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AUTHOR’S NOTE


In the fall of 1967, I left my home in the village of Knockaderry, Ireland, to begin studies at University College Cork, sixty miles away. It was a half day’s drive on the meandering byways of rural Ireland, and I was fortunate to hitch a ride on a milk truck for the entire route. I had never before visited or even seen a college, and did not know anyone who had been to college, save for the local priest and schoolmaster.


I knew only one thing for certain: in college, I would get an education. To me, this was a most precious thing. My undergraduate years at University College Cork as well as graduate studies at Fordham and Columbia universities in New York changed the course of my life and eventually brought me to the world of health care, where research, study, and learning lie within the cellular structure of the profession.


This is a book about the most basic intellectual instinct—the pursuit of knowledge. Throughout the broad health care universe, all of us learn and all of us teach every day. Medicine is a complex business, a new Rubik’s Cube every day. It takes a special breed of person to accept the ongoing challenges.


In this book we write not only about breakthrough ideas, but also about the remarkable medical professionals who brought those ideas to life. The men and women in this book have followed somewhat similar pathways: recognizing a serious problem related to aging adults, experimenting with possible solutions, conducting the often-grinding, peer-reviewed research, and working to scale a new program or policy. Our book is a story of progress in how older people are cared for, while at the same time, it is a story about the fascinating people who have nurtured that progress over time.


As president and CEO of one of the nation’s largest health systems, I consider this book an essential element of our responsibility to teach and share knowledge. My coauthors and I are honored to recount the stories of these thinkers, researchers, innovators, and healers, and to celebrate their achievements.


Michael J. Dowling


New York City


February 1, 2024









PREFACE


Suman Thakurdesai, my grandmother—or in Marathi, my “Aji”—was born and raised in Bombay, India. She worked as a mail sorter in her local post office, and more than seventy-five years ago, she met and fell in love with a mail carrier there—my grandfather. I can still hear her stories of their love blossoming as she handed him the mail for his daily deliveries.


I mostly remember my Aji doing what she loved best—working hard from morning until night, chopping vegetables or cilantro, and shredding the coconut on the kitchen floor as she prepared the next family meal.


As my Aji grew older, she started having back pain and was found to have multiple compression fractures in her spine due to severe osteoporotic disease. In pain, she was unable to do the one thing she loved most—preparing our family meals. Unable to do that work, she grew depressed, lost her appetite, and eventually, her will to live.


One day I received the phone call I was dreading. My mother—sobbing through the phone—told me my Aji was dying. I booked a ticket and got to her bedside as soon as I could. When I did, I found the family gathered, candles lit, curtains drawn, hymns being sung, and my Aji lying in bed, ready to die.


I greeted her as I have always done, by touching her feet in a customary Indian gesture of respect. I whispered to her that I was there. She acknowledged me briefly before falling into a deep sleep. Relieved that she had survived, I slipped into old clinical habits and asked my family about the details: When was her last doctor’s visit? What meds was she on for pain? Anything for her depression? Physical therapy? Turns out—nothing. For a broken back, my Aji was on a low dose of Tylenol. No wonder she was losing her will to live.


So, I went to see her doctor. I asked him about pain control, her depression, physical therapy. I still remember his response vividly.


“You know that she’s very old. She can’t tolerate more treatment. You are asking too much. She will soon be no more.”


I stared at him in disbelief. His diagnosis and treatment plan were steeped in ageism and overt bias. He had failed, fundamentally, to appreciate what really mattered to my Aji. She was not looking for heroics. She wanted to cut the vegetables again, free of excruciating back pain.


And so, for a short period, I became her doctor. I titrated her pain medicines, started her on an antidepressant, and arranged for in-home physical therapy. I accepted that if this was her time, it would be her time, but I also wanted to give her the best possible chance to achieve what mattered to her. Within two weeks, my Aji was sitting in her favorite place to watch the sun set, having just climbed two flights of stairs to get there.


My grandmother lived for another ten years beyond this moment in time. She was there for the births of all three of my children; cooked hundreds of additional family feasts; and told me many more stories of the love she shared with my grandfather.


Caring for our elders is perhaps the best exemplification of both what it means to be a healer, and why so many of us entered the health professions. No group of individuals has touched more lives, imparted more wisdom, and shared more love than our older adults. Delivering the best care to this unique population is at a critical juncture.


