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BACKGROUND: Half of patients admitted to hospital for reasons unrelated to child-

birth are age 65 years or older. Nonetheless, few hospital-based physicians have

received training in geriatric medicine, and few geriatricians practice in the hos-

pital. This paper describes the state of the science of hospital care for older

patients, and identifies opportunities and barriers to improving their care.

METHODS: General medical journals from 1980 to the present were selectively

reviewed to identify original articles on the treatment of specific diseases and

syndromes on hospitalized persons age 65 years or older. Information was synthe-

sized to describe the course of these patients during and after hospitalization, and

to identify effective management strategies and gaps in knowledge.

RESULTS: Older persons in hospitals pose substantial clinical challenges: they have

high rates of cognitive impairment, delirium, disability, and difficulty walking, and

they often require increased attention, longer lengths of stay, and higher hospital

costs than younger patients with the same diagnoses. Disease-specific interven-

tions have not been studied extensively in those older than 75 years. Multicom-

ponent interventions can reduce short-term rates of disability and delirium with-

out increasing costs, but they have not been widely disseminated. Interventions to

treat or prevent other common conditions in hospitalized older patients have not

been proven effective.

CONCLUSIONS: Fundamental discoveries in the science of hospital medicine are

needed to prevent or treat geriatric syndromes, to treat common diseases in the

very old, and to put into practice what is known. Hospital-based physicians can

address these gaps in knowledge and practice with geriatricians, building from

their shared perspectives on the care of the aged in complex health systems.
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An emergency room resident once was instructing a medical
student in how to place a nasogastric tube in order to evaluate

a patient with melena and postural hypotension. When the tube
came to a stop, the student connected a syringe to the tube and
aspirated. Then, to the consternation of the resident, the student
yanked out the tube as soon as he saw blood flowing into the
syringe. “Why’d you do that?” the surprised resident asked.
“There’s blood down there!” came the quick reply.

Like that medical student, hospital-based physicians— hospi-
talists, geriatricians, and others—may miss the boat when caring
for hospitalized older patients. Hospitals are full, and they’re filled
largely with older patients. These patients, like those who are
younger, generally want to be treated and sent home. Older pa-
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tients, however, frequently pose specific challenges.
They may talk and move more slowly, stay longer,
and be more likely to die. They more often need
help in caring for themselves, and many have lost
the support necessary to remain at home, making it
difficult for them to return there. In short, older
patients often need more care and more time.

It may be tempting to ignore the challenges that
arise in caring for older patients. An avoidance
strategy is expedient, at least in the short term.
Ultimately, however, ignoring the challenges of car-
ing for older patients will prove no wiser than yank-
ing the nasogastric tube. Instead, we can recognize
the challenges and use this opportunity to learn to
improve their care.

This article describes the state of the science in
hospital care for older patients, opportunities
awaiting those who care for these patients, and
barriers to seizing those opportunities. I conclude
with five recommendations for physicians who care
for hospitalized older patients.

STATE OF THE SCIENCE
Older patients shape hospital medicine and will
determine its future. In 2002 the 12% of the popu-
lation age 65 years or older accounted for roughly
50% of all hospitalizations unrelated to child-
birth.1,2 Hospital admissions of older persons will
balloon as the number of persons older than age 65
rises by a million a year, increasing from 13% of the
population today to 21% by 2030.2

Older persons in hospitals pose substantial
clinical challenges. Many have multiple comorbid
diseases and virtually all have complex medical reg-
imens.1,3–5 Many have cognitive impairment or de-
mentia, often accompanied by delirium, which
hinder communication and can lead to behaviors
that require extra attention and impede diagnostic
tests and treatment.6 –11 Some have difficulty walk-
ing and caring for themselves, and a third leave the
hospital without having recovered to their baseline
level of function, with those age 85 years or older at
highest risk for this decline independent of the rea-
son for admission.12–15 These characteristics in-
crease the care, resources, and staff time older pa-
tients need, prolong their stays, and increase their
hospital costs beyond those expected for their di-
agnosis.16 They also are at higher risk for iatrogenic
complications, death, and rehospitalization,17–20

and the risk of errors may be increased by frequent
transitions in providers and sites of care.21–25 Older
persons require greater assistance at home, and yet

they have often lost much of the support needed to
live at home.10,13,20

Despite the magnitude of these challenges, we
know surprisingly little about how best to care for
hospitalized older persons, especially those older
than age 75. The evidence base for treatment of
specific common diseases is inadequate. The very
old are underrepresented in clinical trials,26,27 and
the majority of older patients with common condi-
tions such as heart failure may not meet the enroll-
ment criteria for clinical trials.28 Thus, what is
known about treating diseases in younger patients
may be extrapolated to determine treatments in
older persons based only on a leap of faith, which
may be misguided.29,30 In fact, the efficacy of con-
ventional treatments for common conditions (e.g.,
acute myocardial infarction and hypertension) may
diminish with age,31,32 indicating that clinical trials
targeted specifically to older patients may be nec-
essary.

