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In response to the needs and demands of an aging popu-
lation, geriatric medicine has grown rapidly during the past
3 decades. The discipline has defined its core values as well
as the knowledge base and clinical skills needed to improve
the health, functioning, and well-being of older persons and
to provide appropriate palliative care. Geriatric medicine
has developed new models of care, advanced the treatment
of common geriatric conditions, and advocated for the
health and health care of older persons. Nevertheless, at the
beginning of the 21st century, the health care of older per-
sons is at a crossroads. Despite the substantial progress that
geriatric medicine has made, much more remains to be done
to meet the healthcare needs of our aging population. The
clinical, educational, and research approaches of the 20th
century are unable to keep pace and require major revisions.
Maintaining the status quo will mean falling further and
further behind. The healthcare delivery and financing sys-
tems need fundamental redesign to improve quality and
eliminate waste.

The American Geriatrics Society (AGS) Task Force on
the Future of Geriatric Medicine has identified five goals
aimed at optimizing the health of older persons:

e To ensure that every older person receives high-quality,
patient-centered health care
To expand the geriatrics knowledge base
To increase the number of healthcare professionals who
employ the principles of geriatric medicine in caring for
older persons

e To recruit physicians and other healthcare professionals
into careers in geriatric medicine

e To unite professional and lay groups in the effort to
influence public policy to continually improve the
health and health care of seniors

Geriatric medicine cannot accomplish these goals alone. Ac-
cordingly, the Task Force has articulated a set of recommen-
dations primarily aimed at the government, organizations,
agencies, foundations, and other partners whose collabora-

This statement on the future of geriatric medicine was developed and written
under the auspices of the American Geriatrics Society (AGS) Task Force on
the Future of Geriatric Medicine and approved by the AGS Board of Directors
in March, 2005.

Address correspondence to Marianna Racz, American Geriatrics Society,
350 Fifth Avenue, Suite 801, New York, NY, 10118.
E-mail: mracz@americangeriatrics.org

DOI: 10.1111/7.1532-5415.2005.53350.x

tion will be essential in accomplishing these goals. The vision
described in this document and the accompanying recom-
mendations are only the broad outline of an agenda for the
future. Geriatric medicine, through its professional organi-
zations and its partners, will need to mobilize resources to
identify and implement the specific steps that will make the
vision a reality. Doing so will require broad participation,
consensus building, creativity, and perseverance.

The consequences of inaction will be profound. The
combination of a burgeoning number of older persons and
an inadequately prepared, poorly organized physician
workforce is a recipe for expensive, fragmented health care
that does not meet the needs of our older population. By
virtue of their unique skills and advocacy for the health of
older persons, geriatricians can be key leaders of change to
achieve the goals of geriatric medicine and optimize the
health of our aging population. Nevertheless, the goals of
geriatric medicine will be accomplished only if geriatricians
and their partners work in a system that is designed to pro-
vide high-quality, efficient care and recognizes the value of
geriatrics. ] Am Geriatr Soc 53:5245-5256, 2005.

mericans are living longer. Improved control of infec-

tious diseases and other advances in medicine and
public health have resulted in an increase in life expectancy
at birth from 47.3 years in 1900 to 77.2 years in 2001." This
longevity must be considered in the context of the surge in
the U.S. birth rate during the 2 decades following the Sec-
ond World War. In 2000, these 75 million baby boomers
accounted for nearly 30% of the U.S. population.” By 2030,
when the last of the baby boomers reaches the age of 65, the
U.S. population aged 65 and older will exceed 70 mil-
lion—approximately twice the number in 2000.% Despite
some evidence that the prevalence of disability among older
persons may be declining,* the vast majority of these older
persons will have at least one chronic disease, and substan-
tial numbers will have impairments in abilities to Sperform
basic and more advanced activities of daily living.

The health needs and demands of an aging popula-
tion have spurred the growth of the discipline of geriatric
medicine. Geriatrics, including geriatric medicine and geriat-
ric psychiatry, is the physician discipline that focuses exclu-
sively on health care for older persons. Its mission is
to improve the health, functioning, and well-being of older
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persons and, when this is not possible or is not the patient’s
preference, to provide palliative care that is consistent with
the patient’s wishes. Recognizing the interdependency of
medical, social, and mental health issues in the overall health
and health care of their patients, geriatricians take care of
older people, not just their diseases. A key component of this
care is the management of chronic conditions, often multiple
and usually incurable, in a variety of settings, including home,
nursing homes, and community-based long-term-care sites.

Geriatricians are especially skilled at balancing the
benefits and burdens of therapy and providing care for frail
older persons and those at the end of life. They have mas-
tered the management of syndromes such as immobility,
incontinence, and dementia as well as the common diseases
such as osteoarthritis, hypertension, and heart failure that
affect older persons. Moreover, geriatricians coordinate
care with other professions and across healthcare and com-
munity-based settings to ensure that their patients’ needs
are met. In addition to their clinical roles, geriatricians lead
research efforts aimed at improving the health of older per-
sons and providing optimal care for this population, and
they teach physicians and other health professionals how to
provide the best care for older persons. They also fill lead-
ership and advisory roles for healthcare delivery systems
(e.g., as medical directors of nursing homes, medical
groups, and health plans). Geriatricians are sought for
their expertise and insight into the healthcare needs of older
persons, particularly those who are frail and those who
must use high levels of healthcare resources. In all their
professional roles, geriatricians are advocates for their pa-
tients and for older persons in general.

