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For decades, it has been a truism that hospitals are 
dangerous places for elderly patients.  Modern health 

services research continues – with alarming clarity – to 
confi rm this impression.  Well documented are the risks of 
hospital complications, such as falls with possible fractures, 
delirium, nosocomial infections, medication interactions, 
and surgical complications.  In addition, any elderly person, 
particularly a frail elderly person, put to bed for even a few 
days suff ers a great risk of deconditioning and a� endant 
loss of function (1,2).  Older people in the hospital have a 
23.3% (3) risk of being unable to return home and requiring 
nursing home placement, simply because they have lost the 
ability in some basic activity of daily living (ADL) during 
even a very short hospitalization.  According to a study by 
Covinsky et al, 35% of older hospitalized patients declined 
in ADL function between baseline and discharge (1).  Some-
thing as u� erly simple as ge� ing one’s self to the toilet or 
feeding oneself can make the diff erence between returning 
to independent living and requiring institutionalization.
 Of course, the steady press to reduce length of 
stay increases the risk of these deleterious outcomes.  This 
observation has spawned a veritable industry of research 
and innovative programs to improve transitional care, that 
is, care post-hospital hopefully on the way to home.  Many 
of these programs involve nurse practitioners, geriatricians, 
and community-based social workers engaging family 
members who are expected to provide intensive and high-
level clinical care, sometimes even physical therapy, to their 
frail family members.
 Recent a� ention to studies about medical errors has 
pointed out an additional risk for hospitalization: mistakes 
happen.  These can be relatively minor mistakes, such as 
the timing of medication, or more major mistakes, such as 
the wrong medication given to the wrong patient, or, worse, 
the wrong surgical procedure.  Elderly patients spend more 
time in hospitals and thus are statistically at higher risk for 
medical errors of this kind as well.  One study found that 
58% of elderly patients experienced some kind of complica-
tion related to treatment in a hospital (4).     
 A concept called “homeostenosis,” articulated 
many years ago by early experts in the fi eld, described how 
the reserve capacity of physiologic symptoms narrows as 
one ages so that the insult of a toxic drug to the kidneys, 
or the hearing, or a fall that might result in something as 
minor as a bruise or as major as a hip fracture, depends on 
one’s underlying reservoir of resilience.  As people age and 
become frail, that reservoir of resilience reduces and the 
ability to rebound a� er insults decreases.  
 Because of the demonstrated risk to older people in 
hospitalization and because older people are more likely to 
need hospitalization because of acute illnesses, researchers 
have worked on ways to prevent complications such as 
deconditioning, delirium, medication interactions, falls, and 
other injuries.  The most literature has accumulated on the 

concept of Acute Care for the Elderly (ACE) units.  While 
outcomes have not been uniformly and overwhelmingly 
positive, some have shown dramatic reductions in loss 
of functional status at discharge and, perhaps more 
importantly, improvement in functional status and survival 
months to years later.  These units are usually overseen 
by physicians with special training and certifi cation in 
geriatric medicine but include substantial interdisciplinary 
team interaction as a core component of the ACE unit 
interventional philosophy.  Early mobilization is key to 
preventing deconditioning and reducing the risk of loss of 
functional status over the course of the hospitalization.  This 
can be done with physical therapy, but is more eff ectively 
done in combination with physical therapy, nursing, and 
even physicians who are encouraged to get patients out 
of bed and help them walk during daily medical rounds.  
Other advantages of the interdisciplinary team function is 
the ability to identify changes in the patient’s condition early 
and to head off  decline that may indicate an adverse eff ect 
of medication or a subtle incipient infection.  Sharon Inouye 
and her colleagues at Yale have developed a confusion 
assessment method tool that gave them the opportunity to 
develop a randomized trial of the prevention of delirium in 
hospitalized elderly patients.  Published in the New England 
Journal of Medicine in 1999 (5), this study demonstrates 
signifi cant reduction in delirium, a condition which in itself 
carries a very high risk for mortality.

Many of the interventions inherent in the ACE unit 
methodology, or the delirium prevention method, 

include tight communication pa� erns with nurses and 
onsite evaluation of the patient at the moment any change 
in condition occurs.  This clearly suggests a critically 
important role for the hospitalist in improving outcomes 
for hospitalized elderly patients.

Geriatric research has shown that the principles of 
prevention are vitally important in improving the outcomes 
for patients with acute illness or surgical needs.  Perhaps 
the most obvious prevention is to keep these patients out 
of the hospital, but, given the high prevalence of acute ill-
ness, this is not going to make a huge diff erence.  Secondly, 
intermediate solutions, such as same-day procedures, hold 
equally risky potential for elderly patients.  Those that 
live alone are especially likely to suff er complications, for 
example, from a prep for a gastrointestinal procedure or 
intensive oral medication that may lead to unexpected and 
unintended side eff ects such as clouding of consciousness 
or dehydration.  

So, hospital care is inevitable for older people, and, 
as any hospitalist will tell you, a substantial number (36% 
[2]) of patients in the acute care se� ing of any hospital are 
older people.  Thus, in a very important sense, hospital 
medicine is geriatric medicine.

I had an inspiring experience as the fi rst keynote 
speaker of the National Association of Inpatient Physi-
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cians (now SHM) Annual Meeting.  Get-
ting up to speak to a group of predomi-
nantly young, enthusiastic, well-trained, 
and intensely commi�ed physicians, 
I was prepared to face skepticism as I 
talked about the importance of geriatric 
medicine in the care of the hospitalized 
patient.  I needn’t have been worried.  
The audience was not only receptive 
to, but eager for, information about 
how they could get more resources and 
be�er training in the principles of the 
management of the geriatric patient in 
the acute care se�ing.  Hospitalists are 
practical people, and, recognizing the 
fraility of many of their elderly patients, 
they look for solutions to improve out-
comes.  This is a great opportunity for 
hospital medicine to make a huge state-
ment about its commitment to improve 
patient care and about the potential that 
hospital medicine offers to reduce ad-
verse outcomes for elderly patients.  
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Patients 65 years of age and older comprise 
13% of the American population, but they 
account for 39% of all discharges from non-
federal acute hospitals and 48% of inpatient 
days of care. (1) Indeed, the practice of hos-

pital medicine resembles a geriatrics prac-
tice in the acute care medical hospital. The 
elderly patient presents diagnostic and 
therapeutic challenges to the hospitalist 
that are made easier through an under-
standing and application of the principles 
of geriatric care. 

The Geriatric Patient- What is Different?

Compared with younger patients, older patients have 
longer and more frequent hospitalizations and their ill-

ness severity is greater. Rates of hospitalization are more than 
twice as great for the age group 85 years and older compared 
with the age group 65 to 74 years. (1) During the course of 
hospitalization for an acute illness many older patients expe-
rience a loss of independence in their performance of basic 
activities of daily living (ADL), such as bathing, dressing, 
transferring from bed to chair, toileting and continence, and 
eating. This “functional decline” is associated with prolonged 
hospital stays, poorer satisfaction with care and greater risk of 
nursing home transfer. (2)
 Functional decline- the why and who.  Although loss 
of self-care ability is o�en a�ributed to the combined effects 
of aging, acute illness and chronic diseases, elements of hos-
pitalization can contribute to functional decline.  Factors that 
place the frail elderly patient at risk of functional decline in-
clude iatrogenic illness and forced immobility, altered sleep-
wake cycles, disorienting effects of the environment, sensory 
deprivation and undernutrition. (2) Many patients enter the 
hospital with chronic diseases and pre-existing functional 
impairments that predispose them to functional decline.  
Increasing age, cognitive impairment at hospital admission, 
and lower pre-admission independence in instrumental ac-
tivities of daily living (IADL) increase the risk of functional 
decline in hospital.  Other predictors of functional decline in 
hospital include the presence of a pressure ulcer, functional 
dependence at admission, cognitive dysfunction, a low social 
activity level prior to admission, and depressive symptoms at 
admission.
 Functional decline- the how.  Elderly patients are 
vulnerable to functional decline resulting from physiologic 
impairments with age and diseases, and an adverse environ-
ment, including:

• Diminished homeostatic reserves and multiple co-mor-
bid conditions (e.g., cognitive impairment, arthritis and 
joint diseases, and heart and respiratory failure).  

• Diminished muscle mass and strength and aerobic capac-
ity with usual aging.

• Deconditioning effects of sustained bed rest and immo-
bility (e.g., from use of physical or chemical restraints; 
and tethers such as intravenous lines, tubes and cath-
eters)

• Postural instability, o�en manifested as orthostatic hy-
potension or an accidental fall, associated with impaired 
baroreceptor reflexes, and exacerbated by prolonged bed 
rest.

• Environmental “barriers” (e.g., lack of handrails in hall-
ways) that discourage mobility and self-care.

 Functional decline- the importance.  Independence 
in ADL performance is an important predictor of mortality 
and hospital discharge disposition: 

• Functional measures are strong predictors of mortality 
and contribute prognostic ability beyond that obtained 
with combined measures of disease co-morbidity, sever-
ity, disease staging and diagnosis related groups. (3)

• The interaction of age, disease and functional status 
of hospitalized patients predicts mortality.  In a cohort 
study, six independent risk factors for mortality were 
identified: male sex, number of dependent basic ADLs 
at discharge (stratified); congestive heart failure, cancer 
(solitary, metastatic); creatinine level higher than 3.0 mg/
dL, and low serum albumin level (<3.5g/dL). As an index, 
the higher the score (number of risk factors) the greater 
the one-year mortality. (4)

• In a randomized clinical trial designed to prevent func-
tional decline, those elderly patients receiving the inter-
vention were less likely to be functionally impaired at 
discharge or to require transfer to a skilled nursing facil-
ity, and were more likely to return home. (5) 

• Patients unable to independently perform basic ADL 
at the time of planned discharge are unlikely to be dis-
charged to home to live alone. Caregivers (family or 
hired) or alternate site admission is required. 

Making a Difference
 Clinical trials demonstrate the potential to improve 
outcomes of hospitalization of elderly patients. Most suc-
cessful interventions include interdisciplinary teams and 
collaboration, targeted patient-centered therapies, and 
comprehensive geriatric assessment. Many are designed to 
prevent functional decline and to improve discharge plan-
ning. Hospitalists offer expertise to make these interventions 

Acute Hospital Care of the Elderly: Making a Difference
Robert M. Palmer, MD, MPH, Head, Section of Geriatric Medicine 
Department of General Internal Medicine, Cleveland Clinic Foundation, Cleveland, OH

continued on page 5
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the time of anticipated discharge from hospital is estimated 
and becomes the goal functional outcome. This assessment is 
most o� en completed in collaboration with nurses and other 
health professionals involved in the patient’s hospital care. 
Instruments or scales found in the SHM geriatric toolbox (12) 
facilitate evaluation of: 

• Basic ADL and IADL, which measure the patient’s abil-
ity to independently take medications, handle fi nances, 
perform household tasks, shop, use public transportation, 
take medications, and use a telephone.

applicable and eff ective in most acute care hospitals. 

• Inpatient geriatric evaluation and management units can 
improve functional outcomes of hospitalization, reduce 
hospital lengths of stay, prevent nursing home admis-
sions, or prevent re-hospitalization. (2, 6)

• Acute Care for Elders (ACE) Units  improve functional 
outcomes. The ACE intervention includes: a prepared 
environment to foster patient self-care, patient-centered 
care including guidelines for maintaining or restoring pa-
tient functioning, interdisciplinary team rounds and dis-
charge planning, and medical care review. (2) ACE Units 
can reduce the incidence of functional decline in older 
patients, the length of hospital stay, the risk of nursing 
home admission from hospital, and the use of physical 
restraints. They increase health professionals’ satisfaction 
with patient care. (5,7)

• The Geriatric Care Program improves patient assess-
ment. A gerontologic clinical nurse specialist working 
with trained geriatric resource nurses, focuses nursing 
care on patients at high risk for functional decline. The 
intervention includes identifi cation and monitoring of 
frail older patients, twice weekly rounds of a multidis-
ciplinary “Geriatric Care Team”, and a nursing-centered 
educational program. The geriatric resource nurse model 
is widely implemented in the United States. (2)

• The Hospital Elder Life Program reduces the incidence of 
delirium. It identifi es patients at risk for incident deliri-
um shortly a� er hospital admission, using the Confusion 
Assessment Method. Protocols targeted at specifi c risk 
factors for incident delirium serve to optimize cognitive 
function (re-orientation, therapeutic activities), prevent 
sleep deprivation (relaxation, noise reduction), avoid im-
mobility (ambulation, exercises, limited use of physical 
restraints), improve vision (visual aids, illumination), im-
prove hearing (hearing devices), and treat dehydration 
(volume repletion). A 40% reduction in the incidence of 
delirium was seen in a clinical trial. (8)

• Advanced practice nurses improve discharge planning. 
They coordinate the patient’s discharge planning with the 
a� ending physician and make home visits a� er hospital 
discharge. They reduce the rate of hospital readmissions 
of at-risk elderly patients with common medical and 
surgical diagnoses.  (9) Rates of readmission for elderly 
patients with congestive heart failure are reduced with 
this and other multidisciplinary interventions. (10, 11)

What the Hospitalist Can Do
Strategies to optimize the elderly patient’s outcome 

from hospitalization begin with a structured but brief geriatric 
assessment to identify the patient’s baseline (prior to the acute 
illness leading to hospital admission) and current functional 
status (Table 1). The patient’s expected functional status by 

Acute Hospital Care of Elderly (continued)

Table 1.  The Hospital Trajectory
Baseline
Determine baseline (prior to acute illness, reference point 2 
weeks prior to admission) function:
• Able to perform basic ADL without assistance: bathe, 

dress transfer from bed to chair, toilet?
• Able to perform IADL without assistance: pay bills, 

handle medications?
• Mobility: able to walk without assistance? Use of cane, 

walker or wheelchair?
• Identify living situation: at home (alone or with other?), 

assisted living, board and care, skilled nursing facility, 
long-term care nursing home?

• Identify social supports: primary caregiver, spouse, chil-
dren, other relatives, friends or associates, guardian?

Admission
Compare baseline to current functional status:
• Complete functional assessment (with nurse).
• Current performance (capacity) of basic ADL.
• Cognitive function: dementia, delirium?
• Assess nutritional status: malnourished, dehydrated?
• Assess affect: anxious, depressed?
• Assess mobility: observe gait, upper and lower extremity 

range-of motion.
• Estimate hospital length of stay (DRG diagnosis can be 

used as guideline).
• Meet with interdisciplinary team to review functional as-

sessment, diagnoses, anticipated length of stay (LOS), 
and expected discharge site.

Daily Rounds
Patient-Centered Interventions:
• Identify the individualized interventions and health 

professional services needed for the patient in order to 
achieve the anticipated LOS and discharge site: physi-
cal therapy, occupational therapy, speech therapy, nu-
trition services, medication review (e.g., by pharmacist, 
geriatrician).

• Review trajectory daily by updating the functional sta-
tus: identify any barriers to achieving anticipated LOS/
length of stay and the anticipated date of discharging 
the patient, and modify interventions that are necessary 
to achieving length of stay and discharge goals.

Discharge
The patient’s baseline level of physical functioning predicts 
the discharge level of functioning:
• Reassess performance of basic ADL: is patient able to 

bathe, dress, and transfer independently?
• Check mobility: is patient able to walk independently?
• Assess clinical stability: does the patient have new 

symptoms of delirium, fever, hypotension or hyperten-
sion?

• Discharge to home or alternate site based on the 
functional status, available home supports, need for 
rehabilitation or placement in long-term care setting.

continued on page 6
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• Mobility, as measured through self-reports or observation 
of gait during transfer from chair to standing and walking 
(e.g., up and go test). 

• Cognitive function to assess patients for dementia and 
delirium. Tests of a�ention (digit span) and of cognition 
(Mini-Mental State Examination, clock draw test) quantify 
admission mental status and changes occurring during the 
hospital stay.

• Depressive symptoms, which can be elicited with the use 
of screening instruments such as the short-form Geriatric 
Depression Scale.

• Nutritional status, especially the findings of protein-ener-
gy malnutrition, which is suspected when there is a history 
of a patient’s unintentional weight loss, physical evidence 
of muscle atrophy, or low levels of serum proteins (e.g., 
serum albumin <3.5 gm/dL), unexplained anemia and low 
serum cholesterol. Studies suggest that nutritional supple-
ments containing balanced mixtures of amino acids, fat, 
carbohydrate, vitamins and minerals improve the progno-
sis of elderly patients with specific illnesses (13).

 Prevent iatrogenic illness. Iatrogenic illness is any 
illness that results from a diagnostic procedure or therapeutic 
intervention that is not a natural consequence of the patient’s 
disease. Iatrogenesis is o�en categorized as resulting from  
medications, diagnostic and therapeutic procedures, nosoco-
mial infections or environmental hazards.  Adverse hospital 
events can also occur from negligence or medical systems 
errors.(2) Rational drug prescribing requires a knowledge of 
the pharmacology of drugs in relation to aging, the use of 
lower than usual doses when the geriatric dose is unknown, 
the avoidance of psychoactive drugs when alternatives such 
as behavioral or environmental alternatives are available, 
and the cautious monitoring of patients receiving two or 
more drugs that are inducers or inhibitors of phase I hepatic 
metabolism (cytochrome P450), or are highly protein bound.  
Inappropriate medication prescribing is the most o�en recog-
nized iatrogenic illness. The risk of adverse drug events can be 
reduced by not prescribing medications with anticholinergic 
or psychotropic effects, avoiding the use of meperidine, and 
the judicious use of opioids, nonsteroidal anti-inflammatory 
agents and histamine-2 antagonists (Table 2). 
 Understand patient values. Ensure patients’ per-
sonal comfort and respect their personal wishes for care. 

