based in academic medical centers. Its work will be sub-
sidized in the name of teaching and perhaps cross-subsi-
dized to the extent it is credited with attracting a patient
base of high users of medical technology.

. Geriatrics can become the dominant model for primary

care of complex elderly patients, perhaps combined with
a hospital practice that addresses the special needs of
such patients in purpose-built geriatric care wards.
Geriatric primary care can be provided primarily by geri-
atric nurse practioners, with geriatricians functioning as
consultants for particularly complex cases.

Geriatricians can function primarily in long-term care in-
stitutions, frequently working with geriatric nurse practi-
tioners.

. Geriatricians can become end-of-life specialists offering

palliative care.
Geriatricians can become role models for chronic disease
care.



The Future of Geriatrics Looks Bright

The world Is aging!

Robert L. Kane, MD
University of Minnesota
School of Public Health



What i1s Geriatrics?

wGerontology

wComplex chronic care management
wlLongterm care

wEndof-life care

wHigh touch, low tech
wCentrality of function



Geriatria In Ospedale



Numero (percentuale) visite DERoliambulanza stratificato per classi di eta,

20032009
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 (%)
Eta
<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)
6574 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) 2522 (5.2)  2.859 (5.4)
60
50 @ % 2003-2009
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Accessi a PS (suddivisione per modalita di accesso)

2009
-Senza proposta di ricovero 43.639
-Inviato dal medico di base 1.513
-Inviato da medico specialista 575
-Inviato dal 118 7.135
Totale 53.098

% 2008 %
82,2% 40491 83,2%
2,8% 1312 2,7%
1,1% 580 1,2%
13,4% 6108 12,5%
100,0% 48.687 100,0%

Pazienti ricoverati da PS (suddivisione per modalita di accesso)

2009
-Senza proposta di ricovero 6.278
-Inviato dal medico di base 426
-Inviato da medico specialista 373
-Inviato dal 118 2.222
Totale 9.458

% 2008 %
66,3% 5159 66,5%
4,5% 403 5,2%
3,9% 377 4,9%
23,5% 1668 21,5%
100,0% 7.752 100,0%



NCHS Data Brief = No. 38 = May 2010

Emergency Department Visitors and Visits: Who Used the
Emergency Room in 20077

Tamyra Carroll Garcia, Amy B. Bernstein, and Mary Ann Bush



Emergency room use varies by race/ethnicity, age, and
family income.

Figure 1. Percentage of persons with at least one emergency department visit in a 12-month

period, by selected demographic characteristics: United States, 2007

Total

Age
017
18—-44
45-64
6574
7o+

Race and Hispanic origin
His panic’

Mon-Hispanic black
Mon-Hispanic white

Percent of poverty level?
Below poverty
100%—=<200%
200%—<400%

400%+

40

Percent

50

Persons of Hispanic origin may be of any race.

“Based on family income and family size and composition using U.5. Census Bureau poverty thresholds.
NOTES: Error bars indicate 5% confidence intervals. Access data table for Figure 1 at:
http:/fwww.cdc.gow nch s/data/databriefs/db38_tables. pdf#i.

SOURCE: CDC/MCHS, Maticnal Health Interview Survey.
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MOTE: Rates were calculated using the U.5. Census Bureau estimates of the civilian population. Rates for 1990 and 1995
were based on population estimates adjusted for the net underenumeration in the 1990 census. Rates for 2000, 2005, and
2007 were calculated using 2000-based postcensal civilian population estimates.

SOURCE: CDC/MCHS, Mational Hospital Discharge Survey.

Figure 1. Hospitalization rates, by age: United States, 1970-2007

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



Table 10. Number and rate of discharges from short-stay hospitals, with averfge length of stay, fogpatients 65 years of age and over, by

age and selected first-listed diagnostic categories: United States, 2005—Con.

[Discharges of inpatients from nonfederal hospitals. Diagnostic groupings and code numbers are based on the International Classification of Diseases, Ninth Revision,
Clinical Modification (ICD-9-CM)]

65 years 65-T74 T5-84 85 years
Category of first-listed diagnosis and ICD-9-CM code and over years years and over

Average length of stay in days

All conditions? . . . L L e e 5.5 5.3 5.6 5.7
Heart disease . . ... ... ... . ...... 391-392.0,393-398,402,404,410-416,420-429 4.7 4.4 4.7 4.9

