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F|”|ng the Gel’iatriC Gap iggoéfrg?rly one in five Americans will be over the

Today, the 12 percent of the population over age 65

As the number of older Americans grows, so do accounts for about one-third of the nation's $1.1 trillion
concerns about whether the U.S. health system will benealth care bilf. The Bipartisan Commission on the
equipped to handle the multiple needs and demands ofyture of Medicare predicts that an even greater per-
an aging population. Over the years, numerous federatentage will be age 65 and over by 2030, when care of
studies and private-sector reports have concluded thathe elderly may account for more than half of the
the U.S. health system is lacking in practitioners who nation's medical expenditurés.
are trained to meet the special health care needs of older o . i
Americans. As the United States enters the 21st century Because itfinances amajority of health care services

and the ranks of the elderly begin to swell, pressures t!S€d by older Americans, the federal government has a
address that problem have intensified. major role to play in shaping how this care is delivered.
The $225 billion and growing Medicare program pays

Few question whether there is an adequate numbetbout nearly half of the health care costs for the elderly;
of physicians, nurses, and other health professionals tdow-income elderly who are dually eligible for Medic-
deliver care to the elderly. The real problem lies in the aid account for about 16 ment of the Medicare
fact that many of these providers, for a variety of population but about 30 percent of the program's
reasons, lack the requisite skibsd knowledge to  expenditures.In addition, a significant number of the
recognize and appropriately treat the chronic healthnation's 9.3 million elderly veterans are provided care in
problems geriatric patients routinely bring into the the Veterans Administration health system, which
waiting room. When an infant or young child is sick, spends $17 billion on medical care each year.
parents rely on the knowledge of a pediatrician; experts

say the same degree of specialization is warranted when AIthQUQh the growing numbers ofAmenqans 6.5 and
an elderly person needs care. older will put pressure on the system, coping with the

rapidly increasing frail elderly population will present
Americans are living longer and healthier lives than some of the greatest challenges. The number of persons
ever before. But even with that improved health status,age 85 and over is expected to expand nearly five-fold
the increased longevity @ans a greater chance they by 2050—from about 4 million today to 19 millidn.
will experience an aging-related problem such as
incontinence, immobility, memory loss, or other chronic
illness. Some experts worry that the geriatric training
and practice gaps that now exist could hurt the quality
of health care delivered to older Americans. While ISSUE BRIEF/No. 729
private foundationsuch as dhn A. Hartford, Robert
Wood Johnson, Retirement Research, and Archstong analyst/Writer
have taken steps to address these problems, federfl janet FirsheinConsultant
policymakers have yet to examine them in a compre-|
hensive manner. National Health Policy Forum

This Forum session will explore the field of geriat- Sggslhm;gﬁeggvzvdéugte 800
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of the elderly, training gaps, and the impact of Medi- [ >55/862-9837 (fax)
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Americans will be age 65 and older. By 2011, some 77
million baby boomers born between 1946 and 1964 NHPF is a nonpartisan education and informatign
will begin to turn 65 and then join Medicare, putting | exchange for federal health policymakers.
more pressure on the systérBetween2010 and




The Veterans Administration estimates that the numberoften treat a 70-year-old patient the same way they

of oldest-old veterans is expected to jump nearly 600would a patient of 35. As the population ages and

percent by 2010, to 1.3 million. Since they have the health needs become more complicated to treat, those
highest rates of disability, nursing home use, and gaps in training could cause problems.

multiple chronic problems, the oldest old will be at

greatest risk for use of high cost health services. Geriatricians are physicians who are expert in

aging-related issues or gerontology. Most often they are
In addition to age, the health system will have to primary-care based practitioners, board-certified in
gird for a more racially and ethnically diverse popula- family practice, internal medicine, or psychiatry, who
tion of elderly patients and thus become more culturally have completed additional years of fellowship training.
sensitive. The numbers of ethnic minority older Ameri- Geriatricians have to pass a certifying exam and a
cans are growing faster than the burgeoning elderrecertifying exam every 10 years to assure competency.

population as a whole. By 2030, elders from groups o . .
classified as ethnic minority will comprise one-fourthof  G€riatric training can provide health care profession-

all older Americans, up from 14 percent in 1990. In als with the skills and knowledge to recognize special
California—the staté with the largest number of older characteristics of older patients and distinguish disease
adults—41 percent of the over-65 population will be states from the normal physiological changes associated

ethnic minority by 2020, up from 21.5 percent in 1890. With aging. Additionally, geriatricians focus on main-
taining and improving functional status, providing early

