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AbstrAct 

Purpose

Family physicians provide the majority of elderly patient 
care in Canada. Many experience significant challenges in 
serving this cohort. This study aimed to examine the medical 
problems of patients referred to a care of the elderly physi-
cian, to better understand the geriatric continuing medical 
education (CME) needs of family doctors.

Methods 

A retrospective chart review of patients assessed at an urban 
outpatient seniors’ clinic between 2003 and 2008 was conducted. 
Data from 104 charts were analyzed and survey follow-up with 
28 of the referring family physicians was undertaken. Main 
outcomes include the type and frequency of medical problems 
actually referred to a care of the elderly physician. Clarifica-
tion of future geriatric CME topics of need was also assessed. 

results 

Preventive care issues were addressed with 67 patients. Twenty-
four required discussion of advance directives. The most com-
mon medical problems encountered were osteoarthritis (42), 
hypertension (34), osteoporosis (32), and depression or anxiety 
(23). Other common problems encountered that have not been 
highly cited as being a target of CME included musculoskel-
etal and joint pain (41), diabetes (23), neck and back pain (20), 
obesity (11), insomnia (11), and neuropathic, fibromyalgia and 
“leg cramps” pain (10). The referring family physicians sur-
veyed agreed that these were topics of need for future CME.  

conclusions

The findings support geriatric CME for the common medical 
problems encountered. Chronic pain, diabetes, obesity and 

insomnia continue to be important unresolved issues previ-
ously unacknowledged by physicians as CME topics of need. 
Future CME focusing more on process of geriatric care may 
also be relevant.  

Key words: geriatrics, aging, elderly, family physicians, 
CME, needs assessment

IntroductIon 

Canada’s population is steadily aging, and the elderly (those 
65 years of age and older) are projected to account for close 
to 25% of the population by the end of the 2030s,(1) critically 
affecting the delivery of primary health care. People aged 
65 and older account for approximately 50% of the visits 
to office-based physicians.(2) Currently there are only 242 
Royal College of Physicians and Surgeons of Canada certi-
fied internist geriatricians and 128 College of Family Physi-
cians of Canada certified family physicians with care of the 
elderly designation,(3) meaning that much of the geriatric care 
in Canada is and will continue to be provided by generalist 
family physicians. 

Due to barriers, such as a lack of exposure to geriatric 
medicine training, inexperience, and excessive amounts of 
time required to manage care, primary care physicians have 
felt overwhelmed. Some have tried to use consultants to cope, 
but inaccessibility to consultant specialist help was a factor.(4)

Many primary care physicians who find caring for elderly 
patients difficult limit the number of elderly patients in their 
practice.(5) When primary care physicians were interviewed 
in a previous study, several different reasons for this diffi-
culty were identified.  These reasons were grouped into three 
major domains including medical complexity, administrative 
burden, and personal/interpersonal challenges (communica-
tion barriers).(4)

The first domain seems to be the one most appreciated 
by physicians. In 1996, Pereles and Russell(6) interviewed 
family physicians in Calgary who reported that geriatric 
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Continuing Medical Education (CME) priorities should focus 
on increasing education about medical management, medica-
tions, and mental health issues in the elderly. Key informants 
in the community who work with the elderly established the 
same priorities.(7)

However, when the family physicians’ elderly patients 
were interviewed, a perceived greater need for attention to 
process of care issues (e.g., communication, time manage-
ment, and attitudes) was indicated.(7) Frank et al.(8) found that 
physicians’ personalities and communication skills affected 
whether geriatric patients were satisfied with their care.

There are clearly multiple important domains that con-
tribute to the difficulty family physicians face in caring for 
the elderly. Since medical complexity appears to be the edu-
cational priority for family physicians, this study examined 
the patients referred to a care of the elderly physician to more 
clearly define this domain and shed light on future geriatric 
CME needs for family physicians.  

Methods

From 2003 to 2008, in an outpatient seniors’ clinic at an urban 
academic teaching hospital in Toronto, 104 care of the elderly 
consultations were completed on patients who participated 
in a 16-week outpatient interdisciplinary program at this 
site. The family physicians practicing in the surrounding 
area, who referred their senior patients to this program, were 
asked whether they would like their patient to also have a 
consultation with a care of the elderly physician to address 
any medical issues.  

The elderly patients referred were able to discuss their 
medical problems over a one-hour visit. Language interpre-
tation service was provided, if necessary. A patient-centred 
approach was used, with agreement over the topics to be dealt 
with at the consultation visit.  