Acute myocardial infarction . . . .. ... L 410 6.0 5.8 6.2 5.8

Coronary atherosclerosis . . . . .. ... . 414.0 35 35 37 33

Cardiac dysrhythmias . . . . .. .. ... . . 427 36 33 34 4.2

Congestive heart failure . . . . ... ... ... Lo 428.0,428.2-428.4 51 4.9 5.1 53
Pneumonia . ... ... ... . ... .. ... ABD-4B6 5.7 5.4 5.8 5.9
Cerebrovascular disease . . . . ... ... e 430-438 4.9 4.5 5.1 5.3
Malignant neoplasms . . . .. . ... L L oL 140-208,230-234 6.9 6.7 7.3 6.8
Fractures, all sites® . . . . . . . .. . e 800-829 5.7 5.5 57 5.7

Fracture of neck of femur® . . . .. .. .. .. .. ... ... ... ..............820 6.4 7.1 6.7 58
Osteoarthrosis and allied disorders . . . . . .. .. ... ... ... ... 715 3.8 3.7 3.9 41
Chronic bronchitis . . . . . . . . . 491 5.4 4.9 5.9 5.4
Urinary tract infection . . . . .. .. .. ... . ... ..... .. ... .............5390 4.7 4.4 4.6 5.0
Certain complications of surgical and medicalcare . . . . ... ... .. ... ... 996-959 6.4 6.6 6.2 6.2
Seplicemia . . . .. ... 038 7.8 8.1 8.0 71
Volume depletion . . . . . ... 2765 4.2 39 4.1 4.7
Psychoses . .. . e 290-299 8.6 9.4 1.8 8.5
Diabetes mellitus . _ . . . . . .. e 250 53 5.2 5.6 5.4
Cellulitis and abscess . . . . . . . ... e 681-682 53 4.9 5.5 5.6
Diverticula of intestine . . . . . . . .. L e 562 5.8 57 5.5 6.3
Intestinal obstruction . . . . . . .. L e 560 6.9 6.9 7.3 6.3
ANBMIAS . . . . . e 280-285 4.0 35 39 4.6
Cholelithiasis . . .. . . .. 574 4.8 4.2 4.9 6.1
Essential hypertension . . . . . . . ... 401 2.6 23 2.7 28
Asthma . . . . . e 493 4.7 4.4 4.9 5.0
Moninfectious enteritis and colitis . . . . .. ... L. 555-558 5.1 5.1 4.8 59

lIncludes data for diagnostic conditions not shown in table.
®Excludes fractures coded as 733.1, pathologic fracture.
*Rates were calculated using U.S. Census Bureau 2000-based postcensal estimates of the civilian population as of July 1, 2005.



Centrality of function

Function=

physical capabllitiesx medical managemenk motivation

social, psychological, and physical environment



NCHS Data Brief m No. 20 = July 2009

Aging Differently: Physical Limitations Among Adults Aged
50 years and Over: United States, 2001-2007

Julia Holmes, Ph.D.; Eve Powell-Griner, Ph.D.; Margaret Lethbridge-Cejku, Ph.D.;
and Kathleen Heyman, M.S.



Does the prevalence of physical limitations increase with
age?

Figure 1. Percentage of adults aged 50 years and over, by age and number of physical
limitations: United States, 2001-2007
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NOTE: The sum of the stacked sections in the bar for each age group represants the total percentage of aduts in that age group
with one or more physical imitations.

DATA SOURCE: CDCG/NCHS: Mational Health Interview Sunvey.



Hospital immobillity in elderly patients



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

A) 950 hospitalized elderg¢age: 78.36 8.5, fem: 68.3%) n/events

Group a (no change in functional status) 670/58
Group b (minor change in functional status:Z5) 130/24
Group ¢ (major change in functional status: 30+) 148/48

B)1119 hospitalized eldergage: 80.67.8, fem: 69.8%)

Group a (moderate loss and regain in function) 244/26
Group b (moderate loss and no regain in function) 497]72
Group c (severe loss and regain in function) 193/34
Group d (severe loss and no regain in function) 185/68

Undjusted Adjusted*

1.0 (reference) 1.0 (reference)
1.8 (1.@¢4.0) 1.3(0.€3.0)
6.2 (3.x11.5) 2.8(1.%5.7)

1.0 (reference) 1.0 (reference)
1.8 (1.1¢2.6) 1.5(1.0c2.7)
1.3(1.1¢3.0)0 1.1(0.6¢1.7)
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 3.4129 3.3 1.38.8
No improvement in BADL
during hospitalization 310/95 1.6 1026 22 1338
Dementia (MMSE <18) 185/71 3.3 2153 1.6 0.926
Delirium 88/40 26 1643 19 1.132
APACHEAPS APS (8+) 132/72 59 3.79.3 26 1544
Dehydration (BUN/creatinine ratio >60) 119/45 2.3 1437 1.7 1027
Cancer (with or without methastasis) 34/15 21 1144 3.1 156.3
Drugs (7+) 99/58 5,5 3.29.2 26 1546
Charlson Indexx4) 138/51 1.8 1.2-2.8
Serum albumin (<3.5g/dl) 214/80 3.0 1947
Respiratory diseases
(Pneumonia, COPD acute exacerbation) 120/41 1.4 1.02.2
Stroke 64/26 1.9 1134