We should pause for a moment and celebrate the significant progress we have made over the past century in improving overall longevity. But we must also prepare ourselves for this landmark demographic change. Adults living longer means they can attend more weddings, more graduations, and more births of grandchildren and great-grandchildren. At the same time, this increase in longevity will stress our health systems. Nearly 95 percent of older adults have at least one chronic condition. Nearly 80 percent have two or more. Additionally, older adults suffer harm at the hands of health care at rates that are higher than other populations.


Fortunately, as with many other areas of great need in health care, there is real promise that things are improving. That’s what this excellent new book is about—the people and ideas that are transforming how we care for older adults. This collection of stories and profiles charts a path through a variety of complementary efforts to improve care for older people. Much of the modern field of geriatric medicine was developed and refined by the individuals described in these pages. And this book reads as both a history of the field and a beacon of light to guide the future of the profession. These accounts not only relate the significant developments in geriatric care, they also describe a translatable approach that can benefit every other part of our health system.


This approach has many important elements—curious and dogged investigation, a refusal to accept the status quo, a dual belief in the power of both data and stories to change minds and improve practice. At the heart of all these stories is empathy. We may not be able to walk in the shoes of the older adults we treat, but we can and we must listen to them. We can and we must slow down, center the whole person in front of us, and really, truly listen. Even if we speak a different language, we must still listen—to the translator, to their family, to all the loved ones they have trusted to ensure their health and happiness. Only if we really listen to what’s important to them will we be able to sustain and further the improvements described in this book.


I’m grateful to Michael, Charlie, and Maria for including a chapter on the work the Institute for Healthcare Improvement (IHI) and its partners at The John A. Hartford Foundation, the American Hospital Association, and the Catholic Healthcare Association are doing to propel an Age-Friendly Health Systems movement. This movement aims to enshrine a simple set of key evidence-based interventions for caring for older adults into everyday practice, and eventually, into policy and payment. Taken together we call these interventions the “4Ms”—Mentation (e.g., depression, dementia, delirium), Mobility (e.g., falls prevention), Medication (e.g., polypharmacy and reconciliation), and understanding and acting upon What Matters to older adults. Readers will surely notice each of these 4Ms in the other chapters and indeed our work in Age-Friendly Health Systems is built on the work described in those chapters. The first three Ms are critical to effective care, but it is the fourth—finding out what really matters to the patient—that has proven revolutionary.


I’ve come to believe that trust is the essential, and often missing, ingredient to excellent health care. Our failure to deliver the care that really matters to older adults and their families is a violation of a sacred trust. It might often go unsaid, but we go through our lives, making our own unique contributions to collective knowledge and collective progress, believing that when we reach the last stages of our lives, our wishes about the care we want will be heeded and we will be taken care of. We not only place trust in our families to carry out this important duty, we also place trust in the institutions of our societies.


Robert Butler and the many other leaders profiled in this book saw, earlier than most, that we were failing at this responsibility. Their work to correct this abdication of duty has changed millions of lives for the better. Since nearly all of us will grow old, all of us should be grateful to them. And all of us in health care need to learn from their example. This book is an important step in that learning journey.


My Aji should have never lost her will to live. She should have never had to rely on her grandson becoming a physician and being able to come to her bedside. Maybe if her health system had trusted her enough to ask her what mattered to her, and trusted that she still had so much more to give to and share with her family, she wouldn’t have suffered so much.


This book should be required reading for all health care professionals. The lessons it holds and the warnings it carries are signals to our systems and societies of a lasting need to change and improve. I hope you will be as moved and inspired as I was to read it. And to all of you who have devoted your lives to caring for our elders—people like my Aji—I thank you.


Kedar Mate, MD


President and CEO


Institute for Healthcare Improvement









CHAPTER ONE


THE MAN WHO SAW OLD ANEW


“Perhaps more than anyone else, [Dr. Robert Butler] is responsible for establishing geriatrics as a formally recognized medical discipline in the United States.”


—The New York Times, March 9, 1997


“A PERIOD OF QUIET DESPAIR … AND MUTED RAGE.”


What was it, exactly, that drove Dr. Robert Butler to try and change American medicine in such a profound way? What fired Butler’s decades-long passion to do nothing short of reimagine both the way the medical community cared for older adults and the manner in which doctors were educated and trained to provide that care?