Minority elderly tend to have higher rates of func- intervention and continuity of care, examining

tional impairment, poverty, poor education, and malnu- co-morbidities, and fostering optimal outcomes.
trition, as well as have more trouble navigating the

health care system. To treat them effectively, experts Although a range of practitioners will be called on
believe, doctors and other practitioners will need to beto deliver care to the majority of the elderly, many
sensitized to the way older minority patients view health €xperts agree that a sufficiently large core of geriatri-
care, taking into account such things as cultural beliefs,cians or “aging specialists” will be eded to provide

utilization patterns, views on dying, and in some casescare for the 15 to 20 percent of the elderly who are the
responses to treatment. oldest and most frail. They also will be needed to advise

and train the doctors, nurses, and other health care

The challenges of delivering high-quality, cost- acitioners who have had little or no geriatric training
effective care to a graying population are formidable, p, ¢ \yhg treat large numbers of elderly patients.
demanding examination of current policy and health
system approaches. Although advances in medical Says one geriatric expert:
science ha\(e shed much light on the aging process and It's not that we have to train 100,000 geriatricians to
the prevention and management of chronic illness, that  {ake care of the soon to be 70 million people over 65,
knowledge has yet to be widely spread among the but rather we need to be sure that the physicians who
health care workforce. are allowed to take care of the most challenging

people in the population have the knowledge and
skills to do it.
WHY GERIATRICS IS UNIQUE

While it is highly likely that elderly patients will
increasingly be cared for by a multidisciplinary team of ~ Acute problems are very often manifestations of a
providers, this issue brief will focus primarily onthe role chronic disease process, such as arteriosclerosis or high
of the physician. Nevertheless, many of the issues raiselood pressure. But because older persons are burdened
can be applied to nurses, social workers, and other alliedby more disease and physiologically incapable of
health professionals who treat older patients. fighting off many of those conditions, even the smallest
change in health status can trigger a catastrophic event.
Thus, while diagnosiand treatment of disease t#ls
important, management of multiple chronic disorders
has emerged as the main challenge in geriatrics.

Looking beyond the Symptom

The elderly most often see general internists and
family physicians, most of whom provide adequate care
to these patients. But the vast majority of physicians
and health care practitioners with older patients have
not been trained in geriatrics and the special needs of For example, an 80-year-old woman who complains
the elderly because it has until recently been a low of a pain in the knee from a fall should be treated much
priority for medical schools. As a result, practitioners differently than a 45-year-old women with a similar



complaint. The geriatrician, for example, will practice health system $16 billion a year to manage, it is often
the “incessant collection of evidence,” trying to ascer- treatable by exercises or medicatton.

tain the extent of the damage to the knee while also
exploring why the elderly woman fell in the first pldce.
Questions such as the following might help the physi-
cian in determining treatment: Is the woman being

prescribed too many medications? If so, is she taking

. L repare meals independently is vulnerable to malnutri-
them? Is she taking other, over-the-counter medications . ; ; -
. ion and associated medical problems. The inability to
that might make her unsteady on her feet or that are

. > . L - prepare meals, which is linked to frailty and depression,
interacting adversely with the prescription medications? ; L )
. . : : often triggers admission to a nursing home at a cost of
Does she live alone or in a senior housing complex gy . i S
. . . 40,000 a year. Physicians with skills in geriatric care
where residents may exchange pills, or did she have an

symptoms before the fall, such as dizziness, palpita—sr?n t;ilnqedotsosi;ddrigzzir;[h%ﬁpg?ﬁ r;] ngﬂe?gm%ot:e
tions, chest pain, or shortness of breath? ymptom, p y 9 y '

Nutrition problems also often go undetected by
physicians but, if managed correctly, can significantly
affect expenditures for health care for the elderly. A
frail senior who gets excellent medical care but cannot

Depression too is a widespread but under-recog-

Because_ of the _Iack of training a.”d the time pres- nized problem among the elderly that, if left untreated,
sures of daily practice, many physicians are not awar€ an lead to serious dysfunction, disability, increased
of or ignore this evidence-collecting process, even Y ' Y,

though it may be crucial to diagnosing and treating their psychiatric and medical morbidity, and premature death

elderly patients. Another important step for practitioners ;:gm zglr(l:(;ies Q%OUZ?SQQL(;”Serfetgﬁzeﬁodnes rS;;;?(;n
treating elderly people is analyzing multiple problems P ymp P !

