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The presence of hospitalists has been a major change in
acute care in recent decades. The demographics of hospitalized patients also have changed, with a substantial
increase in the proportion of patients aged 65 years and
older to almost 50%. Older hospitalized patients represent a medically complex population, with multiple
chronic conditions including cognitive impairment.1 It
is noteworthy that, in many US hospitals, the majority
of older patients are now cared for by hospitalists without subspecialty training in geriatric medicine.2 The
convergence of these changes has led us to ask important questions about the best approach to caring for the
growing population of hospitalized older patients.
The care of older hospitalized patients poses unique
challenges both during and following a hospitalization
event. This patient population tends to have multiple
chronic conditions coupled with frequent healthcare
utilization or transitions in care (eg, hospital to postacute care). In addition, geriatric syndromes are common among this group and may include: delirium,
dementia, depression, functional impairment, falls,
incontinence, pain, polypharmacy, and unintentional
weight loss. It is also common for multiple geriatric
syndromes to co-occur (eg, falls and incontinence). The
presence of one or more geriatric syndromes may complicate patient care and additionally impact outcomes,
including hospitalization and mortality.3,4 An interdisciplinary geriatric team specifically diagnoses and treats
these syndromes within the context of other presenting
illnesses and comorbidities. Thus, a logical hypothesis
would be that specialized geriatric consultation would
improve outcomes of older hospitalized patients.
The study by Nazir et al.5 in this issue of the Journal of Hospital Medicine explores this hypothesis, but
generates more questions than answers. Briefly, the
study examines a cohort of older hospitalized patients
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with cognitive impairment (CI). The authors compare
rehospitalization and mortality outcomes among 176
patients who received geriatric consultation services
(GCS) and 239 patients who received usual hospital
care. Although the intervention group differed from
the usual care group in meaningful ways outside of
the intervention, the investigators did due diligence to
adjust for these differences in their analysis. After
adjustment, 30-day and 1-year mortality outcomes
were comparable between groups, and the hazard for
30-day readmissions was higher for the GCS group.
These findings stood contrary to the authors’
hypothesis and what many would expect with subspecialty involvement during hospitalization. As the
authors point out, however, we should interpret these
findings cautiously due to a number of factors that
may contribute to the seemingly limited effect of GCS
in this study. First, it is important to note that this
study occurred between 2006 and 2008. The emphasis
on hospital readmissions as an important clinical outcome was increasing, although it had not reached the
level that followed the 2009 publication by Jencks
et al.6 This emphasis further intensified following the
inclusion of the Hospital Readmissions Reduction Program (HRRP) as part of the Affordable Care Act.7
Thus, the implementation of the GCS in this
university-affiliated hospital may have reflected this
pre-HRRP period. For example, the team-based
rounds occurred only at the time of the initial consult.
If a similar GCS were designed today in the postHRRP period, one could imagine more intense teambased involvement occurring throughout the hospital
stay, in particular near the time of discharge. In addition, recent studies underscore the importance of supporting transitions in care for older adults, who are
often in need of postacute care, home health, and
other services following hospitalization.8 As noted by
Nazir and colleagues, other interventions that have
shown an impact on 30-day readmissions were
“multifaceted and included personnel who provide
bridging between the hospital and outpatient setting.”
The authors also mentioned that a future component
of preventing hospital readmissions was a stronger
emphasis on advance care planning (ACP) discussions
both during and following hospitalization. Neither of
these key elements (eg, care transition personnel or
proactive ACP discussions) was part of the GCS
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model evaluated in this study. Thus, it is unknown to
what extent the higher 30-day readmissions that
occurred for the GCS group were consistent with
patient/family goals of care. It is also unknown to
what extent these readmissions were potentially
unavoidable.
Perhaps even more importantly, this study is a
reminder of the difference between efficacy and effectiveness; that is, does geriatric consultation work (efficacy) versus does a GCS as implemented at this
specific hospital work (effectiveness)? The latter
reflects not only aspects of what a geriatric interdisciplinary team may diagnose and recommend, but
includes how patients are identified for consultation
(referral process), the environment in which the consultation occurs (care coordination on unit or among
team), and the fidelity to GCS recommendations.
Without reported measures, it is unclear to what
extent GCS achieved better recognition and treatment
of geriatric syndromes, a reduction in polypharmacy,
and optimal discharge planning. Theoretically, it is
through the robust implementation of these components that better clinical outcomes would result. Even
with a high degree of intervention implementation,
12-month outcomes may be too far removed from the
GCS intervention, especially for older patients with CI
who are at high risk for decline.
Unfortunately, geriatric syndromes often go unrecognized, with high rates of polypharmacy at hospital
discharge9 and more than 50% of inpatients with
unrecognized dementia,10 delirium,11 depression,12
and nutritional risk.13 Thus, our need for hospital
geriatric care and expertise is greater than ever. This
study highlights many of the challenges of the traditional consultative model of care and a need for innovative approaches to recognize and treat geriatric
syndromes. It is likely that, given the complex nature
of geriatric patients, efficacious consultative models
will need to address multiple chronic conditions and
extend beyond the hospital discharge period. However, based on available evidence, it is currently
unclear what specific interventions are efficacious and
what type of geriatric consultative model is required.
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No matter the method, hospitalists must recognize the
unique challenges of this population and work to
ensure safe hospitalization and care transitions.
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