Patients often brought a list of topics to discuss but, due 
to time constraints, prioritization was required. It is important 
to note that the prioritized list of geriatric medical problems 
encountered included only medical issues that either the 
referring family physicians or the patients themselves had 
significant complaints about, or that the care of the elderly 
physician identified as a problem. Therefore, the resultant lists 
focused on problematic and unmanaged medical problems 
only. Preventive care screening procedures such as mam-
mography, DEXA bone mineral density scanning, and fecal 
occult blood testing or colonoscopy were also discussed. 
Inquiry into and discussion of advance directives were also 
completed, when applicable.

To help frame the current chart review, a MEDLINE 
literature search was completed using the subheadings ‘ge-
riatrics’, ‘family physicians’, and ‘needs assessment’, and 
the “find similar” and “find citing articles” functions were 
used to create a search strategy.  Articles were searched and 
reviewed for geriatrics topics selected by geriatric experts as 
being targets of geriatric education(9) and those topics most 

frequently chosen by practicing physicians as areas they 
would be interested in or areas they believed their colleagues 
needed more information on.(10) The topics found helped clas-
sify the medical problems encountered in our chart review 
of all 104 consecutive consultation letters. This review was 
conducted from November 2008 to January 2009.   

From the charts, data were also collected from an inter-
disciplinary assessment form (as self-reported by the patient) 
for subject age, gender, medical and mental health problems, 
number of prescribed medications, use of vitamins and herbal 
remedies, history of alcohol and tobacco use, difficulties 
with ADLs and IADLs, and whether the patient lived alone, 
had fallen in the past, and had difficulties with public trans-
portation. Whether patients received annual flu shots and a 
pneumonia vaccination was also noted. 

To substantiate and help clarify the conclusions from the 
chart review regarding future CME topics of need, structured 
surveys were administered with the referring family physi-
cians from June to September 2011. Guided by the literature, 
the survey questions aimed to assess the referring physicians’ 
motivations for seeking additional assistance with caring for 
their elderly patients. It was hoped their responses would 
inform whether CME topics of need relate more to disease-
specific uncertainties, different approaches to presenting 
concerns and symptoms, or systemic barriers to providing 
sufficient care. At the time of surveying, only 61 of the 77 
family physicians who referred patients for consultation were 
still active and could be located through the College of Physi-
cians and Surgeons of Ontario database. Of this number, only 
28 physicians (response rate of 45.9%) agreed to participate.

This study received initial approval from the Research 
Ethics Board at University Health Network in October 2008. 
Approval for conducting follow-up surveys with referring 
physician was received in September 2010.  

results 

demographics

The age of the patients in this study ranged from 54 to 92, 
with a mean age of 70.3 years. Almost three-quarters of the 
patients seen were female (73.1%, n = 76) and 27.9% (n = 
29) reported that they live alone. All patients reported hav-
ing multiple co-morbidities, with over 50% of them citing 
current problems with osteoarthritis or joint pain, hyperten-
sion, or hypercholesterolemia. In addition, 93.3% (n = 97) of 
patients indicated that they were on prescription medications 
(ranging from one to sixteen medications), with the average 
being 4.6 prescription medications per patient. The major-
ity of the patient population assessed (75%, n = 78) recalled 
having their yearly flu shot,  28% (n = 29) reported having 
difficulties with one or more ADLs, and 21% (n = 22) with 
one or more IADLs. Language interpretation service was 
frequently provided for patients in Chinese (36.5%, n = 38) 
and Portuguese (16.4%, n = 17).
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Geriatric Medical Problems encountered by a care 
of the elderly Physician

From the chart review, Table 1 shows the medical problems 
encountered by a care of the elderly physician from 104 con-
sultations. These medical problems are classified according 
to topics cited in the literature as being targets of geriatric 
education and those for which practicing physicians would 
like more information. Clinical problems encountered dur-
ing the consultations that were not previously highly ranked 
by the literature are listed in Table 2. Tables 1 and 2 are not 
mutually exclusive lists. In other words, a patient noted as 
having joint pain in Table 2 may also be included under the 
topic of Osteoarthritis in Table 1.

Based on physician recall, Table 3 outlines the reasons 
why family physician referred their patients for consultation 
with a care of the elderly physician. The physicians were also 
asked to reflect on the importance of the novel CME topics 
that emerged from the chart review which had not been 
previously substantiated in the literature, as well as other 
topics related to processes of elderly care. Table 4 presents 
the physicians’ level of agreement with these issues as future 
geriatric CME topics of need.

dIscussIon

The seniors’ clinic in this study is an outpatient service that 
serves a relatively healthy group of elderly patients. A review 
of the sample’s overall demographics reveals a highly func-
tioning cohort, both cognitively and physically, as most were 
independent of all basic and instrumental activities of daily 
living. This is potentially a cohort that may be more motivated 
to pursue active care or treatment. The cohort may also be 
better medically managed as the result of being followed by 
family physicians that referred to a seniors’ wellness program.