When we search for clues to Butler’s inspiration, it is necessary to travel back to the 1930s when Butler’s parents split before his first birthday. Born in New York City, he was raised in Vineland, New Jersey, by his grandparents until his grandfather, a chicken farmer, died when Butler was seven years old. The year was 1934, and the Great Depression came crashing down around Butler and his grandmother. They lost the chicken farm, and as Butler later recalled, “She and I were soon on relief, eating government surplus food out of cans … Grandmother found work in a sewing room run by the (federal) Works Progress Administration, and I sold newspapers and fixed bicycles for ten cents an hour. We moved into a hotel. When I was eleven, it burned to the ground with all our possessions.”1


They started over, powered by little more than his grandmother’s resolve. Through the hard times, the memory imprinted on Butler’s mind was the adaptability of his grandmother. She was strong, optimistic, and did whatever was necessary to care for and protect her grandson. “What I remember even more than the hardships of those years was my grandmother’s triumphant spirit and determination,” Butler wrote. “It was my grandmother in the years that followed who showed me the strength and endurance of the elderly.”


Butler excelled in high school, served in the Merchant Marines, and proceeded to Columbia University for undergraduate studies and medical school, earning his MD degree in 1953 at age twenty-six. During training in psychiatry at St. Luke’s-Roosevelt Hospital Center in New York City, Butler was drawn to treating older people even as he realized that he had learned little in school about their particular medical and emotional needs.


“It began to hit me,” Butler wrote later. “A lot of patients I was seeing clearly had psychological, behavioral, and social issues, not just medical ones. It also occurred to me that we didn’t know anything about aging. So I thought there’s something about old age that I’ve got to know.”2


Butler joined a team at the National Institute of Mental Health (NIMH) in Washington, DC, exploring various aspects of healthy aging. He was captivated by the subject of growing old, not only from a medical point of view, but also from a social and cultural perspective. As he deepened his study of the aging experience, he grew ever more impatient with prevailing attitudes about older adults among his medical colleagues, many of whom preferred avoiding elderly patients.


By the late 1960s, Butler was fed up with what he saw as egregiously bad treatment of older people. “The medical profession and other health personnel share the culture’s negative attitudes toward the old,” Butler wrote. “In the medical context, this can take the form of active avoidance and dislike or a less-obvious pattern of paternalism and infantilism, pained tolerance, or caretaking rather than aggressive positive forms of treatment.”


In 1969, Butler wrote the book Ageism: Another Form of Bigotry. His research and writing gained attention not only in medical circles, but also in Washington, DC, where President Ford chose Butler as the leader of the newly created National Institute on Aging (NIA) in 1975. Butler was a charismatic individual—tall, thin, and handsome, with an appealing combination of warmth and optimism. While he came to be recognized as one of the nation’s leading experts in geriatric medicine, he never actually trained in the specialty for the simple reason that at the time of his medical training there was no specialty in geriatrics—not in America, at least.


At the time Butler was selected as leader of the NIA, he published his magnum opus, a 1975 book with the dark title of Why Survive? Being Old in America. The book, with its combination of tough judgments and constructive proposals, had an impact. For one thing, it was awarded the Pulitzer Prize in non-fiction, a rare achievement for a nearly five-hundred-page tome about aging and medicine. More importantly, the book struck a chord with some other physicians who felt as Butler did—that older patients were often neglected, and that medical schools and training programs fell short of preparing doctors to care for their complex needs.


In Why Survive? Butler wrote with the subtlety of a jackhammer. For many aging adults, he observed, old age was “a period of quiet despair, deprivation … and muted rage.” Getting older, he wrote, was “often a tragedy … in a society which is extremely harsh to live in when one is old. The tragedy of old age is not the fact that each of us must grow old and die, but that the process of doing so has been made unnecessarily and at times excruciatingly painful, humiliating, debilitating, and isolating through insensitivity, ignorance, and poverty.” This courtly physician with “a gentle countenance,” as the New York Times put it, pulled no punches. How grim was Butler’s portrait of aging in the 1970s? The Times Book Review noted that “Butler questions the value of long life for its own sake; modern medicine, he says, has ironically created ‘a huge group of people for whom survival is possible but satisfaction in living elusive.’ He proposes sweeping policy reforms to redefine and restructure the institutions responsible for” the care of the aged.3 “We must ask ourselves,” he wrote, “if we are willing to settle for mere survival, when so much more is possible.”


The medical status quo in Butler’s early days was that the “elderly” were seen as no different medically than other adult patients. Regardless of age or health status, adults were cared for by primary care doctors, yet very few of these physicians had specialized training in the care of older people. This was dangerous, Butler argued. He called for establishing a new medical specialty—recognized as having the same stature and legitimacy as cardiology or oncology, for example—focused on the complex needs of adult patients. In Why Survive? Butler observed: “Doctors and health personnel are not trained to deal with [the] unique problems” of older people whose “medical conditions are not considered interesting to teaching institutions, and they are stereotyped as bothersome, cantankerous, and complaining patients.”


