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Life Expectancy

In 1776…….36 years
•Median US age 16 years
1947 Social Security enacted….62 
years
2017….78 years, 
•Median US age is 37 years



Wow!

Worldwide, currently over half of all 
human beings ever born throughout 
human history who have lived to 
and beyond age 65 are currently 
alive today.



William Osler  
The Father of Modern Medicine

“….the effective, moving, vitalizing work of the world is done 
between the ages of twenty-five and forty,“ and implied it’s downhill 
from there
Reputed to believe in mandatory euthanasia in some 
form……."Osler recommends chloroform at sixty.”
Coined pneumonia as “the old man’s friend” 
Died Dec 29, 1919, during the Spanish flu pandemic, of pneumonia, 
at age 70



14% of US population is >65

39% of hospital stays
45% of all days of hospital care
34% of all prescriptions
43% of hospital admits from ED
82% of home health care patients
80% of all deaths



Clinical Differences Due To Ageing 

Signs and symptoms are more subtle and may have greater 
consequences…..especially medication side effects
Treatment related improvements are less dramatic and slower to 
appear
Wide array of diseases and symptoms may exist in single 
individual patients
Presenting symptoms may not point directly to the underlying 
disease



In Our Elderly Patients…

“Care becomes more 
important than Cure, 
Function becomes more 
important than the Diagnosis”

Mark	  E.	  Williams	  	  Complete	  Guide	  to	  Aging	  and	  Health,	  1995



“The Way We Age Now”

Atul Gawande, The New Yorker Magazine 2007
•While observing a geriatrician examine a lady in her mid 80’s, the geriatrician 
largely ignored her metastatic cancer and multiple chronic diseases….instead, he 
asked how she spends her days, what was her most pressing problem and spent 
extra time examining her feet
•His main concerns were preventing future falls, maintaining her independence 
and fostering her incredibly positive attitude about life



“The Way We Age Now”

“The job of any doctor….is to support life…..(including) as much 
freedom from the ravages of disease as possible, and the 
retention of enough function for active engagement in the world.”

A.	  Gawande,	  The	  New	  Yorker	  6/2007



The Disease Centered Approach

Hugely successful especially since 1950
Patients no longer die as often of acute disease
The result is incurable chronic diseases with treatable acute 
exacerbations

•CHF, COPD, multiple strokes, CRF, DM with 
complications, ASVD, multiple malignancies, 
dementia, etc.





Institute of Medicine Report 2001:
“Crossing the Quality Chasm”

Large gaps exist between the care people should receive and the 
care they actually do receive:

•The expanding knowledge base (overwhelming)
•Called for the need to better care for people with 
chronic conditions…..a very heterogeneous 
population



Institute of Medicine Report 2001:
“Crossing the Quality Chasm”

Current system is designed to provide primarily acute care rather 
than chronic care:

•Health care delivery system must be 
reorganized to meet the real needs of patients
•Care of chronic illness is fragmented, 
potentially burdensome, and potentially 
harmful 



Aging….Revisited, What Matters

Multiple Complex Chronic Care Diagnoses (MCC) + functional 
impairments
Currently, Clinical Practice Guidelines(CPGs) for individual diseases 
are the rule, but often give conflicting recommendations 

•Very little evidence exists in the old and very old
•No evidence based CPG’s in MCC patients
Medical care is not always targeted at what matters to 
patients/families/caregivers



Multi-morbidity (MCC)

An AGS Expert Panel  proposes that we consider 5 domains in 
MCC:

•Patient preferences
•Interpret the evidence
•Determine Prognosis/life expectancy
•Consider clinical feasibility….benefits vs burdens
•Optimize therapies and care plans

AGS	  Expert	  Panel	  on	  the	  Care	  of	  Older	  Adults	  with	  Multimorbidity	  	  	  JAGS	  60:	  1957-‐1968	  2012



Patient preferences

Goals of Care…all clinical decisions should require an 
assessment of patient preferences
•Must ask….”What is most important to you?”
•Distinguish between eliciting preferences and making treatment decisions
•Does not mean patient or surrogate can demand all treatments without 
reasonable expectation of some benefit



Patient preferences

Typical outcomes might include:
•Living as long as possible
•Maintaining function
•Alleviating or avoiding pain and other symptoms
•Quality of life, “I want to enjoy every day I have left”
Preferences may change over time
With cognitive deficits, surrogates become  involved



Interpret the Evidence:
Are CPGs Applicable?