Although 75% of the study group recalled having had 
their influenza immunization shot, the majority of patients 
had other significant issues relating to preventive care pro-
cedures (64.4%). Freedman et al.(11) documented previously 

TABLE 1. 
List and frequencies of commonly cited medical problems  
encountered by a care of the elderly physician (n = 104)

Problem Frequency 
(n)

Percentage 
(%)

Preventive care issues 67 64.4

Osteoarthritis 42 40.4

Hypertension 34 32.7

Osteoporosis 32 30.8

Advance directives (durable POA) 24 23.1

Depression or Anxiety 23 22.1

Urinary problems 16 15.4

Dementia or memory problems 13 12.5

Cardiovascular disease 11 10.6

Gait disturbance or falls 10 9.6

Dizziness including vertigo / syncope 8 7.7

Sensory impairment (hearing / vision) 7 6.7

Family / social support 4 3.9

Stroke or transient ischemic attacks 2 1.9

Failure to thrive 1 0.96

Sexual dysfunction 1 0.96

TABLE 2. 
Additional list and frequencies of uncommon and non-cited  

medical problems encountered by a care of the elderly physician 
(n = 104)

Problem Frequency 
(n)

Percentage
 (%)

Musculoskeletal and joint pain 41 39.4

Diabetes 23 22.1

Neck and back pain 20 19.2

Obesity 11 10.6

Insomnia 11 10.6

Neuropathic, fibromyalgic, “leg cramps” 10 9.6

Foot problems 6 5.8

Asthma / Chronic Obstructive  
  Pulmonary Disease (COPD)  

(dyspnea NYD)

4 3.9

Gastroesophageal reflux (GERD) 4 3.9

Generalized weakness (fatigue) 4 3.9

Hypercholesterolemia 3 2.9

Skin problems 3 2.9

Headache 2 1.9

Leg edema (venous insufficiency) 2 1.9

Tuberculosis 2 1.9

Constipation 2 1.9

Tinnitus 1 0.96

Hot flashes 1 0.96

Systemic Lupus Erythematosus 1 0.96
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that screening of elderly patients falls below desirable levels. 
Advance directives/durable Power Of Attorney (POA) issues 
were also commonly in need of discussion (23.1%).  

Similarities were found between the medical problems 
dealt with during the care of the elderly consultations in this 
study and, per the literature, the geriatric topics and concerns 
that primary care physicians found to be most challenging. 

The most common problems found in this study included 
osteoarthritis (40.4%), hypertension (32.7%), osteoporosis 
(30.8%), depression or anxiety (22.1%), urinary problems 
(15.4%), dementia or memory complaints (12.5%), cardio-
vascular disease (10.6%), and gait disturbance or falls (9.6%). 
As such, the executed chart audit examining geriatric medi-
cal problems supports future continuing medical education 
programs that address these topics.

Other medical problems encountered included com-
plaints of dizziness (7.7%) and hearing and vision sensory 
impairment (6.7%); however, these problems in particular 
were often previously addressed by other specialty clinics, 
such as otolaryngology and ophthalmology.

Clinical problems commonly encountered in this study’s 
chart review that were not highly cited in the literature as 
being of significant nature or of interest to primary care 
physicians included musculoskeletal and joint pain (39.4%), 
diabetes (22.1%), neck and back pain (19.2%), obesity (10.6%), 
insomnia (10.6%) and neuropathic, fibromyalgic and “leg 
cramps” pain (9.6%). It is believed that these topics, ones 
that family physicians had not previously requested for 
CME, still prove problematic for family doctors serving the 
senior population and should be covered by geriatric con-
tinuing education. The importance of these topics as targets 
for future CME were substantiated by the referring family 
doctors surveyed who agreed that the topics of chronic pain 
(92.9%), insomnia (78.6%), neuropathic, fibromyalgic and 
“leg cramps” pain (75%), diabetes (53.5%), and obesity (50%) 
should be addressed. 

Despite possibly not being medically complex, these re-
lapsing problems can present high demands on the practicing 
clinician by requiring extensive counseling, education, and 
surveillance. In the past, family physicians have indicated 
that they did not need more education regarding health pro-
motion for elderly patients, but rather cited inadequate time, 
remuneration, and finding accessible community resources 
as major hurdles in caring for the elderly.(6) The physicians 
surveyed in this study also indicated challenges associated 
with time management and access to community services as 
reasons why expert consultation was sought. Patients with 
these types of demanding medical problems may overwhelm 
the primary care physician and, therefore, may not have all 
of their issues addressed. These barriers might contribute 
to the significant lack of  preventive care procedures being 
provided. Not surprisingly, 71% of the surveyed physicians 
identified a need for future CME regarding time-management 
challenges with the elderly.