. according to the Task Force on Aging Research Fund-
and how they interact. For example, proper treatment of. CY .
diabetes in the presence of heart failure and dementia id9: Many elderly people deny or minimize depressive

different from that of diabetes alone. Communications symptoms, and many health care professionals view

skills that allow providers to explain complicated depression as an inevitable part of getting old. Although

" more than 70 percent of elderly suicide victims have
conditions and treatments to persons who may also have I . o
visual, hearing, or cognitive impairment are also Seen their primary care physician within a month of

important, as is the willingness to involve the family. :P:;;S}Zﬁhé]} Tﬁgirr?jlg;ilsys?gg not treated or referred for

Gaps in skills can easily result in physicians’
misdiagnosing, overlooking, or dismissing illnesses as Mainstreaming Geriatrics
the “normal” process of aging because they are not Teachi ici hvsici I th
trained to recognize the different ways that diseases ang | €acNiNg practicing pnysicians as weil as other
drugs affect older patients. This has implications not .ealth care practitioners about he principles of geriat-

only for the kind of care elderly patients receive but for 'cS—convincing them to undergo the cultural shift
health care spending as well. For example, Oldermvolved in moving from an acute to a preventative

patients often react differently to prescription drugs M°deél of care and to look routinely beyond a symptom
than younger people. They also often takdtipla or @se;ase manlfe.statlon—has implications b(?th for
drugs, ordered by multiple physicians in a fee-for- seniors’ quality of life and for health care spending.

service arena, without any one physician coordinating By age 75, elderly adults can expect to have two to
use. However, confusion, lethargy, and falls are condi-three medical conditions. Disability in old age is linked
tions frequently dismissed as “old age,” when they with a poor quality of life, depe®nce on formal and
usually are signs of drug interactions or other underly- informal care providers, and often substantial medical
ing illnesses. According to a 1995 General Accounting and long-term care costs. In addition, disabled persons
Office study, inappropriate use of prescription drugs are at additional risk of other adverse health outcomes,
among the elderly resulted in hospitalizations costing including deteriorating function, acute illness and
about $20 billion a yeaf. injuries, falls, recurrent hospitalizations, and mortality.
Successful prevention or delay of a disability could
emake a substantial difference in the health status and
well-being of the elderly as well as in the care needs
and costs of caring for this population.

Urinary incontinence is another problem that often
goes undetected or is dismissed as a natural cons
guence of aging. Incontinence, which afflicts more than
20 million Americans, is embarrassing to many elderly
who see it as a symbol of lost independence and con- This is particularly true for the frail elderly. The
trol. Although urinary incontinence costs the U.S. average annual health bill for persons over age 85 is



nearly six times greater than for persons age 19 td 64. health needs of the elderly. One stems from a shortage
This population also has less than half the income ofof geriatric faculty. According to “A National Agenda
persons age 65 to 75. And, while recent studies havdor Geriatric Education,” a series of white papers
shown that the percentages of older Americans with ahighlighting problems in geriatric care published in
chronic disabling condition is dropping, three in five 1995 by the Health Resources and Services Administra-
frail elderly persons have a chronic problem, such astion, “inadequate numbers of faculty with knowledge
osteoporosis, arthritis, diabetes or heart disease, thaand skills in geriatrics are being prepared,” despite
could limit their independencé. federal and foundation support for fellowships in

Proponents of geriatric training contend that having afaculty training.

health care workforce that knows how to manage chronic  The shortage of geriatric academicians poses prob-
illnesses and steer patients away from expensive instituiems for mainstreaming geriatrics into daily medical
tional settings could help keep a lid on health costs for thepractice. Faculty are needed to produce future leaders in
elderly—who, not surprisingly, have high utilization geriatric education, research, and administration and to
rates. People over age 65 already average nine physiciahelp with the education and training of generalists. The
visits a year, almost twice the rate for the general popula-Association of American Medical Colleges (AAMC)
tion. They also are hospitalized more than three times agestified in 1998 that 558 faculty members report
often as the younger poputati, have dnger hospital  geriatrics as their medical specialty in the nation's 125
stays, and use twice as many prescription drlifke allopathic medical school8While that figure is a four-
Alliance for Aging Research has noted that the ability to fold increase over 1991, most geriatric leaders believe
delay the occurrence of hip fracture—which causesthe numbers still fall short of what is needed.

physical dependency but can be prevented through careful
screening of an elderly person's home environment
—would save some $5 billion in health costs annually.