Despite the dearth of evidence about the man-
agement of common diseases in hospitalized older
patients, hospital-based geriatricians have devel-
oped substantial high-grade evidence about the
prevention of two geriatric syndromes, functional
disability and delirium. The incidence of both syn-
dromes can be reduced (without increasing hospi-
tal or health care costs) by multicomponent inter-
ventions that include comprehensive assessment,
targeted treatment, and environmental modifica-
tion to promote independence and safety.3,33–35

Moreover, the randomized trials that evaluated
these interventions have provided models for how
other innovations by hospital-based physicians can
be evaluated. Despite the evidence that these ap-
proaches are effective and either cost saving or cost
neutral, these models have not been widely
adopted.36

Many challenges in the prevention and man-
agement of geriatric syndromes in the hospital re-
main. For example, sophisticated approaches to the
management of delirium are disappointing— once
delirium has developed, intensive state-of-the-art
approaches to its management are no more effec-
tive than standard care in shortening its duration or
ameliorating its sequelae.37,38 The indiscriminate
use of indwelling urinary catheters is decried, but
there is no evidence that their use is declining, even
in patients without an indication for catheteriza-
tion.39 – 42 Malnutrition and falls can be prevented
and depression treated in patients outside the hos-
pital,43– 45 but it is unclear whether these maladies

Care of Hospitalized Older Patients / Landefeld 43



can be prevented or treated effectively in hospital-
ized elders. Finally, intriguing evidence suggests
that geriatric syndromes and their sequelae may be
prevented and outcomes improved by caring for
patients at home whenever possible, bringing in-
tensive nursing and physician care into the home
without some of the adverse effects of hospitaliza-
tion.46

The physician workforce is not prepared to pro-
vide optimal care to hospitalized older persons.
Few hospitalists or other hospital-based physicians
have received more than minimal training in geri-
atric medicine, and few geriatricians practice exten-
sively in the hospital. At the same time that the
ranks of physicians who consider themselves hos-
pitalists have been expanding by 1000 or more a
year in the United States, the number of certified
geriatricians has been decreasing as hundreds de-
cide each year not to renew their certificates.47,48

Fewer than 300 geriatricians complete training each
year and enter the workforce, and most new geria-
tricians practice in ambulatory or long-term-care
settings. Wald’s study in this issue indicates the
paucity of geriatricians in hospital medicine (with
the apparently single exception of the Mayo Clinic’s
Hospital Internal Medicine Group) and a relative
lack of interest among hospitalists in developing
knowledge about the effective and efficient treat-
ment of older persons, in particular.49

OPPORTUNITIES
Opportunities to improve the care of hospitalized
older patients arise from the state of the science in
their care and from the common ground that hos-
pitalists and geriatricians share. The older patients
of both hospitalists and geriatricians are seriously
ill, with annual mortality rates of 20%–30% for pa-
tients with common conditions such as myocardial
infarction or colon cancer and mortality rates of
50% or higher for patients with dementia or severe
disability.5,50 –53 We should view the care of our
patients in the context of their prognoses,5,54 rec-
ognizing that patients’ preferences for the goals,
style, and site of care vary widely.55,56 The substan-
tial association of mortality with geriatric syn-
dromes such as disability, dementia, delirium, and
depression—an association that is independent of
pathophysiologic indicators of disease severity—
suggests that substantial benefits may accrue by
targeting interventions to the prevention or amelio-
ration of these syndromes.5,9,10,53,57,58

Hospitalists and geriatricians also share the

perspective of working in complex systems in which
the effectiveness, efficiency, and safety of care de-
pend on system functions as well as on their tech-
nical expertise as individuals.59 – 61 Together, and
with colleagues in other disciplines, they may rede-
sign how hospitals and the systems around them
work to reduce errors, increase attention to aspects
of care that are easily overlooked, and improve
patient outcomes.

BARRIERS
Hospitalists and geriatricians face barriers to im-
proving care for hospitalized older patients. First,
gaps in knowledge limit the capacity to provide the
care and achieve the outcomes desired. Fundamen-
tal discoveries in clinical science are needed to pre-
vent or treat geriatric syndromes, to treat common
diseases in the very old, and to put into practice
what is known. Addressing these gaps in knowledge
will require a sustained effort that spans methods
and disciplines.