Many geriatricians provide a full range of services, al-
though some have focused on specific segments. Moreover,
geriatricians vary with respect to the extent that they pro-
vide primary versus consultative care. Yet, by virtue of their
training, skills, values, and advocacy for older persons, ger-
iatricians have established a core identity and culture. The
values, attributes, and competencies that characterize this
identity and culture are listed in Table 1. Many of these are
shared by physicians in other disciplines, but this particular
constellation of values, attributes, and competencies fo-
cused on older persons is unique to geriatrics.

During the past 3 decades, geriatric medicine has ex-
perienced dramatic growth and has established itself as a
major force in American medicine. Notable accomplish-
ments in this growth of geriatrics include the:

e establishment of the National Institute on Aging (NIA),
whose mission is to improve the health and well-being
of older Americans through research;

e creation of a body of scientific knowledge (basic sci-
ence, clinical, social and behavioral) to guide the clin-
ical care of older persons and establish a foundation for
future research;

e identification of new clinical interventions for geriatric
syndromes and for many diseases common in older
adults;

e infusion of geriatric medicine into the general and post-
graduate education of physicians;

e development of specific fellowship programs aimed at
training a cadre of physicians with expertise in geriatric
medicine; and

e implementation of certification processes for geriatri-
cians in internal medicine, family medicine, and psy-
chiatry.

Building on these accomplishments, the field has developed
innovative approaches to the care of older persons, partic-
ularly those who are frail or have multiple diseases. These
models, which usually involve interdisciplinary team care,
have been applied successfully in hospital,®® outpatient,”'"
home,'"!* and nursing-home'®'* settings. They have also
led to improved diagnosis and treatment of common geriatric
conditions such as falls,' urinary incontinence,'® delirium,”
and osteoarthritis.'” Research in geriatrics has provided new
insights into the heterogeneity of aging, ranging from frail-
ty'® to successful aging, in which good health and functional
ability persist well into older age.'” Geriatrics has also in-
fused its research findings, approaches, and values into other
areas of health care (e.g., ethics,”® hospice and palliative
care,”! and chronic disease management*>*®) and other areas
of the medical profession (e.g., subspecialties of internal
medicine and surgical and related medical specialties**2°).

Despite numerous advances and increasing prominence,
geriatric medicine is facing challenges. Perhaps most impor-
tant, the discipline has failed to secure adequate reimburse-
ment for many of the core elements of good geriatric care
(e.g., assessment and care coordination, community-based
prevention programs, and long-term-care services). Financial
support for education and research, and payment for clinical
care have been insufficient to foster the needed growth of the
discipline. Although geriatricians have the highest profes-
sional satisfaction rates among physicians,?” recruitment in-
to the field has been modest. For example, fewer than 300
physicians entered geriatric medicine fellowships in 2003.%%
As a result, there are currently fewer than 7,000 certified
geriatricians®” (approximately 1 per 5,000 Americans aged
65 and older), far short of the estimated current need for
14,000 geriatricians.® Moreover, the discrepancy between
available and needed geriatricians is expected to worsen, to
36,000 by 2030.%° These current and future shortages of
geriatricians demand a reexamination of the roles of geria-
tricians and better leveraging of the scarce resources of a
small geriatrician workforce.

In this document, the American Geriatrics Society
(AGS) Task Force on the Future of Geriatric Medicine de-
scribes the goals of geriatric medicine, identifies the obsta-
cles to achieving these goals, and outlines strategies for
overcoming obstacles. We also craft a vision of future roles
of geriatricians. Finally, we provide a set of recommenda-
tions primarily aimed at the government, organizations,
agencies, foundations, and other partners whose assistance
will be essential to achieve the goals of geriatric medicine.

This vision and these recommendations are only the
broad outline of an agenda for the future. The discipline,
through its professional organizations and its partners, will
need to mobilize resources to identify and implement the
specific steps that will accomplish the goals of geriatric
medicine. This will require broad participation, creativity,
perseverance, and consensus building.

The document focuses on geriatric medicine (and uses
the terms “geriatrics” and “geriatric medicine” interchange-
ably); in this document, both terms refer to internists and
family physicians who are certified as having added qual-
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Table 1. Geriatrics Core Values— Attributes and Competencies

Core Values

Core Attributes and Competencies

Excellence in clinical care

Professionalism

Expansion of knowledge related
to health and aging

Education of a health professions

workforce to care for older persons

Advocacy for older patients

Leadership

Patient-centered care that respects patient and family preferences and balances the
burden of therapies with potential benefits

Comprehensive care that addresses mental health and social issues as well as medical
conditions

Provision of coordinated care across all settings, including office, hospital, nursing
home, acute rehabilitation unit, home, community-based long-term-care sites, and
hospice

e Coordinated care that includes communication among providers

Interdisciplinary team care with shared responsibility for patient care processes and
outcomes

Commitment to quality and its continuous improvement

Focus on function and quality of life as outcomes

Expertise in the diagnosis and care of chronic diseases and geriatric conditions
Communication and interpersonal skills that serve both patients and families
Prevention (primary, secondary, and tertiary) and rehabilitation as strategies to
preserve, maintain, and restore function and prevent disability and dependency
Palliative care for the relief of physical and psychological suffering, regular
communication about care goals as disease progresses, and continuity of
comprehensive palliative services for both patient and family caregivers across
healthcare settings

End-of-life and hospice care when patients are terminally ill and intensive
comprehensive palliative care becomes the primary focus of health care

e Emphasis on patient safety and avoiding iatrogenesis

Cultural competency and respect

Highest ethical standards

Excellent peer relations

Acquisition and maintenance of board certification
Lifelong learning and continuous professional growth
Respect for roles of all members of the healthcare team
Teaching lay and professional audiences