The Alliance for Aging Research estimates that the
United States has less than a quarter the number of
geriatric academic physician scientists needed to train
undergraduate students and residents. This shortage
poses a problem since medical faculty often serve as
Some studies predict that at least 20,000 physiciangole models or mentors who influence students' career
with geriatric training are needed to care for the currentchoices. In May 1998 testimony before a congressional
population of elderly Americans. By 2030, some estimate panel, the president of the AAMC said findings from
that the United States will need about 36,000 physicianssurveys his organization has conducted make clear that,
with geriatric training to manage the complex health and when it comes to choosing a specialty, medical students
social needs of its rapidly aging populattén. are highly swayed by their educational experiences.

The Practice Realities

Over the years, there has been a relative rise in the Afterignoring the problem for years, medical schools
proportion of practicing geriatricians, but the numbers of are more actively recruiting students into geriatrics, but
such specialists who either see patients or teach medicdhe task remains difficult. About 16,000 students gradu-
students falls short of what many experts deem necessanate from medical school each year, but, for a variety of
Today, there are about 9,000 certified geriatricians reasons, only a fraction of those students are eager to
practicing in the United StatéSsignificantly up from specialize in geriatrics. One second-year medical student
6,784 in19948 But the pool is not expanding as fast as interviewed, the only one her in her class planning to go
the population it serves and consequently is inadequate ttto geriatrics, said the attitude of her peers is “Why
meet rising patient and training demands. And the actualwvould you want to work with patients that never get
number of geriatricians may decline by the early part of better?” Her comment reflects the lack of exposure to
the 21st century, just as the baby boomers start reachingther geriatricians in the academic environment.

Medlpare .e"g'b'"ty’. because many doctors now: in Part of the problem is that undergraduate medical
practice will have retired and rules that made it relatively ; . ; o )
students still have very little systematic training in geriat-

easy for generahsts to become certified geriatricians haver ics. Only 10 percent of the nation's medical schools make
gotten tougher in recent years.

geriatrics a separate required codfstost medical
schools require the teaching of geriatrics, but those
programs generally incorporate the topic into a required
There are several reasons why insufficient numberscourse or offer it as an elective. Until 1998, for example
of health professionals are being trained to meet themedical students at the University of Pittsburgh's School

A Shortage of Geriatricians



of Medicine were required only to have two days of management of conditions has been cited as one of the
geriatric training in four years of schddAnd when it is major barriers to drawing and retaining recruits into the
offered as an elective, most students are not rushing taeriatric field. The complaints parallel those made by
sign up; less than 3 percent of today's medical studentprimary care doctors about a payment system that
choose to take courses in geriatfics. rewards procedures instead of management.

The situation is similar in graduate medical educa-  The lack of a code for comprehensive geriatric
tion (GME). While the number of residency training assessment has made it difficult for geriatricians to be
programs in internal medicine and family practice reimbursed fully for their services. A typical physician
geriatrics has grown significantly in the past decade, office is geared to see four to six patients an hour,
many geriatric training positions still remain unfilled. In  assuming the physician treats only one symptom for
1996, the latest year for which data are available, onlyeach patient. A geriatrician gets paid less for spending
144 of 222 geriatric training positions offered were time with families, counseling patients, and doing an
filled, according to the AAMC. evaluation to avoid hospitalization than for removing a

These statistics are not surprising. Like other primary "umber of small skin lesions or warts.

care practitioners, geriatricians have not been financially  Visits and consultations, however, represent most of
or professionally rewarded for their work. Those pursuing what geriatricians provide. Medicare's resource-based
aspecialty in geriatrics have experienced low professionakelative value scale system was meant to level the
and public recognition, relatively low incomes, and long playing field so that payments for overvalued services
hours. Thus, the geriatrics field has struggled to attract theyould be reduced, while undervalued procedures would
quality and quantity of physicians needéd. be more fairly compensated. But that has yet to occur;

While salary limitations have an effect on attracting although the Medicare Payment Advisory Commission
physicians to the field, medical school graduates '€POrts that payments for evaluation and management
emerge from training shouldering significant bills. Services have b_een _steadlly rising since 1991,_surg|cal
Some in Congress have tried to address this problem. IFervices are still reimbursed at a disproportionately
1997, for example, Sens. Harry Reid (D-Nev.), Charles Nigher rate. Because Medicare’s physician payment
Grassley (R-lowa), and John Glenn (D-Ohio), intro- policy is essentially still procedure-oriented (paying per

duced a bill (S.780) that would forgive $20,000 of loan Procedure delivered), the program does not reimburse
repayments for fellows in geriatric medicine. The bill for the extra time and resources it takes to evaluate and

died in the 105th Congress. manage older patients—most of whom present with

o ) ~ multiple problems—during an office visit.
Geriatrics also has been slow to grow in academic ] ]
medical centers. It is gaining recognition at a time = Medicare also does not reimburse for the cost of

when resources and opportunities in academia ardnterdisciplinary teams of professionals necessary to

declining, largely attributable to the fiscal pressures of deliver the spectrum of medical, psychological, and
managed care. social services many elderly patients require. Thus,

elderly patients are often hospitalized for conditions

that could more appropriately be managed at home orin
MEDICARE PAYMENT SHORTFALLS a nursing home.