Acute Hospital Care of Elderly (continued)

continued on page 7

Table 2. Medications to Avoid in the Elderly and Alternatives         

Medications of Risk Recommendations Alternatives
Antihistamines: Confusion, oversedation, orthostatic hypotension, falls, constipation and urinary retention due to  anticholinergic effects

Diphenhydramine 
Hydroxyzine 

Avoid use as hypnotic 
Avoid use as opioid adjunct
Use lowest effective dose for allergic 
reactions 
Use a non-sedating antihistamine for 
seasonal allergy

Hypnotics: 
Temazepam 7.5 mg hs
Zolpidem 5 mg hs
Trazodone 50mg hs 
Non-sedating antihistamines: Loratadine 10 
mg daily  Fexofenadine 60 mg daily or bid

Narcotic Analgesics:  Meperidine - confusion, oversedation, orthostatic hypotension, falls, constipation and urinary retention due to 
anticholinergic effects; metabolite may produce agitation and seizures; short duration of analgesia.  Propoxyphene - poor analgesic effect 
with usual opioid and anticholinergic effects 

Meperidine 
Propoxyphene 

Use alternative pain medication 

Benzodiazepines: Confusion, sedation and falls 
Use shorter acting agent for anxiety, and for 
alcohol or benzodiazepine withdrawal;
Use a low dose antipsychotic to treat 
agitation and psychosis 

Tricyclic Antidepressants: Confusion, oversedation, orthostatic hypotension, falls, constipation and urinary retention due to anticholinergic effects
 Use less anticholinergic TCA for neuropathic 

pain; use alternative agents (e.g., SSRI) for 
depression

Histamine – 2  Receptor Antagonist: Confusion, depression and headache due to decreased renal elimination
Famotidine 

  

Acetaminophen - provides
analgesia equivalent to                      
propoxyphene; add  codeine or 
oxycodone if pain relief inadequate: 
oxycodone 2.5 mg q4-6h
Morphine: initially low doses 
(e.g. 2-4 mg q3-4h) suffice

Diazepam
Chlordiazepoxide

Anxiety or withdrawal:
Lorazepam 0.5 – 1 mg q6h prn
Oxazepam 10 mg q6h prn Agitation/
Psychosis:
Haloperidol 0.5 – 2 mg bid or tid
Risperidone 0.5 mg bid

Amitriptyline 
Imipramine
Doxepin

Neuropathic pain:
Desipramine 10 – 20 mg daily
Nortriptyline 10 – 25 mg daily

Reduce usual dose by 50% Famotidine 10-20 mg daily or 
20 mg every other day  
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Privacy and quiet at night, visits from family members and 
opportunities to socialize may help to lessen the stressful 
experience of hospitalization. Review advance directives 
with patients or families when patients cannot make deci-
sions for themselves. Seek their wishes for end-of-life care 
including cardiopulmonary resuscitation, intensive care or 
nutritional support during acute or end stage illness.  When 
facing difficult decisions, frequent discussions with the pa-
tient and family help to identify the patients’ personal val-
ues about health and their expectations of hospitalization. 
  Initiate discharge planning. Discharge planning 
identifies patients who will need nursing home place-
ment or home care services; estimates the patient’s hospital 
length of stay; educates the patient and family about the 
patient’s diagnosis, prognosis, and choices for discharge lo-
cation; and reviews medications, home safety and plans to 
restore the patient’s self-care.  Patients should be discharged 
when clinically stable; when there is no new finding on the 
planned discharge day of incontinence, chest pain, dys-
pnea, delirium, tachycardia or hypotension and when the 
temperature is >38.3°C; and the diastolic blood pressure is > 
105mmHg. (2)
 Make “walk” rounds (with nurse). Observe the 
patient’s ability to bathe, dress, transfer from bed to chair, 
toilet and feed independently, and determine if the patient 
is continent.  Assess balance and gait by observing the pa-
tient ge�ing out of bed or up from the chair and walking to 
the door of their room and back. Check mental status and 
screen for delirium. Observe the patient eating or swallow-
ing liquids. (12)
 Hold family conferences. Keep patients and fami-
lies updated on the patient’s diagnosis, prognosis, medical 
evaluation and treatment, and assumed discharge date and 
disposition. Overcome any barriers to communication and 
agreement among team members, family and patient, by 
considering:

• Second opinions from specialists 

• Ethics consultation when ethical dilemma are identi-
fied and appear insoluble

• Second family conference when all family members are 
available for mediation of different opinions

• Additional support services (family counseling) 

• Clergy consultation and assistance 

 The treatment of hospitalized elderly patients is 
challenging and o�en time-consuming, but can be rewarding  
if their care is approached in a systematic manner, working 
effectively with an interdisciplinary team. Hospitalists can 
make a difference.

Dr. Palmer can be contacted at PALMERR@ccf.org.
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Antihistamines: Confusion, oversedation, orthostatic hypotension, falls, constipation and urinary retention due to  anticholinergic effects

Diphenhydramine 
Hydroxyzine 

Avoid use as hypnotic 
Avoid use as opioid adjunct
Use lowest effective dose for allergic 
reactions 
Use a non-sedating antihistamine for 
seasonal allergy

Hypnotics: 
Temazepam 7.5 mg hs
Zolpidem 5 mg hs
Trazodone 50mg hs 
Non-sedating antihistamines: Loratadine 10 
mg daily  Fexofenadine 60 mg daily or bid

Narcotic Analgesics:  Meperidine - confusion, oversedation, orthostatic hypotension, falls, constipation and urinary retention due to 
anticholinergic effects; metabolite may produce agitation and seizures; short duration of analgesia.  Propoxyphene - poor analgesic effect 
with usual opioid and anticholinergic effects 

Meperidine 
Propoxyphene 

Use alternative pain medication 

Benzodiazepines: Confusion, sedation and falls 
Use shorter acting agent for anxiety, and for 
alcohol or benzodiazepine withdrawal;
Use a low dose antipsychotic to treat 
agitation and psychosis 

Tricyclic Antidepressants: Confusion, oversedation, orthostatic hypotension, falls, constipation and urinary retention due to anticholinergic effects
 Use less anticholinergic TCA for neuropathic 

pain; use alternative agents (e.g., SSRI) for 
depression

Histamine – 2  Receptor Antagonist: Confusion, depression and headache due to decreased renal elimination
Famotidine 
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Feature 1: Acute Onset and Fluctuating Course  

The mental status changes in delirium develop over 
hours to days and represent a decline in the level of 

cognitive functioning.  Delirious patients may have fluc-
tuating periods of relative lucidity and confusion within 
a day. The fluctuating course in delirium represents a di-
agnostic challenge; physicians are not constantly present 
with patients and so cannot detect the fluctuating mental 
status throughout the course of a day. This history is be�er 
obtained from family, caregivers, or nurses.

Caring for the Postoperative Patient with Delirium
Reprinted from The Hospitalist’s Geriatrics Symposium
James L. Rudolph, MD, SM, Division of Aging, Brigham and Women’s Hospital, Boston, MA
Edward R. Marcantonio MD, SM, Division of General Medicine and Primary Care 
Beth Israel Deaconess Medical Center, Boston, MA

Table 1: Incidence of Delirium by Surgical Procedure 

 
Surgery Incidence of Delirium (%) References 
Coronary Artery Bypass Graft 
Surgery 

37 24 

Abdominal Aortic Aneurysm 
(infrarenal) 

41-54 3, 25, 26 

Abdominal 5-26 3, 27, 28 
Peripheral Vascular 30-48 25, 26 
Elective Orthopedic 9-15 3, 29 
Head and Neck (major) 17 30 
Cataract 4 1 
Hip Fracture 35-65 2 
Urologic 4-7 24 
 

Figure 1: Diagnostic Algorithm for the Confusion Assessment Method 
(CAM) 
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continued on page 9

Delirium is a common, morbid, and costly syndrome 
that occurs preferentially in older surgical patients.   

The incidence of postoperative delirium varies widely be-
tween surgical procedures, occurring in 4% of cataract pa-
tients (1) and 35-65% of hip fractures (2).  Table 1 describes 
the incidence of postoperative delirium associated with 
various surgical procedures.   Delirium is associated with 
an increased risk of postoperative complications, including 
death (3).   Additionally, delirious patients have increased 
length of stay (3), greater staff time requirements (4) (e.g., 
physicians, registered nurses, licensed practical nurses, 
nursing assistants), and higher rates of nursing home 
placement (3, 5).  Postoperatively, delirious patients accrue 
higher total hospitalization and pharmacy costs than pa-
tients who do not develop delirium (4).  Despite these fac-
tors, between 32% and 67% of delirium cases are unrecog-
nized by physicians (6-8), and there is good evidence that 
some cases of postoperative delirium can be prevented (9). 

Diagnosis
A diagnostic algorithm, based on the criteria set 

forth in the Diagnostic and Statistical Manual of Mental Dis-
orders, version IIIR (10),  called the Confusion Assessment 
Method (CAM) has been validated for the clinical diagnosis 
of delirium (11).  In combination with mental status testing, 
the CAM has become the “gold standard” for the diagnosis 
of delirium (12). The CAM algorithm is shown in Figure 
1, and its individual criteria are described in detail below.  
The diagnosis of delirium by CAM requires that the patient 
demonstrate Features 1 and 2 and either 3 or 4.  
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Table 2.  Predisposing and Precipitating Factors of Postoperative Delirium 
 
Predisposing Factors Precipitating Factors 
Age > 6 medications; > 3 new inpatient medications 
Impaired cognition Psychotropic medication use 

 
Dependence in activities of daily living  Acute medical illness 
High medical comorbidity Vascular or cardiac surgery 
 Hip fracture 
 Dehydration 
 Decreased sensory input 
 Environmental change 
 

continued on page 10

vigilant, lethargic or stuporous.  Any 
level of consciousness other than alert 
is considered abnormal.  

Delirium Assessment

Delirium is an emergent medical 
condition that warrants prompt 

assessment and treatment.  In the old-
er patient, the differential diagnosis for delirium is broad 
and thus, physical exam and supplemental testing should 
be used to narrow the differential.  A mnemonic for the 
differential diagnosis is shown in Figure 2.  The physical 
exam on all delirious patients should focus on the cardio-
vascular, respiratory, abdominal, and neurologic systems 
and include an assessment of pain.  The medication list 
must be reviewed for potentially harmful drugs.  Focused 
laboratory testing should include a complete blood count 
with differential, urinalysis, electrolyte testing, and EKG on 
all patients.  Additional laboratory and radiology studies 
can be ordered as appropriate from history and physical 
findings.  The presence of an intracranial process without 
focal neurological signs is rare and thus the value of a non-
contrast CT scan of the brain is of limited value (14), un-
less history or physical exam suggests an acute neurologic 
process (15).  

Delirium is o�en of multi-factorial etiology; there-
fore, assessment for causes should continue through the 
full differential despite detection of a causative disease 
process.

The assessment of pain deserves special a�ention in the 
delirious postoperative patient.  Under-treatment of 

pain can contribute to delirium.  However, over-treatment 
with opioid medications can also precipitate delirium.  The 
clinician and nursing staff should regularly assess pain and 
the effect of pain treatment using a validated pain scale.  
The management of pain in postoperative patients to mini-
mize risk of delirium is described below.

Prevention of Delirium
Over half the cases of delirium on an inpatient 

ward develop a�er the patient has been admi�ed, suggest-
ing that there is an iatrogenic cause of delirium (16).

Feature 2: Ina�ention

One needs to use clinical acumen to detect a�entional 
disturbances such as distractibility or failure to keep 

track of what was said during an interview.  Formal at-
tention assessment to supplement the clinical interview is 
recommended to reliably diagnose and track a�ention fluc-
tuations.  This can be accomplished by asking the patient 
to recite the months of the year or days of the week back-
wards. Other formal measures, such as the digit span and 
Trailmaking test A, are more precise, but time consuming.  
Serial 7’s (subtracting from 100 by groups of seven) requires 
significant calculation skill, in addition to a�ention and is 
not recommended.  

Feature 3: Disorganized Thinking
Disorganization is o�en recognized by the clini-

cian but dismissed as baseline personality traits, dementia, 
or sleep deprivation—physicians are o�en unsure what to 
do with the information. The patient with illogical flow of 
ideas or rambling, irrelevant conversation satisfies the cri-
teria for disorganized thinking, as does the patient with de-
lusions, illusions or hallucinations. Disorganized thought 
can be both verbose and illogical or scant and persevera-
tive.  These patients are the classic “poor historians,” which 
emphasizes the need to get the history from someone else. 
It is important not to dismiss this symptom, particularly in 
the older hospitalized patient.  

Feature 4: Altered Level of Consciousness
There are three subtypes of delirium: hyperactive 

(25% of delirious patients), hypoactive (50%), and a mixed 
hyperactive and hypoactive disorder (25%) (13).  Due to 
the disruption to the hospital routine, the patients with 
a hyperactive delirium are recognized more frequently 
than those with the hypo-
active subtype, who have 
a slowed motor response 
and li�le spontaneous 
speech.  Regardless of sleep 
deprivation or medication 
administration, it is not 
normal for a patient to re-
peatedly fall asleep during 
the clinical interview. An al-
tered level of consciousness 
can be detected by holding 
a short conversation with 
the patient and assessing 
whether the patient is alert, 

 
Figure 2: Mnemonic for the Differential Diagnosis of Delirium 
Drugs 
Electrolyte Abnormalities                               (including glucose) 
Lack of Drugs (inadequate pain control, sedative withdrawal) 
Infection 
Reduced Sensory Input (vision, hearing, teeth) 
Intracranial (rare) 
Urinary Retention / Fecal Impaction 
Myocardial (arrhythmia, infarction, CHF) 
 

Caring for the Postoperative Patient with Delirium (continued)



CARING FOR THE HOSPITALIZED ELDERLY: CURRENT BEST PRACTICE AND NEW HORIZONS

10

A SPECIAL SUPPLEMENT TO THE HOSPITALIST

11

Table 4.  Medications Associated with Delirium 
 
Opioids (esp. meperidine, but also morphine, codeine) 
Anticholinergics 

Antidepressants (amitriptyline, imipramine) 
Antihistamines (diphenhydramine, hydroxyzine, ranitidine) 
Antipsychotics (haloperidol, thioridazine) 
Antispasmodics (oxybutynin, cyclobenzaprine, belladonna) 

Benzodiazepines (diazepam, flurazepam, chlordiazepoxide) 
Cardiac (digoxin, amiodarone, methyldopa, procainamide) 
Drugs with actions in the CNS (levodopa, lithium, phenytoin         , divalproex, indomethacin) 
 
 

   
Risk Factor Points 
Age > 70 1 
Alcohol Abuse 1 
Cognitive Impairment (MMSE < 24) 1 
Severe Physical Impairment 1 
Markedly Abnormal Na, K, or Glucose 1 
Aortic Aneurysm Surgery 2 
Noncardiac Thoracic Surgery 1 
 Total Points Risk of Delirium (%) 

0 2 
1 or 2 11 
> 3 50  

 

Table 3: Clinical Prediction Rule for Delirium After Elective Non-Cardiac Surgery

continued on page 11

There are predisposing patient char-
acteristics that put patients at risk for delirium 
and there are precipitating factors within the 
hospital and surgical environment that are 
associated with the development of delirium 
(Table 2). A validated algorithm to predict postoperative 
risk of delirium in elective, non-cardiac surgical patients is 
presented in Table 3 (3).

New medications are an independent risk factor for 
development of delirium a�er adjustment for age 

and cognitive status. Particularly offensive drugs are those 
with high anticholinergic activity or cognitive side effects; 
Table 4 includes a partial list of agents.  Meperidine has 
been independently associated with a greater risk of post-
operative delirium compared to other narcotics (odds ratio 
[OR]=2.7) (17).  The long half-life, active metabolites, anti-
cholinergic properties and cognitive effects of meperidine 
render it dangerous to the older patient.  Medications used 
for sleep are associated with high anticholinergic activity 
and increased risk for delirium.  Examples include diphen-
hydramine (OR=1.7) (18) and neuroleptic medications 
(OR=4.5)(19). Benzodiazepines also are independently 
associated with delirium (OR=3.0) (17), especially those 
with a long half-life.  Prescription of medication should be 
consistent with the geriatricians’ adage “start low and go 
slow.”  Avoidance of medications with known cognitive ef-
fects is the backbone of delirium prevention.
 General principles of pain management can help 
prevent postoperative delirium.  The use of local or region-
al analgesia can limit the cognitive side effects of systemic 
analgesia.  Postoperative prescription of standing (around-

the-clock) non-
opioid medica-
tions has been 
shown to limit 
the use of opi-
oid agents and 
improve patient 
pain scores (20).  
Scheduled opioid 
dosing, rather 
than as needed 
dosing, has also 
been shown to 
reduce the total 
p o s t o p e r a t i v e 
opioid dose and 

improve pain 
scores (21).   By using these practical prescribing principles 
for pain, the hospital physician can reduce the impact of 
pain and pain treatment on delirium in postoperative pa-
tients.
 An important study in the prevention of delirium 
a�er hip fracture surgery was recently published by Mar-
cantonio, et al (9).  In this study, geriatric consultation was 
able to prevent one case of delirium for every 5.6 patients 
seen (RR 0.64; 95% CI 0.37, 0.98).  While geriatric consulta-
tion is not available in all institutions, the modules and rec-
ommendations in the study are evidence-based, proactive, 
and practical geriatric interventions (Table 5).  The surgical 
staff adherence to the recommendations of the geriatric 
consultants varied from 32% (acetaminophen for pain) to 
100% (deep venous thrombosis prophylaxis). These mod-
ules could easily be adapted to a postoperative inpatient 
service as a measure to improve quality and patient out-
comes in the at-risk older surgical population.

Management of Delirium

The primary treatment for delirium is to treat all of the un-
derlying causative factors.  Once the causative factors have 

been treated and unnecessary or toxic medications are discon-
tinued, the delirium should improve over days to weeks.  Un-
fortunately, the agitation associated with the hyperactive sub-
type of delirium will not immediately resolve with treatment.  

This can be particu-
larly troublesome in 
the postoperative 
patient.  Sutures/
staples, intravenous 
lines, and bandages 
are all targets for 
the hyperactive 
delirious patient, 
and surgical patient 
care staff will want 
to protect these 
targets. 

Caring for the Postoperative Patient with Delirium (continued)
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continued on page 11

Pulmonary embolus: appropriate
anticoagulation

Appropriate environmental stimuli

Provision of clock and calendar

Table 5: Geriatric Consultation Modules and Recommendations for Prevention of Delirium 
After Hip Fracture Surgery             
Adequate CNS oxygen delivery  Adequate nutritional intake 

Keep O2 saturation >90% Dentures used properly, proper 
positioning for meals 

SBP > 90mmHg Supplements 3 cans daily for poor oral 
intake 

Keep hematocrit >30% If unable to take po, temporary feedings 
via nasogastric tube 

Fluid/electrolyte balance Early mobilization and rehabilitation 
Restore K, Na, glucose to normal Out of bed on POD 1 and several hours 

daily 
Treat fluid overload detected by exam Mobilize/ambulate with nursing staff as 

tolerated 
Treat dehydration detected by exam or 
blood test 

Daily physical therapy; occupational 
therapy as needed 

Treatment of severe pain Prevention, early detection and treatment of 
major postoperative complications 

Around the clock acetaminophen (1gm 
Q6h) 

Myocardial ischemia: EKG, cardiac 
enzymes if appropriate 

Early stage break-through pain: low dose 
SQ morphine, avoid meperidine 

Atrial fibrillation: appropriate rate control, 
electrolyte adjustments, anticoagulation 

Late-stage breakthrough pain: oxycodone 
PRN 

Pneumonia/COPD: screening, treatment 

Elimination of unnecessary medications  
  

Discontinue/minimize benzodiazepines, 
anticholinergics, antihistamines 

Urinary tract infection: screening, 
treatment 

Eliminate drug interactions, adverse 
events, modify drugs accordingly 

      

Eliminate medication redundancies Appropriate use of glasses and hearing 
aids 

Regulate bowel/ bladder function   
Bowel movement by POD 2 and every 48 
hours 

Use of radio, tape record, and soft lighting 

D/C urinary catheter by POD 2; screen for 
incontinence or retention 

Treatment of agitated delirium 

Skin care for patients with established 
incontinence 

Appropriate diagnostic 
workup/management 

 For agitation: calm reassurance, family 
presence, and/or sitter 

 For agitation: if absolutely necessary, low 
dose haloperidol 0.25-0.5mg every 4 hours 
as needed 

 

continued on page 12

  A�er assessing and treating the underlying causes, 
reorienting, redirecting, and restoring a calm, quiet environ-
ment should be a�empted.  Family members are of particular 
value because they are able to reorient and calm the patient 
be�er than the staff and physicians, who are unfamiliar to the 
patient.  If family is unavailable or unwilling to remain with 

the patient, a patient si�er can reorient and protect the patient.  
The si�er should try to maintain a quiet, calm environment, es-
pecially at night.   Physical restraints are particularly problem-
atic in the hyperactive delirious patient as they may exacerbate 
delirium and also carry the risk of injury to the patient.     

