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It is projected that one of eight persons in the 
United States will be aged 65 years or older by the 
year 2000.1 Recently, several recommendations 
have been offered for meeting the current and fu­
ture medical demands of the aged as a result of this 
population change.2’3 Two divergent approaches 
have been suggested for providing primary care: 
(1) increasing the number and quality of geriatric 
specialists, and (2) increasing the competence of 
primary care physicians (ie, family physicians, in­
ternists, and general practitioners). This discus­
sion explores the need for training more geriatri­
cians as recommended by some sources,4,5 and 
attempts to determine whether geriatrics is a valid 
medical specialty or a general approach to primary 
care.

The Question of Geriatrics
Several sources indicate that the aged have 

been poorly served by the medical community in 
the past. Kane et al6 have found that the average
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length of an encounter between physician and pa­
tient declines with age, especially as the aged are 
institutionalized. According to their study, pri­
mary care physicians have generally failed to take 
responsibility for the medical care of the elderly. 
Portnoi7 suggests that institutionalization is too 
readily regarded as a solution for treating aged pa­
tients. It has also been noted that the cost of medi­
cal care for the aged has grown phenomenally 
without attendant improvement in health status.8

These factors suggest to some that geriatrics 
should be given specialty status. This develop­
ment would be accompanied by a broad array of 
options including the proliferation of training pro­
grams in geriatrics and expansion of the number of 
geriatricians in primary care practice. If geriatrics 
attained board-certified specialty status and 
broader recognition in the medical community, it 
is assumed that higher quality care for the aged 
would result. There is also the issue of whether 
geriatrics is a specialty meriting such status. Ad­
vocates of this position present a number of argu­
ments: (1) care for the medical problems of the 
aged should not be limited to specific areas of 
medicine, (2) a holistic approach is most appro­
priate, and (3) among the aged there is no singu­
larity of medical requirements; rather, there exists 
a plurality of medical and social needs. The pri­
mary issue is whether geriatrics is a unique science 
(or specialty area) or a general approach to medi­
cal care.
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GERIATRICS AND GERIATRICIANS

In addressing whether geriatrics is a valid spe­
cialty worthy of expanded development or a gen­
eral approach that should be limited to primary 
care, the fundamental reasons for and against in­
creased specialization should be considered.

Geriatrics as a Specialty
The development of geriatrics as a specialty can 

be supported from the perspective that the medical 
needs of the aged are not being served adequately 
by the present medical care system.9 Physicians 
are not solely responsible for the diverse social 
factors that prevent the aged from gaining access 
to medical care, but they could be more respon­
sive in modifying their practice patterns to facili­
tate delivery of services to the aged. Some special 
consideration may be necessary (eg, aid in billing, 
responsiveness to social changes such as living or 
marital arrangements, aid in transportation).

A second reason for increasing specialization in 
geriatric medicine involves the generic nature of 
medical care for the aged. The medical problems 
of the aged—senile dementia, nutritionally based 
systemic changes in physical and psychological 
function, general physical and mental deteriora­
tion, cancer (eg, prostate), and other problems 
prevalent in the aged—are complex. Although bas­
ically primary care physicians are trained to treat 
these problems, frequently insufficient attention is 
paid to the scope of the problems, the potential for 
adverse reactions, and the length of rehabilitation.

A third reason for expanding geriatric speciali­
zation relates to the projected oversupply of phy­
sicians in urban areas. Analyses of the geographi­
cal distribution of physicians have shown that 
oversupply is accompanied by an increase in spe­
cialization in urban areas (with concomitantly 
higher expense and overutilization by patients).10'11 
It may be appropriate to channel the oversupply 
into the greatest area of need, such as geriatrics.

A final reason for expanding geriatric speciali­
zation concerns the dissemination of information 
on geriatric medicine. Who will instruct physicians 
(ie, in continuing medical education) in the needs 
of the aged and the treatment methods most con­
ducive to improved mental or physical status? In­
ternists, family physicians, general practitioners, 
or other primary care specialists all need training 
from specialists to improve the delivery of medical 
care to the aged. This training is most easily ac-
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complished when a large body of specialists are to 
provide instruction.

Geriatrics Through Primary Care
A principal reason why there should be no 

further development of a geriatric specialty is that 
medical diagnoses and treatments for the aged 
may not be sufficiently different to require special­
ization. The delivery of primary medical care to 
the aged can best be managed by existing primary 
care physicians who are responsible for the provi­
sion of medical care to all patients. The older pa­
tient, as much as any other patient, may require 
specialist care, but the mechanism already exists 
for the referral of primary care patients to spe­
cialty treatment.

Second, further specialization will contribute to 
a disjointed medical care system. That system is 
already excessively fragmented, and the prolifera­
tion of geriatricians to serve primary care needs is 
the wrong means for achieving a desirable end. 
There is little question that generalists and special­
ists both want patients to receive the best treat­
ment possible, but this does not necessarily call 
for additional specialization.

A third reason why geriatric medicine should be 
provided by primary care physicians, rather than 
geriatricians, involves the delivery of care. Diag­
noses and treatments that are most appropriate for 
the aged patient are those arrived at by use of a 
holistic approach, with emphasis on economic, nu­
tritional, psychosocial, and rehabilitative circum­
stances not normally addressed by the individual 
specialist. Maintenance of wellness and treatment 
of disease in the aged necessitate a diverse range 
of skills from a team of medical and nonmedical 
experts coalesced into a functional whole. This 
approach can be rendered effectively through pri­
mary care medicine.

Finally, the additional training of geriatricians 
may also be unnecessary in view of greater patient 
segregation in specialty medicine.12 A geriatrics 
specialty singles out the aged patient receiving 
primary care. This separation of the older patient 
from younger patients may be inimical to the belief 
that geriatric patients should get better. They are 
viewed as special cases, contributing to the belief 
that the aging are different—that their deteriora­
tion is somehow acceptable.
Continued on page 328
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A Proposed Solution
The problems in providing medical care to the 

aged result from a system in which reimbursement 
mechanisms have favored incremental care and 
eventual institutionalization. The system is ex­
cessively fractionated. Creating a primary care 
model that is specialist dependent is not a solution 
for the problems of the aged patient. First, care for 
the aged should not focus upon use of a single 
provider, since the diversity of needs can be ap­
proached feasibly only by individuals competent 
in a variety of disciplines. Second, medical school 
curricula should include more course work in ger­
ontology, and primary care physicians should be 
given continuing education in the area of gerontol­
ogy. These approaches will result in the delivery 
of services by the most appropriate providers.

There can be little argument about the need for 
the medical care field to continue discourse over 
the future of geriatric medicine. It is also apparent 
that a timely resolution should be reached 
on which course to follow. To the authors, the 
arguments on the side of primary care seem more 
persuasive.
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