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Recent developments in the philogophy and practice
of health care delivery are accompanied by advances
in medical knowledge @79 demographic change that
will result in an even greater number of older people
needing medical care. Regponsibility for the provision
of medical care for those aged 65 years and over is cur-
rently shared between mpany different disciplines and
this is a reflection of the evolution of geriatric
medicine over the last century.

The poyal College °f Physicians report o= the inter-
face between geriatric @nd general (internal)
medicine considers emergency and specialist medical
services for older people as well as the process of com-
missioning and providing these services in the light of
current advances. The training of doctors who will be
caring for ill older people is also considered. Recom-
mendations, reproduced in full here, are made to
improve the quality of medical care that older people
receive from hospital based services.

The provision of acute emergency medical care is at
present Pased on one of three models; the traditional,
age related, and iptegrated models Of care. The report
describes the evolution of the specialty of geriatric
medicine and the formative influences that have
resulted in this diversity. There i5, as yet, me evidence
to decide which of these models is to be preferred.
Resources and research will decide which will be best

for local conditions. Recommendations are made to

help ensure a high quality of service whichever system
is adopted.

The access of older individuals to specialist services
(geriatric @nd non geriatric) =s well as the jppact of

health service reforms is discussed. Specialist geriatric

services including rehabilitation and continuing care
are reviewed in some detail with further recommenda-
tions regarding these areas.

The chapter ©» training re-emphasises ®h¢ College's
view that experience in geriatric medicine at geperal
professional training level s advantageous »ot only for
those geeking = career in the gpeciglty ©F geriatric
medicine but also for those hoping to become consul-
tant general physicians. The report 3ise welcomes
trends to jmprove training ©f general practitioners in
geriatric medicine.

The business of defining the health care needs of an

older population 2nd designing strategies to meet
them in keeping with the current move away from hos-
pital based health care delivery towards the primary
sector is a major challenge. A7 important section of
the report includes recommendations covering the
commissioning 279 contracting process as Well as gpe.

cific service provision.
There is little doubt that closer integration of the

acute geriatric and general medical services should

result in jmproved quality @Rd accessibility of health
care for this vulnerable majority of patients == well as

in improved training of doctors.

RECOMMENDATIONS
Acute services

1 Admission for acutely i1l patients should be

offered without delay regardless ©f age.

2 The acute unit should have a clearly defined and
written gperational policy @nd = strategy for the
development ©f acute emergency care for old peg-
ple, whether on the traditional, age-defined or
integrated medel.

3 Whatever the local pattern of care designed by the

general and geriatric medicine physicians may be,
the patient's need for admission should not
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become an issue on grounds ©f age. # general
practitioner seeking admission for an elderly per-
son should not be involved in a 'justification exer-
cise'. A gingle referral point for general practition-
ers to ensure the rapid admission of an ill pergon
and thereby rapid referral to the most gppropriate
service soon after admission should be the aim.
Closer liaison between physicians in geriatric
medicine and the accident and emergency depart-
ment will both benefit patients and improve junior
medical staff training'

Medical and nursing staff of receiving units must
be trained appropriately in the assessment and

care of elderly people, wards must be properly
equipped, @nd patients must have ready access to
relevant investigations and specialist advice. This
means that all acute medical patients, regardless

of age, should be admitted to the district general

hospital.

Transfers between wards on more than one occa-
sion should be avoided. Admission arrangements
should ensure allocation to the most appropriate
specialist team as soon as pogsible.

Management protocols for individual conditions,
such as qyocardial infarction and gastrointestinal
haemorrhage, that have been agreed between spe-
cialists and physicians in geriatric medicine, will
help to emsure proper management °©f such acute
illness in elderly individuals.

Transfer of patjent care between colleagues in
geriatric and general (internal) medicine should
occur at a senior level.

Research is recommended to determine the most
efficient and effective of the three models of acute

medical care provision: the traditional model, the
age-defined model ox the jntegrated model.

Specialist services (geriatric @nd non-geriatric)
for elderly people
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Outpatients clinics in departments ©F geriatric
medicine should have access to all necessary diag-
nostic facilities.

Commissioning bodies should ensure that access

for elderly patients t° specialist (non-geriatric)
facilities is as good == that for younger individuals,

age is not used as an exclusion criterion

in admission policies t° SpeCialist units.

Referral by general physician colleagues ©F elderly
patients to the day hospital should Pe encouraged.
Clinical directorates should periodically audit
domiciliary visits in both general and geriatric
medicine.

An gpparent need for continuing
always initiate a full enquiry into the underlying

and that

care should

reason.

Oonly after full evaluation, adequate treatment and,

i be
if pecessary, Oome assessment should a person

16

17

18

19

20

College reports

admitted to ¢ontinuing <are accommodation.
All consultants who treat elderly inpatients should
be constantly aware of the need to plan their dis-
charge from the day of admission.
Health authorities should not reduce the number
of continuing care beds without ensuring the avail-
ablllty of a commensurate number of private and
Voluntary sector peds, and should retain some
NHS beds for yery heavily dependent patients
and/or those with behavioural problems. & proce-
dure should be outlined to be followed by districts
intending t° reduce the number of long-stay beds
for elderly patients. This procedure should
include a consultation process.
Health authorities should ensure that environmen-
tal standards and ; of care in their accommo-
quality
dation are of a high standard and equal t° that
available in the good private sector provision.
Health authority registration officers should make
detailed enquiries about medical care when regis-
tering a new nursing home to ensure local general
practitioners == provide the necessary level of
There is a need for governments to clarify the
rules concerning whether and under what medical
circumstances i i care for individual
continulng
patients is to be funded by health authorities or
local authorities.

Training
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The Royal College ©f Physicians has already recog-
nised the degirability ©f experience in geriatric
medicine at General Professional Training level.
Further efforts must be made to facilitate such

experience in the training of future consultant
physicians 17 3 gpecialties by fostering the inclu-
sion of such pogrg in rotational training pro-
grammes and improving the educational value of
SHO pogts in geriatric medicine.

Only 40% of vocatllonal training trainees currently
gain experience » geriatric medicine. This ...
portion should be increased. The value of such
experience cannot be gyeremphasised.

The additional qualificai;ion of the Royal College
of Physicians Diploma in Geriatric Medicine is
commended to those practitioners and bodies
responsible £°F = major provision of health care to
elderly people i* the community and private insti-
tutional care.

Closer co-oper.ation between the specialties of
geriatric medicine and rehabilitation medicine in
the training of future consultant phygicians in
these gpecialties is of great importance.

A geriatrician should be included in all Royal Col-
lege °f Physicians visiting teams jngpecting SHO
posts '™ geriatric medicine for genera] profession-
al training.
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'The business' of health: commissioning and
provj_dj_ng for elderly individuals

Detailed recommendations are given in the full report.
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Services for elderly people should provide acute,
rehabilitative and continuing and palliative care in
both the hogpital 279 community setting with =

range of skills to achieve optimal autonomy for
elderly individuals.

All those who may be involved in the medical man-

agement of acutely i1l elderly individuals should
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have had some training in geriatric medicine, par-
ticularly those involved in the acute gepergency
care of old people.

The commissioning process should include not
only input from general practitioners but also
from an appropriately trained and experienced
geriatrician.