Yes!…life expectancy >10yrs 
•With few chronic diseases, fit and functional
No!...<1-2 years life expectancy 
•Advanced age/end stage disease/dementia/ cancer/late stage CHF
Uncertain…..Shortened life expectancy 
• Increasing numbers and severity of conditions
•Presence of impaired function



Interpreting the Evidence
Outcomes
•Are reported outcomes meaningful for your patient?
Harms and burdens
•Few clinical trials report treatment burdens
What is the time horizon to benefit?
•Statins, tight diabetic control, tight BP control?



Interpreting the Evidence

85yo with CHF, CRF, DM, depression and cognitive impairment

•Higher than average risk for MI, colon cancer, 
prostate cancer, etc
•Also at much higher than average risk for 
adverse SE’s from CPG recommended 
treatments

What really matters to this individual patient?



Prognosis and Life Expectancy
Decisions should be based on life expectancy:
•Short term…within 1 year
•Mid term…within 5 years
•Long term….>5yrs
Utilize tools to help predict life expectancy
•www.eprognosis .org
•Life tables based on actuarial data



Clinical Feasibility

Consider treatment complexity and feasibility when making clinical 
management decisions in patients with Multi-morbidity

•The more complex, the greater likelihood of 
nonadherence, complications and side effects
•Benefits vs burdens
•What are you going to do with test results?



Optimizing Therapies and Care Plans

Choose therapies that optimize benefit, minimize harm and 
enhance quality of life for the older adult with Multi-morbidity
•Avoid bad outcomes related to polypharmacy
•Optimize transitions between health care settings
•Be mindful of functional, psychological and social outcome goals…..truly may be 
more meaningful than medical ones to patients and families



Disease-Based Care

Identification and treatment of specific diseases
Relies on traditional outcomes

•Survival, biomarkers, disease-specific symptoms, 
primary and secondary prevention strategies

Very effective in patients with few chronic diseases and longer life 
expectancies

David	  Reuben,	  MD	  	  	  2016	  AGS	  Annual	  Conference



Patient Goal-Directed Care

Focus on achieving patient-determined outcomes
Applies to patients with Multimorbidity, limited life expectancy and 
disabling diseases
Always patient centered
Non-medical outcomes may be the best overall outcomes

•QOL, function, relationships, and a good death

David	  Reuben,	  MD	  	  	  2016	  AGS	  Annual	  Conference



How can we make care for older adults
with MCC…….

Less fragmented, burdensome, and better focused on what 
matters most to patients?
Less expensive and fragmented for health systems?
Less frustrating for the health care team?

Mary	  Tinetti, MD	  	  2016	  Annual	  AGS	  Meeting



“Patient Priority Aligned Care”

Patients identify their health priorities
Clinicians translate these priorities into care options
All care is aligned with these priorities

Mary	  Tinetti,	  MD	  	  2016	  Annual	  AGS	  Meeting



Mr T, 83yom with fatigue, decreased appetite 
and weakness

Prior MI
DM
HTN
CHF(EF 28%)
Osteoporosis
Depression

He thinks….
•His medications are 
causing a lot of his 
symptoms
•Too much of his time 
involved in his health 
care

Mary	  Tinetti,	  MD	  	  2016	  Annual	  AGS	  Meeting



Mr T’s 1 year with patient priority care

Before patient priority care
Approx. 16 visits/month
20 medications…tired/weak
Conflicting recommendations
Check glucose daily, monthly 
blood tests
Specialists want more tests 
and procedures
Cannot do what he wants

With patient priority care
9 visits/month; fewer clinicians
11 medications, less tired/weak
Check glucose weekly
Specialists offer only tests & 
procedures c/w his priorities, no 
ICD
Walks 2 blocks to his friend’s 
house; babysits 3yo grandson 
4hrs/week

Mary	  Tinetti,	  MD	  	  2016	  Annual	  AGS	  Meeting



What Matters In Aging and MCC

Patient preferences…..must be the starting point

Interpreting the evidence
Prognosis/life expectancy
Clinical feasibility….benefits vs burdens
Optimizing therapies and care plans

All care is aligned with patient priorities



Hippocratic Oath

“Cure occasionally,
Relieve often,

Comfort always” 
-Ambrose Pare



Sources

Guiding	  Principles	  for	  the	  Care	  of	  Older	  Adults	  with	  Multimorbidity:	  
An	  Approach	  for	  Clinicians.	  	  AGS	  Expert	  Panel	  of	  the	  Care	  of	  Older	  Adults
with	  Multimorbidity.	  	  J	  Am	  Geriatr Soc.	  60:E1-‐25,	  2012.