Research on the basic science of aging and age-related diseases and geriatric
conditions, clinical research, clinical and population-based research, social and
behavioral research, and health services research, including quality-of-care research

Teaching in traditional and nontraditional settings, both at academic institutions and in
the community

Teaching primary care physicians, medical subspecialists, surgical and related
medical specialists, and other health professionals

e Balancing autonomy and safety for individual patients
e Working within healthcare systems to ensure that needs of older persons are

comprehensively met

Working within educational settings to promote curriculum reform to foster the goals of
geriatric medicine

Collaborating with other medical professional societies and the societies of other
healthcare disciplines to promote high-quality care of older persons

Working with lobbyists, governments, and consumer groups to implement policy
changes that promote the goals of geriatric medicine

Vision and flexibility to anticipate and respond to changing healthcare and political
environments

o Ability to mobilize resources to meet current and future goals

Willingness to share leadership roles with other specialties and disciplines in the care of
older persons

Rising to leadership positions in all relevant environments (e.g., academia, healthcare
systems, government)
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ifications in geriatrics. Many of the issues also apply to
geriatric psychiatry and other specialties and professions
(e.g., nursing, social work, pharmacy, dentistry) that have
focused on the health care of older persons and whose
practitioners are important members of the interdiscipli-
nary team. These other disciplines have other unique issues,
however, that cannot be considered here because of space
considerations.

THE GOALS OF GERIATRIC MEDICINE

To meet its mission of improving the health, functioning,
and well-being of older persons, geriatric medicine must
achieve the following goals.

e To ensure that every older person receives high-quality,
patient-centered health care

e To expand the geriatrics knowledge base
To increase the number of healthcare professionals who
employ the principles of geriatric medicine in caring for
older persons

e To recruit physicians and other healthcare professionals
into careers in geriatric medicine

e To unite professional and lay groups in the effort to
influence public policy to continually improve the
health and health care of seniors

ACHIEVING THE GOALS OF GERIATRIC
MEDICINE

To achieve the goals of geriatric medicine, the nation will
need a healthcare delivery system that is organized and fi-
nanced to provide high-quality care by a workforce of
physicians and other healthcare professionals trained in the
care of older persons. It also requires strong educational
components to train these professionals, most of whom will
not become geriatricians, in the appropriate care of older
persons. Older patients (and when appropriate, their fam-
ilies) should be well informed about their health conditions
and be active participants in making healthcare decisions
and in implementing treatment plans. Finally, meeting the
goals of geriatric medicine requires a strong and evolving
research base to guide clinical care, provide insights into
prevention and natural history, and develop interventions
that will prevent disease or reduce its burden. The following
sections present the specific goals of geriatric medicine, de-
scribing for each goal its requisites, the existing obstacles
to its achievement, and strategies needed to overcome the
obstacles.

GOAL: TO ENSURE THAT EVERY OLDER PERSON
RECEIVES HIGH-QUALITY, PATIENT-CENTERED
HEALTH CARE

Requisites

Planning for healthcare delivery for the older age group
should be aimed at the entire population of older persons
but must address the unique needs of individual patients.
Thus, healthcare delivery must consider the full range of
needs for the heterogeneous older population. Diversity in
health and functional status, culture and ethnicity, and so-
cioeconomic status must be recognized. Physicians must be
taught to appreciate differences among older persons in

their health beliefs and practices and to accommodate these
differences with respect and without prejudice. In addition,
the healthcare needs of rural older persons must be met with
the same comprehensiveness and quality provided for those
living in urban and suburban areas. Similarly, other special
populations, such as the homebound and those with low
health literacy, must be accommodated.

Healthcare providers and organizations must recognize
the need to maintain the health and function of the health-
iest older persons with preventive and lifestyle interven-
tions. The needs of the most robust older adults for episodic
health care must be met promptly, conveniently, and effec-
tively. Those with chronic diseases should be enrolled in
programs to manage their illnesses and coordinate their
care across providers and with community resources. Many
older persons with acute or chronic illnesses will require
rehabilitation and tertiary prevention to preserve, maintain,
and restore function and to prevent disability and depend-
ency. For older persons who have multiple illnesses and are
frail, symptom management and preservation of function
are as important as disease management. Healthcare pro-
viders and organizations must take proactive roles to ensure
that frail patients’ needs are met, prognosis and preferences
are discussed, and high-quality care is provided, with at-
tention to psychological, social, and spiritual needs and the
relief of pain and other symptoms. End-of-life care and
hospice services should be available to all older persons as
they approach the final phases of their lives.

Health care for older persons should embrace the six
aims identified by the Institute of Medicine in its 2001 re-
port Crossing the Quality Chasm: A New Health System for
the 21st Century—care that is safe, effective, patient-cen-
tered, timely, efficient, and equitable.®! There are some im-
portant aspects of these six aims that have special meaning
when they are applied to the care of older persons. For
example, with regard to safety, pharmacotherapy for older
persons is particularly risky because of age-related changes
in distribution, metabolism, and elimination of drugs as
well as potential interactions among the multiple drugs that
many older persons are taking. Additional aims for the care
of older persons that meet the goals of geriatric medicine
include

e continuity and seamlessness across all sites and pro-
viders;

e appropriateness of care within the context of the goals
of the individual patient and the values of society.

