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Hospitalists and others acute-care providers are limited by
gaps in evidence addressing the needs of the acutely ill
older adult population. The Society of Hospital Medicine
sponsored the Acute Care of Older Patients Priority Setting
Partnership to develop a research agenda focused on
bridging this gap. Informed by the Patient-Centered Out-
comes Research Institute framework for identification and
prioritization of research areas, we adapted a methodology
developed by the James Lind Alliance to engage diverse
stakeholders in the research agenda setting process. The
work of the Partnership proceeded through 4 steps: conven-
ing, consulting, collating, and prioritizing. First, the steering
committee convened a partnership of 18 stakeholder organi-
zations in May 2013. Next, stakeholder organizations sur-
veyed members to identify important unanswered questions

in the acute care of older persons, receiving 1299
responses from 580 individuals. Finally, an extensive and
structured process of collation and prioritization resulted in
a final list of 10 research questions in the following areas:
advanced-care planning, care transitions, delirium,
dementia, depression, medications, models of care, physi-
cal function, surgery, and training. With the changing dem-
ographics of the hospitalized population, a workforce with
limited geriatrics training, and gaps in evidence to inform
clinical decision making for acutely ill older patients, the
identified research questions deserve the highest priority
in directing future research efforts to improve care for the
older hospitalized patient and enrich training. Journal of
Hospital Medicine 2015;00:000–000. VC 2015 Society of
Hospital Medicine

Older adults with high levels of medical complexity
occupy an increasing fraction of beds in acute-care
hospitals in the United States.1,2 By 2007, patients age
65 years and older accounted for nearly half of adult
inpatient days of care.1 These patients are commonly
cared for by hospitalists who number more than
40,000.3 Although hospitalists are most often trained
in internal medicine, they have typically received lim-
ited formal geriatrics training. Increasingly, access to
experts in geriatric medicine is limited.4 Further, hos-
pitalists and others who practice in acute care are lim-
ited by the lack of research to address the needs of the
older adult population, specifically in the diagnosis
and management of conditions encountered during
acute illness.

To better support hospitalists in providing acute
inpatient geriatric care, the Society of Hospital Medi-
cine (SHM) partnered with the Association of Spe-
cialty Professors to develop a research agenda to

bridge this gap. Using methodology from the James
Lind Alliance (JLA) and the Patient Centered Out-
comes Research Institute (PCORI), the SHM joined
with older adult advocacy groups, professional soci-
eties of providers, and funders to create a geriatric-
focused acute-care research agenda, highlighting 10
key research questions.5–7 The goal of this approach
was “to produce and promote high integrity,
evidence-based information that comes from research
guided by patients, caregivers, and the broader health-
care community.”8 In this article, we describe the
methodology and results of this agenda-setting pro-
cess, referred to as the Acute Care of Older Patients
(ACOP) Priority Setting Partnership.

METHODS
Overview

This project focused on topic generation, the first step
in the PCORI framework for identification and priori-
tization of research areas.5 We employed a specific
and defined methodology to elicit and prioritize
potential research topics incorporating input from rep-
resentatives of older patients, family caregivers, and
healthcare providers.6

To elicit this input, we chose a collaborative and
consultative approach to stakeholder engagement,
drawing heavily from the published work of the JLA,
an initiative promoting patient-clinician partnerships
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in health research developed in the United Kingdom.6

We previously described the approach elsewhere.7

The ACOP process for determining the research
agenda consisted of 4 steps: (1) convene, (2) consult,
(3) collate, and (4) prioritize.6 Through these steps,
detailed below, we were able to obtain input from a
broad group of stakeholders and engage the stake-
holders in a process of reducing and refining our
research questions.

Convene
The steering committee (the article’s authors) con-
vened a stakeholder partnership group that included
stakeholders representing patients and caregivers,
advocacy organizations for the elderly, organizations
that address diseases and conditions common among
hospitalized older patients, provider professional soci-
eties (eg, hospitalists, subspecialists, and nurses and
social workers), payers, and funders. Patient, care-
giver, and advocacy organizations were identified
based on their engagement in aging and health policy
advocacy by SHM staff and 1 author who had com-
pleted a Health and Aging Policy Fellowship
(H.L.W.).

The steering committee issued e-mail invitations to
stakeholder organizations, making initial inquiries
through professional staff and relevant committee
chairs. Second inquiries were made via e-mail to each
organization’s volunteer leadership. We developed a
webinar that outlined the overall research agenda set-
ting process and distributed the webinar to all stake-
holders. The stakeholder organizations were asked to
commit to (1) surveying their memberships and (2)
participating actively in prioritization by e-mail and at
a 1-day meeting in Washington DC.