Making the specialty more appealing would likely Nor does Medicare adjust for the age or medical
require significant reforms, particularly in the way complexity of geriatric patients in its reimbursement
Medicare pays for training and reimbursing care to system. As a result, geriatricians have had relatively
geriatricians. Although legislation introduced in recent lower incomes compared to other physicians because
years would boost Medicare graduate medical educatiorthey tend to specialize in care of the frail, chronically ill
(GME) payments for geriatric medicine and psychiatry, elderly, who usually are sicker and require more health
thus far Congress and the administration appear reticentare resources.

about instituting such sweeping reforms. The disincentives in reimbursement extend beyond

Unlike internists or family physicians—who depend practicing doctors. Physicians-in-training, who quickly
on a variety of third-party payers for their revenues— see that procedural and acute care skills are more valued
geriatricians are almost entirely dependent on Medicareby payers, are unwilling to specialize in a field that
by virtue of their patient caseload. But low Medicare requires time-consuming efforts that basically go
reimbursement for complex, prolonged evaluation and unpaid. For training institutions, the costs and rewards



oftraining geriatricians do not favorably compare to fees nursing homes, adult day care centers, ambulatory
received for preparing residents in surgery, for example.clinic-based geriatric evaluation units, geropsychiatry

. . . . units, physician offices, and hospices.
To better manage frail, chronically ill patients, many Phy P

recommend that Medicare be refined to recognize the Congress has taken some small steps to move
social as well as medical components of elderly healthMedicare in this direction. The Balanced Budget Act
care. The fragmented Medicare fee-for-service system(BBA) of 1997 includes a provision that would for the
impedes physicians from delivering a set of Comprehen-ﬁrst time authorize HCFA to direct Medicare GME
sive services to elderly patients, particularly the frail payments to nonhospital providers. The goal of the
and chronically ill. But those who have been trying to measure is to spur more training in community-based
get Medicare to pay extra for case management service§ites by redirecting GME dollars from teaching hospi-
say it has been an uphill battlee@use it fears that tals. The effect on geriatric training is unclear, however.
providers will game the system, the Health Care Financ-For now, HCFA is proposing to pay directly only for
ing Administration (HCFA) has been reluctant to have residents who train in rural health clinics, federally
Medicare cover this service. HCFA officials argue that qualified health centers, and Medicare+Choice plans—
case management is difficult to monitor, hard to target, Sites that were specified by Congress. The proposed
and is easily abused. The agency also is not convincedegulations do not allow nursing homes and hospices
that evidence exists to show that case management angvhere many geriatricians practice) to get direct Medi-
coordination can reduce costs. care GME payments, however.

The agency, however, is interested in offering away Another Medicare policy that some think Congress
to both alter practice patterns and improve efforts to should address deals with a BBA provision that plqces a
increase patient compliance with medication, diet, andc@p on the number of GME slots supported by Medicare.
activity regimens. Consequently, it is in the process of Medical educators and the geriatrics profession have
developing a demonstration to test effective ways toUrgeéd Congress to amend the training restriction to
coordinate care delivered to seniors with chronic illnessesexclude geriatrics fellows. There is areluctance, however,
enrolled in traditional Medicare. Given the higher average 0 make exceptions like this since it could open the
monthly fee-for-service costs for persons with one or floodgates, leading other specialties to seek exemptions.
more chronic conditions, HCFA says the goal of the Congress apparently believes that decisions on residency
project is to “improve the quality of items and services slots are best left to the teachl_ng institutions. Ngvgrthe-
provided to targeted individuals” as well as “reduce less, anecdotally, some physician leaders have indicated

expenditures under Medicare” for these services. that the cap already is limiting geriatric training slots in
teaching hospitals, exacerbating the shortage situation.
Medicare GME Policy For those concerned about the shortage, however,

the effect of overall reduced Medicare support for GME
may be an even bigger worry. Many believe cuts in
GME payments will further weaken the geriatrics field.
_Future cuts to GME, they say, will limit access to skills
that are necessary to provide good geriatric care.