Healthcare financing must support comprehensive
care and align reimbursement to reward healthcare systems
and providers who deliver efficient (economical) and effec-
tive (high-quality) care for older patients with multiple
chronic conditions, functional limitations, or disability. It
also should include support of services that are provided
outside the healthcare system (e.g., community-based exer-
cise programs, in-home assistants) that provide substantial
health benefits to patients and family members, who are
often invaluable as caregivers.

Obstacles

Almost all older Americans have Medicare entitlement,
which would seemingly ensure their access to care. Yet
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substantial obstacles remain, wherever physicians choose
not to participate in Medicare and wherever higher copay-
ments (e.g., for mental health services) pose barriers to re-
ceiving needed care. Moreover, the healthcare benefits for
older persons are not uniform. Medicare beneficiaries
enrolled in health plans may receive essential services
(e.g., case management) that are not covered benefits for
beneficiaries enrolled in fee-for-service Medicare. Commu-
nity-based alternatives to long-term care (e.g., Program for
All-inclusive Care of the Elderly) are essentially out of reach
financially for older persons who are not dually insured by
Medicare and Medicaid. Medicaid eligibility criteria and
benefits, which are so crucial for the poor, vary from state to
state. Finally, the dearth of culturally competent providers
and systems for many ethnic minorities has limited their
access to care that meets the goals of geriatric medicine.

The current predominant structure of financing of
health care of older persons, fee-for-service Medicare, also
presents major obstacles to providing high-quality care for
older persons. The basis for this system was developed in
the mid-20th century and relies on payment for units of
service provided rather than on the quality of care provided
or patient outcomes. It is particularly suited to reimburse
individual procedures (e.g., surgeries, diagnostic tests) but
leaves large gaps in coverage for services that many older
persons need (e.g., case and disease management). Frail
older persons and those with chronic diseases or disabilities
require care that is provided in many venues and often out-
side the context of the face-to-face physician visit. More-
over, fee-for-service Medicare encourages the utilization of
expensive services (e.g., treating acute illness in hospitals
rather than in nursing homes). As noted by other primary
care disciplines,®**? the current system of healthcare fi-
nancing is flawed and needs to be revamped if primary care
is to remain a viable component of medicine.

The effort to provide high-quality, continuous health
care to older persons has been impeded by barriers to the
communication of health information across providers. The
lack of access to previously collected clinical information,
including conversations with patients about their preferenc-
es, has led to redundancy, waste, and inappropriate care.
Information technology and the electronic health record
hold great promise for improving patient care, yet this
promise largely remains unfulfilled. Although efforts to de-
velop electronic health records are underway, only a minor-
ity of healthcare providers currently have access to systems
that truly facilitate care, and most of these do not span
across settings of care (e.g., between hospital and nursing
home). Electronic documentation of the content of the pa-
tient visit remains behind that of most American commerce
(e.g., automobile servicing, purchasing goods). Moreover,
the cost of developing comprehensive information technol-
ogy is large, and there is no revenue stream to support the
investment in software development and hardware that is
required before these systems can be operational.

Improvement in healthcare delivery to older persons
requires innovation and investment in the development and
testing of new models of care. To date, this innovation and
evaluation have been neglected by the major federal
agencies (Centers for Medicare and Medicaid Services
[CMS] and the Agency for Healthcare Research and
Quality [AHRQ]). For the former, such efforts largely fall

outside its mission, and for the latter, the limited funds
available have precluded meaningful efforts to develop new
approaches to healthcare delivery.

Although the costs of innovations may be accommo-
dated by elimination of waste, increased efficiency, and
improved outcomes, it is possible that better health care will
cost more. Thus, it becomes a societal decision as to how
much care can be supported and how purchasers and users
will share the burden of these costs. Consumers in the
United States, both older and younger, have a sense of en-
titlement to services that has been fueled by an explosion of
direct-to-consumer advertising. With advances in technol-
ogy, the difference between what is possible and what is
appropriate has become an increasingly common issue in
clinical care.

Strategies for Overcoming Obstacles

Financial disincentives to providing geriatric care must be
rectified. Justification for these changes should be based on
the quality and value added by the use of a geriatrics ap-
proach in providing care. This quality of care should be
measured by specific indicators and by evidence of the
physician’s role in decision-making processes and in coor-
dinating the team approach.

Electronic health records need to be developed and
implemented that provide a common core structure that can
be used across healthcare systems as well as across all set-
tings within individual systems. The travel industry, among
others, provides examples of how this can occur. Electronic
health records, however, will need to have adequate safe-
guards to maintain patient privacy. Moreover, electronic
health records need to be “smart,” incorporating decision-
support systems that lead geriatricians and other physicians
through appropriate care processes and decision making.
Similarly, electronic health records could vastly reduce the
problem of drug-prescribing errors in treating older persons
by identifying potential drug interactions and suggesting
more appropriate medications or dose adjustments on the
basis of the patient’s age, other medications, and comorbid
conditions.

Innovation in healthcare delivery, particularly for those
who have multiple chronic diseases, will require the col-
laboration of several key federal agencies as well as private
support. Foundations might provide small funds to conduct
pilot studies of the feasibility of novel clinical programs.
CMS (the primary payer for health care of older persons)
could actively partner with AHRQ (whose mission is to
advance excellence in health care) to fund further develop-
ment and evaluation of the more promising new models of
care. The Department of Veterans Affairs (VA) healthcare
system, which has been a leader in developing and evalu-
ating new models of geriatric care, should continue these
efforts, and the applicability of these innovations to private-
sector health care should be examined.