TOO MUCH SUFFERING


Why do we start our book with Butler’s view of the aging experience? Because he defined what he considered the nadir of care in the modern age for older patients. In a sense, our book is a follow-up to Butler’s—nearly five decades later—during which time the landscape has changed markedly. We argue in this book that the experience of aging has improved by orders of magnitude since Butler. While life expectancy in the United States has declined in recent years because of the pandemic and drug overdose deaths fueled by the fentanyl crisis, it’s still thirty years higher (76.4) than it was in 1900 thanks to cleaner drinking water, vaccinations, and other public health initiatives. Campaigns against tobacco and drunk driving have also played a role, as have preventive measures such as screenings and treatments for cancer and heart disease.


But there is no escaping the price exacted by longevity. In the twenty-first century, a longer life brings increasing medical complexities, including openings for opportunistic diseases that degrade the thirty trillion cells within the human body. What is the verdict on this extra three decades of life gained since 1900? For many, time brings health and joy, for others illness and suffering.


No one escapes this life without some adversity, yet we make the case that much suffering among older people can be mitigated. In fact, that is what the men and women whose stories we tell in these pages have done and continue to do—ease suffering among aging adults. We explore the life-altering and often life-saving advances since Butler nailed his manifesto to the front door of the house of medicine. We argue that the medical community in particular and our society more broadly now have the knowledge needed to ease much suffering. Beyond the scientific, technological, and financial elements that help reduce suffering, the most powerful force of all is the ethical imperative imbued within our culture to care for seniors.


Permitting aging adults to suffer unnecessarily is an offense against an elemental ethical sensibility. The impulse to care for and comfort the old seems to have been stamped on much of humanity’s DNA. Asian cultures, including Japan and China, set the standard more than 2,500 years ago when Confucius wrote that “filial piety” lay at “the root of humanity.” Confucius defined filial piety as an obligation to provide the love, respect, obedience, companionship, and material support aging parents need throughout their later years. This aspect of Chinese culture has remained so durable that it is estimated that 70 percent of aging Chinese parents live with their adult children. In America, the power of family obligations has 40 million people caring for an aging relative at home. Americans long ago decided that supporting older adults is a collective responsibility—thus, the enactment of Social Security in 1936 and Medicare in 1965.


Butler was determined to shake the medical establishment out of its somnolence and jump-start a new movement to convince the medical world that older people should be treated differently in light of their varied and complex medical needs. At the same time, he sought to persuade the medical establishment that doctors needed to train differently to gain the competence needed to care for older patients. Butler’s opportunity to ignite the new movement stemmed from his role at the National Institute on Aging (NIA), from his book, and from his role as head of the first Department of Geriatrics in the United States founded at The Mount Sinai School of Medicine in New York in 1982. Starting the following year, the Mount Sinai geriatric fellowship trained doctors who would go on to play leading roles throughout the country and, in the process, change how older people were treated.


“ADDING LIFE TO YEARS”


Among the foundational elements that reduce suffering is the sheer genius of medical researchers and practitioners. The new reality of aging is built in part upon a foundation of scientific advances in the treatment of heart disease and cancer, the leading causes of disability and death among older people.


The most significant advances for heart health come from two discoveries in particular: medications that stabilize blood pressure and reduce cholesterol. British physician James Black developed beta-blockers in the 1960s–70s, while Japanese biochemist Akira Endo made the original discovery that produced a new class of cholesterol medications.4 Cardiac medications, devices, and lifestyle changes combined to reduce the age-adjusted mortality rate for cardiac disease by a remarkable 70 percent from 1968 to 2017.5


The second-deadliest threat to aging bodies is cancer, a disease for which the leading risk factor is age. Eighty-eight percent of people diagnosed with cancer in the United States are fifty years of age or older and 57 percent are sixty-five or older. Since 1991, there has been a 33 percent decline in the death rate from cancer—“an estimated 3.8 million deaths averted.”6 The overall cancer survival rate has climbed from 49 percent in the mid-1970s to 68 percent in 2023, while survival for breast cancer has reached 91 percent. Cancers of the thyroid, prostate, testicles, and melanoma have reached survival rates well over 90 percent.7


While cardiologists and oncologists have improved life for aging adults, so too have orthopedic surgeons with their ability to get patients back up and playing sports, hiking, running, and romping with grandchildren. Even with these advances, suffering among seniors remained common, in part because medical specialties such as cardiology and oncology typically existed (and often continue to exist) within disease-based siloes. Most older people, however, suffer from multiple maladies that require an un-siloed, team-based approach and the skills that come with geriatric medicine.


