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COMMENTARY

Policy for an Aging Society
A Review of Systems
Christine K. Cassel, MD

MEDICAL STUDENTS AND RESIDENTS ARE TAUGHT

to perform a complete review of systems in a
thorough patient workup. Through this pro-
cess, patients may report less prominent con-

cerns that may be meaningful to the physician’s evalua-
tion. As a complement to the new series, Care of the Aging
Patient: From Evidence to Action, in this issue of JAMA, a
Commentary will provide a forum for discussion of a policy
review of systems for the care of older adults.

In the first article, Reuben1 brings into sharp relief the
need for greater expertise and new approaches to caring for
older patients as they face physical decline and advanced
illness. Using the case of Mr Z, Reuben examines the patient-
care encounter and the analytical and interpersonal pro-
cesses that the physician must undertake. For most US phy-
sicians, both specialists and generalists, this story is likely
unfamiliar, and physicians may hardly be able to imagine
themselves or colleagues conducting the kind of extensive
evaluation described. Patients would flock to this compre-
hensive yet individualized care.

Although this approach is at the core of training in geri-
atric medicine, such specialists are rare, and fewer stu-
dents are seeking careers in geriatrics or primary care. In
each year from 2007 to 2009 fewer than 100 US medical
graduates pursued postdoctoral training in geriatrics.2 The
crisis represented by this shortage is made clear by imag-
ining an alternate scenario: usual care rather than best case.

In the usual care scenario, Mr Z would have been con-
sidered a healthy older man. His falls would not have been
explored and his concerns would have been referred to spe-
cialists. He ultimately could have sustained a major frac-
ture, requiring surgical intervention. During that hospital-
ization, he most likely would have become weak and had
iatrogenic complications, such that even a very prolonged
rehabilitation would not return him to his prior function.
During this time, someone most likely would have discov-
ered that his wife at home had Alzheimer disease and was
unable to care for herself. Hopefully, a capable social worker
would have helped husband and wife to be admitted to the
same long-term care facility, but they might have been sepa-

rated since he would be in rehabilitation and she in custo-
dial care. Their complex health care could lead not only to
poor patient care but to costly overuse of technologies3,4 and
most importantly loss of the function, dignity, and per-
sonal values they would have chosen.

Reuben’s careful analysis suggests that anticipating and
addressing patients’ evolving short-term, midterm, and long-
term issues provides better care in all metrics: quality, fewer
errors, and reduced overuse of health care services. Every-
one is better off. Why don’t patients have more access to
this kind of care and what will it take to provide it?

The 6 characteristics of optimal quality of care for a pa-
tient facing frailty are: (1) extensive knowledge of the ag-
ing process, of prognostic indicators, and the multiple geri-
atrics syndromes; (2) proactive and anticipatory care that
is longitudinal; (3) a well-functioning practice structure with
a multidisciplinary team or network, in which care is co-
ordinated efficiently and effectively and linked to commu-
nity resources; (4) personal interaction with the relation-
ship grounded in good communication skills and a clear sense
of the patient’s values, goals, and preferences; (5) practices
that manage care across diverse settings to ensure safe tran-
sitions and continuity; and (6) health care institutions, es-
pecially hospitals, that incorporate acute care of the elderly
units, early mobilization, careful attention to drug interac-
tions, and other best practices to reduce the grave risk they
currently pose to frail, older individuals.

Several current US policy initiatives may have the poten-
tial to improve the situation.

First, workforce support for primary care should always
include explicit attention to geriatric medicine. Most geri-
atric specialists begin postgraduate training in family medi-
cine or general internal medicine, the 2 largest and most-
threatened primary care specialties. Geriatric medicine is at
even greater risk—less widely sought than primary care. As
initiatives to reallocate residency positions under the gradu-
ate medical education (GME) limits are considered,5,6 geri-
atric medicine should be foremost on that list—a core dis-
cipline for Medicare and Medicare GME payment priorities.
Incentives such as loan forgiveness or repayment may help
bridge the gap until effective payment reform occurs.

See also pp 2686 and 2703.

Author Affiliation: Dr Cassel is President, American Board of Internal Medicine,
Philadelphia, Pennsylvania.
Corresponding Author: Christine K. Cassel, MD, American Board of Internal Medi-
cine, 510 Walnut St, Ste 1700, Philadelphia, PA 19106 (ccassel@abim.org).

©2009 American Medical Association. All rights reserved. (Reprinted) JAMA, December 23/30, 2009—Vol 302, No. 24 2701

 by Christopher Buttery on December 30, 2009 www.jama.comDownloaded from 

http://jama.ama-assn.org


Second, for all Medicare-supported training, Medicare
could require core content in geriatrics related to every spe-
cialty. Medicare is beginning to evaluate how to make pub-
lic money and the public good it supports in medical train-
ing accountable for the products of that training.7

Third, payment reform and incentives should be devel-
oped to promote geriatrics careers and best practices. In-
novative approaches to physician prepayment or salary mod-
els should be strengthened within Medicare—especially those
that link Medicare and Medicaid across hospital, nursing
home, and home care patients. The acute care of the el-
derly program shows that comprehensive payment ap-
proaches allow clinicians and interdisciplinary teams to
achieve better outcomes at less cost.8 In the private sector,
the “concierge model” demonstrates the feasibility of pay-
ing a monthly fee to a physician for responsibility and ac-
countability for coordinating care of the patient. A similar
model could be tested in Medicare—a modest “retainer” to
physicians willing to assume responsibility for managing and
coordinating a patient’s care. This model may emerge through
the Centers for Medicare & Medicaid Services–sponsored
patient-centered medical home demonstration program.9 If
so, specific parameters outlined by the geriatric evalua-
tions described by Reuben1 would allow meaningful risk ad-
justment and focus on the medical home for the patients
whose illness complexity and frailty risk require more in-
tensive coordination of services. The expertise of geriatric
medicine should be available to every “medical home.”