GOAL: TO EXPAND THE GERIATRICS
KNOWLEDGE BASE

Requisites

To achieve the mission of geriatric medicine, the standard of
care for older persons must continually improve as the
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knowledge base and therapeutic options expand. To this end,
medicine and science must continue to develop improved
approaches to the delivery of health care, as well as new
technologies and pharmaceutical agents. A coherent, rele-
vant geriatrics research agenda needs to be developed and
continually refined, and the products of geriatrics research
must be systematically evaluated for their clinical benefits
and advantages over existing treatments. This agenda should
include research focused on the needs of frail older persons
and those with multiple illnesses. Research on prevention of
frailty, disability, geriatric syndromes, models of care, and
decision making about high-technology procedures and de-
vices are examples of important topics for future research.
Older persons, particularly those who have multiple mor-
bidities and those from ethnic minorities, need to be included
in clinical trials of new therapies. For those innovations that
offer clear benefits, systematic efforts must be mounted to
facilitate dissemination, adoption, and adaptation.

Obstacles

Currently, too few geriatricians are trained in research (e.g.,
in 2003 a total of only 62 fellows in the second year and
beyond were in training).”® Moreover, most formally
trained geriatricians do not focus on research. For exam-
ple, only 11% of geriatricians trained in fellowships from
1990 to 1998 report spending more than half of their time
on research.**

In addition, the funding for research on aging through
the NIA and AHRQ has been inadequate to substantially
expand the knowledge base to meet the health needs of the
growing older population. Many high-quality proposals for
aging research cannot be awarded because of insufficient
funding. The funding issue is exacerbated by the general
stagnation of the NIH budget following a period of dra-
matic growth. For instance, the NIA received $1.025 billion
for fiscal year 2004, compared with an estimated $1.056
billion budgeted for 2005. This 3% increase only approx-
imates the general inflation rate and will not permit the
expansion of health research needed for the impending
surge in the older population. Budget projections for the
NIA are even more concerning, with anticipated appropri-
ations that increase at less than the rate of inflation and will
result in reduced support for aging research. Hence, sus-
tained federal salary support for geriatrics research is ten-
tative, even for successful researchers. Furthermore, the
NIA’s research training support program (the K series) has
gaps for research faculty support, especially at the earliest
and most advanced levels of experience.

Strategies for Overcoming Obstacles

To advance the scientific basis for the care of older persons,
the global medical research budgets for the NIH, including
the NIA, and AHRQ need to be increased. It is critical to
invest in research on aging now, in anticipation of the
healthcare needs of the older population that will begin to
burgeon within the next decade. Advocacy groups and pro-
fessional organizations can facilitate increased funding of
aging research through heightened public awareness, in-
cluding among members of Congress, about the pressing
need for new knowledge about the health and health care of
the rapidly expanding older population.

In addition, all NIH institutes need to pay increasing
attention to the health problems that affect older persons.
Mechanisms need to be developed to provide support for
geriatrics research faculty at all levels of experience. Foun-
dations should be encouraged to continue to fund programs
that support subspecialists and surgical and related medical
specialists who conduct aging research.

The NIA, other branches of the NIH, the VA, AHRQ,
private foundations, professional organizations, and indus-
try should focus on setting an agenda and providing funding
for geriatrics and aging research to improve the health of
older persons. This agenda must include funding for re-
search on new models of healthcare delivery for an aging
population, including community participatory research.
Most important, priorities should be set and areas of focus
for each partner should be identified, to ensure that the
entire agenda can be covered and duplication is minimized.

GOAL: TO INCREASE THE NUMBER OF
HEALTHCARE PROFESSIONALS WHO EMPLOY
THE PRINCIPLES OF GERIATRIC MEDICINE IN
CARING FOR OLDER PERSONS

Requisites

In the future, as now, physicians and other healthcare pro-
fessionals who are not geriatricians will provide the major-
ity of health care for older people.®® Although some
professionals will seek continuing education in geriatrics,
most will have had no formal training or will have received
geriatrics training only within the context of core training in
their medical or other health professional school, residency,
or subspecialty training. This nongeriatrician workforce
should have the requisite attitudes, knowledge, skills, and
resources and sufficient reimbursement that they welcome
older patients into their practices and enjoy caring for them.
Hence, geriatrics competency must be imparted during core
training to create a prepared workforce, and geriatrics
should be an area of focus in continuing professional de-
velopment for primary care providers.

Obstacles

Interest in primary care disciplines, especially general in-
ternal medicine and family medicine, has been steadily de-
clining. In large part, this has been due to lifestyle issues and
a payment system that discourages continuous physician-
patient relationships and the commitment to non-face-to-
face time between visits that is required to manage chronic
illness successfully. As a result, the adequacy of the work-
force of physicians to provide primary care for older per-
sons is threatened.

In addition, the ability of academic geriatricians to
train healthcare professionals is in jeopardy. A paucity of
academic geriatricians remains, and most educators in ger-
iatric medicine are dependent upon clinical income, as ac-
ademic institutions have generally been unable to provide
adequate support for teaching geriatrics. The costs of grad-
uate medical education have been supported in large part by
CMS, and these funds have been administered through
hospitals. As a result, in some programs, little or none of the
medical education funds directly support geriatrics educa-
tion. Geriatrics academic programs may therefore be
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caught in a bind of being asked to provide an ever-increas-
ing amount of teaching but not being compensated for time
spent teaching.