Among Butler’s earliest and most influential colleagues in the early 1980s were Drs. Christine Cassel and Diane Meier, both of whom had started their training at the Veterans Administration (VA) Hospital in Oregon before Butler recruited them to join him at Mount Sinai. At the time, geriatrics in the United States was such a laggard that Cassel had little choice but to travel to England to complete her second year of training. “There was nobody here equipped to teach it,” Cassel told us. “All the textbooks came from England and Scotland. There just wasn’t any geriatric medicine in the United States.” In sharp contrast to the United States, geriatrics is the second largest medical specialty in the UK and the top choice in UK residency programs.8


“YOU MEAN TO TELL ME WE’VE BEEN NEGLECTING OUR OLDER PATIENTS?”


Butler, Cassel, and Meier were of like mind. During their training, they had been disturbed by a callous attitude among some physicians toward older people. [Coauthor Maria Torroella Carney, MD, was trained and mentored by Drs. Butler, Cassel, and Meier at Mt. Sinai].


“I couldn’t not see the suffering in the hospital,” said Meier, who went on to lead the Mount Sinai palliative care program for more than three decades. “It was clear that no one was responsible for the suffering. It wasn’t anybody’s job to notice it, to assess it, to try to ameliorate it.”


As Samuel Shem noted in his 1978 book The House of God, sometimes, when a frail elderly person was admitted to the hospital, some staff members would refer to the individual as a “GOMER,” an acronym for get out of my emergency room. Many doctors at the time felt powerless to improve the health of frail elders who were often immobile and depressed. This attitude was born of ignorance. How could doctors going through a general internal medical training know about the special needs of old people when it was the gaping hole in the curriculum?


Butler and colleagues saw that, beyond the miracles of science in heart disease and cancer, another foundational element was needed—the expansion of geriatric medicine throughout the United States. Establishing new specialties in the field of medicine, however, is as difficult as it is rare. For Butler and colleagues, it was challenging in a hostile environment during the 1980s. Doctors in other clinical departments, particularly internal medicine, thought the idea of a geriatric specialty made no sense. “We are already taking care of older people,” was the refrain. Some doctors saw the new initiative as insulting—“you mean to tell us that you think we have been neglecting our older patients?”


Butler and colleagues, however, saw that doctors knew very little about treating conditions prevalent among seniors, including frailty, falls, incontinence, osteoporosis, cognitive impairment, delirium, and polypharmacy, which is the mash-up of side effects from overprescribing. These geriatric syndromes were responsible for suffering among millions of older people and their loved ones and yet the medical status quo of the 1980s accepted such suffering as an inevitable part of aging.


“The job of a geriatrician is to keep the patient going,” Cassel told us. It is the un-siloed medical specialty. Good work by geriatric team members, including pharmacists, physical therapists, and social workers, controls multiple conditions in patients with heart failure, diabetes, osteoporosis, and hypertension. The idea in geriatrics, says Dr. Mary Tinetti from the Yale School of Medicine, is not so much to cure as it is to manage diseases and chronic conditions—often many different ailments in each patient. As Tinetti puts it: “The combination of medical, rehabilitative, palliative care, along with social supports and services” can ease suffering “and make most people live much better lives, even when they have all of those complex chronic conditions.”


Dr. Barbara Paris was among the fellows at Mount Sinai who practiced under Butler during the early 1980s. She defines a good geriatrician as “someone who comprehensively takes care of an older patient” from about age sixty-five through the end of life. In the early stages of aging, when people are relatively healthy, this means focusing on steps to maintain health, including mammograms, colonoscopies, blood pressure stability, immunizations, and other preventive measures and encouraging a healthy diet, regular exercise, and the preventive and healing power of socialization. As people age and develop more complex problems, a geriatrician guides the patient on their journey through the medical maze, identifying specialists based on the patient’s specific needs—in some cases, this can be as many as half a dozen—and coordinating care from home to office to hospital to rehab and back home again.


“You have to be able to provide care and know when you need a consultant,” says Paris, “and you have to communicate with the consultant, and you have to still be the center of that patient’s care. You must know what that cardiologist said or did. You have to be in the center of that.” This sounds like common sense, but in a fragmented system it is an ongoing challenge.


