
COMMENTS AND RESPONSES

Dialogue on Geriatrics: How Should We Fix the Problem?

TO THE EDITOR: Golden and colleagues (1) ask if geriatric medicine
is terminally ill and make a case to restructure training by reallocat-
ing resources from fellowship training to teaching initiatives to
“gerontologize” medical students and nongeriatricians.

We would counter that geriatrics is very much alive and that the
fellowship-trained geriatricians have accomplished much of what
Golden and colleagues propose. Academic geriatrics was started in
recent decades by nongeriatricians who saw a need to improve the
health care of seniors through research, education, and program in-
novation. They developed fellowship programs to train physicians to
lead this movement. The care of seniors has been enriched by this
growing number of fellowship-trained geriatricians.

Two points exemplify these accomplishments. First, the geria-
trization of students and nongeriatricians has been ongoing for years
with support of foundations, the U.S. Department of Veterans Af-
fairs, and the National Institute on Aging and the National Institutes
of Health. The impact of geriatricians has been magnified greatly by
training many nongeriatrician scholars who have won career devel-
opment awards in geriatrics, such as those named for the late leaders
Dennis W. Jahnigen, T. Franklin Williams, and Paul B. Beeson. The
emerging nongeriatricians represent nearly every specialty and sub-
specialty of medicine and surgery. They would admit that their ca-
reers were greatly nurtured by fellowship-trained geriatricians.

Second, new knowledge in caring for seniors is vital and has
been accomplished mostly by fellowship-trained geriatricians. For
example, consider advances in care delivery systems (such as Guided
Care, Hospital at Home, post–hospital care management, acute care
of the elderly units, innovations involved in transitions of care) and
the understanding, impact, evaluation, prevention, and treatment of
polypharmacy, frailty, incontinence, falls, and delirium. Decreasing
support of fellowship training and subsequently diminishing the core
group of teachers and researchers trained in and focused on geriatrics
as suggested by Golden and colleagues would be unwise in light of
the increasing number of seniors with complex medical problems
coupled with the need for experts trained to guide clinical program
development for these individuals.

Nongeriatricians can and should continue to teach geriatric
principles and do innovative research to improve the care of seniors.
But there remains a need for a robust corps of fellowship-trained
geriatricians who stay tightly focused on the care of seniors and who
nurture, challenge, and inspire each other and other physicians. The
enduring metaphor, “Don’t throw the baby out with the bathwater,”
seems applicable to the Golden and colleagues’ thesis.
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TO THE EDITOR: Two recent editorials in Annals cast a very baleful
eye on the state of geriatrics in our nation, viewing it either as
“terminally ill” (1) or a “societal scotoma” (2). In light of the “gray-
ing” of America and the important conceptual clinical practice inno-
vations that geriatrics has developed for comprehensive care of older
persons (especially those with multiple and complex “geriatric syn-
dromes”), both articles make clear that the possibility that this spe-
cialty may not survive in this nation’s health care system is truly a
cause for alarm, reconsideration, and corrective action. Indeed, the
issues are critical and sufficiently important to call for a multidisci-
plinary approach to review the current state of geriatrics and make
recommendations for its future based on viewpoints from many
constituencies—an interaction perhaps best sponsored and sup-
ported by a prominent foundation concerned with national health.

I believe that it is also appropriate, as one who has been in a
leadership position in academic geriatrics for over 2 decades (3), to
indicate a personal point of view here. The establishment of the
National Institute on Aging and the appointment of Robert Butler as
its founding director in 1974 signaled the potential for emergence of
a new medical discipline in this country, one that would define
precepts of diversified health care for the elderly, with the underpin-
ning of a growing content of basic biomedical science on aging.
From this union, a greater understanding of aging processes and their
transitions to chronic diseases could arise (4); be part of clinical
practice (5); and form the educational content presented to medical
students, trainees, practitioners, and biogerontologists engaged in re-
search (6). In my view, these prospects that would have created a
more unified and profound academic discipline have not been
achieved: Geriatric practice has not been integrated with its funda-
mental aging science base. It is still possible to achieve this, however,
with the potential for actual “translation” of research studies on ag-
ing to ameliorate inception of chronic diseases, a prospect that would
enhance the importance of the practice of geriatrics in the coming
decades of the 21st century.
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TO THE EDITOR: Golden and colleagues (1) could rename their In
the Balance article “Is the Older Person in America Terminally Ill?”