The patients reviewed in this study were seen over one-
hour visits, allowing for more time to prioritize multiple 
issues and find common ground over which topics took 
precedence. The patient-centred approach taken to prioritize 
the medical problems often helped identify the reasons for 
the consultations in the first place, since some of the family 
physician referrals were quite vague. However, in some cases, 
it was the patients themselves who requested that their family 

TABLE 3.
Reasons family physicians referred patients for care  

of the elderly consultation (n = 28)

Reason for Referral Frequency
(n)

Percentage 
(%)

Medical complexity 23 82.1

Required a second opinion 19 67.9

Patient requested the consultation 18 64.3

Required assistance with multiple  
 coinciding medical problems 17 60.7

Time-management challenges 13 46.4

Required assistance accessing  
 community services

10 35.7

Communication challenges 7 25.0

Other 9 32.1

 
TABLE 4.

Referring physician agreement with literature and chart audit 
identified issues as geriatric CME topics of need (n = 28)

Geriatric CME Topic Frequency
(n)

Percentage
 (%)

Chronic pain in the elderly 26 92.9

Insomnia in the elderly 22 78.6

Neuropathic, fibromyalgic and  
 “leg cramps” pain in the elderly

21 75.0

Time-management challenges with  
 elderly patients

20 71.4

Approaches to care with the elderly 19 67.9

Diabetes in the elderly 15 53.6

Obesity in the elderly 14 50.0

Communication challenges with  
 the elderly

13 46.4

Attitudes to the elderly 7 25.0

Other 8 22.4
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physicians make a referral on their behalf.  With a care of the 
elderly physician, patients may have felt more comfortable 
speaking about chronic age-related problems. Patient-centred 
interviewing has been shown to improve patient satisfaction, 
compliance, and physiological recovery, as well as reduce the 
need for consultation and investigations.(12)

Family physicians’ elderly patients have previously indi-
cated a need for attention to process of care issues.(7) Process 
of care issues include not only time-management skills, but 
also physician attitudes and communication skills. Akin to 
previous research, however, the surveyed family physicians 
did not indicate a strong need for future CME pertaining 
to communication challenges with the elderly or attitudes 
towards the elderly.

Although previous geriatric CME has focused on disease-
specific presentations, such as chronic obstructive lung dis-
ease or pneumonia, Williams and Connolly(10) clearly found 
that practicing physicians requested more general topics for 
education programs, such as treating the frail elderly patient 
with multiple vague undifferentiated medical problems.  
Identifying normal physiologic changes of aging and atypi-
cal disease presentation in the elderly were other educational 
interests found. Most of the family physicians surveyed in this 
study indicated that they referred for assistance with patients 
having multiple coinciding problems, and identified clinical 
approaches to primary care of the elderly as future CME top-
ics of need. Family physicians must be able to deal effectively 
with elderly patients presenting with multiple problems and 
be able to prioritize issues in a patient-centred way.

Several limitations were noted throughout this study. 
Although both the chart audit indicators measured and the 
survey questions posed to the referring family physicians 
were guided by previous studies and literature related to 
geriatric CME needs, such measures and indicators could 
have limited the amount of information gathered and may 
have inadvertently led to the exclusion of other pertinent 
information. While participating referring physicians were 
offered a copy of their patient’s care of the elderly consulta-
tion letter to assist with accurate recollection of detail, the 
survey questions were certainly subject to their respective 
recall bias. Additionally, while great effort was put forth to 
conduct the surveys face-to-face, there were a few exceptions 
where surveys were conducted over the phone or through e-
mail. Additionally, the patients examined in this study had 
family physicians and attended a seniors’ outpatient clinic, so 
the medical problems encountered may not be representative 
of a general urban-dwelling elderly population. There may 
be other topics of importance related to those not having a 
family doctor or those not referred to a seniors’ program.

conclusIon

There were many similarities found between the type of 
geriatric medical problems seen in this study’s care of the 
elderly consultations and those previously documented in 

the literature. The majority of the patients reviewed had sig-
nificant issues relating to preventive care procedures. Other 
common clinical issues found in the audit, such as osteoar-
thritis, hypertension, osteoporosis, depression or anxiety, 
resonate with the topics of importance in the literature. In 
addition, despite not previously being identified by physicians 
as challenging and valuable geriatric topics in the literature, 
the chart review and referring physician surveys identified 
significant ongoing medical issues dealing with chronic pain, 
diabetes, obesity, and insomnia.  