Caring for the Postoperative Patient with Delirium (continued)
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A�er reorienting and calming measures have been at-
tempted, targeted medication therapy may be war-

ranted.  It is important to remember that elderly patients 
are more susceptible to actions and side effects of psycho-
active medications.  Low-dose haloperidol (0.25-0.5 mg) is 
considered the standard for treatment of hyperactive de-
lirium.  In cases of severe agitation in the intensive care unit 
se�ing, where the patient is threatening to dislodge vital 
devices (e.g., endotracheal tubes) higher-dose intravenous 
haloperidol (1-2 mg IV) may be required. The older patient 
is more susceptible to the side effects of antipsychotic 
medications, even at low doses. Anticholinergic side ef-
fects (decreased cognition, incontinence, QTc prolongation, 
etc.) and extrapyramidal side effects (rigidity, akathesia, 
pharyngeal dysfunction, etc.) can have a major impact on 
functional recovery a�er the agitation has resolved (decon-
ditioning, G-tube placement, incontinence, etc).  While the 
newer atypical antipsychotics are reported to have more fa-
vorable side-effect profiles than traditional antipsychotics, 
no trials are available to determine the efficacy of their use 
in delirious patients (22). If the antipsychotic medications 
do not achieve the intended effects, lorazepam (0.25-0.5 
mg) can also be used, although it carries increased risks of 
a paradoxical reaction or over-sedation in the older patient.  
Benzodiazepines are the drug of choice to control agitation 
in delirium due to sedative withdrawal, in patients with 
Parkinson’s or Lewy body disease and in patients with a 
history of neuroleptic malignant syndrome.
 A ‘delirium room’ model, with four dedicated 
beds, trained staff (1:4), interdisciplinary rounds, and re-
duced environmental stimuli, has been employed to treat 
delirious elderly inpatients with minimal pharmacological 
treatments and without physical restraints (23).  Despite 
higher comorbidities, age, and the diagnosis of delirium, 
the delirium room model maintained the same length of 
stay as a general medical floor.

Summary

Delirium in the postoperative patient is a common 
condition that poses risks to the health and indepen-

dence of the older patient.  Delirium has many causes and 
warrants a thorough medical workup and treatment of all 
causative factors.  Prevention of postoperative delirium is 
possible with the employment of risk assessment, sound 
prescribing practices, and practical geriatric interventions.  
By nature of their proximity, commitment, and desire 
to provide high-quality care to postoperative patients, 
hospitalists can effectively diagnose, manage, and prevent 
delirium a�er surgery.

Dr. Rudolph can be contacted at jrudolph@bidmc.harvard.edu.
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Hospitalists frequently care for demented pa-
tients with eating problems.  Artifi cial nutri-

tion is considered in many of these individuals, 
with percutaneous gastrostomy (PG) serving as a 
route for nutrient administration.  Unfortunately, 
there are no randomized clinical trials comparing 
PG feeding with other means of nutritional sup-
port in this population.  Data from observational 
studies suggest that PG feeding does not result in 
any meaningful improvement among those with 
end-stage dementia, and may result in harm (1,2).  
Because concerns about eating diffi  culties among 
demented patients are o� en considered in the hos-
pital, it is important that hospitalists understand 
the scientifi c and ethical issues surrounding the 
use of PG in patients with severe dementia.

Dementia Is a Terminal Illness
Until recently, it was commonly believed 

that the average life expectancy a� er being diag-
nosed with Alzheimer disease was 8-10 years (3).  
Current evidence, however, suggests a shorter me-
dian survival of approximately 3.17 to 4.2 years for 
men, and 3.36 to 5.7 years for women (4,5).  Mor-
tality may be higher among the hospitalized, with 
one study citing a median survival of 6 months 
among severely demented patients recently ad-
mi� ed to the hospital with an acute illness (6).  

Recent research has a� empted to identify 
factors predictive of shorter life expectancy.  Lar-
son et al analyzed baseline measurements at the 
time of Alzheimer disease diagnosis and found 
that predictors of higher mortality include a base-
line Mini-Mental State Examination score of 17 or 
less, a baseline Blessed Dementia Rating Score of 5 or greater, 
presence of frontal lobe release signs, presence of extrapy-
ramidal signs, gait disturbance, history of falls, congestive 
heart failure, ischemic heart disease, and diabetes (5).  Table 
1 depicts the eff ect of baseline characteristics on survival time 
at the point of initial diagnosis with Alzheimer disease (5).  
Mitchell et al have recently published a mortality risk index 
scoring system for stratifi cation of nursing home residents 
with Alzheimer disease into levels of risk for 6-month mor-
tality (Table 2) (7).

A progressive decline in functioning is characteris-
tic of dementia, with anorexia and swallowing diffi  culties 
frequently encountered (8).  Eating is typically the last activ-
ity of daily living to become impaired, and swallowing and 
eating problems are independently associated with mortal-
ity (2).  Diffi  culty eating likely indicates that a patient has 
entered the fi nal stages of illness (2).  Sustaining life through 
artifi cial nutrition in this situation should therefore be ques-
tioned.

Gastrostomy Tube Use among Patients with End-Stage Dementia: 
Scientifi c and Ethical Considerations
Shaun Frost, MD, FACP, HealthPartners Medical Group and Clinics 
and The University of Minnesota School of Medicine

Is Percutaneous Gastrostomy Benefi cial?
Frequently suggested reasons why PG may be ben-

efi cial to demented patients include provision of adequate 
nutrition, prolongation of life, elimination of suff ering, and 
prevention of aspiration pneumonia.  Evidence suggests, 
however, that none of these are a� ainable goals.

The ability to provide nutrition may be compro-
mised by problems such as tube kinking or clogging, inad-
vertent tube removal, and diarrhea.  Observational studies 
have found no a� enuation in the rates of weight loss or de-
cline of lean or fat body mass among chronically ill patients 
fed through PG (1).

Descriptive investigations have found no survival ad-
vantage to PG use (1,2,9), and no diff erence in mortali-

ty rates among PG versus hand-fed demented patients (10).  
Survival in one facility whose residents were fed carefully 
by hand was no diff erent between those with and without 
dementia (11).  Mortality among the hospitalized demented 

and The University of Minnesota School of Medicine
Table 1: Effect of Baseline Characteristics at the Time 
of Alzheimer Disease Diagnosis on Survival*

Variable Survival Time Quartiles**
 25% 50% 75%

Age < 75y 4.2 7.5 10.9
Age > 85y 1.9 3.2 5.7

MMSE score 25-30 4.1 6.9 10.9
MMSE score < 17 2.0 3.6 6.5

No extrapyramidal signs 2.8 5.1 8.5
Extrapyramidal signs 2.2 3.6 7.2

No frontal release signs 3.2 5.6 8.8
Frontal release signs 2.3 4.6 7.3

No gait disturbance 3.2 5.6 8.6
Gait disturbance 1.9 3.5 6.1

No falls 3.1 5.4 8.9
Falls 2.1 4.3 6.8

No congestive heart failure 3.0 5.2 8.5
Congestive heart failure 1.5 3.0 5.6

No ischemic heart disease 3.2 5.4 8.6
Ischemic heart disease 2.2 4.1 6.8

No diabetes 2.8 5.1 8.3
Diabetes 2.3 3.8 6.3

* MMSE = Mini-Mental Status State Examination
** Survival Time Quartiles = years until death when 25%, 50%, and 75% of the patients died

continued on page 15
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Table 2: Scoring System to Estimate Risk of Death within Six Months among Nursing 
Home Residents with Dementia*
Risk Factor Points
Age > 83y 1.4
Not awake for most of the day 1.4
Bowel incontinence 1.5
Bed-bound 1.5
Unstable medical condition 1.5
Shortness of breath 1.5
Less than 25% of food eaten at meals 1.5
Congestive heart failure 1.6
Oxygen treatment needed within the last 14 days 1.6
Cancer 1.7
Male sex 1.9
Activities of daily living scale = 28** 1.9

* The sum of points for the presence of risk factors is interpreted as follows:

Point Total Risk of Death Within 6 Months (%)
0  8.9
1-2 10.8
3-5  23.2
6-8  40.4
9-11  57
>12  70

** The Activities of Daily Living Scale is a measure of functional dependence that is calculated by summarizing the patient’s performance rating 
on the following 7 activities: bed mobility, transfer, dressing, eating, toileting, grooming, and ambulation. Points are assigned for each activity as 
follows: 0=independent, 1=supervision, 2=limited assistance, 3=extensive assistance, 4=total dependence.

following PG is signifi cant and may be higher than in am-
bulatory populations (12).  A retrospective cohort study of 
consecutive inpatients requiring gastrostomy feeding found 
a 54% mortality rate at 1 month and a 90% mortality rate at 
1 year among those with dementia (13).  Median survival 
following admission is the same among demented patients 
receiving a feeding tube during their index hospitalization 
as those who do not receive a feeding tube (6).

Although it is diffi  cult to interpret the subjective ex-
periences of patients with dementia, no data suggest 

that they suff er due to eating problems.  Studies of non-
demented terminally ill patients with anorexia/dysphagia 
syndromes suggest li� le if any discomfort from these 
symptoms (14).  An impaired thirst mechanism due to the 
typical consequences of aging may be benefi cial in mini-
mizing suff ering related to dehydration (2), and natural 
mechanisms such as endorphin release may make dying 
with eating problems a relatively comfortable process (15).  
Furthermore, PG may cause suff ering due to surgical and 
wound-related morbidity, increased use of physical re-
straints and pharmacological sedation, increased urine and 
stool production, decreased contact with care-providers, 
and deprivation of the joy of eating.

There is no evidence to indicate PG feeding pre-
vents aspiration or minimizes the consequences of aspira-
tion.  Conversely, data from animal and pediatric studies 
suggest that gastrostomy tubes may increase the risk for 
aspiration by compromising lower esophageal sphincter 
tone (16,17).  There is also evidence suggesting gastrostomy 

tubes increase the risk for aspiration pneumonia in humans 
(1).

Ethical Considerations
Ethical principles to consider when contemplating 

PG in the severely demented patient include autonomy, 
nonmalefi cence, benefi cence, professionalism, and informed 
decision making.  A discussion by Bre�  and McCullough (18) 
of many of these principles may be applied.  Confl icts about 
PG arise when physicians disagree with patients or families 
about the utility of the device.  A question therefore raised is 
to what extent are patients entitled to therapies of their own 
choosing?  If respect for patient autonomy were the only con-
sideration, patients would always be entitled to receive any 
intervention requested.  In therapeutic encounters, however, 
physician autonomy is equally worthy of respect.  Physician 
autonomy is infl uenced by a number of ethical concepts.  
The principles of nonmalefi cence (minimize harms as far 
as possible and justify them by appeal to benefi ts), and 
benefi cence (act for the patient’s good) (15) are core ethical 
principles at the root of all therapeutic decisions.  In addition, 
society’s expectation of professionalism infl uences physician 
behavior.  Society acknowledges that the medical profession 
has a body of knowledge and an expertise that allow it to 
promote a social and personal good.  If physicians are asked 
to act in directions contrary to the promotion of this good, 
the profession cannot function in its intended manner (18).  
Considering the above, Bre�  and McCullough suggest the 

Gastrostomy Tube Use among Patients with End-Stage Dementia (continued)

continued on page 16
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Gastrostomy Tube Use among Patients with End-Stage Dementia (continued)

following approach.  In considering patient autonomy, a nec-
essary condition when requesting treatment is that there be 
an established or theoretical basis to justify the expectation 
of benefi t so as to not undermine physician autonomy.  Suc-
cinctly stated, there must be at least a modicum of potential 
benefi t as seen from the medical perspective to justify appeal 
to patient autonomy as a signifi cant factor in therapeutic de-
cision making (18).

In applying this approach to feeding the demented patient 
via PG, the physician’s interpretation of the literature is 

of key importance.  If one believes that the evidence clearly 
indicates there is no established benefi t to PG feeding, physi-
cians should feel no compelling ethical duty to provide this 
therapy.  Patient autonomy should be de-emphasized in this 
situation, as physician autonomy would be seriously under-
mined if PG were provided.  However, if one believes the 
current evidence is fl awed (such as from problems created 
by a lack of prospective, randomized, controlled trials of PG 
feeding compared to alternatives), then one may argue that a 
“theoretical basis to justify the expectation of benefi t” still ex-
ists.  In this situation, request for PG may be entertained, and 
patient autonomy considered in the decision analysis.

Specifi c comment about informed consent is 
necessary.  Physicians have a duty to completely inform 
patients of the risks, benefi ts, and alternatives of any 
proposed therapy, as only completely informed patients can 
truly exercise their autonomy. This is particularly relevant to 
PG in the severely demented as studies indicate physicians 
perform poorly in obtaining informed consent in this 
situation (19,20).  Those who believe the evidence clearly 
indicates a signifi cant risk without benefi t to PG argue that 
the discussion of risks, benefi ts, and alternatives should 
proceed in a directive manner such that patients and families 
are advised against PG (2).  Those who believe that further 
investigation may yet document a benefi t to PG argue that 

counseling should be non-directive so as not to bias 
patients or families to decide for or against PG 
according physician opinion.  In this situation, 
PG would be considered of uncertain benefi t and 
directive counseling would undermine patient 
autonomy (21).

Factors Aff ecting Physician Decision-Making
Physician autonomy in decision making sit-

uations about PG is likely manipulated by a variety 
of external forces.  Survey of physicians’ beliefs and 
practices suggest that many PG tubes are placed in 
demented patients despite physician opinion that 
artifi cial nutrition is not indicated.  Shega et al. 
report that 41.6% of primary care physicians have 
ordered a PG tube despite believing that it was not 
the best course of action.  Thirty-six percent stated 
they would order a PG tube if requested by a fam-
ily member even if this was contrary to the patient’s 
wishes.  Sixty percent of physicians believe that 
speech therapists, nurses, nutrition consultants, 
and nursing homes infl uence their decision-mak-
ing (22).  Nursing homes may be an especially 

powerful infl uence.  As prevention of weight loss is a gov-
ernment-reported marker of the quality of nursing home 
care, this may lead many nursing facilities to strongly rec-
ommend PG use for their residents with eating diffi  culties.  
Financial incentives may also be operative.  In many states, 
nursing homes are reimbursed by Medicaid at a higher rate 
for the care of residents with feeding tubes versus residents 
with eating diffi  culties who are fed by hand (23).  Mitchell 
et al have additionally reported that feeding tube use is in-
dependently associated with nursing home demographic, 
fi scal, and organizational characteristics, specifi cally noting 
an increased likelihood of feeding tube use among residents 
of for-profi t facilities (24).  

A Suggested Approach
Most experts agree that the current evidence is ro-

bust enough to advocate against feeding severely demented 
patients via PG.  These experts further highlight the complex-
ity of designing prospective, randomized, controlled trials 
about ethically charged issues among populations lacking 
decision-making capacity, and suggest that our scientifi c evi-
dence on the subject will be limited to observational investi-
gation.  Table 3 suggests an approach to assist the hospitalist 
in caring for severely demented patients who have diffi  culty 
eating.

Conclusions
Hospitalists will care more frequently for demented 

patients as the elderly population increases.  Given the in-
cidence of eating problems in the fi nal stages of dementia, 
understanding the science and ethics of delivering nutrition 
through PG is essential for all hospital physicians who ad-
vise patients and families about this treatment.

Dr. Frost can be contacted at Shaun.D.Frost@healthpartners.com.
continued on page 17
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Table 3: Approach to Counseling about Percutaneous 
Gastrostomy Use in Demented Patients
· Educate decision makers that eating problems are a sign of the fi nal stages of de-

mentia.  Families and patients need to know that not eating is a normal aspect of 
dying with dementia and not the cause of death per se.

· Determine if the patient’s wishes about artifi cial nutrition are known.  If necessary, 
contact primary care physicians and family members for this information.

· Elicit specifi c decision-maker concerns about the eating problem (i.e., malnutrition/
dehydration, weight loss, aspiration, etc.).  Doing so will identify issues to empha-
size and misconceptions to correct when informing about risks, benefi ts, and alter-
natives to PG.

· Inform decision makers about the many risks of providing nutrition via PG.
· Inform decision makers about the lack of scientifi c evidence to support a benefi t of 

providing nutrition through PG.
· Inform decision makers about alternatives to PG such as careful hand feeding, ad 

lib diets, diets consisting of easy-to-swallow high-energy foods, swallowing cues, 
elimination of anticholinergic and sedating medications, improvements in dental 
hygiene, etc.

· Recognize that if PG is pursued, the gastrostomy tube can be discontinued in the 
future if complications arise or decision makers’ wishes change.

· Recognize it is legally and ethically permissible to withdraw or withhold nutrition 
and hydration according to several court decisions and a strong consensus opinion 
in American bioethics.
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Every clinician knows that older patients o�en take mul-
tiple medications. Every day, we encounter patients who 

take five, eight, or a dozen medications on a daily basis, some 
as high as 20 or more. A recent survey of ambulatory adults 
found that 12% of respondents 65 years and older reported 
taking 10 or more medications, and 50% took five or more 
medications (1). The use of multiple medications is o�en 
referred to as “polypharmacy.” But polypharmacy has many 
definitions. The use of five or more medications is o�en used 
by researchers as a marker for further investigation. While 
this definition may be useful to screen and stratify persons 
in a database, it does not always mean the use of inappropri-
ate or unnecessary medications. For example, a patient with 
diabetes and heart failure taking an oral hypoglycemic agent, 
a diuretic, an angiotensin-converting enzyme inhibitor, a po-
tassium supplement, and a β-blocker would be taking five 
medications and the pharmacotherapy for his or her heart 
would be in agreement with clinical guidelines.

Polypharmacy was cited in Healthy People 2000 as 
the principal medication safety concern and was defined as 
“the concurrent use of multiple prescription and over-the-
counter medications” (2). This definition does not include 
a measure of appropriateness. Another definition for poly-
pharmacy is the use of one medication to treat the adverse ef-
fects of another medication. For example, a patient taking an 
angiotensin-converting enzyme inhibitor develops a cough 
and treats it with dextromethorphan, which leads to consti-
pation and laxative use. On the other hand, some cases can 
be easily defended as rational, such as the use of laxatives in 
a patient taking opiates for pain secondary to cancer.

Other definitions include some measure of appro-
priateness, such as the prescription, administration, and use 
of more medications than are clinically indicated or when a 
medication regimen includes at least one unnecessary medi-
cation.

Identifying Polypharmacy
There is no single tool that can be used to identify 

cases of polypharmacy. In fact, cases are probably best identi-
fied and corrected with a multidisciplinary or interdisciplin-
ary approach. 

Screening a patient’s medication profile is a way to 
start. The hospitalist, pharmacists, and nurses should all be 
involved in screening. The hospitalist coordinates care and 
communications between the patient’s primary care physi-
cian and specialists to ensure that all medications and indi-
cations are known, that the original prescriber understands 
why a medication was stopped, and that proper monitoring 
is performed. The pharmacist’s knowledge in pharmacol-
ogy, pharmacotherapy, and medication products is helpful 
in identifying duplicate pharmacologic effects (desired and 
undesired) and drug interactions that may be responsible for 
adverse effects or symptoms. Pharmacists make recommen-

dations in the selection of 
new medications or safer or 
more effective replacement 
medications. Nurses have 
the greatest contact with 
patients and are responsible 
for communicating how the 
patient is doing, as well as 
educating the patient about 
changes in his or her therapy. 
Nurses’ input regarding the 
patient’s or caregiver’s ability 
to manage medications at home is invaluable when making 
decisions about the patient’s course following discharge.

How Does Polypharmacy Occur?
Polypharmacy o�en has numerous origins. The 

insidious accumulation of medications is one way polyphar-
macy develops. Medications are added to a patient’s regimen 
but never subtracted. The diverse number of medications 
available, direct-to-consumer advertising, society’s a�itude 
of a pill for every ill, as well as physician willingness to 
prescribe based on patient expectation contribute to adding 
medications. The lack of regular, comprehensive medication 
review also allows for medications to be continued unneces-
sarily. 