Butler, Cassel, Meier, and others in the field rejected the status-quo treatment method of waiting until someone is sick and then bringing them in for an appointment. They believed in preventive measures, and the old-fashioned practice of house calls. They were visiting patients at home years before Medicare was willing to pay doctors for such visits.


“Home care,” Butler wrote, “should be brought to the chronically ill, to those recuperating from hospitalization, to those who may be acutely ill but can be treated outside a hospital, and finally to all those older people who simply need some help from time to time to fill in the gaps left by declining functions and the loss of friends and relatives.”9


As anyone working in medicine knows, doctors, nurses, and administrators in health care systems tend to be protective of their turf. Conflicts over control of divisions and departments are common, and so it was in the early days of geriatrics at Mount Sinai. When Butler established a requirement for internal medicine residents to spend some time rotating on to geriatric service, many doctors in training resisted.


“There were nasty comments,” recalls Cassel. “Sometimes we were treated with indifference and even hostility by colleagues whose attitude was ‘Why do we need you? And who with any ability would be a geriatrician anyway? Why should we listen to you?’” While Meier was participating in the geriatric training program, she recalls some people asking her why she would train in geriatrics.


“You’re smart,” she was told. “You could be a cardiologist.”


“Geriatrics was seen as a consolation prize,” says Cassel. “Of course, the opposite is true. It’s far more intellectually challenging than any other subspecialty of medicine because of the number of forces, contingencies, and realities that interact on your patient that you have to take into account to provide good care. Internists saw it as kind of threatening, and they thought that all this stuff with the interdisciplinary teams was kind of a waste of time. It was seen as a soft science and therefore undervalued.”


THANK YOU, MARTHA STEWART!


A serendipitous development helped elevate the status of geriatric medicine. Like other major New York hospitals, Mount Sinai was supported by many wealthy donors with aging parents or who were themselves aging. Some of these people with ready access to an array of physicians “were finding that all of their gold-ribbon specialists that make up New York health care weren’t really helping,” recalls Cassel, because they would focus on one of the patient’s conditions—cardiology, for example—and ignore the three or four other conditions with which the patient was afflicted.


When these donors and trustees learned about the effectiveness of the geriatric approach, Cassel recalls, “They would call Butler when he was chair, or they would call me when I was chair and say ‘Can you help me with my mom?’ And then we would go and make a house call, which blew their mind. We would have a team brought in to make a full assessment of the issues—very often, so-called non-medical geriatric syndromes—and we would coordinate her care and make her better. That sold it right there.” Among the donors was Martha Stewart, whose aging mother desperately needed comprehensive care. Stewart was so impressed with the way the team cared for her mother that she provided funding for a geriatric outpatient clinic, among the first in the country.


CLINICAL SUPERPOWER: THE RIGHT MEDICATION AT THE RIGHT DOSE


Butler envisioned a future where new treatments and drugs would ease suffering, and it must be said that progress within the pharmaceutical industry is nothing short of a modern miracle. Arguments will always swirl around the costs of these drugs, but that is a debate for another day. The fact is that throughout the world brilliant scientists are pursuing arduous, original research in biochemistry, physics, chemistry, biology, physiology, biophysics, neurology, gene therapy, and multiple other disciplines. Their knowledge leads to drugs that have improved the length and quality of life for billions of people. We are in awe of their work. Yet, many of these new medications have not been tested in populations who are older or who have multiple conditions and decreased organ function contributing to an unknown safety profile for older adults.


At the same time, we are well aware of the complexities involved in prescribing these medicines to aging adults with multiple medical conditions, and then managing the course of treatments. That is why the art and science of prescribing drugs has become a geriatrician’s superpower. Effectively prescribing medications is not the type of miracle-work that makes front-page news, but it is, nonetheless, one of the most important things that a doctor can do for an older patient. Medication reconciliation is an often-complex process that involves identifying what medications have been prescribed for the patient, determining which drugs the patient is actually taking, calculating the various interactions between and among the drugs, often un-prescribing some meds, and finally, settling on the right medications in the right doses that work for the patient.