Consult
Each stakeholder organization conducted a survey of
its membership via an Internet-based survey in the
summer of 2013 (see Supporting Information, Appen-
dix A, in the online version of this article). Stake-
holder organizations were asked to provide up to 75
survey responses each. Though a standard survey was
used, the steering committee was not prescriptive in
the methodology of survey distribution to accommo-
date the structure and communication methods of the
individual stakeholder organizations. Survey respond-
ents were asked to identify up to 5 unanswered ques-
tions relevant to the acute care of older persons and
also provide demographic information.

Collate
In the collating process, we clarified and categorized
the unanswered questions submitted in the individual
surveys. Each question was initially reviewed by a
member of the steering committee, using explicit crite-
ria (see Supporting Information, Appendix B, in the
online version of this article). Questions that did not

meet all 4 criteria were removed. For questions that
met all criteria, we clarified language, combined simi-
lar questions, and categorized each question. Catego-
ries were created in a grounded process, in which
individual reviewers assigned categories based on the
content of the questions. Each question could be
assigned to up to 2 categories. Each question was then
reviewed by a second member of the steering commit-
tee using the same 4 criteria. As part of this review,
similar questions were consolidated, and when possi-
ble, questions were rewritten in a standard format.6

Finally, the steering committee reviewed previously
published research agendas looking for additional rel-
evant unanswered questions, specifically the New
Frontiers Research Agenda created by the American
Geriatrics Society in conjunction with participating
subspecialty societies,9 the Cochrane Library, and
other systematic reviews identified in the literature via
PubMed search.10–15

Prioritize
The resulting list of unanswered questions was priori-
tized in 2 phases. First, the list was e-mailed to all
stakeholder organizations. The organizations were
asked to vote on their top 10 priorities from this list
using an online ballot, assigning 10 points to their
highest priority down to 1 point for their lowest pri-
ority. In so doing, they were asked to consider explicit
criteria (see Supporting Information, Appendix B, in
the online version of this article). Each organization
had only 1 ballot and could arrive at their top 10 list
in any manner they wished. The balloting from this
phase was used to develop a list of unanswered ques-
tions for the second round of in-person prioritization.
Each priority’s scores were totaled across all voting
organizations. The 29 priorities with the highest point
totals were brought to the final prioritization round
because of a natural cut point at priority number 29,
rather than number 30.

For the final prioritization round, the steering com-
mittee facilitated an in-person meeting in Washington,
DC in October 2013 using nominal group technique
(NGT) methodologies to arrive at consensus.16 During
this process stakeholders were asked to consider addi-
tional criteria (see Supporting Information, Appendix
B, in the online version of this article).

RESULTS
Table 1 lists the organizations who engaged in 1 or
more parts of the topic generation process. Eighteen
stakeholder organizations agreed to participate in the
convening process. Ten organizations did not respond
to our solicitation and 1 declined to participate.

Seventeen stakeholder organizations obtained survey
responses from a total of 580 individuals (range, 3–150
per organization), who were asked to identify impor-
tant unanswered questions in the acute care of older
persons. Survey respondents were typically female
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(77%), white (85%), aged 45 to 65 years (65%), and
identified themselves as health professionals (90%).
Twenty-six percent of respondents also identified as
patients or family caregivers. Their surveys included
1299 individual questions.

Figure 1 summarizes our collation and prioritization
process and reports the numbers of questions resulting
at each stage. Nine hundred nineteen questions were
removed during the first review conducted by steering
committee members, and 31 question categories were
identified. An additional 305 questions were removed
in the second review, with 75 questions remaining. As
the final step of the collating process, literature review
identified 39 relevant questions not already suggested
or moved forward through our consultation and colla-
tion process. These questions were added to the list of
unanswered questions.

In the first round of prioritization, this list of 114
questions was emailed to each stakeholder organization
(Table 1). After the stakeholder voting process was
completed, 29 unanswered questions remained (see
Supporting Information, Appendix C, in the online ver-
sion of this article). These questions were refined and
prioritized in the in-person meeting to create the final
list of 10 questions. The stakeholders present in the
meeting represented 13 organizations (Table 1). Using
the NGT with several rounds of small group breakouts
and large group deliberation, 9 of the top 10 questions
were selected from the list of 29. One additional highly
relevant question that had been removed earlier in the
collation process regarding workforce was added back
by the stakeholder group.