Atul Gawande,	  MD.	  	  “The	  Way	  We	  Age	  Now”	  	  The	  New	  Yorker	  Magazine,	  May	  2007



‘In	  geriatrics,	  always	  look	  for	  the
multiple	  factors	  that	  are	  likely	  to	  have
produced	  the	  patient’s	  problem,	  even
when	  one	  apparently	  clear	  cut	  
explanation	  has	  been	  found.”	  

R.J.	  Ham,	  MD



IOM 2001:  Crossing the 
Quality Chasm

Patients with chronic illnesses require multidisciplinary care from 
teams of physicians, nurses, social workers, aides, and others.
•Team care is essential for high quality care
Current system is designed to provide primarily acute care rather 
than chronic care
•Health care delivery system must be reorganized to meet the real needs of 
patients



Age-Associated Physiologic Changes
Modifies many biologic properties
•Begins at birth not at age 65
• Is not a disease and does not hurt
•Heightens susceptibility to many diseases
Not a homogeneous process
•Persons age at different rates
•Organs within same person age at different rates
•No measurement of ageing currently available beyond birthdays!



Age-Associated Physiologic Changes

Ageing is influenced by:
•Lifestyle choices
•Environmental exposures
•Presence of disease/treatment of disease

•May confound underlying ageing changes
•Genetic influences(esp.  in the very old) 

•Often genetics do not play a major effect



Age-Associated Physiologic Changes
Normal circadian patterns may be altered
•Body temperatures, cortisol levels, sleep patterns, ADH
Loss of reserve
•Diminishing physiologic reserves available to meet challenges ….increased 
vulnerability to disease and disability

“Homeostenosis” 
•Difficulty maintaining the internal milieu



Function

Evaluation of functional abilities can be more useful than knowing 
exactly which diseases are present….true “well-being” may be 
defined more on function than on presence or absence of chronic 
disease
Quality of life and maintenance of function are generally more 
important to an older person than is longevity



a



Age-Old Question

If you have a 40yo and an 80yo with pneumonia……why do some 
80yo do just as well as the 40yo and others do not?
Why?
Age alone is not the answer!



Overview

Aging is a remarkably benign process in the absence of 
disease…aging does not hurt! 
But, most people age in the presence of  multiple diseases
Do not get frustrated when the elderly present with atypical 
symptoms or do not respond to your usual treatments as expected
Be suspicious, the usual defaults may not be accurate…mental 
status, functional status, history



OverviewRealize that there are frequently multiple diseases involved at once 
and it may take awhile to tease it all out….be thorough and be 
patient
Call in help from other professionals
Understanding the concepts of Homeostenosis and Loss of Reserve 
help in understanding why disease may look and present differently 
in older persons



Overview

The disease centered model is often not sufficient in the elderly
No recommendations exist from  Medical Evidence in the very 
elderly
Assess and re-assess the patient’s Goals of Care
Meds, Meds, Meds….be parsimonious and scrupulous with med 
lists!
Function, Function, Function…avoid debility



Evidence of a Changing System

Guided Care™
PACE (Program for the All-Inclusive Care for the Elderly)
GRACE (Geriatric Resources for Assessment and Care of Elders)
Patient-Centered Medical Home



Clinical Management

Defined as representing all types of care for chronic conditions
•Pharmacologic and non pharmacologic treatment and interventions
•Screening
•Prevention
•Diagnostic testing
•Follow up
•Care in advanced illness 



Disease-Based Care
• Identification and treatment of specific 
diseases
•Patients with no chronic diseases or 
with longer life expectancies
•Can be patient centered
•Relies on traditional outcomes:

•Survival, biomarkers,
disease-specific sxs.

Patient Goal-Directed Care
•Care focused on achieving patient-determined 
outcomes
•For patients with MCC, limited life expectancy 
and  disabling diseases
•Always patient centered
•Non-medical outcomes may be best

•QOL, function, relationships,  
a good death

David	  Reuben,	  MD	  	  	  2016	  AGS	  Annual	  Conference



Question

Why is age 65 considered old age and is that still valid?
•Otto von Bismarck   1889
•Theodore Roosevelt   1935
•Lyndon Johnson   1965



Differences Due To Ageing 

Declines in organ function occur with ageing ….but there is wide 
variation among individuals
Ageing emphasizes the need for individualized care….one size 
does not fit all

•Just knowing the disease alone is not 
enough….one has to know the patient with his 
disease(s)

Patients likely to have not just one chronic medical condition, but 
multiple ones



Clinical Differences Due To Ageing 

Mental status changes, changes in behavior, walking problems, 
dizziness and falls are common:

•symptoms the physician may have difficulty 
interpreting

Setting appropriate goals may be different
• function and Quality of Life may displace the usual medical goals
Total cure is usually not be available
•discomfort and disability may be modified substantially