Moreover, current proposals to reduce or eliminate pay-
ments for hospital readmission in Medicare could stimu-
late the development of acute care for the elderly units, but
these patients are not always readmitted; they may lose func-
tion and require home care or nursing home care. Linking
hospitals and nursing homes more closely would create
greater accountability for the transitions and interactions
among multiple sites of care.

In addition to innovative new care delivery and payment
models, geriatricians and geriatrics-trained primary care phy-
sicians need to be compensated commensurate with their
subspecialty training and in parity with other specialties to
draw students to these specialties.

Fourth, expanded support of comparative effectiveness
research should reflect the magnitude of Medicare expen-
ditures. The emphasis on comparative effectiveness re-
search evidenced by the Institute of Medicine’s report4 could
advance health policy for the geriatric population. A criti-
cal missing piece in the evidence base is the application of
any medical procedure or even a clinical guideline or qual-
ity measure for patients in their 80s and 90s. Pay-for-
reporting (or for-performance) programs, such as the Cen-
ters for Medicare & Medicaid Services’ physician quality
reporting initiative, should not be based on data that only
apply to a small number of atypical Medicare patients. Com-
parative effectiveness research can provide greater ad-
vances for new forms of value-based purchasing.

Fifth, full integration of health information technology
should be adopted in geriatric care. The US government could
call for ways to define meaningful use, the legislated crite-
rion for incentive payments related to electronic medical rec-
ord adoption that improve care for older patients, given the
significant investment being made and the urgent need to
improve care in this area. For example, health information
technology might facilitate clinical practice such as prog-
nostication and provision of appropriate evaluation tools
(Table 1, Reuben1) or documentation of advance directives
in real time on the desktop. Policy makers also need to sup-
port local efforts to develop and implement physician or-
ders for life-sustaining treatment (POLST).10 This should
include requiring medical record sharing among special-
ists and acute and long-term care facilities. At least 13 states
currently allow orders to withhold life-sustaining treat-
ment when requested by patients to be transferred from nurs-
ing home to emergency medical technicians, emergency de-
partments, or hospitals.

This moment presents an extraordinary opportunity for
the United States to redesign Medicare and Medicaid to truly
reflect the most efficient and effective care for the patients
for whom it is most important. These patients are the in-
visible consumers in the US health care system. It is time to
build a system of personalized care based on evidence that
works for the legions of patients like Mr Z, so that patients
and health care teams can together develop care plans that
incorporate not only medical conditions but respect the pa-
tient’s desire to remain able to care for a spouse or partner,
reduce the risk of injury, optimize function, and maintain
independence and dignity as long as possible.

Financial Disclosures: None reported.

REFERENCES

1. Reuben DB. Medical care for the final years of life: “when you’re 83, it’s not
going to be 20 years.” JAMA. 2009;302(24):2686-2694.
2. American Geriatrics Society Geriatrics Workforce Policy Studies Center. ADGAP
surveys of geriatric medicine fellowship programs—2009 update. http://www
.adgapstudy.uc.edu/slides.cfm. Accessed November 12, 2009.
3. Yang Z, Norton EC, Stearns SC. Longevity and health care expenditures: the
real reasons older people spend more. J Gerontol B Psychol Sci Soc Sci. 2003;
58(1):S2-S10.
4. Committee on Comparative Effectiveness Research Prioritization; Institute of
Medicine. Initial national priorities for comparative effectiveness research. Na-
tional Academies Press Web site. http://www.nap.edu/catalog.php?record_id
=12648. Accessed July 22, 2009.
5. Affordable Health Care for America Act, HR 3962, 111th Cong, 1st Sess (2009).
6. America’s Healthy Future Act of 2009, S 1796, 111th Cong, 1st Sess (2009).
7. Medicare Payment Advisory Commission. Report to the Congress: improving
incentives in the Medicare program, June 2009. http://www.medpac.gov/documents
/Jun09_EntireReport.pdf. Accessed November 12, 2009.
8. Palmer RM, Counsell SR, Landefeld C. Acute care for elders units: practical con-
siderations for optimizing health outcomes. Dis Manage Health Outcomes. 2003;
11(8):507-517.
9. US Department of Health and Human Services. Fact sheet: Medicare-
Medicaid advanced primary care demonstration initiative. US government health
reform Web site. http://www.healthreform.gov/newsroom/factsheet/medicalhomes
.html. Accessed November 12, 2009.
10. Center for Ethics in Health Care; Oregon Health & Science University. POLST:
physician orders for life-sustaining treatment paradigm. http://www.ohsu.edu
/polst/. Accessed July 22, 2009.

COMMENTARY

2702 JAMA, December 23/30, 2009—Vol 302, No. 24 (Reprinted) ©2009 American Medical Association. All rights reserved.

 by Christopher Buttery on December 30, 2009 www.jama.comDownloaded from 

http://jama.ama-assn.org