Medicare policy regarding training is another area that
some have identified as warranting reform. Medicare
spends slightly more than $7 billion a year to support
graduate medical education. But that money has histori
cally flowed to teaching hospitals only. As a result,
doctors who provide a large proportion of both primary  The Bipartisan Commission on the Future of Medicare
and specialty care to chronically ill, elderly persons will be looking at many of these areas as part of their
receive most of their geriatrics training in acute-care report to Congress and the administration, which is due
settings. This has inhibited physicians-in-training from out in March of 1999. The commission is now looking at
being exposed to the kinds of patients and conditions seeways to reform Medicare GME policy, including suggest-
in the community-based sites where they might practiceing that the dollars be targeted differently.
and where the vast majority of geriatric care is delivered.

This training gap means that physician trainees areTItIe ViI's Contribution

not seeing geriatricians in a variety of leadership roles.  Although reforming Medicare is viewed by many as
Through its support of medical education, Medicare is key to spurring more interest in geriatrics, Congress has
seen as a potentially important lever to promote expos-used other less generous vehicles to fill training and
ing medical students and residents to non-acute clinicalpractice gaps. Title VIl of the Public Health Service Act
training sites where geriatricians practice. These includeincludes several provisions designed to boost geriatric



training. Through Title VII, Congress spends $9 million practice, and inspire students to enter the field or
each year to fund geriatric education centers (GECs)acquire gerontological skills.

and geriatric training programs (GTPs), which offer

opportunities for a variety of health care professionals

to develop skills for caring for older Americans. But THE VA'S ROLE

this represents only about 3 percent of the $304 million

budget for all Title VI programs. The Department of Veterans Affairs has played a

major role in developing the geriatrics field for more
GECs are affiliated with educational institutions, than 20 years. While 13 percent of the total U.S.
hospitals, nursing homes, community-based centers fopopulation is 65 years of age or older, slightly more
the aged, state agencies, and veterans hospitals and a#ean one-third of the nation's 25 million veterans are in
designed to provide short-term faculty training, curricu- that age range, according to the VA. By 2020, 51
lum or educational resource development, and technicapercent of the veteran population will be 65 years and
assistance and outreach to practitioners in the commuolder. With the veteran population aging more quickly
nity. Some GECs, like the one at the George Washing-than the population as a whole, the VA health system
ton University, form consortia with other medical decided early onto implement strategies to address such
institutions in their community to leverage their collec- changes. These include the establishment of a Geriatric
tive knowledge and resources and to have a broadeResearch Education and Clinical Centers program in
impact on the community and practitioners that deliver 1975 and development of the VA's Geriatric Medicine
care. Despite their shoestring budgets, these entitied-ellowship programin 1978. Both have been supported
have gone beyond simply training health professionalsand expanded over the past two decades.
to facilitating community partnerships. The Greater
Washington DC Area Geriatric Education Center
Consortium, for example, is trying to set up an institute
to improve the training and knowledge base of home
care workers, who are increasingly caring for sicker
elderly patients and need a better understanding of ho
to be part of the health care team.

The training of health care students and profession-
als in geriatrics and gerontology has been a priority for
the VA. Of the more than 100,000 health profession
students who get clinical training experiences in VA
facilities each year, many get their geriatric experiences
V\by rotating through the VA's geriatrics and extended

care clinical programs. The VA had one of the first

Lawmakers also have attempted to boost the numbeiphysician fellowship programs in geriatric medicine and
of geriatricians who can teach others about the field. Init has the largest single program of geriatric fellow-
1998, Congress enacted the Health Professions Educaship—trained physicians in the United States, graduating
tion Partnership Act of 1998 (S.1754), which would 275 physicians between 1978 and 1992. The number of
allow the Secretary of the Department of Health and resident positions in the VA's advanced geriatric
Human Services to provide up to $1 million in grants to training program continues to grow each year, increas-
physicians and dentists who plan &ad¢h geriatric  ing from 41in 1991 to 92 to 160 in 1998. Nearly half of
medicine, psychiatry, and dentistry. The law requires all the graduates from the VA's advanced geriatric
the secretary to establish a program to provide geriatricmedicine training program hold academic appointments
“academic career awards” to junior faculty members in and have become educators of future geriatrictans.
order to promote careers in academic geriatrics. Junior
faculty recipients would getbaut $50,000 apiece a
year for five years to help them do nothing but teach THE IMPACT OF MANAGED CARE
geriatrics. Recipients would be required to provide
training in clinical geriatrics, including the training of del
interdisciplinary teams of health care professionals.