Medications are the cornerstone of the management of 
chronic conditions whose prevalence increases with 

age. A total of 80% of persons 65 years and older report at 
least one chronic condition, and 50% have two or more. This, 
in part, explains why persons 65 years of age and older have 
consistently taken an average of four to five medications 
daily.
 Polypharmacy can also develop in patients under 
the care of multiple prescribers who do not communicate 
with each other and rely on the patient to tell or remind them 
of all the medications they are taking. Patients who see mul-
tiple prescribers are at greater risk for drug interactions (3). 
Patients who obtain their medications from multiple phar-
macies are at greater risk for polypharmacy than those using 
a single pharmacy (3). Drug duplication, therapeutic dupli-
cation, and drug interactions may be missed if a pharmacy’s 
database does not include all the medications a patient is 
taking. If a patient obtains his or her medications from differ-
ent pharmacies, the patient needs to inform the pharmacist 
at each visit of all the medications they take so they can be 
recorded in their profile. Many patients don’t know the name 
and purpose of every medication they take, which also com-
pounds the problem.

Polypharmacy and the Hospitalist
Reprinted from The Hospitalist’s Geriatrics Symposium
Todd P. Semla, MS, PharmD, Northwestern University, Chicago, IL
Alpesh N. Amin, MD, MBA, FACP, University of California, Irvine, Irvine, CA
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Consequences of 
Polypharmacy

Polypharmacy 
can have a 

variety of nega-
tive outcomes, 
including adverse 
drug reactions, 
drug–drug inter-
actions, duplica-
tion of pharmacologic effects, decreased quality of life, and 
increased health care cost. Several studies have shown that 
the risk for adverse drug events increases as the number 
of medications increases. Medications that are considered 
inappropriate for older persons have also been associated 
with negative outcomes. Examples include the association 
of diphenhydramine and delirium (4); the use of long-act-
ing benzodiazepines (such as diazepam) increasing the risk 
of hip fractures, presumably by contributing to falls (5); and 
chlorpropamide and hypoglycemia (6). In spite of more than 
10 years of warnings about the use of such medications, they 
continue to be prescribed to older adults.

A study of hospital admissions for older adults 
found that between 10% and 17% of admissions were associ-
ated with an adverse drug event (7). A different study found 
that 73% of adverse drug reactions involved medications 
deemed unnecessary, the result of possible drug interactions 
or medications that were contraindicated (8). Therapeutic 
failure is another possible outcome of drug–drug interac-
tions. This risk for drug–drug interactions also increases as 
the number of medications increases (9). 

Three Steps to Prevent and Reduce Polypharmacy
Step 1. Make sure that each medication has an in-

dication. Consider stopping any medication that does not 
have an indication. Some medications cannot be stopped 
suddenly but may need to be tapered. For example, stopping 
benzodiazepines, β-blockers, clonidine, and antidepressants 
can lead to withdrawal syndromes. Medications that are no 
longer necessary should be identified and discontinued. 
For most medications, this can be accomplished without an 
adverse effect. One study involving 124 patients enrolled in 
a Veterans Administration general medicine clinic who had 
one or more medications discontinued in the previous year 
as part of a larger study found that 74% of medications were 
stopped without an adverse outcome (10). Medications were 
discontinued based on recommendations by a clinical phar-
macist. From the time of admission throughout the hospital 
stay and up through writing discharge orders, the hospitalist 
should review the patient’s medication list and discontinue 
any medications that are not indicated. The hospitalist has 
a unique opportunity to make a huge impact in this regard, 
and working with the pharmacist can determine the appro-
priateness of each medication. The hospitalist should also 
educate the patient and the primary care clinician of changes 
that were made and why they were made.

Step 2. Before prescribing a new medication, ask 
yourself the following: 1) Is there a safer nonpharmacologic 
alternative? 2) Is the new medication to treat an adverse ef-
fect of an existing medication? 3) Does the new medication 
have any warnings or contraindications applicable to that 
patient (e.g., metformin, age, and renal function)? 4) Does 
the medication duplicate the effects of an existing medication 
that may result in an adverse effect? 5) Will it interact with 
any of the patient’s other medications? 6) Will it increase the 
complexity of the patient’s medication regimen?

Step 3. Look for medications that may have been 
added to treat drug-induced conditions. A case-controlled 
study of older nursing home residents found that residents 
who were prescribed metoclopramide (which has dopamine-
antagonist properties) were three times more likely to be pre-
scribed a product containing levodopa (11). Also, remember 
to review a patient’s medication profile before discharging 
or transferring a patient so that unneeded medications are 
stopped (e.g., H2 antagonists and stress-ulcer prophylaxis) 
and that those that are to be taken for a defined period have 
the stop date clearly wri�en (e.g., antibiotics).

An effective way to reduce the number of medications a 
patient is taking is to complete a grid containing each 

dose of medication and logging the time taken each day of 
the week. In a randomized, controlled study, one group of 
housestaff was shown a grid (Figure 1) that allowed them 
to view the complexity of each patient’s medication regi-
men for 1 week following admission (12). The control group 
was not shown a grid. The change in the mean number of 
medications from admission to discharge decreased by 0.92 
medications for patients cared for by housestaff shown the 
grid. The mean number of medications increased by 1.65 in 
patients cared for by housestaff not shown a grid. Likewise, 
the mean number of doses taken per day decreased by 2.47 
per patient with a grid compared with an increase of 3.83 in 
the nongrid patients. By keeping a grid, prescribers knew not 
only what medications a patient was taking but the number 
of medications and complexity of the regimen. A grid 
is a simple intervention that can 
be constructed with a pen and 
paper. Furthermore, a more 
complex computer-based 
grid that is part of a health 
care information system 
can be an effective way to 
present and document medi-
cations.

Figure 1. Example of a medication grid. 
Time Analgesic Bisphos-phonate Ace Inhibitor Diuretic B-blocker Oral Hypo-glycemic Stool Softener
0600      X
0800    X    X    X    X    X    X
1200    X
1400    X
1600    X
1700    X
1800      X    X    X
2000    X         

continued on page 20
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Conclusion

The prevalence of medication use among older adults 
remains disproportionate to that of the general popula-

tion. A U.S. Task Force on Prescription Drug Use in 1968 
reported that 10% of the population was 65 years and older 
and purchased 25% of all prescription medications. Cur-
rently, it is believed that 13% of the population is in this age 
group and purchase 31% of all prescription medications. It 
is forecast that by 2040, 20% of the population will be 65 
years and older yet purchase 50% of all prescription medi-
cations. Clearly, the use of multiple medications will remain 
a constant in the care of older patients and will most likely 
increase because of the development of new medications 
to manage chronic disease, the continued development of 
lifestyle drugs, the continued interest in the use of herbal 
and nutritional supplements, and the use of medications 
in the prevention of primary and secondary diseases or 
events. Hospitalists, as a part of the health care team, are 
in an opportune position to prevent, identify, and rectify 
cases of polypharmacy even in the brief time they care for 
a patient.
 Furthermore, hospitalists are not only in a position 
to improve polypharmacy among the patients under their 
direct care but also should help develop systems to reduce 
polypharmacy and improve prescribing within their insti-
tutions. Leading a team of health care professionals, includ-
ing pharmacists, nurses, case managers, housestaff, and 
others, the hospitalist should think about communication, 
education, and information technology tools to improve the 
safety and costs associated with polypharmacy.

Dr. Amin can be contacted at anamin@msx.ndc.mc.uci.edu.
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continued on page 22

Table 1
Problems Faced by Older Patients and Families in the Hospital: 
The Social Worker’s Role in Collaboration with the Hospitalist

Problem Social Work Role
Abuse Identifies abusive situations and deals with them 

socially, psychiatrically, and, if necessary, legally.

End-of-life issues Helps the patient adjust to an uncertain prognosis or 
to imminent death.
Provides case management and advocacy services for 
dying patients and their family members (e.g., helping 
patients transfer between levels of care and obtaining 
needed services.

Environmental obstacles Assesses safety of home by identifying physical 
barriers and determines access to necessary resources 
(e.g., pharmacies, transportation, and recreation).

Grief and loss Helps the older person cope with the losses common 
in old age (e.g., death of loved ones, loss of income, 
loss of self-esteem, loss of health).

Hospitalization and post-discharge Provides social, psychological, and environmental 
support to help the older person adapt to illness and 
disability.

Inadequate community and/or social 
support

Helps the older person maintain independence 
by providing information and helping arrange for 
community services (e.g., senior centers, adult day 
care, meals-on-wheels, transportation) and obtains 
government income assistance as needed.  
Helps caregivers obtain services such as respite care.

Legal and ethical issues Assists in establishing advanced directives (e.g., living 
wills, durable power of attorney).

Psychological disturbances Uses standardized assessment tools to screen for 
psychosocial problems.

(Adapted from Berkman, B., (2000).  Geriatric social work.  In the Merck Manual of Geriatrics, p. 81.)

Since 1905, when social work was introduced at Mas-
sachuse�s General Hospital in Boston, the hospital has 

been the primary se�ing for social work practice with older 
patients and their families.  The importance of social work 
in hospitals today is a result of heightened awareness of 
the complex social, psychological, and economic problems 
surrounding illness.  Given the gravity of the diagnoses 
that accompany hospitalization today, the older patient 
typically experiences severe psychological and social disso-
nance.  They enter the hospital worried about their physical 
condition and about the impact on their spouses and fami-
lies.  The sudden loss of autonomy and confrontation with 
the culture of the hospital and its unfamiliar medical pro-
cedures tends to create anxiety.  Many patients and families 
need help from social workers in dealing with the impact of 
hospitalization as well as complex post-hospital care needs.  
Working collaboratively with hospitalists, the social worker 

evaluates the emotional, social, and financial needs of the 
patient and caregivers, offers counseling and case manage-
ment services as needed, and is available as a consultant to 
the health care team (1).  

Social Work Evaluation
The social worker knows that the abilities (cogni-

tive and emotional) of the individual and family members 
to use medical care, follow medical recommendations, and 
decide among alternative courses are closely related to the 
many social and psychological factors they must cope with 
during illness and hospitalization.  In their evaluation, the 
social worker assesses the patient’s psychosocial needs and 
also assesses the family constellation and each member’s 
role within it.  Adequate social support from family and 
friends can maximize the patient’s ability to cope and can 
enhance self-esteem and self-control, both necessary to 
promote recovery.  An understanding of the quality of fam-
ily relationships, the family’s a�itudes toward the current 
illness, and the physical, emotional, and financial resources 
available to meet the identified needs are critical.  In ad-

dition, the patient’s and 
caregiver’s cultural, eth-
nic, and spiritual values 
must be considered in 
health care planning if 
the plan is to be suc-
cessful.  

Evaluation of 
these factors helps de-
termine what services 
are needed during hos-
pitalization and what 
options are available 
for the patient a�er 
hospitalization.  With 
this information, the 
social worker can help 
the hospitalist develop 
a coordinated health 
care plan for the patient 
and hopefully prevent 
delays in discharge 
and/or early readmis-
sion, which might have 
been prevented had the 
necessary supports and 
resources been in place 
(2).

Social Work Practice With Hospitalized Elders:  
Counselors, Case Managers, and Discharge Planners
Barbara Berkman, DSW, Helen Rehr/Ruth Fizdale Professor of Health and Mental Health 
Columbia University School of Social Work, New York, NY
Patricia J. Volland, MSW, MBA, Senior Vice President, Finance & Administration, The New York Academy of Medicine
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tine, such as situations where there are problems between 
families and patients as to what post-hospital services are 
needed and when there is confl ict over decisions related to 
the need for long-term care.  Thus, the way in which the 
social worker can help the hospitalist in the discharge pro-
cess is by helping patients and families deal with diffi  cult 
life changes and by locating resources needed for post-
hospital care.  Arrangements for appropriate social and 
health services for the post-hospital period can minimize 
the chances of early or recurrent readmissions.  Sometimes 
these resources are scarce and the social worker, as resource 
expert in this arena, serves as an advocate for the patient in 
order to access the needed help.  For example, older cardiac 
patients may require rehabilitation and a range of support-
ive services, which can include counseling, home health 
care, meal preparation, transportation services, and adult 
day care.  Elderly patients with cardiac disease are at par-
ticularly high risk for physical deterioration during post-
hospital recovery and can suff er early readmission due to 
poor mental status and post-hospital stress (3).  These types 
of patients o� en have complex post-hospital care planning 
needs.

Screening for Complex Discharge Needs
With the hospital stay of persons 65 and older 

averaging 8.7 days (4), hospitals should begin the process 
of discharge planning early in order to determine whether 
discharge is likely to be routine or whether social work ser-
vices are needed.  Ideally, at point of admission, screening 
patients for potential complex discharge needs should be 
undertaken.  A number of methods for identifying patients 
who need social work services have been developed; these 
include high-risk screening (Table 2), a� endance on rounds, 
discharge-planning conferences, referrals from other health 
care professionals (usually nurses or hospitalists), and 
patient or family referral.  Early discharge planning helps 
alert the medical and nursing staff  to the patient’s post-
hospital care needs and gives the social worker, patient, 
and family the time they need to explore resources and 

Social Work Practice With Hospitalized Elders (continued)

Table 2: Factors Placing Patients at High Risk for Complex Discharge Planning Needs*
· 70 years of age or older and living alone
· Admitted from skilled nursing facility or intensive care facility
· Comatose
· Complex medication schedule
· Disorientation, confusion, forgetfulness
· History of repeat admissions
· In need of special therapies (e.g., respiratory, physical)
· Lack of social supports
· Limited activities of daily living
· Multiple medical diagnoses
· Previously or newly diagnosed as disabled
· Requiring wound care
· Victim of severe accident

*Generally, any combination of two or more factors should trigger an early social work assessment.

Factors delineated by Jackson, D., & Cummings, S.  (2000).  “Hospital discharge planning.”  
In Schneider, R., Kropf, N., & Kisor, A., Eds, Gerontological Social Work (p 198).  New York: Brooks/Cole.

continued on page 23

Social Work Counseling
As counselors, so-

cial workers work directly 
with the older patient and 

his family to help them deal 
with illness, loss, and end-of-

life issues (Table 1).  They may 
engage in individual patient 

counseling or family coun-
seling or may refer patients 
and family members to 

group programs that help them cope with the psychosocial 
eff ects of a particular illness or life crisis (e.g., returning 
home from the hospital, being unable to resume previ-
ous roles or functioning, or being placed in a long-term 
care facility).  Thus, social workers help the older patient 
and family deal with the factors that create or exacerbate 
problems in recovery.  And in the face of possible death, 
social workers can help the patient face the uncertainty of 
the prognosis or impending death and help the family deal 
with the crisis and loss.

Social Work Consultation

As an indirect service on behalf of patients, social work-
ers may give consultative services to the hospitalist 

and other members of the medical team or to community 
agencies and other groups seeking guidance in helping the 
patient.  This consultation may be either informal or for-
mal through patient-care conferences.  Social workers can 
supply the most meaningful interpretations possible of the 
patient’s psychological and social status and can provide 
information about necessary public or private resources 
available and about ways to gain access to these resources.

Social Work in Discharge Planning
Discharge planning, while a professional task for 

all hospital-based professionals, becomes a primary re-
sponsibility for social workers when a patient’s situation is 
identifi ed as complex and arrangements are beyond rou-
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arrange for needed care.  With over a third of all nursing 
home admissions originating in hospitals and with research 
findings indicating many placements are inappropriate (7), 
it is critical that social workers be involved in planning for 
discharge early in the hospitalization.

Social workers recognize that patients and families 
must be involved in all aspects of discharge planning or 
the post-discharge patient’s needs may not be adequately 
met (6).  In addition, patient and family members’ satisfac-
tion with discharge plans have been linked to their level of 
involvement in the development of these plans (7).  The fol-
lowing case example highlights the potential cost savings 
for the hospital when the social worker involves patients, 
family members, and hospitalists in the discharge planning 
process (8).

Flora is an 83-year-old woman who is hospitalized 
with pneumonia.  She spends four days in an acute care 
hospital.  She is given a course of intravenous antibiotics 
and receives “routine” nursing care.  She complains about 
stiffness in her le� leg and is evaluated by a physical thera-
pist.  She is discharged soon therea�er.  

Sylvia, her best friend and next-door neighbor, also 
83 years old, is admi�ed the following week with a simi-
lar diagnosis.  She receives similar treatment but responds 
more slowly.  She appears frail and weak and displays a 
lack of energy, making walking without assistance dif-
ficult.  Her son tells the hospitalist that he has grown in-
creasingly worried about her ability to take care of herself 
living alone.  He believes she should move to live with him 
and his family, but she has refused.  She has become very 
upset at the idea.  A social worker is called in to assess her 
needs and to help her and her son.  She evaluates the fam-
ily dynamics and the home situation.  Together, the social 
worker, Sylvia, and her family, in conversation with the 
hospitalist, agree that Sylvia will return to her own home 
with follow-up home health care, and that her ability to 
remain at home will be assessed periodically.

Flora and Sylvia received different services, but the 
hospital will most likely be paid the same amount for the 
care it provided to each of them.  Medicare will pay for care 
based on the diagnosis, factoring in overall differences in 
labor and other costs for the area in which the hospital is 
located.  That payment will not specifically reflect Flora’s 
physical therapy services and Sylvia’s social work ser-
vices.  However, without the social work services Sylvia 
would have probably remained in the hospital several days 
more, increasing the cost of her stay.

Effectiveness of Social Work Practice

The effectiveness of social work with older adults and 
their families in hospitals is supported by many re-

search studies.  As a result of social work services, care-
givers report decreased feelings of stress (9), communica-
tions between patient/family and health care providers is 
improved (10), care coordination is improved (11), quality 
of social and health care is improved (12), knowledge of 
community resources is increased (13), and cost savings for 

hospitals can result (13).  Recognizing the hospital’s need to 
control costs, social workers have adopted strategies to pro-
vide effective care to older adults while helping the hospital 
remain efficient.  

Working directly with geriatric patients and their fami-
lies, social workers help the hospitalist by dealing 

with factors that create or exacerbate problems in patient 
recovery and discharge (14).  They help older patients 
and their families navigate confusing systems of care and 
provide counseling and case management services that are 
designed to help older adults stay in control of their own 
lives and to improve their quality of life.  
Dr. Volland can be contacted at pvolland@myam.org.
Dr. Berkman can be contacted at bb151@columbia.edu.
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The fact that the hospital can be a dangerous place for 
older patients is not new (1,2), yet the dangers persist.  

Delirium continues to be endemic (3), functional decline and 
falls are frequent (4,5), pressure ulcers remain problematic 
(6), and incontinence is intractable and under-recognized 
(7).  If over two decades of research and demonstrably eff ec-
tive clinical care innovations, which have yet to be widely 
adopted, have produced only limited improvements for 
older inpatients, what’s a hospitalized elder, or health care 
system, for that ma� er, to do?

Geriatricians possess expert knowledge in the 
chronic medical problems of older adults, and they typi-
cally act as primary care physicians and advocates for their 
older patients.  Hospitalists specialize in the up-to-date 
management of a wide array of acute medical problems 
and in shepherding their patients through the potentially 
perilous continuum of hospital care.  In these respective 
roles, both disciplines are positioned to form a partnership 
that can lead to real improvements in the training of physi-
cians and allied health care personnel who care for older, 
frail inpatients.  

As with any partnership, open communication 
and exchange of knowledge is critical.  Geriatricians have 
learned hospital medicine through their residency and fel-
lowship training, and through their general experiences 
on the wards. Some, but not all, have experiences with 
dedicated in-patient geriatric units, such as Acute Care for 
Elders (ACE) units (8). Hospitalists have generally learned 
how to care for older adult in-patients through traditional 
channels of medical education that, while improving, are 
well-recognized to be lacking in suffi  cient geriatric medi-
cine content and rigorous, formal curricula.  According to 
the American Association of Medical Colleges (AAMC), for 
academic year 2001-02, preliminary data shows li� le more 
than one-half of the nation’s 125 accredited allopathic medi-
cal schools have identifi able departments, sections, divi-
sions, or units in geriatrics or gerontology (9). 