This study clarified medical problems of importance in 
a sample of geriatric patients referred to a care of the elderly 
physician to better define geriatric CME needs for family 
physicians. The findings support future CME programs that 
focus on the common problems encountered. The medical 
problems not previously noted in the literature as common 
geriatric medical problems of importance may point to other 
factors that need to be considered.  

While medical knowledge of geriatric problems should 
continue to be addressed by current continuing medical 
education initiatives, per physician-indicated educational 
priority, further research into process of care factors, par-
ticularly time management and clinical approach in a family 
medicine context, should be considered in future geriatric 
CME programs for family physicians.   

AcKnowledGeMents

Funding was provided by the Jane and Howard O. Jones Fund 
through CREMS (Comprehensive Research Experience for 
Medical Students). Matching funds were provided by the 
Department of Family & Community Medicine, Toronto 
Western Hospital and MSH/UHN Geriatrics Program’s Oskar 
Ascher Schmidt Geriatrics Summer Scholars Program. The 
authors would like to acknowledge the following for their 
assistance with this research project:  Alanna Adleman, 
Ricky Cheng, Evelyn Cheung, Yena Oh, Tal Platzker and 
Rosary Wong.

conflIct of Interest dIsclosures

The authors declare that no conflicts of interest exist.

references

 1. Statistics Canada. Canada’s population estimates: age and sex 
[Internet]. The Daily, Friday November 20, 2009 [updated 
2009 Nov 27; cited 2009 Dec 20]. Available from: http://www.
statcan.gc.ca/daily-quotidien/091127/dq091127b-eng.htm

 2. Levine SA, Brett B, Robinson BE, et al. Practicing physician 
education in geriatrics: Lessons learned from a train-the-
trainer model. J Am Geriatr Soc. 2007;55(8):1281–86.

 3. Hogan DB, Borrie M, Basran JFS, et al. Specialist physicians 
in geriatrics – report of the Canadian Geriatrics Society Physi-
cian Resource Work Group. Can Geriatr J. 2012;15(3):68–79.

http://www.statcan.gc.ca/daily-quotidien/091127/dq091127b-eng.htm
http://www.statcan.gc.ca/daily-quotidien/091127/dq091127b-eng.htm


CANADIAN GERIATRICS JOURNAL, VOLUME 16, ISSUE 3, SEPTEMBER 2013

LAM: INSIGHT FOR GERIATRICS CME

119

 4. Adams WL, McIlvain HE, Lacy NL, et al. Primary care for 
elderly people: why do doctors find it so hard? Gerontologist. 
2002;42(6):835–42.

 5. Damiano P, Momany F, Willard J, et al. Factors affecting 
primary care physician participation in Medicare. Med Care. 
1997;35(10):1008–19.

 6. Pereles L, Russell ML. Needs for CME in geriatrics: Part 2: 
physician priorities and perceptions of community representa-
tives. Can Fam Physician. 1996;42:632–40.

 7. Pereles L, Russell ML. Needs for CME in geriatrics: Part 1: 
perceptions of patients and community informants. Can Fam 
Physician. 1996;42:437–45.

 8. Frank C, Su C, Knott TC. Seniors’ perceptions of their medical 
care. Can Fam Physician. 2003;49:1490–95.

 9. Robinson BE, Barry PP, Renick N, et al. Physician confidence 
and interest in learning more about common geriatric topics: 
a needs assessment. J Am Geriatr Soc. 2001;49(7):963–67.

 10. Williams ME, Connoly NK. What practicing physicians in 
North Carolina rate as their most challenging geriatric medical 
concerns. J Am Geriatr Soc. 1990;38(11):1230–34.

 11. Freedman A, Pimlott N, Naglie G. Preventative care for the 
elderly: Do family physicians comply with recommendations 
of the Canadian Task Force on Preventive Health Care? Can 
Fam Physician. 2000;46:350–57.

 12. Weston WW, Brown JB, McWilliam CL. Component VI: be-
ing realistic. In: Brown JB, Stewart M, Weston WW, editors. 
Challenges and solutions in patient-centred care: a case book. 
Abingdon, UK: Radcliffe Medical Press Ltd; 2002. p.183–88.

correspondence to: Robert Lam, md, ccfp, Department of 
Family & Community Medicine, Toronto Western Hospital, 
University Health Network, 399 Bathurst St., Suite 2W-404, 
Toronto, ON M5T 2S8, Canada
e-mail: robert.lam@uhn.ca

mailto:robert.lam@uhn.ca