With its emphasis on wellness, prevention, and team
ivery, managed care is helping to integrate geriatrics
into mainstream practice. HMOs and other managed care
The goal of the measure is to protect teaching time systems are ultimately designed to integrate a variety of
and relieve academic geriatricians from the pressure otealth care services and promote population-based
having to see patients to generate clinical revenues thastrategies. Geriatrics appeals to managed care organiza-
supplement their salaries. By helping geriatric faculty tions, which argue they want to promote care manage-
focus on teaching and research, Congress hopes tment while simultaneously equipping practicing physi-
produce mentors and role models who would eventuallycians, nurses, social workers and others on the health care
become directors of departments of medicine, helpteam with the skills to better treat the elderly. Many plans
sensitize medical institutions to the utility of geriatrics have physicians on staff who understand how to care for



the elderly and have put geriatricians in leadership roles PACE serves a population that is hard to treat. In
to better define systems of care. order to participate, patients must be eligible for
nursing home care. The average age of a PACE
enrollee is about 80; they average five to six diagnoses
and are usually on 10 to 12 medications. About 90
percent of PACE enrollees are dually eligible for
Medicaid and Medicare.

Under a capitated rate, Medicare HMOs have the
opportunity to develop systems for the chronically ill
that include routine assessments, geriatric expertise
interdisciplinary delivery, preventive and educational
interventions, psychosocial support, and regular fol-
low-up care. Under a fixed rate, health plans and PACE's goal is to keep frail elderly patients in the
medical groups have the flexibility and incentive to community for as long as possible, so they can function
spend Medicare dollars on both medical and socialoutside of expensive nursing homes. Based on an adult
services provided by a multi-disciplinary team of day-care model, PACE provides a range of services that
practitioners, including basic nutrition, vision and Medicare would not necessarily cover, including prescrip-
hearing aids, or transportation. Geriatric experts say thation drugs, transportation services, and even home
this strategy should guide future reform of Medicare, modifications to prevent falls. Essentially, the program
adding that “selected” nonmedical services, such ascovers what is needed within reason to keep a patient at
social work or transportation, are inextricably linked home. It also features a coordinated team to provide
with successful medical outcomes. services. Patients come to a specific location to receive
medical, nutritional, therapy, or social work services.
They also can see a specialist or primary care doctor at
this site. But the jury is still out on whether it can serve as
a model for managed care because it is highly localized
and covers a small population of patients.

Already a number of managed care plans with
experience treating the chronicailiyunderstand that
nonmedical services need to be linked with medical
care. Many of these plans provide transportation
services, work with patients and their families to make
sure seniors' homes are safe to protect against falls, and HCFA has started a routine system for identifying
provide relief to informal caregivers. Medicare+Choice enrollees who are at high risk for
adverse health outcomes. As of January 1999 HCFA

. -2 will begin requiring all Medicare+Choice plans to
Group Health Cooperative of Puget Sound and I:)"’“:'f"conduct high-risk screening on new enrollees within 90

Care reveal that targeted health promotion and iIInessdayS of enroliment. This screening process is seen as an

management interventions by geriatric nurse practitio- important tool for better geriatric care and can be applied

ne:s _{es}liltgd mPfewer hotsplftalléatlogs and 'Incriasedeasily by all physicians. The tool is a way to get physi-
activity. Raiser Fermanente in San DIego also Nas ajgng g recognize geriatric syndromes in frail elderly
program in which seniors with special health and

. . o . and set up a system of care for those patients. From the
medical needs are identified and referred to receive Cas?)lan‘s perspective, the health risk assessment tool is a
managed, coordinated care services. The_plan_also h ay to focus on identifying those elderly patients who
recently begun proactive screening to identify the

. . . are eligible for disease management and preventive
frailest of its _members so it can develop case managéneajth programs that can reduce the use of expensive
ment strategies for these patients.

hospital and nursing home care. These patients can then
The federal government's PACE projectis an examplebe handled by a case manager (usually a nurse), who
of amanaged care model that cares for an exclusively fraicoordinates the patient’s health and social needs.

feldei:IyEplgpulla,t’loni:)TAk(I:eE“Program O.fdA" Inclus!ve %are Geriatricians say instituting an assessment and case
or(; € q erty, or i d" p_a?{s providers a %a;pltflte i rate management program can help the physician do a better
and advocates a multidisciplinary approach to trea men[%?lb' “There are specialized needs of the geriatric patient

that meets both medical and social needs. Begun as - .
o > at the average physician does not have time to deal
demonstration in 1990, PACE was a replication of On- with but if they do not deal with them it leads to bad

:;Ok’ an expinsglgeéoday—gaLe model that began mSa utcomes,” says one physician. “Case managers serve
ranciscoin the s and that most experts say could Nolq , raqorce for developing and implementing the team

be replicated by managed care plans. Nonetheless, PAC pproach to patients.”