This circumstance of complementary knowledge 
and expertise creates an opportunity for geriatricians and 
hospitalists to collaborate in creating training programs 
that will improve in-patient focused medical education, 
and ultimately lead to be� er, safer inpatient experiences 
for older adults.  Unfortunately, this opportunity has thus 
far been unrealized.  The typical situation today is one in 
which hospitalists and geriatricians operate independently 
in their roles as educators, clinicians, and agents for change 
within the hospital concerning the care of the most vulner-
able patients.  There are o� en geriatricians, and even the 
rare geriatrician-hospitalist, who work as part of a larger 
hospital medicine group, or parallel to a separate hospital 
medicine group.  Occasionally, there are formal consulta-
tions, and likely many more curbside consultations, but this 

is usually the extent 
of collaboration or 
cross-training, as for-
mal mutual training 
programs are rare.  
This past lack of 
formal training 
programs is more 
than mere percep-
tion.  We performed 
a literature review 
using combinations 
of the following sets 
of terms as either 
MESH headings or 
title terms or both: 
1) Hospitalist; Inpa-
tients, 2) Education, 
Medical; Education, Medical, Undergraduate; Education, 
Medical, Graduate; Education, Medical, Continuing; Faculty 
Development, Training 3) Aged; Geriatrics; Older; Elderly.  No 
articles specifi cally addressing the training of hospitalists in 
geriatric medicine were identifi ed.  However, a limited num-
ber of quantitative studies and opinion pieces have addressed 
the topic of hospitalists as teachers of clinical medicine. The 
initial work in this area has shown that hospitalists are eff ec-
tive and respected clinical teachers of medical students and 
residents, and a well-delineated research agenda and pro-
fessional development programs in teaching for hospitalists 
have been advocated (10-13). 

The Emergence of Formal Hospitalist Training for the Care 
of Older Patients

The major barriers to widespread training of 
hospitalists in geriatric medicine include time and money.  
Much of the present training in geriatric medicine for 
hospitalists takes place in the usual context of medical school 
and residency education and thus is directed at all trainees, 
some of whom are likely to go on to become hospitalists in the 
future. 

Responding to concerns about the quantity and quality 
of undergraduate and graduate geriatrics education in 

medical schools and residency programs across the country, 
several eff orts to strengthen geriatrics training have been 
launched by private foundations.  Two foundations in par-
ticular deserve much of the credit for this current activity.  

The Hartford Foundation in 2002 funded ten Col-
laborative Centers for Research and Education in the Care of 
Older Adults (for more information see h� p://www.sgim.org/
hartfordoverview.cfm).  Many of these centers included 
projects related to hospitalists.  In addition, The Hartford 

Training Hospitalists in Geriatric Medicine: Where Do We Stand?
Jonathan M. Flacker, MD, Divisions of Geriatrics and Gerontology, Emory University School of Medicine 
Don Sco� , MD, MHS, Section of Geriatrics, University of Chicago-Pritzker School of Medicine 

continued on page 26
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Foundation also supports the Society of Hospital Medicine 
(SHM) taskforce on geriatric medicine.  Beginning in 2001, 
The Donald W. Reynolds Foundation began funding what 
are at present 20 medical schools, to improve physician 
training in geriatric medicine (for more information, see 
http://www.dwreynolds.org/Programs/National/Aging/
AboutAging.htm). Several of these sites have also devel-
oped programs aimed at training hospitalists in the care of 
older patients.

Academic Hospitalist Education Programs
 Foundation funding has primarily targeted aca-
demic training institutions.  In order to gauge the current 
scope and type of programs targeting hospitalists, con-
tact was made with every Hartford-SGIM Collaborative 
Center and every Reynolds Foundation site that included 
hospitalists as a specifically targeted group.  In addition, 
an e-mail inquiry was sent over the Geriatric Medicine 
Educator Listserve housed through the Portal of Geriatric 
Medicine Online Education (POGOe, for details see article 
on page 41 in an effort to identify other geriatric training 
programs targeting hospitalists.  Additional contacts were 
made on the recommendations of those responding ini-
tially.  The education programs that were identified fall into 
two basic categories: Faculty Scholars and Group Training.
     
Faculty Scholar Programs
 Faculty Scholar programs aim to identify select 
individuals interested in further training in geriatrics.  This 
Scholar then receives training that he is expected to dis-
seminate to his hospitalist colleagues, residents, medical 
students, and allied health care personnel.   
 Sometimes the training program is designed spe-
cifically for a certain hospitalist.  For example, at the Medi-
cal College of Wisconsin, a formal training program was 
developed for a hospitalist faculty member to complete his 
geriatric medicine fellowship training though a modifica-
tion of the usual training schedule.
 The training of hospitalists may be brief and, in the 
context of programs, targeted at a broad range of faculty.  
This is the case at the Geisinger Health System in Pennsyl-
vania where 10 Faculty Scholars participate in a geriatric 
medicine CME day.  Participation is open to all faculty, but 
participants are self selected. One hospitalist is participat-

ing this year.
 Other programs are more intensive, such 
as at Emory University in Atlanta, where the 
Faculty Scholar approach involves a year of 
twice-monthly scheduled didactics in geri-

atric medicine and completion of 
a Faculty Scholar Project.  

One of four schol-
ars in each of the 

first two years of 
the four-year 
project has been 
a hospitalist.  The 

first project resulted in 
the creation of a work-
shop for third-year 
medical students on the 
hazards of hospitaliza-
tion for older patients, 
and the second will 
develop geriatric edu-
cational products for de-
livery through the SHM 
Web site.
 At Baystate 
Medical Center in Bos-
ton, one of four geriatric 
medicine Faculty Schol-
ars is an academic hospitalist.  Over two years the partici-
pants receive formal didactic training and are paired with 
a geriatrician.  The Faculty Scholar gives at least one formal 
presentation and is expected to design and complete a proj-
ect, in this case entitled “Defining High-Quality Inpatient 
Medical Care: The Geriatric Patient’s Perspective.”

Group Training
 In some cases there is no formal program, but train-
ing is integrated into an existing curriculum. This is the case 
at the University of California, San Francisco, where there 
is no formal program to train hospitalists in geriatric medi-
cine but a lecture series was created for hospitalists and 
house staff on selected geriatric issues such as discharge 
planning, functional decline, delirium, and perioperative 
care.   
 Some programs have taken a broader approach 
that targets many or all hospitalists at their institution.  
This training may address specific topics. For example, at 
the State University of Buffalo in New York, a hospitalist 
training program was developed targeting the evaluation 
and management of delirium.  Guidelines were developed 
and targeted towards emergency physicians, nursing staff 
of an acute geriatric inpatient unit, and initially to three 
hospitalists most likely to admit to that unit.  The training 
program has now been standardized and put into DVD for-
mat.  It is being used for ongoing training for hospitalists, 
housestaff, and nurses throughout their multi-hospital 
health care system. 

At the University of Rochester a partnership was devel-
oped between hospitalists at the Strong Memorial and 

Highland Hospitals and a Geriatrics Division faculty mem-
ber.  The primary goal was to prepare hospitalists to be�er 
teach students about delirium and falls, with the secondary 
goal of improving hospitalists’ own knowledge base.  This 
was accomplished by developing a “Train the Trainer” ex-
perience for all of the hospitalists at Highland and Strong 
Hospitals in Rochester, as well as a similar experience for the 
third-year medical students on the medical service.  Eight 
academic hospitalist teaching faculties at both institutions 
were trained on specific evaluation and management tools 

continued on page 27
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related to inpatient falls and delirium using a single 1-hour 
workshop given by two geriatrics faculty.  The goals were 
to improve hospitalists’ understanding of these hazards, 
prepare them to conduct monthly workshops for third-year 
medical students, and reinforce the ideas with students 
during their inpatient rotations.  Limited time for material 
and logistic diffi  culties in bringing busy hospitalists from 
two diff erent hospitals together at the same time did not 
prove to be insurmountable diffi  culties.  This was due to 
strong administrative support, and the recognition that the 
hospitalists all had a great deal of experience in the areas 
discussed, which allowed for more effi  cient use of the time 
available and a positive experience. The workshop will be 
repeated annually in order to refresh the trained faculty 
and train new faculty, and an on-line education module is 
being developed.

Some sites have been able to address a wider array of 
topics. At the University of Michigan, fi ve academic 

hospitalists have undergone 14 hours of seminar-based 
training in geriatrics over seven sessions.  Five sessions 
were taken from the Stanford Geriatrics in Primary Care 
Seminars. This material included an Overview on Caring 
for Older Patients; Assessment; Dementia, Depression, 
and Delirium; Longitudinal Care; and Diffi  cult Decisions 
(Ethics).  Two seminars were created specifi cally for this 
training and covered Complications of Hospitalization 
and Inpatient/Outpatient Transitions.  Seminars focused 
on incorporating geriatrics into regular teaching, moving 
from disease-based teaching to geriatrics topics, such as 
functional assessment and falls.

At the University of Oregon Health Sciences, a 
collaborative eff ort was initiated with focus groups that in-
cluded hospitalists, outpatient internists, and geriatricians 
who identifi ed issues of importance regarding geriatrics 
and geriatric education.  Participants were drawn from 
three institutions (community, VA, and university).  Based 
on the results of the focus groups, a CME course was de-
signed.  The course is one day long and includes lectures 
focusing on geriatric topics, as well as two small group ses-
sions between the learners/participants of the course, and 
a “standardized presenter.”  A Web site was developed to 
continue the teaching of the CME course, and pocket cards 
on key geriatric issues were created. 

Perhaps the most comprehensive eff ort to train multiple 
hospitalists to teach geriatric medicine is underway at 

the University of Chicago, with the support of the Donald 
W. Reynolds Foundation.  The institution’s geriatricians, 
hospitalists, and outpatient internists together have cre-
ated a faculty development program entitled CHAMP 
(Curriculum for the Hospitalized Aging Medical Patient).  
This curriculum focuses on bed-side teaching and includes 
two major components: 1) a series of didactics on topics tar-
geted to the care of older hospitalized adults and organized 
around bedside “teaching triggers” and 2) two integrated 
modules aimed at improving in-patient teaching skills: a 
seven-session module taught by a Stanford Faculty Devel-
opment Program Scholar on Clinical Teaching Skills, and 
a newly designed module, “Teaching on Today’s Wards,” 
developed jointly by a hospitalist, a health systems re-
searcher, and a geriatrician at the institution.  This program 
is delivered over more than 12 half-day sessions and is tied 
to a number of assessments, including traditional measures 
of knowledge and self-confi dence, and more innovative as-
sessments of process of care, clinical outcomes, and direct 
observation of participants teaching on the wards.  The cur-
riculum is facilitated by an e-curriculum component using 
the Blackboard™ e-learning system CHALK.  The overall 
goal of CHAMP is to increase the quantity and quality 
of in-patient specifi c geriatric medicine topics taught on 
the wards by hospitalists, geriatricians, and many of the 
outpatient-based general internal medicine faculty.  It is 
hypothesized that this approach will lead to a diff usion 
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of knowledge and improved management strategies in the 
care of older hospitalized adults.

General Themes
 Several themes become apparent when reviewing 
current academic efforts to train hospitalists in geriatric 
medicine.  First, such training is unlikely to occur in the 
absence of protected time for curriculum development and 
implementation.  The support of the Hartford and Donald 
W. Reynolds Foundations has been critical to pioneering 
the development of educational products.  Many of these 
products will likely be published and made available 
through journals, SHM, and POGOe.  As more products 
become available, the initial investment in person-time for 
the implementation programs to improve geriatric educa-
tion for hospitalists should decrease.  

Second, most present efforts are aimed at improving the 
care of older adults in the next generation of physicians.  

An education program with the primary goal of teaching a 
hospitalist to teach more effectively about geriatric medi-
cine is not exactly the same as teaching the hospitalist to 
improve their care of older patients.  Particularly powerful 
are the messages sent by the “unwri�en curriculum” where 
actions speak louder to the learners than words.  While it 
makes sense that improving knowledge and teaching skills 
will carry over into improving patient care, this is by no 
means certain. Third, the street seems mostly one way, 
that is, geriatricians training hospitalists.  As the relation-
ship matures, however, the conversation should become 
two sided.  The issue is not that hospitalists do not have 
experience with delirium, falls, incontinence, and other 
risks for the geriatric population.  Such things are all too 
common on inpatient wards.  
 The approach to these issues should be the result 
of a conversation.  SHM has begun this process with the 
creation of a task force on the geriatric inpatient.  This task-
force is composed of an expert panel of hospitalists and 
geriatricians and has been charged with identifying and ad-
dressing the needs of SHM members related to the care of 
older inpatients.  Already key learning objectives have been 
identified, a “Geriatric Toolbox” CD containing important 
assessment and management tools has been created, and 
workshops for national and regional SHM meetings are be-
ing developed.  
 Optimizing the hospital care of older patients is a 
mutual responsibility of hospitalists and geriatricians.  As 
opportunities for cross-training increase and educational 
products and methods are developed and studied, this goal 
will be more readily achieved.
Dr. Flacker can be contacted at jflacke@emory.edu.
Dr. Sco� can be contacted at dsco�62946@hotmail.com.

Dr. Flacker is supported in part by a grant from the Donald W. 
Reynolds Foundation to the Emory University School of Medicine.
Dr. Sco� is supported in part by a grant from the Donald W. Reyn-
olds Foundation to the University of Chicago-Pritzker School of 
Medicine.
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Both in the United States and globally, antimicrobial-
resistant infections are a serious and growing problem, 

especially for clinicians caring for hospitalized older 
adults (age > 65 years). Antimicrobial resistance has been 
associated with increased morbidity, mortality, and cost of 
care (1). The quality of care and patient satisfaction may be 
diminished for hospitalized older adult patients in contact 
isolation because of infections with antimicrobial-resistant 
organisms (2). Hospitalists play a key role in managing 
hospitalized older adults and consequently are central 
to any eff orts to reduce antimicrobial resistance. This 
article will review the Centers for Disease Control and 
Prevention’s (CDC’s) Campaign to Reduce Antimicrobial 
Resistance in Healthcare Se� ings, with particular focus on 
key issues for hospital-based geriatric practice. 

Aging of U.S. Population
Although older adults (age > 65 years) account for 

only 11% of the U.S. population, 36% of all hospitalizations 
occur in this group (3). Furthermore, older adults account 
for 74% of in-hospital deaths and 46% of the $548 billion 
spent on hospitalization in the United States (3). The 
percentage of the population >65 years is expected to 
increase to 20% by 2025. Although medical advances have 
reduced the length of stay for most hospitalizations in recent 
decades, improved treatment of chronic diseases, such as 
ischemic heart disease, diabetes, arthritis, and cancer, has 
increased the likelihood that adults will live to an advanced 
age with these diseases and will continue to require 
periodic hospitalization for chronic disease complications. 
Consequently, it is likely that hospitalizations for older 
adults will continue to comprise a signifi cant, if not 
growing, proportion of the resources devoted to hospital 
care for the foreseeable future. 

For older adults, risk factors for infection include 
diminished immune response, malnutrition, the presence of 
multiple chronic diseases, polypharmacy with medications 
that diminish host defenses (e.g., immunosuppressants, 
central nervous system agents that diminish cough refl ex), 
cognitive defi cits that may complicate basic sanitary 
practices (e.g., hand and personal hygiene), and functional 
impairments (e.g., fecal and urinary incontinence, 
immobility, diminished cough refl ex).

Common infections in older adults requiring 
hospitalization include community-associated pneumonia, 
infl uenza, and urinary tract infections. Once hospitalized, 
older adults are at risk for nosocomial pneumonias; urinary 
tract infections; skin infections, especially those related to 
pressure or stasis ulcers; surgical wound infections; and 
bloodstream infections.

Preventing Antimicrobial 
Resistance Campaign at CDC

The CDC is currently 
promoting a Campaign to 
Prevent Antimicrobial Resistance 
in Healthcare Se� ings (4). The 
program to combat antimicrobial 
resistance uses a multifaceted 
approach consisting of four 
major strategies: 1) preventing 
infections, 2) eff ective diagnosis, 
3) optimizing antimicrobial use, 
and 4) preventing transmission. 
Currently, campaign resources, 
such as professional publications, slide sets, posters, 12-
step fact sheets, and pocket cards, have been produced for 
hospitalized adults, dialysis patients, and surgical patients. 
These resources are available from the CDC Web site (4) 
or can be ordered. Materials are currently in development 
for patients in long-term care and will be available in late 
spring 2004.

Preventing Infections
A key strategy for preventing infections is to 

vaccinate older adults for infl uenza and pneumococcal 
infections. Infl uenza and pneumococcal vaccinations 
reduce the likelihood of infection, and, if older adults do 
become infected, these vaccinations reduce the duration 
and severity of illness. In addition to vaccinations, 
minimizing the use of medical devices (e.g., central 
venous lines, urinary catheters) reduces the likelihood of 
developing a nosocomial infection. While these devices 
may be essential to the initial management of hospitalized 
older adults, hospitalists should ensure that these devices 
are discontinued as soon as possible during the patient’s 
hospitalization.

Eff ective Diagnosis

Older adults who are hospitalized present a particular 
challenge regarding diagnosis of infection and 

treatment. Obtaining a history and symptoms from elderly 
patients is complicated by the presence of aphasia, hearing 
loss, and cognitive impairment. Many elderly patients may 
present with atypical symptoms (e.g., altered mental status 
with urinary tract infection) or signs (e.g., absence of fever), 
presenting the hospitalist with a diagnostic challenge. 
Hospitalists should obtain historical information from 
family and other caregivers when possible and judiciously 
use diagnostic tests. For older patients, the presence of a 
true fever (temperature > 100.5 degrees F), leukocytosis, or 
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signs/symptoms of respiratory infection (e.g., 
productive cough, tachypnea, hypoxemia) 
should warrant very careful assessment for 
infection. 

Optimizing Antimicrobial Use

While recommendations for empiric 
antimicrobial therapy for specific 

infections are beyond the scope of this article, 
several excellent resources and guidelines are 
available to direct the hospitalist in empiric 
antimicrobial choice (5, 6). However, key 
principles to optimize antimicrobial use 
include practicing thoughtful  antimicrobial 
control, using local antimicrobial-
susceptibility data (e.g., hospital antibiogram) 
to guide prescribing, avoiding antimicrobial 
use for positive cultures that are likely the result of 
either contamination or colonization, and stopping 
empiric antimicrobial therapy when the infection is 
cured or diagnostic studies suggest that the patient is not 
infected. Hospitalists should work closely with hospital 
antimicrobial-control commi�ees, when available, and 
with infectious disease and microbiology consultants to 
optimize antimicrobial prescribing and use.
 
Preventing Transmission
 The most important step hospitalists can take to 
prevent transmission of antimicrobial-resistant organisms 
is to perform excellent hand hygiene. In 2002, the CDC 
joined with the Society of Healthcare Epidemiology in 
America, the Association of Professionals in Infection 
Control, and the Infectious Disease Society of America to 
produce an evidence-based guideline for hand hygiene 
(7). A key recommendation in this guideline is the use of 
alcohol-based hand cleaners. These products allow for 
more frequent hand cleaning and are actually superior 
to soap and water regarding bacterial elimination. When 
hands are visibly soiled, soap and water should be used 
first to remove debris, followed by the alcohol hand rub. 
 Infection-control precautions/isolation guidelines 
are divided into two major groups: standard precautions 
for use in all patients and transmission-based precautions 
(e.g., contact precautions, droplet precautions, airborne 
precautions). Hospitalists should become familiar with 
these guidelines and work closely with infection-control 
professionals in their hospitals to ensure that these 
precautions are properly applied (8).