The essential problem faced by the dearth of geriatricians is not
simply, as referred to by the authors, the poor wages paid or the poor
reimbursement for caring for elderly patients. Rather, it is the essence
of “oldness” of the patients. “Oldness” contributes to turning med-
ical students and physicians away from rendering care to this
population.

The many physicians and gerontologists who helped establish
the new field of geriatric medicine never intended to have geriatri-
cians render care to the entire population of the very old. The main
population served by the field of geriatric medicine is the very old
(persons aged 75 years or older). In addition, geriatricians are in-
tended to be teachers of all other physicians-in-training and advisors
to health care systems and the government.

Very old persons often have multiple organ abnormalities, in-
cluding heart disease, gastrointestinal tract issues, and bony skeleton.
Many also have memory impairment with a more widespread cog-
nitive defect—the so-called dementia. The skin wrinkles and the
general appearance differs greatly from younger years. The less
youthful appearance is considered unattractive in our culture and in
many others, too.

Golden and colleagues suggest the development of nonphysi-
cians to be able to teach geriatrics or to deliver geriatric care. This is
a serious departure from the traditional practice of medicine in the
United States. Such radical change would require creation of an
officially recognized 2-class system of care, with the continued cen-
trality of physicians in the care of all age populations other than the
very old. For that population, our culture would have to embrace the
concept that the very old do not deserve to have physicians as their
principal medical providers nor as key clinicians on teams developed
to render care to them. We have not yet created a computer or a
robot that is an effective alternative to a keen physician who is aware
and concerned about the very old person’s complex clinical history
and usually multiple medications—often averaging 9 medications
per day.

It was an innocent error for the field of internal medicine and
geriatrics to reduce the fellowship period from 2 years to 1 year. I
agree with Golden and colleagues that 1 year is an inadequate length
of time for a geriatric specialist to acquire the clinical body of knowl-
edge of geriatrics while also learning to organize, participate, and
possibly lead the team necessary to provide enlightened and cost-
effective care to the very old (2).

The many physicians and gerontologists who contributed to
the founding of the field of geriatric medicine did not intend for
geriatricians to render care to all of the very old population
(about 13 million persons). Rather, the concept of the newly
recognized field of geriatric medicine entailed developing leaders
who would teach at hospitals, medical schools, and other health
care institutions.

It is said that the approach to support and care of the very old
is the measure of the tone and ethic of a society. Let those of us
within internal medicine not rush to abandon our responsibilities.
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TO THE EDITOR: The In the Balance article by Golden and col-
leagues (1) has resulted in a great deal of discussion throughout
geriatric medicine programs in Canada. Because geriatric medicine
here is a consultative subspecialty as opposed to a primary care dis-
cipline, we believe that the situation in Canada is sufficiently differ-
ent that there is no need to advocate for the “mercy-killing” of
Canadian geriatrics. Canadian trainees avidly read Annals and need
to be aware that even if this line of reasoning holds in the United
States (about which we are dubious), it does not hold in Canada.

In our view, Golden and colleagues have made the error of
confusing the Pareto principle with being an expert. The Pareto
effect (2) is the well-established phenomenon where 80% of all prob-
lems can be solved with only 20% of the knowledge base. This is
why a well-trained generalist is an essential part of the health care
system, because he or she can efficiently and easily deal with 80% of
medical issues. No one in the Canadian health care system claims
that all (or even most) older adults should be treated by a geriatri-
cian, any more than all arthritis patients should be cared for by a
rheumatologist. Geriatric medicine subspecialists are best utilized by
treating the minority of patients with multiple complexities due to
frailty—not in internecine squabbles over all patients with graying
hair.

Frailty is a highly age-associated state of increasing risk due to
an accumulation of deficits that reflect multisystem physiologic
changes (3). Firing a shotgun blast of subspecialists to evaluate each
organ system independently is both ineffective and expensive, a cir-
cumstance remediated by the comprehensive geriatrics assessment
(CGA). The most recent meta-analysis showed that the CGA (com-
pared with usual care) reduced patient mortality, increased the
chance that a patient would return home, and increased postdis-
charge cognitive function (4). The research on which the CGA is
built requires disciplinary knowledge if it is to be advanced. By
not mentioning how the complexity of frailty challenges current
models of care, Golden and colleagues miss the entire point of the
subspecialty.