Diabetes mellitus (uncompensated 16/9 3.4 1295



Gerontology

wDisease presentation
wDisease management
wSocial context



Geriatrician Roles

w Clinician
C Inpatient
¢ Outpatient
¢ Longterm care
¢ Primary care
C Specialist
w Educator
w Advocate

w Rationer



B CARE OF THE AGING PATIENT: CLINICIAN'S CORNER

FROM EVIDENCE TO ACTION

Medical Care for the Final Years of Life
“When You're 83, It's Not Going to Be 20 Years"

David B. Reuben, MD
ok —— The case of an 83-year-old man who has had a fall-related
injury and continuesto be the sole caregiver for his wife who

The Patient's Story

JAMA. 2009;302(24):2686-2654 WML Com



Abstract

The case of an 8gear-old man who has had a fatelated injury and

continues to be the sole caregiver for his wife who has dementia exemplifies
a common situation that clinicians fageplanning 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 evidencebased care whenever possible. Shaerm 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. Londerm 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.

JAMA Reuben, D. B. JAMA 2009;302:263694
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Table 1. Questions and Simple Tests for General Screening Assessment of Frail Older Patients?

Question Answer or Indicator Alternative
Functional status
Activities of daily Bathing, dressing, toileting, transferring, maintaining Able to complete without
living (ADLs) continence, feeding assistance; able but with
difficulty; unable to complete
without assistance
Instrumental activities Using the telephone, shopping, preparing meals, housekeeping, Able to complete without
of dalily living doing laundry, using public transportation or driving, taking assistance; unable to
(IADLs) medication, handling finances complete without assistance
Visual impairment Do you have difficutty driving, watching television, reading, or Yes indicates positive screen Snellen eye
doing any of your daily activities because of your eyesight, chart
even while wearing glasses??
Hearing impairment? Is your age older than 70 years? 1 Point Alternative is
Are you of male gender? 1 Point Audioscope®
Do you have 12 or fewer years of education? 1 Point
Did you ever see a doctor about trouble hearing? 2 Points
Without a hearing aid, can you usually hear and understand If no, 1 point
what a person says without seeing his face if that person
whispers to you from across the room?
Without a hearing aid, can you usually hear and understand If no, 2 points

what a person says without seeing his face if that person
talks in a normal voice to you from across the room?

=3 Points, positive screen

Urinary incontinence®

Have you had urinary incontinence (lose your urine) that is
bothersome enough that you would like to know how it
could be treated?

Yes indicates positive screen

Malnutrition

Have you lost any weight in the last year?*

Loss of at least 5% of usual body
weight in last year indicates
positive screen?

Gait, balance, falls®

Have you fallen 2 or more times in the past 12 months?
Have you fallen and hurt yourself since your last doctor’s visit?
Have you been afraid of falling because of balance or

walking problems?

Any yes response indicates
positive screen

Depressiond Over the past 2 weeks, how often have you been bothered by: Response score for each:
Little interest or pleasure in doing things? 0, Not at all
Feeling down, depressed, or hopeless? 1, Several days
2, More than half the days
3, Nearly every day
Total =3, positive screen
Cognitive problems 3-Item recall® <2 ltems recalled indicates
positive screen®
Clock drawing test® Any of the following errors

indicatepositive screen: wrong
time, no hands, missing
numbers, number
substitutions, repetition,
refusal®

Environmental problems

Home safety checklists’

aAll except the Snellen eye chart, Audioscope, and evaluation for cognitive problems can be assessed by self-report using questionnaire.
Questions and response indicators are from the National Health and Nutrition Examination Survey (NHANES) battery.®

€ Questions and response indicators are from the ACOVE-2 Screener.?
Questions and response indicators are from the Patient Health Questionnaire-2."

Reuben, D. B. JAMA 2009;302:2

63694
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Table 2. Life Expectancy for Older Persons by Age, Race, and Sex?