Special Issues for Older Adults
Surgery
 Specific recommendations in the Campaign 
to Prevent Antimicrobial Resistance in Healthcare 
Se�ings regarding surgical patients have been published 
previously (8). In addition to the components of the general 
campaign discussed above, surgical patients present 
some special challenges. A key component of surgical 

care for most operations is the appropriate 
use of antimicrobial prophylaxis. Choosing 
the appropriate antimicrobial for a given 
operation is aided by several evidence- and 
expert-based guidelines. However, the 
greatest challenge for the appropriate use 
of antimicrobial prophylaxis to prevent 
infection is ensuring that the patient receives 
the antimicrobial within 1 hour of incision. 
If hospitalists are involved in the prescribing 
of surgical antimicrobial prophylaxis, they 
should ensure that a system exists that will 
promote appropriately timed antimicrobial 
administration. Following surgery, 
discontinuing antimicrobial prophylaxis 
in noninfected patients within 24 hours is 
recommended for most procedures. Several 

excellent guidelines are available for recommendations 
regarding surgical antimicrobial prophylaxis (10–12).

Long-term Care

Infections with antimicrobial-resistant bacteria among 
older adults in long-term care facilities (LTCFs) are a 

growing concern. Over 40% of adults will spend some 
time in LTCFs before death, and the majority of residents 
in LTCFs will spend >1 year (12, 13). Hospitalists admit 
patients transferred from LTCFs with acute infection and 
transfer patients to either postacute care or long-term care 
facilities following hospitalization. Historically, the typical 
LTCF resident was a woman, >80 years of age, cognitively 
impaired, and living with several underlying medical 
conditions. While this description may accurately portray 
a large proportion of LTCF residents, it grossly understates 
the broad diversity of residents in contemporary LTCFs. 
Indeed, with the growth of skilled-nursing facilities and 
postacute care, residents may receive therapy (e.g., central 
venous catheters, hemodialysis, parenteral antimicrobial or 
nutrition therapy, mechanical ventilation) approximating 
that in many acute care hospitals. The introduction or 
emergence of antimicrobial-resistant bacteria in LTCFs 
has resulted in both regional outbreaks of antimicrobial-
resistant infections and increasing prevalence of 
antimicrobial-resistant organisms (14,15). In addition to the 
individual risk factors listed above, LTCF residents are at 
increased risk for transmission of infectious agents because 
of frequent group activities, such as meals, physical therapy, 
or recreational activities and shared facilities (e.g., showers 
or whirlpool baths) (14–16). In addition, frequent turnover 
of LTCF staff and the broad variation in educational levels 
of staff are substantial barriers that complicate appropriate 
use of infection-control guidelines. 

Colonization with important antimicrobial-resistant 
pathogens, such as methicillin-resistant Staphylococcus 

aureus; vancomycin-resistant enterococcus (VRE); and 
multiply-resistant gram-negative rods like Escherichia 
coli, Acinetobacter, Enterobacter, or Pseudomonas aeruginosa, 
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may also increase the likelihood of both epidemics 
and high rates of endemic disease with antimicrobial-
resistant pathogens in LTCFs (17–20). Risk factors for the 
development of infection with multidrug resistance include 
exposure to antimicrobials, lack of handwashing sinks, and 
lower levels of registered nurse staffing. Finally, previous 
studies have found relatively high rates of antimicrobial 
use and substantial inappropriate use of antimicrobials in 
LTCF residents. 

For hospitalists, providing complete clinical and 
microbiologic data when transferring patients to LTCFs 

is critical if LTCF clinicians are to appropriately plan for 
patients with antimicrobial-resistant infections or manage 
continuing antimicrobial therapy. Since 25% of transfers 
from LTCFs to hospitals are due to presumed infections, 
hospitalists should also request complete clinical records, 
including any microbiologic results on transfer.

Conclusions
 Hospitalists play a central role in preventing 
antimicrobial-resistant infection in older hospitalized 
adults. The CDC Campaign to Prevent Antimicrobial 
Resistance in Healthcare Se�ings offers a broad set of 
resources to assist hospitalists in this effort. In addition 
to preventing infections, all hospital physicians should 
practice diligence in the diagnosis of infections and 
appropriate use of antimicrobial therapy. They should 
prevent transmission through good hand hygiene and 
appropriate application of infection-control precautions. 
For more information on the CDC’s Campaign, please visit 
www.cdc.gov/drugresistance/healthcare.
Dr. Richards can be contacted at cir6@cdc.gov.
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Understanding is a two-way street. –Eleanor Roosevelt

On morning rounds, the team of residents introduced 
me to a newly admi� ed patient. An elderly woman with multiple 
chronic illnesses, she exemplifi ed patients at our urban, public 
hospital and had been admi� ed a� er falling and injuring herself. 
As I commonly do now, I asked her “What did the doctors tell you 
is wrong with you?” She politely, and correctly, responded that 
she had a “pelvic fracture.” Impressed, I responded that yes, her 
pelvic bone was broken. A look of astonishment washed across her 
face. “My bone is broken” she exclaimed realizing her diagnosis 
for the fi rst time. 

How o� en do you comfortably walk out of patients’ 
rooms a� er rendering your thorough advice and 

education, not realizing that they didn’t understand you? 
They don’t comprehend your discharge plans for follow-
up? They don’t know which medications to stop or which 
to take? They can’t discern the warning signs they need to 
know? 

Physicians’ core clinical skill is communication, 
yet many patients, especially the elderly, have diffi  culty 

understanding their 
doctors’ a� empts 
at explanation and 
instruction. As a 
recent case reported 
in the AHRQ Web 
M&M noted, this is 
a problem for both 
literate and low-
literate patients. 
However, patients 
with inadequate lit-
eracy skills probably 
account for most 
patients who have 
poor understanding 
of common medical 
terms and wri� en 
health materials. An 
individual’s health 
literacy— “the degree 
to which individuals 
have the capacity to 
obtain, process, and 
understand basic 
health information 
and services needed 
to make appropriate 
health decisions”—
may be signifi cantly 
worse than their 

general literacy, because functional 
literacy is context specifi c. That is, 
an individual may be able to read 
and understand materials with 
familiar content, but struggle to 
comprehend materials wri� en at 
the same level of complexity if those 
materials contain unfamiliar vocabulary and concepts. 
Therefore, it is likely that patients of all literacy levels may 
leave the hospital without a clear understanding of their ill-
ness, basic comprehension of their test results, or adequate 
knowledge of how to respond to changes in their condition. 
Given the growing burden of chronic illnesses and their 
increasingly complicated treatment regimens, geriatric pa-
tients are especially susceptible to the impact of inadequate 
health literacy.

 A marked expansion in patient education require-
ments has paralleled the exponential growth in medical 
technology during the past few decades.  Thirty years ago 
patients were hospitalized for 6 weeks when diagnosed 
with an acute myocardial infarction, compared to just 2 to 4 
days now. While li� le or no specifi c therapy was available 
back then, today such patients will probably be discharged 
on 5 or more medications (e.g., β-blocker, aspirin, anti-
platelet agent, ACE inhibitor, lipid-lowering agent), given 
specifi c dietary and exercise instructions, and subsequently 
need to undergo complex diagnostic testing. The complex-
ity of diagnosing and treating a variety of common medical 
conditions challenges many physicians.  Yet, we expect ge-
riatric patients to acquire disease knowledge and complex 
self-management skills in busy practice se� ings that equate 
time with money.

Magnitude of the Problem
Health care providers implicitly assume patients 

provide complete information on medical forms and com-
prehend their wri� en and oral explanations. However, 40 
million or more Americans have limited literacy, and cer-
tainly many of them are unable to process adequately and 
use the health information they receive. Another 50 million 
with marginal literacy skills probably struggle with health 
communications. Unfortunately, literacy skills decline with 
age, even among patients not suff ering from dementia. Ap-
proximately one-third of insured patients over age 65 have 
inadequate or marginal health literacy. Ramifi cations of 
poor health literacy, and associated lack of understanding 
of wri� en or oral health communication, include diffi  culties 
navigating the health care system, inaccurate or incomplete 
histories, missed doctors’ appointments, pills taken at incor-
rect times or inappropriate dosages, and lack of “informed” 
consent.

Health Literacy: Do Your Geriatric Patients Understand You?
Mark V. Williams, MD, FACP, Director, Emory Hospital Medicine Unit
Executive Medical Director, EHCA
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According to the National Adult Literacy Survey 
(NALS), considered to be the most accurate portrait 

of literacy in our society, about one fourth of American 
adults may lack the necessary skills to function adequately 
in our society. Millions of Americans do not have the abil-
ity to “read, write, and speak in English, and compute and 
solve problems at levels of proficiency necessary to func-
tion on the job and in society, to achieve one’s goals, and 
develop one’s knowledge and potential.” People with 
inadequate literacy skills come from a variety 
of backgrounds; they are native-born and 
immigrants, come from all races and 
classes, and have no visible signs of 
disability.  However, functionally 
illiterate adults are more likely to 
have more health problems, to live 
in poverty, to have fewer years of 
education, and to be older. Of note, 
lack of adequate literacy is twice as 
common for Americans over 65 and 
inner city minorities, the primary us-
ers of Medicare and Medicaid.

Medical Terminology – 
Another language
 The terminology or “language” health 
care providers use to communicate with patients rep-
resents a significant barrier for patients with inadequate 
health literacy. Physicians’ facile overuse of medical terms 
combined with patients’ limited health vocabulary results 
in inadequate and even confusing communication. Mul-
tiple studies document the lack of understanding or mis-
understanding of common medical terms. Not surprisingly, 
patients commonly complain that physicians do not explain 
their illness or treatment options to them in terms they can 
understand.   An older, yet still relevant, study assessed 
125 hospitalized patients’ comprehension of 50 of the most 
common health words found in transcripts of physician-pa-
tient interviews. There was a large amount of variation in 
comprehension of commonly used terms ranging from 13% 
of patients having an adequate understanding of “termi-
nal” to almost all (98%) understanding “vomit.” Only 35% 
of patients understood the word “orally,” 22% understood 
“nerve,” and just 18% comprehended “malignant.” How-
ever, it is important not to assume that simplifying wri�en 
materials or relying solely on oral explanation will bridge 
the gaps in health communication created by poor health 
literacy.

While we should not completely eschew use of medical 
terminology, as patients find it validating, we should 

also not allow our use of medical terms to obfuscate our 
intentions. Physicians o�en bombard patients with a litany 
of medical terminology, resulting in misunderstood diag-
nostic and treatment plans. Imagine a routine day when 
you are rushed and needing to explain to a patient events 
scheduled for the next day. “Mrs. Smith, tomorrow the 
cardiologist will be doing a cardiac cath and angioplasty 

on you with a li�le balloon, and placing a stent to open up 
that clogged blood vessel. I’ll check you a�erwards to make 
sure you’re not having any angina and no bleeding from 
the anticoagulants…. Do you understand?” Typically, Mrs. 
Smith will smile and nod yes. Of course, I am sure you may 
not do this, but I’ve lost count of the number of times I have 
personally observed this type of scenario. 
 Patients’ limited health vocabulary and knowl-
edge, especially when compounded by physicians’ facile 

use of medical terms, becomes a major source 
of miscommunication between patients and 

their providers.  Doctors are bilingual; they 
speak their native everyday language 
but they are also fluent in “medical” 

language. While physicians may be-
lieve they are switching to everyday 
language when communicating with 
patients, their patients and nurses do 
not perceive this. Research shows that 
physicians typically re-word informa-

tion into non-technical language in 
only 12% of explanations to patients. 

Not surprisingly, patients commonly 
do not feel their physicians adequately 

explain illness or treatment plans in under-
standable terms. Many busy practitioners are 

probably aware that some misunderstanding exists 
between them and their patients, but hope that easily ac-
cessible health educational brochures will help patients 
clarify their understanding and answer any remaining 
questions.  Unfortunately, there is a growing disparity 
between patients’ reading abilities and their health literacy 
needs.  Numerous studies now document that many health 
materials, including patient education brochures, discharge 
instruction sheets, contraception instructions, and informed 
consent documents are o�en wri�en at levels far exceeding 
patients’ reading abilities. 

Identifying and Helping Patients with Low Health Literacy
 Unfortunately, it is difficult to identify patients 
with low health literacy skills. Self-reported education level 
will not provide an accurate measure of their health lit-
eracy. Physicians cannot assume they can identify patients 
with limited health literacy because most individuals with 
this problem try to hide their inadequacies. Additionally, 
people with low literacy are o�en ashamed and anxiously 
guard their secret. Previous studies found that 67% of pa-
tients with low literacy had not told their spouse, over half 
had not told their children and 19% had never told anyone. 
Physicians cannot tell by looking at a patient if he or she has 
low literacy; many well-groomed, articulate, bright patients 
have limited health literacy skills. Tests such as the REALM 
(Rapid Estimate of Adult Literacy in Medicine) and TOFH-
LA (Test of Functional Health Literacy in Adults) can iden-
tify patients with low literacy skills. However, I recommend 
that these instruments be reserved for research projects. In 

Health Literacy (continued)
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addition to patient age and education completed, practical 
clues to limited literacy include patients claiming they have 
forgo�en their reading glasses, or requesting the help of 
family members.

Once identified, physicians need to recognize that in-
dividuals with low literacy skills probably deal with 

communication differently than those with higher skills. 
For example, they are likely to interpret words literally, 
have difficulty identifying key concepts, prioritizing them, 
or separating them from minor details. This o�en results in 
a mismatch between medical advice and a communication 
process that enables the patient to understand and remem-
ber information. The most frequent mismatch relates to 
providers’ choice of words. For example, concept words 
(“normal range”), category words (“ACE inhibitors”) and 
value judgment words (“excessive bleeding”) are o�en 
misunderstood.  Comprehension and compliance may also 
be compromised with a mismatch in logic.  Logic problems 
may occur because patients may lack scientific and medical 
training.  For example, it may seem logical to stop taking 
medicine as directed once a patient begins to feel well.  
Because of their scientific background, physicians may be 
influenced (and motivated) by facts; however for patients, 
factual information may obscure behavioral information 
that may be more relevant and empowering. Patients and 
providers may think they are communicating adequately 
with a shared basic understanding of common medical 
terms. However, patients’ ubiquitous misunderstanding of 
medical terms leads to miscommunication. 

A number of communication strategies may improve 
patient knowledge about their medications. While 

advances in information technology and the Internet have 
provided improved access for some patients, patients with 
inadequate health literacy are probably on the wrong side 
of the gap between the health information “haves” and 
“have-nots.” Access to health information technology needs 
to be improved for patients with inadequate health literacy, 
but this may require use of health informa-
tion “intermediaries” such as peer educators 
or younger family members. Use of video is 
another option as it has been shown to in-
crease patient comprehension among lower 
literate patients compared to wri�en materi-
als. If wri�en materials are to be used, they 
need to be clearly wri�en following recom-
mendations from experts in the development 
of brochures, and will benefit from review by 
focus groups consisting of patients from the 
target audience.
 A few interventions have proven suc-
cessful in enhancing both understanding and 
outcomes among patients with inadequate 
health literacy. While certain techniques have 
been recommended in preparing wri�en ma-
terials, success in improving patient under-
standing by simplifying wri�en brochures, 
has not been confirmed in other research. 

One study has shown use of video increases comprehen-
sion among low-literate patients compared to wri�en 
materials. Pictographs, pictures that represent ideas, en-
hanced recall of spoken medical instructions from 14% to 
85% among literate individuals.  A study of 21 people with 
less than fi�h grade reading skills demonstrated 71% cor-
rect recall of information contained in pictographs a�er 4 
weeks, suggesting that patients with low health literacy can 
recall important medical information for significant periods 
of time by using pictographs as a visual aid. Use of cartoon 
illustrations has also been shown to improve comprehen-
sion of and compliance with discharge instructions. Inter-
national experts have known for some time that visual aids 
can successfully be used to communicate with non-literate 
persons. Multimedia represents yet another alternative that 
may be successful in educating patients with inadequate 
health literacy. Qualitative research documents that though 
patients perceive physicians to be the authorities on health, 
patients with low literacy skills turn first to family members 
and friends for health information. Thus, significant others 
also need to be considered part of the educational process. 
Try to make sure they are present for important discus-
sions, especially at the time of discharge instructions.

Summary
 The problem of health literacy has been overlooked 
because patients do not fit a stereotype, do not volunteer 
their difficulty reading due to shame, and physicians have 
typically been unaware and short of a precious commod-
ity—time. Yet inadequate health literacy is prevalent, 
especially among geriatric patients, and needs to be ad-
dressed or patients suffer. Hospitalists must be aware that 
patients with inadequate literacy skills may be anxious 
and feel ashamed about being expected to read and fill out 
discharge instructions, question the physician when con-
fused, or sign consent forms. For such patients, clinicians 
may want to institute a system in which someone in the 

hospital routinely offers help in completing 
forms and relatives are invited to participate 
in the medical interview or patient education 
sessions. Qualitative research documents 
that patients with low literacy skills turn first 
to family members and friends for health 
information, though patients perceive physi-
cians to be the authorities on health. Thus, 
significant others may need to be invited to 
be present during the patient visit and be in-
cluded in the educational process. Educating 
health care providers and sensitizing them 
to the barriers faced by patients with inad-
equate health literacy certainly is a first step 
to increasing recognition of patients with 
low health literacy. Of note, the American 
Medical Association (AMA) Foundation has 
developed an inexpensive videotape that can 
be used in teaching students, trainees, and 
practicing health care providers. 

Health Literacy (continued)
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Given dramatic increased learning demands placed on 
patients, physicians need to appreciate the need to 

change their usual approach to patient education. This is 
particularly important for patients with poor health literacy. 
Physicians should be extensively trained in providing pa-
tient education, just as they are in diagnosis and treatment. 
Based on published research and our experience caring for 
patients with inadequate and marginal health literacy, we 
recommend the following simple steps delineated in the Ta-
ble. First, slow down and take time to assess patients’ health 
literacy skills. Second, use “living room” language that 
patients can understand while eschewing medical terms. 
Third, show or draw pictures to enhance understanding 
and subsequent recall. Fourth, limit information given to 
patients at each interaction and repeat instructions. Fi�h, 
use a “teach back” or “show me” approach to confirm un-
derstanding. Place the responsibility for adequate teaching 
on the health care provider and ask patients to demonstrate 
their instructions (i.e. teach back to you how to take their 
medications) to ensure that you have done an adequate job 
of instruction. Never ask, “Do you understand?” as patients 
will typically acquiesce and say yes. Lastly, be respectful, 
caring and sensitive to the plight of low-literate patients. 
Such an approach will reassure and empower patients to 
optimize their participation in their health care. Patients 
truly appreciate a physician who takes this approach and 
will reward you with improved satisfaction and trust.
Dr. Williams can be contacted at mwillia@emory.edu.

Table. Steps to enhance patients’ 
understanding and compliance

• Slow down and assess health literacy skills
• Use “living room language”
• Show or draw pictures
• Limit information; repeat instructions
• Use a “teach back” or “show me” approach to confirm 

understanding
• Be respectful, caring, and sensitive

Health Literacy (continued)
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Introduction

From its humble beginnings in the 1840s using ether, the 
practice of anesthesia has evolved into an indispensable 

and integral corequisite of surgery, with over 40 million in-
patient procedures performed in 2000 in the United States. 
That same year, 14.7 million persons aged 65 years and older 
underwent inpatient surgical procedures, which accounted 
for 38% of all inpatient surgeries. In fact, persons 65 years 
and older had the highest rate of surgical procedures that 
year. As the population ages, both the actual number and 
the percentage of geriatric surgeries will increase. 