This prioritized research agenda appears in Table 2
and below, organized alphabetically by topic.

1. Advanced care planning: What approaches for
determining and communicating goals of care
across and within healthcare settings are most
effective in promoting goal-concordant care for
hospitalized older patients?

2. Care transitions: What is the comparative effec-
tiveness of transitional care models on patient-
centered outcomes for hospitalized older adults?

3. Delirium: What practices are most effective for
consistent recognition, prevention, and treatment
of delirium subtypes among hospitalized older
adults?

4. Dementia: Does universal assessment of hospital-
ized older adults for cognitive impairment (eg, at
presentation and/or discharge) lead to more appro-
priate application of geriatric care principles and
improve patient-centered outcomes?

5. Depression: Does identifying depressive symptoms
during a hospital stay and initiating a therapeutic
plan prior to discharge improve patient-centered
and/or disease-specific outcomes?

6. Medications: What systems interventions improve
medication management for older adults (ie,
appropriateness of medication choices and dosing,
compliance, cost) in the hospital and post–acute
care?

7. Models of care: For which populations of hospital-
ized older adults does systematic implementation
of geriatric care principles/processes improve
patient-centered outcomes?

8. Physical function: What is the comparative effec-
tiveness of interventions that promote in-hospital
mobility, improve and preserve physical function,
and reduce falls among older hospitalized patients?

9. Surgery: What perioperative strategies can be used
to optimize care processes and improve outcomes
in older surgical patients?

10. Training: What is the most effective approach to
training hospital-based providers in geriatric and
palliative care competencies?

Table 2 also contains a capsule summary of the
scope of the problem addressed by each research pri-
ority, a capsule summary of related work in the con-
tent area (what is known) not intended as a
systematic review, and proposed dimensions or sub-
questions suggested by the stakeholders at the final
prioritization meeting

DISCUSSION
Older hospitalized patients account for an increasing
number and proportion of hospitalized patients,1,2

and hospitalists increasingly are responsible for inpa-
tient care for this population.3 The knowledge
required for hospitalists to deliver optimal care and
improve outcomes has not kept pace with the rapid

TABLE 1. Stakeholder Organizations Participating in
the Acute Care of Older Persons Priority Setting
Partnership

Organization (N 5 18)

Consultation %

of Survey

Responses

(N 5 580)

Prioritization

Round 1

Prioritization

Round 2

Alzheimer’s Association 7.0% Yes Yes
American Academy of Neurology 3.4% Yes Yes
American Association of Retired Persons 0.8% No No
American College of Cardiology 11.4% Yes Yes
American College of Emergency

Physicians
1.3% No No

American College of Surgeons 1.0% Yes Yes
American Geriatrics Society 7.6% Yes Yes
American Hospital Association 1.7% Yes No
Centers for Medicare & Medicaid Services 0.8% Yes Yes
Gerontological Society of America 18.9% Yes Yes
National Alliance for Caregiving 1.0% Yes Yes
National Association of Social Workers 5.9% Yes Yes
National Coalition for Healthcare 0.6% No No
National Institute on Aging 2.1% Yes Yes
National Partnership for Women

and Families
0.0% Yes Yes

Nursing Improving Care for
Healthsystem Elders

28.6% Yes No

Society of Critical Care Medicine 12.0% Yes Yes
Society of Hospital Medicine 4.6% Yes Yes
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growth of either hospitalists or hospitalized elders.
Through a rigorous prioritization process, we identi-
fied 10 areas that deserve the highest priority in
directing future research efforts to improve care for
the older hospitalized patient. Assessment, prevention,
and treatment of geriatric syndromes in the hospital
account for almost half of the priority areas. Addi-
tional research is needed to improve advanced care
planning, develop new care models, and develop train-
ing models for future hospitalists competent in geriat-
ric and palliative care competencies.

A decade ago, the American Geriatric Society and
the John A. Hartford Foundation embarked upon a
research agenda aimed at improving the care of hospi-
talized elders cared for by specialists (ie, New Fron-
tiers in Geriatrics Research: An Agenda for Surgical
and Related Medical Specialties).9 This effort differed
in many important ways from the current priortiza-
tion process. First, the New Frontiers agenda focused
upon specific diseases, whereas the ACOP agenda
addresses geriatric syndromes that cut across multiple
diseases. Second, the New Frontiers agenda was made
by researchers and based upon published literature,
whereas the ACOP agenda involved the input of mul-
tiple stakeholders. Finally, the New Frontiers priori-
tized a research agenda across a number of surgical
specialties, emergency medicine, and geriatric rehabili-
tation. Hospital medicine, however, was still early in
its development and was not considered a unique spe-

cialty. Since that time, hospital medicine has matured
into a unique specialty, with increased numbers of
hospitalists,3 increased research in hospital medi-
cine,17 and a separate recertification pathway for
internal medicine licensure.18 To date, there has not
been a similar effort performed to direct geriatric
research efforts for hospital medicine.