There is an unfortunate irony at work throughout the care system for older people: Medications intended to solve problems can cause new problems or exacerbate existing ones. One powerful drug in the weakened system of an older body has a particular effect. What happens when there is a second drug added? Or a third? Or a tenth? Medication that may have worked for decades may have a different effect as the aging physiology of kidneys, liver, and protein status evolves. In the United States about half of all people aged sixty-five and older are currently taking four, five or more prescriptions with complex interactions and side effects. Older adults tend to have multiple physicians, who each prescribe a medication to treat a particular disease. The problem is exacerbated when a patient is hospitalized and the care team is unaware of the person’s medication history, perhaps due to a failure to consult with the patient’s primary care physician.


We spoke with Dr. Kristofer Smith, chief medical officer at Optum at Home, our former colleague at Northwell Health, who encountered many patients on anywhere from seven to ten medications. Many other patients are on more than twenty medications.


“The challenge is disentangling why they’re on some of these medications,” Smith explains. “Some of them were started for a good reason a long time ago and no one reevaluated since.”


One particular patient, typical in many respects, returned to the hospital soon after Dr. Smith and his team had treated him. “I looked at my team and I said, ‘The only way we’re ever going to figure out why he keeps getting high potassium is to go to his house.’ While he was in the hospital, we got permission from his family to go to the home (with his family), and lo and behold, he had six different doses and types of blood pressure medications that all increase your potassium. We left with two bags full of medications he should never take again. It’s not that uncommon, but it’s hard to solve because if you’re not going to the home and helping the family tease through what should be taken out of the home, they don’t know.”


Another patient brought in for evaluation at a Northwell geriatric practice (with Dr. Philip Solomon, a rising star in the profession) was believed, by her family, to be suffering from Alzheimer’s disease. After a review of the timeline and history, it was revealed that one doctor had prescribed an anti-seizure medication with sedating side effects for a condition that had caused her severe facial pain. When she was in rehabilitation after hospitalization, she had been started on another, similar medication for facial pain—redundant medications, both with powerful sedating effects. The patient was also on blood pressure medicines and standing up made her dizzy. She presented to a geriatrician with dangerously low blood pressure, frail, drowsy, minimally verbal, weighing ninety-seven pounds.


After medication review and dosage adjustments, the patient returned a few months later rejuvenated, with better energy and awareness, and showing no signs of cognitive impairment. A physical therapist was sent to her home to help restore her strength and flexibility, and the family was astonished by her improvement.


Dr. Barbara Paris tells patients she has a rule: “You want to be my patient? Every visit, you have to bring in all your pill bottles. Every single one. What vitamins you take, what your cardiologist gave you, whatever you bought in the drugstore. If you don’t bring those pills to me, don’t come.” In fact, medication reconciliation is recognized as so central to caring for older people that Medicare now pays doctors more for visits that take place within the critical transition period of seven days after hospital discharge, which routinely include a medication review.


Geriatricians have long been fierce advocates for medication reconciliation and close supervision of transitions from one setting to another—hospital to home, home to hospital, hospital to rehab, rehab to home. Geriatricians have learned that older people often leave the hospital with a greater sense of confusion than when they arrived. Paris puts it this way: “The danger point for an older patient is when they enter the emergency department and leave the hospital and go home. Any time a patient touches any other part of the health care system, it’s a danger point. And certainly, if they’re hospitalized and then leave the hospital, that’s very dangerous. So, the patient goes home with a list of medicines, and the list says furosemide [a diuretic] and before they came to the hospital, they were at home taking a different diuretic. The hospital substituted one diuretic for another, but the patient hasn’t figured this out and they take both, and they faint because they’re dehydrated and their electrolytes are off, and boom, they’re back in the hospital. And they’ve been in a hospital bed for days and there’s delirium, muscle weakness, they can’t get up anymore. And nobody puts it all together for them.”


THE OLD WILL OUTNUMBER THE YOUNG


Aging is not a static condition, but rather a process that unfolds gradually. The initial sign of getting older is perhaps that moment when the print on the page requires you to find stronger light, perhaps squint a little harder. The natural process of aging continues to degrade the strength and reliability of various parts of the human anatomy. The ability of cells to replicate diminishes, bones lose density, ligaments grow less elastic, and muscle mass decreases. The eyes see things called floaters that aren’t there, while things that are there present as blurry impressionist brush strokes.


In 2022, there were 52 million Americans aged sixty-five or older, and that number has been growing by ten thousand per day and will continue to do so for years to come. Older people in America comprise a larger percentage of the total population than ever before. Perhaps most surprising is that by 2034, this nation—so long known for its youthful exuberance—will cross a threshold where the old will outnumber the young. Children and grandchildren of the baby boom generation will see levels of longevity previously considered unimaginable. An estimated half the babies born in 2020 will live for one hundred years or more, and experts predict that in decades to come it will not be uncommon for people to live beyond age 120.