Strategies to Overcome Obstacles

Core training in medical school and postgraduate train-
ing must include substantial geriatrics training to ensure
competency in caring for older persons. Beginning in med-
ical school, trainees also should have ample experience with
healthier older persons in community settings, which can
improve attitudes toward geriatric patients.*®?” During
residency training, internists and family physicians should
receive training in the comprehensive care of older persons
with multiple and complex illnesses.

To meet these large teaching demands, geriatricians
will need to partner with other teachers. Most often, ger-
iatricians will lead other faculty, including general intern-
ists, family physicians, surgeons, and related specialists, to
develop, implement, and teach the geriatrics curriculum to
medical students and residents. At some institutions where
local expertise and interest among nongeriatrician faculty is
great enough, these physicians, rather than geriatricians,
will lead geriatrics curriculums in their disciplines. In these
instances, geriatricians will be invaluable as collaborators
who have additional expertise to contribute. Funding for
medical education should be included in the budget of the
healthcare system and should remunerate the time spent
teaching geriatrics.

At the level of the practicing physician, geriatric med-
icine should collaborate with general internal medicine and
family medicine to ensure that primary care specialties re-
main viable and increasingly attractive as career choices.
Within these specialties, physicians must be given incentives
to provide high-quality geriatric care.

GOAL: TO RECRUIT PHYSICIANS AND OTHER
HEALTH PROFESSIONALS INTO CAREERS IN
GERIATRIC MEDICINE

Requisites

The ability of geriatric medicine to meet its mission is crit-
ically dependent upon having a sufficient workforce of ger-
iatricians. As noted below in the section “Future Roles of
Geriatricians,” geriatricians will be needed as leaders in
clinical, educational, research, and administrative roles to
accomplish these goals. Accordingly, recruitment efforts
must focus on expanding the numbers of geriatricians, not
merely replacing those who have left the field.

Obstacles

Recruitment into the field remains a major challenge to the
growth of geriatrics and to achieving the goals of geriatric
medicine. Currently, many physicians-in-training are reluc-
tant to go into geriatrics because of concerns that the life-
style will be too onerous, the pay will be too low, the
systems needed to support physicians to “do the right thing”
will be lacking, and the funds available to support research
and educational efforts will be inadequate.

Strategies for Overcoming Obstacles

Although meeting the projected needs for clinical geriatri-
cians may not be a realistic goal, the high demand for ger-
iatricians’ services in academic and other healthcare settings
justifies a substantial effort to increase the number of phy-
sicians entering geriatrics. If more young doctors are to be
attracted to the discipline, trainees must envision a bright
future as geriatricians. They must have role models who
enjoy their work and feel satisfied with their lifestyle and
remuneration. Whether they plan to focus on clinical care,
research, education, or administration, trainees must feel
confident that their skills and the services they can provide
will be valued for the next 40 years. Geriatricians and their
professional organizations must make concerted efforts to
recruit professionals-in-training into geriatrics by promot-
ing the positive aspects of this personally and professionally
rewarding field.

Given the current low recruitment rates, measures to
“jump-start” recruitment into the field are justified and are
urgently needed. These measures should include loan re-
payment; ample support for advanced fellowships (beyond
the 1 year required for certification) to train geriatricians to
be leaders in research, administration, and education; and
plentiful career development awards. Certifying bodies and
the Accreditation Council for Graduate Medical Education
should explore pathways that increase the attractiveness of
geriatrics fellowship training.

GOAL: TO UNITE PROFESSIONAL AND LAY
GROUPS TO INFLUENCE PUBLIC POLICY TO
CONTINUALLY IMPROVE THE HEALTH AND
HEALTH CARE OF SENIORS

Requisites

Major advances in the treatment of acquired immune de-
ficiency syndrome, cancer, and heart disease have been
achieved through increased recognition of their importance
by the general public and through partnerships between
professional and lay organizations. These partnerships have
influenced policy, funding for research, and the provision of
health care to those afflicted. Geriatric medicine needs the
same prominence and influence to achieve its mission and
goals.

Obstacles

Despite the “graying” of America, the culture is predom-
inantly youth oriented. In fact, much of the cultural and
economic emphasis is on antiaging products aimed at pre-
serving the appearance of youth and offering the hope of
immortality. The mass media have propagated images that
lead to expectations of a nation of superhero older persons.
This distorted vision is a distraction from the more common
reality of aging with chronic diseases, often multiple, that
are the focus of much of geriatric medicine.

In addition, the contribution of the geriatrician who
orchestrates the health care of frail older persons has re-
ceived less attention than the care of specific diseases that
affect older persons. Although patients and families who
have received geriatric care have been extremely grateful
and have gained a clear understanding of the worth of this
approach, it has been difficult to communicate the added
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value of geriatric care to others. Moreover, efforts to meet
the clinical, research, and educational goals of geriatric
medicine have been impeded by the lack of coordination
across professional groups who are working toward similar
goals.

Strategies for Overcoming Obstacles

The goals of geriatric medicine will best be met through
partnerships among professional societies (e.g., the AGS,
the Gerontological Society of America, the American
College of Physicians, the American Academy of Family
Physicians, the Society of General Internal Medicine, the
American Medical Directors Association, the American
Academy of Hospice and Palliative Medicine, the Society of
Hospital Medicine, the American Academy of Home Care
Physicians, and societies representing geriatric surgeons,
medical subspecialists, pharmacists, nurses, and social
workers) and lay organizations (e.g., the AGS Foundation
for Health in Aging, AARP, the Alliance for Aging Research,
and the Alzheimer’s Association). In these relationships, the
goals, responsibilities, and expected outcomes need to be
established at the outset, monitored, and revised as neces-
sary. In many cases, geriatricians and their professional
groups will take the lead. In other instances, geriatricians
will serve as partners while other organizations lead.
These partnerships will be critical in influencing policy
to achieve the goals of geriatrics. For example, if an organ-
ized public demand for geriatric services can be mounted,
the potential for meaningful policy changes will be vastly
enhanced. Public demand can be conveyed through media,
grass-roots organizations, lobbyists, and consumer groups.