There obviously are many issues for Canadian geriatricians to
grapple with, such as to what extent they should be involved at the
primary care level, the balance between clinical care and research to
advance the specialty, and whether more remuneration alone is a fix.
We will be addressing these issues in an upcoming issue of the
Canadian Geriatrics Journal (5).

Kenneth M. Madden, MD, MSc
University of British Columbia
Vancouver, British Columbia V5Z 1M9, Canada
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TO THE EDITOR: The recent In the Balance articles by Golden and
colleagues (1) and Leipzig and colleagues (2) invoke much thought.
Isn’t it premature to declare geriatric medicine terminal rather than
address factors for its perceived decline with solutions for healing?

The aging of America warrants development of programs that
address functional decline and disability in the elderly (3). The short-
age of geriatricians will continue, calling for physician competency in
geriatrics (4). Besides internal medicine, several specialties are formu-
lating approaches to include training in geriatric care (4). The Amer-
ican Gastroenterological Association issued a position paper (5) sup-
porting this concept; oncology and other specialties will follow.

The value of geriatric medicine fellowship is questioned (1). As
a geriatric medicine fellowship program director for 2 decades and
after training about 120 fellows, the value is clearly evident. The
differences in approach to geriatric patients by trained geriatricians is
obvious in terms of knowledge and confidence, constructing a dif-
ferential diagnosis, leading a multidisciplinary team, and addressing
management (including polypharmacy). One year of training to gain
this expertise is merely a fragment of time in a physician’s profes-
sional life. Most fellows, properly nurtured, enjoy caring for elders
and do not regret the year spent. Undoubtedly, geriatrics requires
emphasis during internal medicine residency, but how much more
can the overworked resident be taught, knowing the regulations
imposed by the Accreditation Council for Graduate Medical
Education? (6)

Quoting a current fellow in geriatric medicine (second author):

Did I read the Annals article right? I reread in disbelief.
Dr. Golden played the devil’s advocate well—perhaps a
bit too well! Like my trainee colleagues, I tried unsuc-
cessfully to dismiss the negativity that followed. One
wonders the impact the article will have on future
trainees contemplating geriatrics for a career. The sub-
specialty gets poor peer recognition in the physician
community, lacking a well-defined market niche, pos-
sibly from shortage of trained geriatricians. Today, we

actually do see older patients seeking geriatricians for
care. Additionally, students and residents burdened by
huge educational loans might become even more biased
against geriatrics on reading these comments, anticipat-
ing poor future returns.

Long ago, “pediatrics” was an unrecognized field, and general
practitioners treated adults and children alike. Today, it stands dis-
tinct and subspecialized. Geriatric medicine is ironically young and
needs nurturing to adult years. The Geriatrics Task Force of the New
York Chapter of the American College of Physicians, for one, is
addressing issues. Pessimism is detrimental. Geriatrics is not a failed
experiment but, in fact, a beautiful innovation, young in its life span.
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TO THE EDITOR: The In the Balance articles by Golden and col-
leagues (1) and Leipzig and colleagues (2) clarified many serious
issues related to geriatrics. Nobody knows what lies ahead, but there
is one thing that people can accurately forecast in the next few de-
cades: population structure. The declining birth rate and increasing
life expectancy push the world, industrialized countries in particular,
toward a super-graying society. It is essential in this situation to
create a sustainable system that provides better care with lower costs
for the elderly. Along with improving reimbursement for geriatri-
cians, increasing the geriatric workforce, and other geriatrics-related
issues, attention should be paid to maximizing use of geriatrics
specialists.

Identifying clinical niches in which only geriatricians could fill
completely is essential. When an earthquake with a magnitude of 9.0
and the subsequent tsunami struck northeast Japan on 11 March
2011, local hospital infrastructure was devastated and countless
health records were washed away. Health conditions of many vic-
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tims, elderly people in particular, seriously worsened because of the
deterioration of existing chronic conditions, such as heart disease. In
this situation, the Japan Geriatrics Society showed a strong presence
by distributing about 20 000 technical manuals on how to treat
elderly patients in the event of a disaster. Moreover, it published
handy-to-carry and chart-like notebooks for the elderly so that health
care providers clearly understood their chronic conditions and med-
ications. It is worth noting that these notebooks are designed to
effectively convey clinical information about age-related risks, such as
incontinence, falling, muscle weakness, and difficulty in swallowing.
Making up for the declining health literacy of the elderly is undoubt-
edly one of the crucial roles of geriatricians.