White Black
Age, y | Men WomenI | Men WomenI
65 17.2 20.0 15.2 18.6
70 13.7 16.2 12.4 15.3
7o 10.7 128 9.9 12.2
80 8.1 9.7 8.0 9.6
85 6.0 7.1 6.3 7.5
90 4.3 o1 4.9 Bl
95 3.1 3.6 3.8 4.3
100 2.2 2.6 2.9 3.2

dData adapted from National Vital Statistics Reports.'®

Reuben, D. B. JAMA 2009;302:263694



Figure. Hypothetical Trajectories of Functional Decline for Mr Z
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Reuben, D. B. JAMA 2009;302:2683694 JAMA
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Table 3. Treatment and Monitoring of Mr Z

Assessment/Treatment

Time Frame

Administrator/
Method

Short-term (within 1 y) issues

Physical therapy Now Physical therapist
Home safety inspection Now Home health
Vitamin D replacement Now Clinician
Bone mineral density and Now Clinician
bisphosphonates if
osteoporosis
Assessment of function, falls, Now and every Self-report
and fear of falling visit (Table 1)
Influenza vaccination Yearly Office staff or
community
Midrange (1-5 y) issues
Community-based fall In 3-6 mo Clinician provides
prevention program depending on list of nearby
physical programs
therapy
progress

Assessment of caregiver

Now and every

Clinician asks;

burden visit may need
social worker
Blood pressure screening Every visit Office staff
Vision testing Yearly Office staff or
optometry
Weight Every visit Office staff
Height Yearly Office staff
Hearing impairment Yearly Self-report or
screening office staff
(Table 1)
Depression screening Yearly Self-report
(Table 1)
Lipid screening Every 5y Clinician

Long-term (>5y) issues

Assessment of living situation

Yearly or more

Clinician or social

often if clinical worker
situation
changes

POLST form Now and Previsit
updated as questionnaire
clinical and clinician
situation
changes

Abbreviation: POLST, physician orders for life-sustaining treatment.

JAMA

Reuben, D. B. JAMA 2009;302:26369
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1
Table 4. USPSTF Recommendations for an 83-Year-Old,
Nonsmoking, Sexually Inactive Man?

Recommendation Grade®

Primary prevention
Alcohol misuse screening and behavioral counseling B
interventions to reduce alcohol misuse by adults

Intense behavioral dietary counseling for adult patients B
with hyperlipidemia and other known risk factors
for cardiovascular and diet-related chronic disease

Obesity screening B
Secondary prevention
High blood pressure screening A
Lipid screening A
Depression screening in clinical practices that have systems B
in place to assure accurate diagnosis, effective treatment,
and follow-up
Diabetes screening if sustained blood pressure (either treated B

or untreated) greater than 138/80 mm Hg

Abbreviation: USPSTF, US Preventive Services Task Force.

aData adapted from Agency for Healthcare Research and Policy preventive services se-
lector.™

bThe USPSTF recommends the service. Grade A denotes there is high certainty the net
benefit is substantial and grade B denotes there is high certainty the net benefit is mod-
erate or there is moderate certainty that the net benefit is moderate to substantial.

JAMA

Reuben, D. B. JAMA 2009;302:263694



Table 5. Priorities in the Care of Older Patients by Life Expectancy

Medical Nonmedical
Life | 1 1
Expectancy Priorities Tools and Approaches Priorities Tools and Approaches
Long Address the patient’s concerns Open-ended questions Lifestyle changes Health educator, CBOs?
(>5y) Evidence-based disease management  Guidelines Engage in social and CBOs,? AAAs*
Identify and manage geriatric Table 1 work activities
conditions Environment safety Occupational therapist,
Preventive services as indicated USPSTF interactive tool ' and access home modification
Coordinate care across health care Discharge summaries, e-mail, (eg, driving) companies, home
professionals and settings telephone health agencies
Advance directives (eg, designate Medical association and state forms
DPOAHC) (DPOAHC)
Mid Address the patient’s concerns Open-ended questions Environment safety Home health agencies,
(2-5y) Evidence-based disease management  Guidelines and need for social workers, private
(must expect benefit within ADL and IADL care managers
patient’s lifetime) support
Identify and manage geriatric Table 1 Engage in social CBOs,® AAAs*
conditions activities (eg,
Preventive services as indicated USPSTF interactive tool'* senior citizen
(eg, influenza vaccination) centers)
Coordinate care across health Discharge summaries, e-mail, telephone  Identify and evaluate Social workers, financial
care professionals and resources planners
settings (eg, social
Advance directives Medical association and state forms support,
(DPOAHC, living will, POLST*') financial)
Short Address the patient’s concerns and Open-ended questions Living situation Social workers
(<1-<2y) identify patient goals Caregivers and their Open-ended questions,

Symptom management

Coordinate care across health care
professionals and settings

Advance directives (eg, POLST form)