FUTURE ROLES OF GERIATRICIANS

As the older population expands, the skills of the relatively
small number of geriatricians will need to be augmented by
those of other physicians and healthcare professionals. Ger-
iatricians will continue to be leaders in designing and im-
plementing efficient yet effective systems of care for older
persons. Such systems will rely on information technology,
quality-improvement methods, and interdisciplinary
healthcare teams. Geriatricians will maintain key roles in
the clinical care of older persons, including providing pri-
mary care for some older persons and leading teams for frail
older patients and those with complex medical conditions.

As systems of care continue to evolve, there will be
mounting pressure to provide more efficient care. Other
members of the healthcare team will increasingly assist ger-
iatricians with data collection and recording. The geriatri-
cian’s responsibilities will shift toward obtaining additional
necessary information, discussing goals of care with the
patient, and synthesizing information from diverse sources
to formulate, negotiate, and initiate treatment plans. With
the assistance of the team, geriatricians will monitor the
older patient’s response to treatment and make adjustments
on the basis of response and the evolving clinical situation.
In all clinical care, the geriatrician will be the patient’s ad-
vocate in providing care that is consistent with her or his
wishes and goals for treatment. Nevertheless, an important
function of geriatricians will be to communicate how these
goals may or may not be consistent with the medical real-
ities confronting the patient.

Geriatricians will also maintain essential academic (ed-
ucational, research, and clinical) and private industry (re-
search and administrative) roles. As in clinical care, they will
also frequently assume leadership but will increasingly
partner with other physicians and health professionals to
achieve shared goals. Geriatricians will lead research pro-
grams to answer the important clinical questions about the
health and health care of older persons. They will develop
and test new models of care that promote improved quality,
coordination, and efficiency. Geriatrician researchers will
continue to lead research on geriatric syndromes and the
linkage between clinical aspects of aging and the underlying
science. They will also be vital collaborators on aging re-
search conducted by disciplines other than geriatrics.

By virtue of their broad grasp of health problems of
older persons and settings of care where these are managed,
geriatricians are also uniquely qualified for administrative
leadership in many healthcare systems. For example, ger-
iatricians will serve as medical directors and in other lead-
ership positions for hospitals, nursing homes, home-care
agencies, senior programs for health plans and medical
groups, quality-improvement organizations, governmental
agencies, industry, and foundations. Geriatricians will
increasingly be consulted as the experts on the health and
health care of older persons on questions of policy by
federal, state, and local governments; advocacy groups for
older persons; and the media. In these roles, they will be
able to influence policies to ensure that care for older per-
sons is of the highest quality and is consistent with the goals
of geriatrics.

RECOMMENDATIONS

Goal: To Ensure That Every Older Person Receives High-
Quality, Patient-Centered Health Care

1. Given the current and projected shortage of geriatri-
cians, the Institute of Medicine or a similar body should
examine and provide recommendations on how the
physician and nonphysician workforces can optimally
provide health care for the anticipated growth in the
older population.

2. Congress should commission a study to examine the cur-
rent reimbursement structure for evaluation and man-
agement services, particularly as it applies to primary care
providers and how it serves patients with multiple chronic
and complex conditions. Alternative methods of reim-
bursing providers for the care of older persons must be
developed. These reforms should include reimbursement
parity for the treatment of mental illnesses.

3. The Centers for Medicare and Medicaid Services (CMS),
together with the Agency for Healthcare Research and
Quality (AHRQ), should lead efforts to measure and
reward quality of care for older persons of all ethnicities
and cultures, including those with multiple conditions;
work with the medical profession to set clear and ex-
plicit performance expectations for providers and health
systems; fund the development of new models of care to
improve quality; and facilitate dissemination of these
models into clinical practice.

4. Efforts to define elements of a standard electronic health
record should include the involvement of professionals



JAGS JUNE 2005-VOL. 53, NO. 6

THE FUTURE OF GERIATRIC MEDICINE S253

with geriatrics expertise. This technology should be ca-
pable of transmitting clinical information across care
transitions and of facilitating the measurement and im-
provement of quality in each care setting.

Goal: To Expand the Geriatrics Knowledge Base

5. Research on models of care for the diverse population of
older persons receiving care in various settings needs to
be supported by a stable fraction of the healthcare
budget. An important focus of this research needs to be
on rational use of high-technology procedures and de-
vices.

6. The National Institute on Aging (NIA) should develop
additional funding mechanisms to increase the number
of geriatrician researchers, including a mechanism for
making research-training support available for qualified
geriatricians who want to pursue research careers and
who are not based at institutions that have NIA training
grants.

7. NIA should develop mechanisms to provide ongoing re-
search support for physicians in geriatric medicine that
spans all periods of their research careers.

8. NIA, other branches of the National Institutes of Health
(NIH), the Department of Veterans Affairs, AHRQ,
professional organizations, private foundations, and in-
dustry should establish a comprehensive agenda for re-
search to improve the health and health care of older
persons and identify areas of focus for each partner to
ensure that the entire agenda can be covered and dupli-
cation can be minimized.