Another important thing is to raise public awareness of when
and how geriatricians should be consulted. It is necessary to help the
public understand that geriatricians are, as it were, life-planning part-
ners from the viewpoint of patient-centered care (3). The desirable
health goals of individual patients tend to change as they age (4).
With regard to longitudinal care, access on demand, coordination
among subspecialists, and home-based care, geriatricians can play the
leading role in treating the elderly with multiple and complex
illnesses.

To solve various geriatrics-related issues, the unique character-
istics and the importance of geriatrics need to take deep root in
society.

Hajime Ichiseki, MD, PhD
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TO THE EDITOR: We read with great empathy the In the Balance
article by Leipzig and colleagues (1) on the dramatic inadequacy of a
geriatric workforce facing the increasing number of older persons in
the United States. If possible, the state of this crisis is worse in Italy
than it is in the United States because we will never be able to reach
the required number of geriatricians. (The population of Italy is
about one fourth that of the United States, and we hypothesize that
we will need about 6500 specialists by the year 2030.) In fact, our
academies graduate about 120 geriatricians a year, a rate barely suf-
ficient to balance turnover. Taking into account the economic crisis
involving all sectors of our society, it would be unrealistic to plan a
swinging increase in the numbers of postgraduate students in this
scenario because it would require too much relevant effort of our
public budget. For this reason we propose—although with some
regret—to concentrate our effort in specific areas, aiming at obtain-
ing results in the short term that are useful for the health of our
increasingly older population. First, we should concentrate on setting

a number of high-standard research centers dedicated to improve the
quality of care from both medical and structural points of view.
Obviously, these centers need to be closely linked with hospitals,
postacute and rehabilitative settings, nursing homes, and home care
services to implement the programs generated by the research. Sec-
ond, strictly connected with those centers, high-quality teaching pro-
grams are needed to influence the education and training of all
young physicians (and other professionals) independently from their
particular sector of medical interest.

We are well-aware that this is quite a reductive approach, which
implicitly might sound like a surrender of the geriatric discipline to
demographic and epidemiologic changes. However, following this
model, we will probably save the cultural (and hopefully practical)
presence of geriatrics in our health care system.

Giuseppe Bellelli, MD
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IN RESPONSE: Several comments state that our line of reasoning may
be “dubious” or “negative.” Drs. Burton and Durso even contend
that “geriatrics is very much alive” based on teaching and research
efforts occurring at academic medical centers. However, no evidence
is provided to dispute that the clinical subspecialty of geriatric med-
icine in the United States remains an unpopular career choice, is
poorly reimbursed, and lacks sufficient research demonstrating its
effectiveness compared with nongeriatricians (1). In addition, we
agree with Dr. Hamerman that despite much progress in the basic
science of aging, these efforts have not translated into geriatrician-
specific medical interventions.

Dr. Libow discounts poor reimbursement as the major cause for
the declining interest in geriatric medicine. Instead, he believes that
the negative attitudes of students and physicians toward “oldness” are
primarily responsible. Although they are clearly a factor, Dr. Libow
undervalues the reality that market forces are a key issue in medicine
and human nature. Negative attitudes are often ameliorated by rea-
sonable and equitable incentives. With regard to Dr. Libow’s con-
cern about nonphysicians delivering geriatric care, physician assis-
tants and nurse practitioners are already providing geriatric care in
outpatient, inpatient, and long-term care settings.

To support the case for geriatrics, Drs. Madden and Rockwood
rely on a meta-analysis of CGAs that analyzed data from 22 trials
from 6 countries (only 1 study was published during the last 10
years) (2). Two of the studies did not include a geriatrician as part of
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the CGA team. The meta-analysis showed that inpatient interdisci-
plinary geriatric assessment wards improved clinical outcomes in
older adults. Much of the success of these inpatients units was pre-
sumed to be based on the specialization of gerontologic nursing and
the implementation of multidisciplinary, geriatric-focused protocols
(2). The relevance of these data to the effectiveness of geriatricians in
the current U.S. health care system remains uncertain (3). In addi-
tion, Drs. Madden and Rockwood use the Pareto principle to state
that geriatricians should focus their clinical efforts on the care of the
frail elderly, yet provide no evidence to explain how limiting geriatric
medicine to the care of the frail elderly would revitalize the subspe-
cialty. Focusing on these patients as the clinical niche for geriatri-
cians might further discourage interest in the subspecialty, unless it is
accompanied by substantial positive changes in physician recognition
and reimbursement. Furthermore, alternative pathways are available
for nongeriatricians in the United States to develop the skills needed
to care for frail older adults.