For researchers working in the field of hospital medi-
cine, this list of topics has several implications. First, as
hospitalists are commonly generalists, hospitalist
researchers may be particularly well-suited to study
syndromes that cut across specialties. However, this
does raise concerns about funding sources, as most
National Institutes of Health institutes are disease-
focused. Funders that are not disease-focused such as
PCORI, National Institute on Aging, National Institute
of Nursing Research, and Agency for Healthcare
Research and Quality, and private foundations (Hart-
ford, Robert Wood Johnson, and Commonwealth) may
be more fruitful sources of funding for this work, but
funding may be challenging. Nonetheless, the increased
focus on patient-centered work may increase funders’
interest in such work. Second, the topics on this list
would suggest that interventions will not be pharmaco-
logic, but will focus on nonpharmacologic, behavioral,
and social interventions. Similarly, outcomes of interest
must expand beyond utilization metrics such as length
of stay and mortality, to include functional status and
symptom management, and goal-concordant care.

FIG. 1. Flow diagram to develop top 10 unanswered questions from stakeholder survey results. The 1299 unanswered questions were reduced to a final list of 10

high-priority research topics through a 2-step collation process and a 2-step prioritization process as depicted in the flow diagram.
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Therefore, research in geriatric acute care will necessar-
ily be multidisciplinary.

Although these 10 high-priority areas have been
selected, this prioritized list is inherently limited by
our methodology. First, our survey question was not
focused on a disease state, and this wording may have
resulted in the list favoring geriatric syndromes rather
than common disease processes. Additionally, the
resulting questions encompass large research areas
and not specific questions about discrete interventions.
Our results may also have been skewed by the types
of engaged respondents who participated in the con-
sultation, collating, and prioritization phases. In par-
ticular, we had a large response from geriatric
medicine nurses, whereas some stakeholder groups
provided no survey responses. Thus, these respondents
were not representative of all possible stakeholders,
nor were the survey respondents necessarily represen-
tative of each of their organizations. Nonetheless, the
participants self-identified as representative of diverse
viewpoints that included patients, caregivers, and
advocacy groups, with the majority of stakeholder
organizations remaining engaged through the comple-
tion of the process. Thus, the general nature of this
agenda helps us focus upon larger areas of impor-
tance, leaving researchers the flexibility to choose to
narrow the focus on a specific research question that
may include potential interventions and unique out-
comes. Finally, our methodology may have inadver-
tently limited the number of patient and family
caregiver voices in the process given our approach to
large advocacy groups, our desire to be inclusive of
healthcare professional organizations, and our survey
methodology. Other methodologies may have reached
more patients and caregivers, yet many healthcare
professionals have served as family caregivers to frail
elders requiring hospitalization and may have been in
an ideal position to answer the survey.

In conclusion, several forces are shaping the future
of acute inpatient care. These include the changing
demographics of the hospitalized patient population,
a rapid increase in the proportion of multimorbid
hospitalized older adults, an inpatient workforce
(hospitalists, generalists, and subspecialists) with
potentially limited geriatrics training, and gaps in
evidence-based guidance to inform diagnostic and
therapeutic decision making for acutely ill older
patients. Training programs in hospital medicine
should be aware of and could benefit from the result-
ing list of unanswered questions. Our findings also
have implications for training to enrich education in
geriatrics. Moreover, there is growing recognition
that patients and other stakeholders deserve a greater
voice in determining the direction of research. In
addition to efforts to improve patient-centeredness of
research, these areas have been uniquely identified by
stakeholders as important, and therefore are in line
with newer priorities of PCORI. This project fol-

lowed a road map resulting in a patient-centered
research agenda at the intersection of hospital medi-
cine and geriatric medicine.7 In creating this agenda,
we relied heavily on the framework proposed by
PCORI. We propose to pursue a dissemination and
evaluation strategy for this research agenda as well
as additional prioritization steps. We believe the
adoption of this methodology will create a knowl-
edge base that is rigorously derived and most rele-
vant to the care of hospitalized older adults and their
families. Its application will ultimately result in
improved outcomes for hospitalized older adults.
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