Goal: To Increase the Number of Healthcare
Professionals Who Employ the Principles of Geriatric
Medicine in Caring for Older Persons

9. Congress should reexamine the current costs of medical
education with the intent of providing a mechanism for
compensating faculty for time spent teaching geriatrics.

10. The Health Resources and Services Administration
should develop mechanisms to provide ongoing sup-
port for physicians leading educational programs in
geriatric medicine that spans all periods of their teach-
ing careers, including mid-career and senior-level Ger-
iatric Academic Career Awards.

Goal: To Recruit Physicians and Other Healthcare
Professionals into Careers in Geriatric Medicine

11. Federal and state governments should implement in-
centives (e.g., loan forgiveness) to help recruit physi-
cians into geriatrics.

12. The American Board of Internal Medicine and the
American Board of Family Medicine (and equivalent
osteopathic certifying organizations), in conjunction
with the major professional societies, should reexamine
pathways to geriatrics board certification and consider
mechanisms to recognize leadership in geriatrics re-
search, education, and administration.

13. Geriatrics fellowship training should be strengthened
to ensure that geriatricians are able to fulfill leadership

roles in implementing the goals of geriatric medicine.
This should include formal training in educational
methodologies, research, and administrative skills
(e.g., quality improvement, organizational change).

Goal: To Unite Professional and Lay Groups to Influence
Public Policy to Continually Improve the Health and
Health Care of Seniors

14. Professional and consumer organizations should build
partnerships, alliances, and other relationships that
will support the goals of geriatric medicine.

15. Through their professional societies, geriatricians
should collaborate with the media to engage in social
marketing to portray a realistic picture of aging, create
a public voice for policy change, and recognize the roles
that geriatricians can fill in providing health care.

CONCLUSIONS

The health care of older persons is at a crossroads. Although
geriatric medicine has made substantial progress in im-
proving the health of older persons, much more remains to
be done to meet the healthcare needs of our aging popu-
lation. Maintaining the status quo will mean falling further
and further behind. The clinical, educational, organiza-
tional, and research approaches of the 20th century are
unable to keep pace and require major revisions. The
healthcare delivery and financing systems need fundamental
redesign to improve quality and eliminate waste. With the
impending crisis in the solvency of the Medicare trust fund,
which is anticipated to be exhausted by 2019°® (well before
the peak in numbers of older persons), it is critical that
efforts to revamp healthcare delivery and financing begin
now. The consequences of inaction will be profound. The
combination of a burgeoning number of older persons and
an ill-prepared, poorly organized physician workforce is a
recipe for expensive, fragmented health care that does not
meet the needs of our older population.

By virtue of their unique skills and advocacy for the
health of older persons, geriatricians will be key leaders of
change to achieve the goals of geriatric medicine and im-
prove the health of this population. Nevertheless, the goals
of geriatric medicine will be accomplished only if geriatri-
cians, in all their roles, are able to productively partner with
other physicians, healthcare professionals, consumer-based
organizations, and consumer groups. Moreover, geriatri-
cians and their partners must work in a system that is de-
signed to provide high-quality, efficient care and that
recognizes the value of geriatrics. The agenda for the fu-
ture of geriatrics is broad, the need is dire, and the obstacles
are immense. Yet, if our society is to meet the healthcare
needs of older persons, we must face these challenges and
succeed. Our nation’s older people deserve nothing less.

DEVELOPMENT PROCESS AND METHODS

In November 2003, the Board of Directors of the AGS de-
termined that there was a need for geriatric medicine to
define its future as a first step in ensuring that the growing

population of older adults in America enjoys high-quality,
affordable health care. The AGS Board identified distin-
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guished leaders who represented key stakeholders in ensur-
ing high-quality care for older adults. Task Force members
include representatives from geriatric medicine, palliative
care, nursing, general internal medicine, and family med-
icine, as well as individuals with expertise in healthcare
policy and finance, ethics, nursing home care, health sys-
tems, and the use of technology in health care. Early on, it
became apparent that the Task Force would be unable to
address the future roles of the many healthcare profession-
als in a single document. Accordingly, the Board limited the
scope of the charge to the Task Force to geriatric medicine,
with the intent that future efforts of the AGS would focus
on other healthcare professions. Although this document
addresses geriatric medicine, the AGS Board strongly sup-
ports the independence and capability of other geriatric
healthcare providers in meeting the mission of improved
geriatric care.

In advance of its June 2004 meeting, the members of
the Task Force reviewed the literature related to the care of
older adults to identify the contributions that geriatric
medicine has made through innovations in research, clinical
practice, and education. In addition, the members reviewed
the literature to identify the ways in which other disciplines
had defined their future roles in the care of older adults. It is
important to note that the literature cited in this paper in-
cludes only those articles that were available to the Core
Writing Group of the Task Force on the Future of Geriatric
Medicine as of March 2005.

Following the June meeting, a Core Writing Group was
created and charged with developing a first draft of “Caring
for Older Americans: The Future of Geriatric Medicine.”
This early draft was reviewed by members of the Task
Force, AGS Board and Committee members, State Affiliate
leaders, and the members of the Board of the Association of
Directors of Geriatric Academic Programs. Once the initial
draft was revised, it was again circulated to the key internal
stakeholder groups for review, as well as to stakeholder
organizations with expertise and interest in this topic, sen-
ior leaders in medicine, and the membership of the Asso-
ciation of Directors of Geriatric Academic Programs.

THE AMERICAN GERIATRICS SOCIETY (AGS) TASK
FORCE ON THE FUTURE OF GERIATRIC
MEDICINE: MEMBERS AND AFFILIATIONS
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