Second, the dominant reductionist paradigm
values discovery of the mechanism of disease over
discovery of ways to manage illness effectively and
efficiently.62– 67 Similarly, diagnostic tests and ther-
apies based on beliefs about the mechanism of
disease—for example, PET scans in persons with
memory disorders and chemotherapy in persons
with refractory cancers—are pursued aggressively
and paid handsomely, whereas efforts to reduce
errors or improve continuity of care receive little
attention or reward. The challenges of caring for
hospitalized older patients will require advances on
both fronts: in our knowledge of the pathogenesis
of disorders that have proven resistant to current
therapies (such as delirium) and in our knowledge
of how to structure clinical care that engages pa-
tients and families and achieves desired outcomes
effectively, consistently, and efficiently.

The structure and styles of our practices pro-
vide the third challenge. Hospitalists pride them-
selves on their efficient management of patients
while maintaining or improving patient outcomes.
A focus on efficient management can, however,
lead to an assembly-line approach, turning each
patient into a series of do-order-call-check tasks to
get the patient out of the hospital as quickly as
possible. This approach has advantages but may
also blind physicians to the scope and complexity
of issues that arise in caring for the very old through
the course of an illness that often extends beyond
hospitalization.25 Geriatricians pride themselves on
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their comprehensive management of patients,
gathering clinical information from many sources
(especially in the many patients with cognitive im-
pairment), exploring and articulating goals of care,
and assessing self-care and neurologic, psycholog-
ical, and social domains in addition to conventional
pathophysiology. Yet too often, geriatricians are not
available in hospitals, and as Wald found, they have
rarely been integrated into hospitalist groups.

FIVE RECOMMENDATIONS FOR HOSPITALISTS AND
GERIATRICIANS
I conclude with five recommendations for hospital-
based physicians who care for older patients and
for geriatricians. First, step back, look at your pa-
tients, and note their predicament in its full com-
plexity. Once hospitalists start looking for cognitive
impairment, weakness, and difficulty walking and
the difficulty of finding a good situation after leav-
ing the hospital, it will be easy to see these prob-
lems. And once geriatricians start looking at why
their patients are going into the hospital and what
happens to them, it will be easy to see the need to
become engaged. Seeing the full range of patients’
problems won’t address them, but we certainly
won’t address them if we don’t look.

Second, learn what is known about how best to
care for the aged and integrate this learning into
your hospital practice. For hospitalists, learning
how to identify each patient’s goals of care, what
works to prevent delirium and promote mobility,
which drugs to avoid and which doses to modify,
and how to access resources to help patients and
families achieve their goals after they leave the hos-
pital will benefit older patients. Pocket and PDA
resources to extend learning are readily available.68

For geriatricians, learning how to avoid hospitaliza-
tion (especially when resources can be mobilized to
provide a “hospital at home”), how to work within
the timeframe of hospitalization, and what current
disease-specific management strategies have been
shown to be effective in the aged will benefit their
patients. Maintaining the distinction between what
is believed and what is known on the basis of high-
quality evidence will enhance learning and de-
crease the risk of stubbornly pursuing harmful or
wasteful practices. This is especially important in
situations where the evidence is weak and opinions
are strong.

Third, to provide the best care for our older
patients, we must embrace aging, not deny it. Most
hospitalized older patients, and most patients of

geriatricians, will decline and die in a few years. The
inevitability of these outcomes may tempt us either
to abandon our incurable patients or to focus sin-
gle-mindedly on “treatable” problems one at a
time, rather than on the interplay of multiple prob-
lems in an individual person. Either choice is mis-
taken. Although we are powerless to prevent de-
cline and death in the long run, we have a
tremendous capacity to delay and ameliorate de-
cline, to enhance comfort and joy, to protect from
harm, and, often, to delay death.

Fourth, ask questions about what you do not
know or understand. The risk, of course, is that your
curiosity will be sparked, possibly slowing you in
completing the myriad tasks to be done—a risk
worth taking. Will ACE inhibitors and beta-blockers
benefit patients with heart failure without systolic
dysfunction? Why do so many older patients be-
come delirious, and are features of hospitalization
catalyzing the effects of disease in causing delir-
ium? Why do we continue to send cognitively im-
paired patients home without scheduled follow-up
and with instruction sheets they cannot read, and
how can we change the system to prevent this? If
you cannot find answers to your questions
grounded in strong evidence, maintain your skep-
ticism about answers given easily.

Finally, consider discovering the answers to
some of your questions. Part of the excitement of
caring for the very old is that we have so much to
learn and that what we do learn can be so powerful.
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