There are no simple solutions. Hiding the “negative” aspects of
geriatric medicine from medical students and housestaff, as suggested
by Drs. Dharmarajan and Kumar, is not the answer. If geriatric
medicine is to survive as a clinical subspecialty in the United States,
it will require dramatic health care policy reform efforts, some of
which are eloquently listed by Leipzig and colleagues (4) and in Dr.
Hamerman’s comment.

Adam G. Golden, MD, MBA
University of Central Florida College of Medicine and Orlando
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Orlando, FL 32803
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OBSERVATION

Antidiuretic Hormone Antagonist to Reduce Cystine
Stone Formation

Background: Cystinuria is the most common inherited cause of
recurrent kidney stones (1). Its principal disorder is impaired reab-
sorption of cystine in the proximal renal tubule. As a result, large

Figure. Changes in urinary cystine concentration during
treatment with tolvaptan, 15 mg/d (shaded areas).
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amounts of cystine are excreted in urine, kidney stones form because
cystine is poorly soluble, and the patient experiences many urologic
interventions. Measures to prevent stone formation include changing
the diet to reduce cystine excretion, diluting urine to a lower cystine
concentration, and making the urine alkaline to improve cystine
solubility. Cystine-binding thiol drugs also improve cystine solubility
but need to be discontinued because of adverse effects in 30% to
60% of cases (1).

Diluting the urine by increasing oral fluid intake is the key to
treatment. The goal is to increase urine volume until the cystine
concentration is below 1000 �mol/L, its saturation level. In severe
cases, this may require a daily fluid intake of more than 3 L. Most
patients do not achieve this goal because they are not thirsty, and
mental discipline alone is insufficient.

We hypothesized that an antidiuretic hormone antagonist
might increase urine volume and reduce cystine concentration below
its saturation level (2, 3).

Case Reports: Our first patient was a 49-year-old woman with
homozygous cystinuria, a nearly normal glomerular filtration rate of
84 mL/min per 1.73 m2, and a urinary cystine excretion of about
3500 �mol/d (normal range, 30 to 200 �mol/d). We advised her to
increase water intake and change her diet and prescribed captopril,
50 mg twice daily, but these measures did not decrease urinary cys-
tine concentration. We also prescribed tiopronin, 100 mg three
times daily, but had to discontinue it because of severe rash.

Our second patient was a 35-year-old man with homozygous
cystinuria, recurrent cystine stones leading to intermittent urinary
tract obstruction, glomerular filtration rate of 49 mL/min per 1.73
m2, and a urinary cystine excretion rate of about 3000 �mol/d.

After obtaining informed consent from both patients, we
treated them with tolvaptan, 15 mg once daily for 5 days. Both
patients responded (Figure) with a minor increase in plasma osmo-
lality and a substantial increase in daily urine volume that decreased
the cystine concentration below 1000 �mol/L without affecting

daily cystine excretion. Both patients reported a minor increase in
thirst, but neither perceived this as bothersome. Patient 1 did not
experience nocturia; patient 2 urinated once each night.

Conclusion: Our experience with these 2 patients suggests that
an antidiuretic hormone antagonist may be useful to dilute urine
below the cystine supersaturation level, which should prevent forma-
tion of new stones and might dissolve existing ones. The approach is
not specific for cystinuria but should be applicable to any form of
kidney stone that responds to urine dilution. As a result of our
experience, we believe it would be worthwhile to conduct a clinical
trial that examines the use of antidiuretic hormone antagonists for
treating recurrent kidney stones that are resistant to conventional
treatment. Such a trial should measure such adverse effects as poly-
uria, nocturia, and thirst. Researchers should calculate the minimum
volume of urine required for each participant to prevent supersatu-
ration, based on baseline daily urine excretion levels and known
saturation levels. A successful trial will require researchers to achieve
a specific urine volume in each patient and to maintain it for a
relatively long period.
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PERSONAE PHOTOGRAPHS

Annals of Internal Medicine invites submissions of Personae photographs
for our cover and offers a $500 prize for the best photograph submitted
each year. Personae photographs are pictures that catch people in the
context of their lives and that capture personality. We prefer black-and-
white digital files. Please submit photographs or questions to Renee Wise
(rwise@acponline.org).
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