Although improvements in anesthesia and moni-
toring have reduced surgical risk in general, perioperative 
morbidity and mortality increase with age. This is because 
geriatric patients typically have an increased incidence of 
comorbid conditions and a decline in end-organ function. 
In fact, it appears that preoperative comorbidities are more 
important than intraoperative events in predicting adverse 
postoperative outcomes. Furthermore, it may be diffi  cult 
to distinguish between organ systems that are normal but 
have diminished reserve due to aging and those that are ab-
normal because of disease. Such changes may be clinically 
insignifi cant when the patient is at rest but may have sig-
nifi cant adverse eff ects during cardiovascular stress. Thus, 
while age itself may not be a risk factor for perioperative 
complications, the associated physiologic and pathologic 
changes can lead to increased surgical risk. 

Hospitalists have a key role in working with anesthe-
siologists and surgeons in the perioperative man-

agement of geriatric patients. In particular, hospitalists 
should perform a thorough risk assessment and provide 
recommendations for risk reduction for each patient. This 
requires accurate preoperative evaluation, along with ap-
propriate postoperative care to decrease surgical morbid-
ity and mortality. It is therefore essential that hospitalists 
understand the basics of anesthesia care and the unique 
surgical risk factors of geriatric patients. 

Anesthesia in Geriatric Patients
In broad terms, the goals of general anesthesia are to 

induce unconsciousness, provide analgesia, cause amnesia, 
and provide a quiescent surgical fi eld. A variety of medica-
tions are available that allow surgery to be performed safely 
and with only minimal discomfort. These medications can 
be classifi ed as anesthetics (intravenous or inhaled), anal-
gesics, and sedative-hypnotics, such as benzodiazepines. 
Adjunctive medications include neuromuscular blocking 
agents like succinylcholine and vecuronium. 

Regarding the type of anesthesia, regional (spinal, 
epidural, peripheral, or local) versus general, there is no 
consensus on which type may be safer for geriatric patients. 
Physiologically, regional anesthetics appear to off er benefi ts 
of decreased endocrine, metabolic, and catabolic response 
to the stress of surgery. However, there is no clear-cut ben-

efi t to either type of anesthesia based on current studies. On 
the other hand, some patients may be suitable candidates 
for a local anesthetic or peripheral nerve block. The fi nal 
decision regarding anesthetic technique should be le�  to 
the anesthesiologist.

Modern anesthesia is extremely safe, with a mortal-
ity of 1 in 250,000 cases. However, surgical risk is increased 
because of certain physical conditions. Table 1 gives the 
American Society of Anesthesiologists Classifi cation of 
Physical Status (commonly used to denote preoperative 
risk), along with the percent mortality for a given surgical 
procedure.

Table 1. American Society of Anesthesiologists 
Classifi cation of Physical Status 
1. Normal healthy patient. Mortality less than 0.03%.
2. Mild systemic disease that results in no functional limi-

tations. Examples include well-controlled hypertension 
and well-controlled diabetes mellitus. Mortality 0.2%.

3. Severe systemic disease that results in functional limi-
tations. Examples include angina, previous myocardial 
infarction, poorly controlled hypertension, and respira-
tory disease that limits activity. Mortality 1.2%.

4. Severe systemic disease that is a constant threat to life. 
Examples include unstable angina, congestive heart 
failure (CHF), and advanced respiratory disease. Mor-
tality 8%.

5. Moribund patient not expected to survive 24 hours 
without surgery. Example is ruptured abdominal aortic 
aneurysm. Mortality 34%.

6. A declared brain-dead person whose organs are being 
removed for donor purposes.

E.  Suffi  x to indicate an emergency procedure.

The process of anesthesia, along with the surgical 
stress, can have signifi cant eff ects on patients, and these 
eff ects may be enhanced in geriatric patients. Common 
eff ects of anesthesia and surgical stress, along with sug-
gested treatment options, are outlined below. In addition, a 
brief overview of airway management in elderly patients is 
given at the end of this section. Always remember to moni-
tor these patients for subclinical events, because the elderly 
o� en have nonspecifi c signs and symptoms.

Nervous System
Eff ects of Anesthesia and Surgery
• Local anesthetics like lidocaine and bupivicaine may 

rarely cause central nervous system eff ects, including 
sedation, seizures, and coma.

• Regardless of the choice of anesthetic agent, elderly pa-
tients commonly develop delirium in the postoperative 
period. Geriatric patients with an underlying dementia, 

Anesthesia and the Geriatric Patient
Reprinted from The Hospitalist’s Geriatrics Symposium
A. Sco�  Keller, MD, Mayo Clinic, Rochester, MN
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active illness, or on multiple medications are at higher risk 
to develop delirium.

• Age-related autonomic dysfunction can aff ect compensa-
tory response to intravascular fl uid shi� s and response 
to medications like β−blockers. This may lead to postop-
erative orthostasis and diffi  culties in maintaining optimal 
heart rate and blood pressure.

• Malignant hyperthermia is a rare inherited disorder 
aff ecting the skeletal muscle sarcoplasmic reticulum. 
Succinylcholine and volatile anesthetics can trigger this 
potentially fatal condition.

Treatment Options
• Preventive measures against delirium include maintain-

ing a normal sleep–wake cycle, minimizing use of opioids 
(while maintaining adequate analgesia) and anticholiner-
gics, normalizing electrolytes and fl uid status, maintain-
ing adequate oxygenation and ventilation, treating infec-
tions, and maintaining adequate hemoglobin (≥10 g/dL).

• Cardioactive medications should be carefully titrated to 
normalize heart rate and blood pressure.

• Baseline medications in patients with Parkinson disease 
should generally be continued, although some authorities 
suggest holding the morning dose of carbidopa/levodopa 
immediately before surgery and then resuming it as soon 
as possible.

• Some authorities suggest holding cholinesterase inhibi-
tors used to treat dementia because of possible interaction 
with succinylcholine.

• Patients should be asked about any personal or family his-
tory of neuromuscular disease or reactions to anesthesia 
that could indicate malignant hyperthermia.

• Patients with a history of alcohol abuse should be moni-
tored for evidence of withdrawal.

Cardiovascular System 
Eff ects of Anesthesia and Surgery
• Coronary artery disease is the leading cause of periop-

erative morbidity and mortality.
• In general, elderly patients may have greater hemody-

namic instability intraoperatively and postoperatively 
than nonelderly patients.

• Intubation of patients may cause transient hyperten-
sion and tachycardia.

• Induction of anesthesia may cause hypotension. El-
derly patients with diminished cardiac reserve are at 
increased risk to develop hypotension.

• Volatile inhaled anesthetics, such as sevofl urane, iso-
fl urane, and desfl urane, cause vasodilation with a re-
sulting decrease in mean arterial pressure. These drugs 
also cause myocardial depression, which can be exag-
gerated in elderly persons. 

• Spinal anesthesia may cause signifi cant initial hypoten-
sion that can be worsened in elderly persons who are 
volume depleted.

• Severe aortic stenosis can cause decreased cardiac out-
put if preload is decreased.

• Severe pulmonary hypertension can lead to cardiovas-
cular collapse.

• Intraoperative and postoperative stress (increased cat-
echolamine release) may precipitate cardiac arrhyth-
mias.

Treatment Options
• Accurate assessment of cardiac risk and functional sta-

tus can be performed using an algorithm, such as the 
American College of Cardiology/American Heart Asso-
ciation or ACP guidelines. Note that most perioperative 
myocardial infarctions occur in the fi rst 48 to 72 hours 
of the postoperative period.

• Patients with peripheral vascular disease are at high 
risk for concomitant coronary artery disease and may 
need preoperative noninvasive cardiac testing.

• Ensure that patients have adequate intravascular vol-
ume without fl uid overload before surgery.

• All CHF patients must be at baseline “dry” weight and 
fully compensated before surgery. Remember that the 
le�  ventricular ejection fraction alone gives no indica-
tion as to whether or not a patient has compensated 
CHF.

• Alert the anesthesiologists if the patient has severe 
aortic stenosis or pulmonary hypertension. Valve re-
placement may need to be performed prior to elective 
surgery. Patients with valvular disease may need endo-
carditis prophylaxis.

• Continue all cardiac and antihypertensive medications 
except diuretics preoperatively. Some authorities sug-
gest holding angiotensin-converting enzyme inhibitors 

continued on page 38
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the morning of surgery. It is recommended that elec-
tive surgery be postponed if diastolic blood pressure is 
greater than 110.

• Anticoagulation for low-risk atrial fi brillation patients 
may be reasonably withheld during the immediate 
perioperative period without the need for bridging 
heparin.

• High-risk atrial fi brillation patients (mechanical valve, 
CHF, ejection fraction ≤0.35, hypertension, previous 
cardioembolic event, thyrotoxicosis, rheumatic heart 
disease, or persistent atrial thrombus by transesopha-
geal echocardiography) should be given bridging hepa-
rin while warfarin is held.

• Patients with atrial fi brillation detected for the fi rst time 
in the preoperative exam should have elective surgery 
deferred until an appropriate evaluation and plans for 
rate control, cardioversion, and anticoagulation have 
been made.

• Postoperative care includes adequate analgesia to blunt 
excessive sympathetic activity.

Pulmonary System
Eff ects of Anesthesia and Surgery
• Pulmonary gas exchange may be aff ected by atelecta-

sis caused by the combined eff ects of neuromuscular 
blocking agents, patient positioning, and the inability 
to clear mucus secretions. 

• Volatile anesthetics a� enuate hypoxic pulmonary vaso-
constriction, which may result in impaired oxygenation 
through V/Q mismatch. 

• The type of surgery (laparoscopic or open) and the 
location (thoracic, upper abdominal) also impacts pul-
monary function. 

• Elderly patients who have decreased pulmonary func-
tion because of age eff ects, chronic obstructive pulmo-
nary disease, and sleep apnea are at increased risk to 
require prolonged mechanical ventilation postopera-
tively.

• Nitrous oxide can conceivably diff use into emphyse-
matous bullae and lead to enlargement and rupture.

Treatment Options
• Preoperative pulmonary toilet, including incentive spi-

rometry, has been demonstrated to decrease postopera-
tive pulmonary complications.

• Patients with asthma may require pre- and periopera-
tive treatment with nebulizers and corticosteroids.

• Pulmonary function tests are usually not needed unless 
a patient has dyspnea or exercise intolerance that can’t 
be explained based on the clinical exam or if it can’t be 
determined that a patient with known chronic obstruc-
tive pulmonary disease or asthma is at his or her base-
line.

• Patients who smoke should stop, preferably at least 8 
weeks before surgery.

• Opioids and benzodiazepines should be carefully 
dosed in elderly patients to decrease risk of respiratory 

depression and apnea, while allowing adequate anal-
gesia.

• Patients should begin ambulating as soon a� er surgery 
as possible.

Gastrointestinal System
Eff ects of Anesthesia and Surgery
• Gastroesophageal refl ux is a risk factor for aspiration, 

particularly during anesthesia induction.
• There have been rare reports of hepatotoxicity with 

anesthetic agents, primarily with halothane. The risk is 
increased with underlying liver disease.

• Postoperative ileus is a common occurrence that may 
be due to the particular surgical procedure, the type of 
anesthesia, and the analgesic medications (particularly 
opioids). Elderly patients who have chronic constipa-
tion or who may be taking laxatives on a regular basis 
are at increased risk for developing an ileus.

Treatment Options
• Give patients with gastroesophageal refl ux disease an 

acid-blocking medication perioperatively. Laryngeal-
mask airways should generally not be used in patients 
with gastroesophageal refl ux disease because of the 
risk for aspiration.

• Assess liver and biliary system function preoperatively 
in patients with known liver disease.

• Medications that are metabolized by the liver may re-
quire dose adjustment.

• Minimize use of opioids (while allowing adequate 
analgesia) and anticholinergics to decrease the risk of 
postoperative ileus.

Genitourinary System 
Eff ects of Anesthesia and Surgery
• Elderly patients with pre-existing renal impairment 

may have worsening function because of perioperative 
hypovolemia, hypotension, and nephrotoxic drugs like 
nonsteroidal anti-infl ammatory drugs and aminoglyco-
sides. 

• Most drugs used in the anesthesia process are not 
nephrotoxic, but volatile anesthetics produce dose-
dependent decreases in renal blood fl ow, glomerular 
fi ltration rate, and urine output. These eff ects are most 
likely secondary to decreased systemic blood pressure 
and cardiac output. Spinal and epidural anesthetics 
generally cause only minimal decrease in renal blood 
fl ow and glomerular fi ltration rate.

• Renal insuffi  ciency may lead to diffi  culty with main-
taining fl uid and electrolyte balance. 

• High-risk surgeries like abdominal aneurysm resec-
tion, renal artery revascularization, and procedures 
requiring cardiopulmonary bypass have increased risk 
of renal failure.

• Painful stimulation during surgery leads to increased 
levels of antidiuretic hormone and aldosterone, thus 

continued on page 39
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causing decreased urine output.
• Urine retention may occur as a result of anesthesia, opi-

oids, or anticholinergic medications.

Treatment Options
• Fluid status and blood pressure should be optimized 

before surgery.
• Patients should avoid nonsteroidal anti-infl ammatory 

drugs and other nephrotoxic drugs.
• Patients with chronic renal disease on hemodialysis 

should be dialyzed before surgery. These patients o� en 
respond to anesthesia as if they are hypovolemic, and 
they have a narrow margin of safety between insuffi  -
cient and excessive fl uid administration.

• Serum potassium level should be obtained before sur-
gery.

• Anuric patients should not be given fl uids containing 
potassium.

• Postoperative management should focus on maintain-
ing normal blood pressure (to ensure adequate renal 
perfusion) and fl uid status, while monitoring urine 
output.

• Urine retention can be treated with bladder catheter-
ization, while minimizing use of any off ending medica-
tions. Workup for infection may be necessary.

Metabolic, Endocrine, and Hematologic Systems
Eff ects of Anesthesia and Surgery
• Patients with a decreased basal metabolic rate and a 

decline in the volume of distribution, metabolism, and 
clearance of drugs require dose adjustment of anesthe-
sia medications.

• Patients who are malnourished have increased periop-
erative morbidity and mortality.

• Although patients who are morbidly obese are at in-
creased risk of having comorbid medical conditions, 
obesity itself is not a risk factor for postoperative com-
plications.

• Patients with hyperthyroidism may have an exagger-
ated sympathetic response to anesthesia induction and 
surgical stimulation. Rarely, thyroid storm may be pre-
cipitated.

• Aside from surgical bleeding, the major perioperative 
hematologic concern is for immobilized patients to de-
velop a deep vein thrombosis. Regional anesthesia may 
decrease the risk of thromboembolism, compared with 
general anesthesia.

Treatment Options
• Medications should be titrated to eff ect based on pre-

sumptive changes in metabolism.
• Protein-calorie malnutrition is seen in up to 30% to 60% 

of nursing home patients, those in hospice sites, and 
those who have been hospitalized for several days. The 
daily caloric goal for preoperative patients is 35 kcal/kg, 
with 1 g/kg of protein. 

• Patients with hyper- and hypothyroidism should have 

elective surgery postponed until they have been treated 
and are euthyroid.

• Patients with hyperthyroidism who cannot delay sur-
gery can be placed on an esmolol drip intraoperatively. 
These patients should have frequent measurement of 
body temperature to monitor for thyroid storm.

• Diabetic patients should be instructed on medication 
use before surgery. Sulfonylureas should be held the 
morning of surgery. Metformin should be held at least 1 
day before surgery. Insulin can be given the morning of 
surgery in a dose dependent on the patient’s usual regi-
men and the time of day of the surgery. For example, a 
patient taking twice per day NPH insulin can be given 
one third to one half of the usual morning dose for a 
morning surgery.

• Diabetic patients should have frequent glucose moni-
toring perioperatively.

• Patients at risk for adrenal insuffi  ciency should be 
given perioperative stress-dose steroids.

• There is considerable controversy regarding the opti-
mum time to transfuse anemic patients. Some authori-
ties recommend transfusing patients with known coro-
nary disease to maintain a hemoglobin level of 10 g/L or 
greater.

Airway
Airway evaluation is a critical part of the preop-

erative assessment to identify factors that indicate a person 
may be diffi  cult to intubate. These factors include the Mal-
lampati classifi cation (based on the view of structures of 
the posterior oropharynx), neck range of motion, mouth 
range of opening, thyromental distance (the distance from 
the mentum to the thyroid cartilage, measured in fi nger-
breadths), and whether or not the patient has loose or 
missing teeth or caps or dentures. Geriatric patients may 
be edentulous or have dentures or may have temporoman-
dibular joint dysfunction. They may also have osteoarthritis 
or rheumatoid arthritis that prohibits adequate neck fl exion 
or extension and increases the risk of cervical spine injury 
during intubation. Patients with known longstanding rheu-
matoid arthritis can have preoperative C-spine fl exion and 
extension radiography to help determine intubation risk.

Conclusions
Anesthesia is a safe and necessary part of any surgi-

cal procedure. However, geriatric patients may have medi-
cal conditions that increase their perioperative risk. These 
conditions may be related to the natural changes of aging, 
or they may be due to a signifi cant comorbid disease. An 
understanding of the physiologic and pathologic processes 
commonly associated with aging can allow the hospitalist 
to best prepare a patient for surgery. Likewise, knowledge 
of the eff ects of anesthesia will allow the hospitalist to com-
municate any medical concerns to the anesthesiologist and 
surgeon. Only with a team eff ort can we ensure that the 
patient arrives in the operating room fully prepared and 

continued on page 40
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medically optimized. While we can’t guarantee success, we 
can maximize the patient’s chances for a good outcome.

Dr. Keller can be contacted at keller.sco�@mayo.edu.
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The Portal of Geriatrics Online Education (POGOe), 
www.pogoe.org, is a new online clearinghouse that 

provides those interested in geriatrics education with a sin-
gle source for high-quality educational products. Funded 
by the Donald W. Reynolds Foundation in a grant to the 
Association of Directors of Geriatric Academic Programs 
(ADGAP), POGOe will enhance the ability of physicians in 
training and physicians in specialties and sub-specialties to 
meet the health care needs of older adults and aid clinician-
educators in their scholarship and promotion. 
 Currently, older adults represent only 12% of the 
United States population; however, they consume about 
one-third of all health expenditures and fully one-half 
of the $140 billion annual U.S. federal health care budget 
(1).   By 2030, there are expected to be 70 million people 65 
years of age or older.  Seniors already account for 36% of all 
acute hospitalizations, and these percentages can only be 
expected to grow.  The implications of these numbers for 
hospitalists are considerable and underscore the need for 
more education and research efforts in the care of hospital-
ized elders. 
 “The SHM, with the help of a grant from the John 
A. Hartford Foundation, has developed a Geriatrics Leader-
ship Task Force to address this issue. There have been a se-
ries of articles in The Hospitalist, the SHM publication, over 
the past year, and a commitment to a session on geriatrics 
at the SHM meeting. Formal educational core competencies 
are being developed as well, and there is an educational CD 
in production,” states Jonathan M. Flacker, MD, Assistant 
Professor of Medicine, Division of Geriatric Medicine and 
Gerontology, Emory University School of Medicine.
 POGOe is an opportunity to share the fruits of these 
labors. POGOe’s educational products have primarily been 
designed for physicians in training and practicing physi-
cians, and have applicability to other disciplines. Products 
are available in many formats: audiotapes, CD-ROMs, com-
puter so�ware, DVDs/VHS, overheads, paper form, PDAs, 
pocket instructional aids, Power Point presentations, and 
Web-based products. Materials have been developed for 
medical students, medical and surgical house staff, practic-
ing physicians, and other learners.
 Although POGOe just went “live” in April 2004, 
already there are several products of interest to hospitalists. 
Brent Williams, MD and colleagues at the University of 
Michigan produced A Pocket Card on Approach to Older Pa-
tients and Common Drug Side Effects. The front side of the 
pocket card is a “road map” for key components of assess-
ment of older patients and specific assessment tools that 
help accomplish each component. The reverse side of the 
pocket card lists physical complaints and common side ef-
fects of medications. Joseph Myslinski, MD and associates 
at the University of South Carolina Medical Center devel-
oped Delirium in Elderly Emergency Department (ED) Patients. 