is now being tested at 14 sites around the United States '

and, in 1997, Congress enacted legislation that gave A number of plans, for example, have designated

permanent status to the project, allowing programs tophysicians who want to serve the frail elderly and team

exist without a federal waiver. them with nurse practitioners (N.P.s) having backgrounds

Early findings of a care management program run by
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in geriatrics to provide ongoing primary care and to meet  Kanwal says the goal is to change the medical rubric
with the family. United Healthcare's EverCare program of primary care physicians, moving them away from
relies on geriatric nurse practitioners as case manager&episodic” care to focusing on managing their elderly
who make regular visits to patients in nursing homes topatient’s health and social needs. The group has pro-
detect problems that may go unnoticed by the nursingduced a self-study curriculum that summarizes key
home staff. By working with EverCare physicians and components of practicing clinical geriatrics and offers
other practitioners, N.P.s, who in many states are authoguidelines on specific conditions, such as geriatric
rized to prescribe medicine, can handle problems in thepsychiatry, malnutrition, dementia, falls, pain manage-
nursing home instead of transporting the patients toment, and urinary incontinence.
e s, SO fa, ATIem, whch provides Medcare MO
coverage to 61,000 beneficiaries, has distributed infor-

primary care to nursing home residents and patients N ation to 2,000 physicians in Connecticut, Kentucky,

subacute settings. The plan has a group of physicians WhE)hio and Indiana. Kanwal says that because his plan is

e o e, 1 vluriary  does ot know how aycoctors a sig
visits to hospice patients it or v.vhetherilt has Ie_d physicians to modl_fy_ how they
' practice. While they intend to survey physicians in the
Other plans have set up group clinics for elderly next year to assess the utility of this effort, Kanwal
with chronic illness. At the Kaiser Permanente plan in admits that changing physician behavior is difficult.
Colorado. this effort has produced enhanced patient
satisfaction, lower use of nonprimary care services, and
higher member retention rates.

As the number of older Americans continues to grow,
policymakers, health plans, and providers have increas-
ingly become aware of the special needs of caring for this

Many health plans also have set up pharmacypopulation. This Forum session will bring together a
programs, asking elderly members to bring in their panel of experts to discuss the status of geriatric care
medications and prescriptions for review. This so-called today as well as Medicare incentives and disincentives for
“brown bag” review helps plan doctors assess whethertraining health care professionals and for providing
the medications conflict with each other, have expired, comprehensive, all-inclusive care to the elderly.
or, in the case of a covered benefit, are being filled.

This kind of program can change physician behavior;

according to one managed care plan, 45 percent off HE FORUM SESSION

doctors said t_hat, asa result of the.medical review, they Christine K. Casse| M.D.. M.A.C.P.. chairman of
changed their patients’ prescriptions and about 25

X S the Department of Geriatrics and Adult Development of
percent took patients off all unnecessary medications.

Mount Sinai Medical Center, will open the session with
The Blue Cross and Blue Shield Association and itsa discussion of the benefits of geriatric medicine,
55 plans believe they, too, have a role in helping to academic training issues, and how Medicare payment
integrate geriatrics into primary care practice. In 1997, policies impact the delivery of health care to older
the national association, along with the American Americans. Dr. Cassel is a leading expert in geriatric
Geriatrics Society (AGS), started the National Blue medicine and has published numerous books including
Initiative for Quality Senior Care. NeerajKanwal, M.D., Geriatric Medicine(first published in 1984 and now in
Anthem Blue Cross and Blue Shield’s executive medi- its third edition). Prior to her current position at Mount
cal director for senior markets, says many of the primarySinai, Dr. Cassel served for ten years as Chief of
care physicians his plan worked with acknowledged Internal Medicine at the University of Chicago, where
their lack of skill in caring for elderly patients and were she was professor of Medicine and Public Policy

willing to accept help to become better at geriatrics. ~ Studies, director of the Center on Aging, Health, and

. . Society, and director of the Center for Health Policy
Working with AGS, the Blues plans put together Research, among other positions.

resources designed to help physicians in their day-to-day
practice with senior patients. The program provides Richard D. Della Penna, M.D, physician-in-

physicians with practical tools to use in practice, such ascharge for Continuing Care Services, Home Health, and
workbooks, charting aids, guidelines, and pocket re-Hospice for the San Diego Kaiser Permanente Medical
minder guides. Doctors also earn continuing medical Group, will discuss his experience delivering geriatric
education credits. care in a managed care environment. In addition, Dr.
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