Palliative care guidelines

Discharge summaries, e-mail,
telephone

Medical association and state forms
(POLST,* DPOAHC)

health, respite care
Engage in social

activities (eg, adult

day care centers)

also see Table 1
Social workers,
CBOs2 AAAs*®
hospice

(when life expectancy

=6 mo)

Abbreviations: AAAs, Area Agencies on Aging; ADL, activities of dalily living; CBOs, community-based organizations; DPOAHC, durable power of attomey for health care; IADL, instru-
mental activities of dalily living; POLST, physician orders for life-sustaining treatment; USPSTF, US Preventive Services Task Force.
aExamples of community-based organizations include Alzheimer's Association chapters, the Braille Institute, and Lighthouse for the Blind. A list of relevant Web sites is available with the
article at http:/www jama.com.

Reuben, D. B. JAMA 2009;302:262
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Comprehensive Geriatric
Evaluation

wThe evidence on theffectivenessof GEM
and case management is mixed

¢ Bernabel, R., et alRandomised trial of impact of model of
Integrated care and case management for older people living in the
community. BMJ, 1998. 316: p. 134351

¢ Cohen, H.J., et alA controlled trial of inpatient and outpatient
geriatric evaluation and management. New Engl J Med, 2002.

346(12): p. 90H12.
wThe evidence of thefficiencyof GEM Is
poor




Levels of Care

wDiagnosis

wComplex management
wProactive management
wPlanning & counseling

w Coordination
¢ Among MDs
¢ Medical & social



IMPROVING PATIENT CARE

Quality of Care Is Associated with Survival in Vulnerable

Older Patients

Takahiro Higashi, MD, PhD; Paul G. Shekelle, MD, PhD; John L. Adams, PhD; Caren J. Kamberg, MSPH; Carol P. Roth, RN, MPH;
David H. Solomon, MD; David B. Reuben, MD; Lillian Chiang, MD; Catherine H. MacLean, MD, PhD; John T. Chang, MD, MPH;
Roy T. Young, MD; Debra M. Saliba, MD, MPH; and Neil S. Wenger, MD, MPH

Background: Although assessment of the quality of medical
care often relies on measures of process of care, the linkage
between performance of these process measures during usual
clinical care and subsequent patient outcomes is unclear.

Objective: To examine the link between the quality of care that
patients received and their survival.

Design: Observational cohort study.
Sctting: Two managed care organizations.

Patients: Community-dwelling high-risk patients 65 years of age
or older who were continuously enrolled in the managed care
organizations from 1 July 1998 to 31 July 1999.

Measurements: Quality of care received by patients (as mea-
sured by a set of quality indicators covering 22 clinical conditions)
and their survival over the following 3 years.

Results: The 372 vulnerable older patients were eligible for a
mean of 21 quality indicators (range, 8 to 54) and received, on

average, 53% of the care processes prescribed in quality indica-
tors (range, 27% to 88%). Eighty-six (23%) persons died during
the 3-year follow-up. There was a graded positive relationship
between quality score and 3-year survival. After adjustment for
sex, health status, and health service use, quality score was not
associated with mortality for the first 500 days, but a higher
quality score was associated with lower mortality after 500 days
(hazard ratio, 0.64 [95% Cl, 0.49 to 0.84] for a 10% higher
quality score).

Limitations: The observational design limits causal inference
regarding the effect of quality of care on survival.

Conclusions: Better performance on process quality measures is
strongly associated with better survival among community-dwell-
ing vulnerable older adults.

Ann Intern Med. 2005;143:274-281.
For author affillations, see end of text.

www.annals.org




Figure 1. Kaplan—-Meier survival curves for patients grouped
into the upper and lower half of quality.

1.00 —
0.75
=
=
z 0.50 —
=
wy
— Low quality score
. (< median)
....... High quality score
0,004
T I ' ! I I

Days
Patients at risk, n
High quality 186 182 173 166 162 158
Low quality 186 182 173 162 149 137

Patients in the upper half of quality received a mean quality score of
62%, and patients in the lower half had a mean quality score of 44%.
Survival curves differed by the log-rank test (P = 0.02).

16 August 2005 | Annals of Internal Medicine | Volume 143  Number 4277



The Rise of Chronic Care

wEverywhere there Is growing appreciation of
the centrality of chronic care

wGeriatrics represents a strong model of such
care

wMore needs to be done to create effective
and affordable approaches



Trends in Chronic Care

wGrowing appreciation for its centrality

wNew funding approaches that emphasize
episodes of care and accountability

wdt FGASYud OSYUSNBRYSa:
¢ Meaningful, realistic, appropriate roles

wUse of new personnel
¢ Geriatric nurse practitioners

w Electronic health records
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