This product reviews some causes of delirium, the common 
presentations of delirium, high-risk patients, and how the 
Confusion Assessment Method (CAM) can help with making 
the diagnosis. Other geriatric hospital medicine products 
can be found on POGOe by searching the specific content 
area or the specific learner to be taught, e.g., hospitalists. 

When possible, users can directly download products.  
Otherwise they will be shown how to obtain the edu-

cational materials from the product’s Web site or authors. 
Anyone with an interest in geriatric health care and pro-
moting the field of geriatrics among clinicians is welcome 
to register and use materials posted on the POGOe Web 
site. Some materials are free; others must be purchased. 
Those created through grants from the Donald W. Reyn-
olds Foundation are available for the price of duplication 
and shipping.
 ”POGOe has two major purposes.  The first is to 
ensure that clinician-educators have easy access to materi-
als for students, trainees, and practicing physicians that will 
enhance their ability to provide state-of-the-art care to their 
older patients.  For this to work, we need those who have 
developed educational products applicable to physician 
training in any area of geriatrics to submit their work to us, 
so that those responsible for medical education in places 
with li�le or no geriatrics resources will be easily able to 
teach how best to care for older patients,” says Rosanne M. 
Leipzig, MD, editor-in-chief of POGOe and Professor and 
Vice Chair of Education at Mount Sinai School of Medicine, 
New York, New York. “The second purpose is to provide 
a mechanism for clinician-educators to get credit for their 
educational products that can help with academic promo-
tion.”

POGOe is actively seeking the submission of geriatric ed-
ucational materials applicable to practicing physicians 

or physicians in training. Materials should have been pilot 
tested with learners and revisions made based on results. 
Whenever possible, a formal evaluation of learner satisfac-

Portal of Geriatrics Online Education (POGOe): A New Source 
of Geriatrics Educational Materials for the Practicing Hospitalist
Reprinted from The Hospitalist’s Geriatrics Symposium
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tion, a�itudes, knowledge, and/or performance should be 
provided as part of the submission. Authors can submit 
educational products at www.pogoe.org. All products are 
peer reviewed.  Peer reviewer comments are provided to 
the authors along with a decision as to whether the product 
has been accepted or needs revision. These acceptance let-
ters indicate that the product has passed peer review and 
how to reference the posting in other publications and 
curriculum vitas.  POGOe is organized as an online jour-
nal with an editorial staff, associate editors, and a promi-
nent advisory board. Anyone interested in submi�ing an 
educational product or becoming a peer reviewer should 
contact POGOe’s Managing Editor, Michelle A. Adams, at 
pogoemeditor@mssm.edu for more information.

Portal of Geriatrics Online Education (POGOe) (continued)

“Our intent is to develop one-stop-shopping for geri-
atric educational products that reduces duplicative 

effort, while helping geriatrically oriented clinician-educa-
tors receive national recognition for their creative efforts, 
hopefully helping them achieve promotion and remain 
active in teaching how to care for older adults in their disci-
pline,” states Dr. Leipzig.
 POGOe is made possible by funding from the 
Donald W. Reynolds Foundation, under its Aging and 
Quality of Life program _(h�p://www.dwreynolds.org/
Programs/National/Aging/AboutAging.htm). 
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The goals of discharge planning are to help patients and 
their families receive the most appropriate level of care, 

remain in the hospital for shortest possible time, and have 
a planned post-hospitalization program to meet continuing 
care needs (Dash, Zarle, O’Donnell, Vince-Whitman, 1996).   
A prevalent clinical issue facing hospital professionals is 
how to discharge older patients in a timely manner while 
ensuring the appropriate medical, social, and healthcare 
safety nets are implemented.  The hospitalized elderly are 
at high risk for poor post-discharge outcomes including 
rehospitalizations, frequent ED visits, and institutionaliza-
tion.  
 While traditionally many hospitals utilize selected 
personnel (i.e., social workers, case managers, discharge 
planners), the frail older adult requires an interdisciplinary 
approach to the problems and issues of continuing care.  
When patients and their families get involved, the process 
of discharge planning is more comprehensive and more 
likely to ensure continuing care and avoiding re-hospital-
ization.  

Involving the Older Adult 
and/or Family Member in Discharge Planning
M. Colleen Royer, MSN, RN, Department of Case Management and Social Work
Lorraine C. Mion, PhD, RN, Department of Nursing 
MetroHealth Medical Center, Cleveland, OH

 Ideally, planning for continuing care post-discharge 
begins at time of admission to the hospital.  A number of so-
cial, physical and economic issues can affect the success of the 
discharge process.  A simple checklist, “Ge�ing Ready to Go 
Home” was devised to help older adults and their families to 
begin thinking about these issues upon admission or trans-
fer to a general medical or surgical unit.  Patients and their 
families are asked to think about transportation issues, abil-
ity to obtain medications or medical supplies, follow-up ap-
pointments, need for assistive devices in the home, ability to 
obtain groceries or prepare meals, and knowledge and ability 
to follow a therapeutic regimen. We have found this checklist 
helpful in discussing discharge plans with our older patients.  
(See Next Page)
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Preparation is the key to making a smooth transition from the hospital to your home.  Review the questions 
below and  talk to your doctor, discharge planner or nurse about your questions or concerns.  

1. Transportation to Your Home
Is there someone who can pick you up from the hospital and take you home? 

2. Medications
If you have questions about your medications, ask your nurse, pharmacist or doctor to help you understand.

Are you able to get your prescriptions filled when you leave the hospital?  
(A nurse, discharge planner or pharmacist can help make arrangements.)  

Do you understand what your medications are supposed to do?  

How often should you take them?  
 
How many should you take? 

For what side effects should you call your doctor?

3. Medical Supplies
Do you need any medical supplies (for example, surgical wound dressings or oxygen)? 
(You may be able to get these supplies before leaving the hospital or have family members 
pick them up before you go home.)

4. Follow-up Appointments
You will likely need to see a health care provider a few days or weeks after this hospitalization.  
If you think you may have trouble with transportation, speak to the nurse, discharge planner or social 
worker before leaving the hospital.  

Who is making your follow-up appointments?

What is the time and location of your appointment? What is the doctor’s name?  

Will you have transportation to the appointment? 

4. Moving About Your Home
Sometimes after a serious illness or surgery, people may have trouble getting in and out a chair, bed or 
bathtub or climbing stairs.  It may not always be possible for family to help.  It is important to avoid a fall. 

M.Colleen Royer, RN, MSN; Lorraine Mion, PhD, RN; Tina Budnitz, MPH
F
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It is also important to avoid inactivity.  Speak with the nurse, discharge planner or physical therapist to 
discuss a plan for moving around.

Will you need physical aids in the home, such as a bedside commode or bathroom grab bars? 
 
Should you speak with a physical therapist to determine if you could benefit from the use of 
a cane or walker?

Should you have a “LifeLine” installed to summon help quickly in the event of a fall?

5. Groceries and Meal Planning
It is important to eat well during your recovery.  You may need help grocery shopping and bending to reach 
food, pots, pans, and plates on lower shelves.  If you are unable to drive because of your condition, ask family 
or friends to do some grocery shopping for you or deliver meals when you first arrive home.  Also, be sure to 
check that refrigerated food did not spoil while you were away.  

Can family or a friend drive you to the store or do shopping for you?

Can family or a friend move food, plates and pots to easy to reach shelves?

 
6. Treatments
For most people leaving the hospital, ongoing treatment and management is necessary.   You might need to 
change wound dressings, perform certain exercises, or keep a certain diet.  Be sure you understand how to 
manage your condition.  Your doctor may also order home health services.  Your nurse or discharge planner 
can explain what to expect in terms of services, frequency of visits, and insurance coverage.

What should you do at home to help manage your condition? 

Should you follow a special diet?

Should you do any special exercises?

Do you need any home health services?   What type?  How often?  

Does your insurance cover home health services ordered by your doctor? 

7. Financial Concerns
If you have any concerns about utilities, paying for medications or ongoing therapy, please contact the social 
worker.  There may be assistance available.  

YES   NO

Do you need to take off work?  Speak to your discharge planner or nurse to plan a date and time for discharge.

Speak with the nurse or discharge planner to arrange transportation.

M.Colleen Royer, RN, MSN; Lorraine Mion, PhD, RN; Tina Budnitz, MPH44
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The Society of Hospital Medicine’s Education Commi� ee 
and Core Curriculum Task Force have identifi ed improv-

ing care delivery for older adults as a key area of focus for 
educational programming.  For hospitalists to improve care 
they must not only be profi cient in clinical best practices and 
leading multidisciplinary teams, but also must possess the 
leadership and management skills needed to implement 
changes in the hospital system.  Over the past two years, 
SHM has developed geriatric education curricula to train 
members on best practices in the inpatient care of older 
adults and provide members with commonly used bedside 
tools.  The next step is to reach beyond traditional continuing 
medical educational programs and provide leadership train-
ing, resources, and mentorship to assist hospitalists as they 
develop and implement quality improvement programs at 
their hospitals to improve outcomes in hospitalized older 
adults. 

The SHM Education Commi� ee 
and Geriatrics Task Force (GTF) have de-
veloped an impressive array of educational 
programs for the SHM membership to 
improve inpatient care for older adults.  
Many of these programs were made 
possible through support by the John A. 
Hartford Foundation through a subcontract 
from the American Geriatrics Society.  Develop-
ment of these programs would not have been 
possible without the dedicated eff orts of the SHM 
Geriatric Task Force, Leadership Task Force and Education 
Commi� ee members. 

A� er an initial needs assessment of the member-
ship, the GTF determined that educational programs should 
incorporate applied learning activities and provide specifi c 
clinical tools for members.   More specifi cally, the GTF de-
termined that educational programs should train members 
to recognize and respond to the unique clinical issues of 
hospitalized older patients, select and use assessment tools 
appropriately, and overcome institutional barriers to apply 
best practices.  Some of the GTF educational programs are 
detailed below: 

1) Annual & Regional Meetings
Prior to these meetings, the GTF identi-

fi ed the leaders of educational sessions relevant to 
geriatric care and suggested key points to address 
in their presentations related to the unique needs of 
older patients.  The GTF also made itself available 
for consultation on geriatric issues to any regional or 
annual meeting speaker.  

2) Tools and Solutions for Perioperative Care Work-
shop 

The GTF, in collaboration with course direc-
tors Frank Michota MD, and Robert Palmer MD, de-
veloped this three hour, applied learning workshop 
at the 2004 SHM Annual Meeting.  The presentation 
slides and other materials from the workshop are 
available on the SHM Web site. (www.hospitalmedi
cine.org in the “Educational Programs” section.)

3) “Clinical Toolbox for Geriatric Care” CD-ROM
The GTF, lead by Editor in Chief Jeanne 

Huddleston, MD and Managing Editor Tina Bud-
nitz, MPH and Lead Writer Jan Clarke, MD, MPH 

developed this CD-ROM compendium of 
resources for inpatient care of the elderly.  
This CD-ROM includes such assessment 
tools as the Geriatric Depression Scale, 
Performance-Oriented Mobility Assess-
ment, and Braden Scale for Predicting 
Pressure Sore Risk and resources such 

as the Restraint Alternative Menu, Nutri-
tional Intervention Pearls and Medications 

to Avoid in the Elderly.  To facilitate physi-
cian selection of tools and resources, each 
item has a brief description that details its 

strengths, limitations and appropriate context 
for use.  This CD-ROM was distributed to all SHM 
members a� ending the 2004 Annual Meeting.  All 
1000 copies of the CD-ROM have been distributed 
to date and additional copies have been ordered.  To 
request a copy of the “Clinical Toolbox for Geriatric 
Care,” contact SHM Customer Service at 800-843-
3360, ext. 2437.

4) “Ge� ing Ready to Go Home” Discharge Planning 
Checklist 

The GTF in collaboration with lead authors 
Lorraine Mion PhD, RN and M. Colleen Royer, RN, 
MSN created this patient centered checklist to assist 
patients and families in preparing for the transition 
from the hospital to home or an outpatient care facil-
ity.  This original resource is available on the SHM 
Web site and the Clinical Toolbox for Geriatric Care
CD-Rom.  

5) Geriatric Aspects of Hospital Medicine Symposium 
in The Hospitalist

The GTF commissioned the following series 
of articles, reprinted in this supplement, to highlight 
important patient safety issues in inpatient manage-
ment of older adults:

Improving Care for Older Adults:  SHM Educational Initiatives 
Tina Budnitz, MPH, Senior Advisor for Planning and Development, Society of Hospital Medicine

continued on page 46
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Nov/ Dec 2003: 
Anesthesia and the Geriatric Patient
A. Sco� Keller, MD 
Jan / Feb 2004: 
Polypharmacy and the Hospitalist 
Todd Semla, MS, PharmD and Alpesh 
Amin, MD, MBA
March /April 2004: 
Antimicrobial-Resistant Infections in Geriatric 
Patients: The Role of the Hospitalist
Chesley Richards, MD, MPH
May/ June 2004: 
Caring for the Postoperative Patient with 
Delirium– James L. Rudolph, MD, SM and 
Edward R. Marcantonio, MD, SM 

What’s Next? 

SHM will continue to expand its efforts to improve inpa-
tient care for the older patient over the next two years.  The 

John A. Hartford Foundation has generously awarded ap-
proximately $370,000 to SHM in support of efforts to improve 
inpatient care for older adults.   SHM has earmarked approxi-
mately $340,000 in resources towards the same goals.  Over 
the next two years, SHM efforts to improve inpatient care for 
older adults will focus on three main goals: 

1) Continue development of high-quality educational 
programs and products for SHM membership 

2) Enhance and expand leadership training for 
hospitalists

3) Develop, implement, and evaluate a quality improve-
ment demonstration project at three institutions 

Educational Programming 
 Educational programming will continue to focus on 
how best practices can be applied in real se�ings.  SHM will 
go a step further to complement educational programs with 
leadership and research training for members that will em-
power them to implement and evaluate quality improvement 
programs at their institutions. Specific educational products 
and programs under development are detailed below:

Discharge Planning Optimization
 A discharge planning tool for clinicians will be 
developed by the Health Quality and Patient Safety Com-
mi�ee (HQPS) and an interdisciplinary team (including 
experts in hospital medicine, medical subspecialties, phar-
macy, nursing and nutrition).  The short-term goal of the 
project will be to provide a tool that facilitates discharge 
planning activities and instructions through a centralized 
record.  Long-term, HQPS will pilot the instrument in the 
hospital se�ing and determine “winning strategies” for 
hospitalists to implement the tool at their institutions.  The 
previously developed “Ge�ing Ready to Go Home” patient 
centered discharge planning tool will be updated and serve 
as a companion to the clinician centered tool.  

 The Education Commi�ee and staff are develop-
ing symposia for upcoming Annual and Chapter Meetings 
on how to improve discharge planning processes at the 
hospital and how to take advantage of discharge planning 
tools.    

Visualizing the Optimal Hospital Stay for the Older 
Patient 
 This innovative educational program will help 
physicians understand the experience of the elderly patient 
from hospital admission through discharge follow-up. The 
offering will help hospitalists gain a deeper patient-cen-
tered perspective of the hospital stay and shed light on the 
challenges facing geriatric patients in the post-discharge 
period.

Web-based Resource Room
 A Caring for the Elderly Resource Room will be 
added to the SHM Web site, providing many resources 
for members including (but not limited to) links to “best 
practices” guidelines; mental, functional and nutritional 
status assessment tools; pain assessment tools; slide sets for 
instructional use; patient education materials; the “Ge�ing 
Ready to Go Home” discharge planning checklist; and the 
clinician Discharge Planning Tool.  

Clinical Toolbox for Geriatric Care
 SHM is producing an additional 1000 copies of 
the CD-ROM clinical toolbox for geriatric care and pub-
lishing its contents on the SHM Web site in the Caring for 
the Elderly Resource Room.  Contact SHM Headquarters 
to order copies for your hospital free of charge. Shipping and 
handling fees apply.

Spotlight on Quality Improvement Programs
 The SHM eNewsle�er will begin highlighting 
QI programs implemented by SHM members that have 
improved outcomes for older adults.  If you have a success 
story to share, contact Jason Stein, MD, Web Editor, at 
webeditor@hospitalmedicine.org.

Leadership Training
 To effect positive change in inpatient care for the 
elderly, hospitalists must be adept in leading and managing 
change.  SHM convened a Leadership Task Force to determine 
how to best impart leadership skills to its membership.  The 
Leadership Task Force conducted forums, reviewed existing 
literature and SHM membership survey data, and reviewed 
feedback from the “Leadership Survival Skills” pre-course 
delivered at the 2004 Annual Meeting to determine the training 
needs of its members.  Based on this research, the Leadership 
Task Force developed a four day “Leadership Academy” for 
hospitalist leaders.  The first Leadership Academy will be held 
January 10-13, 2005 in Tucson Arizona.  Workshop topics will 
include: Strategic Planning, Leadership Challenges in Hospital 
Medicine, Leading and Managing Change, Conflict Resolution 
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and Negotiation, Effective Communication, Understanding 
the Business Drivers for Hospital Survival and Success, Un-
derstanding Critical Hospital Performance Metrics: How to 
interpret all those reports, and Achieving Success as a Leader: 
Applying what you’ve learned.  In response to overwhelming 
interest in the course, the Leadership Academy will be offered 
again September 12-15, 2005 in Vail, Colorado. For more infor-
mation contact meetings@hospitalmedicine.org.

Quality Improvement Demonstration Project

The HQPS and Education Commi�ees and project staff 
will conduct a demonstration project to improve out-

comes in older adults.  The Joint Commission on Accredita-
tion of Healthcare Organizations (JCAHO) National Patient 
Safety Goals will serve as a guide in defining specific target 
outcomes.  Research will determine the facilitating factors 
and barriers to implementation of the QI project in the hospi-
tal.  Research sites and site principle investigators will be se-
lected through a competitive review process and will receive 
a modest stipend to implement the program.  Site principle 
investigators will be assigned a mentor and participate in a 
training program to include the SHM Leadership Academy 
and selected symposia on quality improvement, research 
methods and caring for older adults.  

Improving Care for Older Adults (continued)

A�er the barriers to and facilitating factors in program 
implementation have been determined, the project team 

will develop an “off the shelf” toolbox for SHM members to 
implement the same program at their institution including 
research protocols; sample project plans, budgets and com-
munications to key institutional stake holders; and guidance 
for implementing the project.  
 The Society of Hospital Medicine membership has 
both challenges and opportunities to improve the coordi-
nation and provision of care for hospitalized older adults.  
SHM is dedicated to providing its members with the edu-
cational programs, clinical tools and resources needed to be 
effective change agents for improved outcomes in hospital-
ized older adults.  SHM hopes the programs outlined above 
will help you, the members, improve care delivery at your 
institutions.  For more information about the programs and 
activities mentioned in this article, or to make suggestions for 
future programs contact Tina Budnitz, MPH, Senior Advisor 
for Planning and Development at the Society of Hospital 
Medicine, at tbudnitz@hospitalmedicine.org.