With this expected longevity, the number of older Americans is projected to nearly double from 52 million in 2018 to 95 million by 2060, and this age group’s share of the total population will rise from 16 percent to 23 percent. By any definition, these are mind-boggling numbers.10 This population is not only growing in size, it is also becoming more racially and ethnically diverse. Between 2018 and 2060, the share of the older population that is non-Hispanic white is projected to drop from 77 percent to 55 percent, while the number of Black older adults in the United States will nearly triple and the number of Hispanic older adults will more than quintuple.11


Growth and diversity of the older adult population have significant implications for the US health care system. Demand for health care services will grow, the nature of the skills and services of the health care workforce will evolve, and the settings of care will change. Furthermore, the growing ethnic and racial diversity will create a need to address varied personal and family caregiver preferences, providing services with cultural sensitivity, and training the paid health care workforce in cultural competence.12


The oldest baby boomers, who famously warned against trusting anyone over age thirty, have celebrated (or, in some cases, endured) their seventy-fifth birthdays. The boomers carried the optimism of the American dream through the second half of the twentieth century and into the twenty-first, growing up through the Korean, Vietnam, and Cold Wars, the national trauma of assassinations, and the cultural and political upheaval of the 1960s. They cheered the space race, fueled the greatest economic boom in American history, and propelled advances in civil rights and equality for women. In 2022, the boomers were on the younger side of the aging scale as 23 million pre-boomers born between 1920 and 1945 reached their eighties, nineties, and beyond.


There is a tendency to lump older people into the same bucket, yet anyone searching for the “typical” senior citizen in the United States will do so in vain. The range of mental and physical well-being has almost infinite variations: Ninety-year-olds running marathons, sixty-five-year-olds incapacitated by stroke. More telling than numerical age among older Americans is biological age. From a technical perspective, biological age is measured by various properties of an individual’s DNA and chromosomes; by whether people suffer from physical or cognitive impairments that accelerate aging. While a large percentage of older Americans sustain their health through diet and exercise, many others are inactive, smoke cigarettes, and consume prodigious amounts of alcohol and processed foods. Others, in contrast, have biological ages well below their physical ages and continue to play robust and central roles in business, science, the arts, education, medicine, and government, powering the nation’s economic engine while also serving as custodians of an immense share of the nation’s wealth. They are consumers, teachers, guides, and mentors who impact every aspect of modern life—though their contributions are not always recognized in our youth-obsessed culture.


Dr. Donald Berwick, a boomer himself at age seventy-five, the former administrator of the US Centers for Medicare & Medicaid Services (CMS) under President Obama, has developed a general theory that there are three broad categories into which most older people fall. “I think a third of people my age feel like I do, which is extremely healthy, vibrant,” he says. “There’s a wonderful quote from Gertrude Stein I read once. She said, ‘We are always the same age inside.’ Pick your age—I think mine’s something around, I don’t know, 15 or 16!” These are people who are generally healthy and independent, successfully managing various conditions and diseases.


Another third of older Americans, he says, are retired and enjoying time for leisure and family, and happily pitching in to help with and dote upon grandchildren. These are people who are enjoying the fruits of longevity.


Advances in medicine, nutrition, public health, and much more have enabled millions of aging adults to enjoy good health and a better quality of life than any aging generation in history. Whole industries have tailored their offerings to serve the elderly with the result that older consumers have choices in goods and services that would have been unthinkable a generation ago. While it is true that too many seniors struggle on Social Security alone, the fact is, according to the Wall Street Journal, “Americans’ increasing life spans have disproportionately increased the elderly’s considerable wealth advantage. They’ve had more time to save and invest because of advances in medical science during their lifetimes.” Many older people have disposable income and an appetite to enjoy life through travel, sports, and an array of leisure activities. The housing industry alone provides more options than ever with assisted living facilities and over-fifty-five communities.


Technological innovations helpful to aging adults come at a rapid pace. In Japan, thousands of sensors in a community track the whereabouts of older people with dementia to protect them from getting lost. Some caregivers are using virtual reality to enable patients to relive experiences from earlier, more joyful times in life. In Ireland, a depressed patient was brought to life by using virtual reality to “walk along the virtual Cliffs of Moher in western Ireland, just as he’d done with his wife several years earlier.”13 In the United States, the rapid adoption of technology to care for older people remotely took off during the pandemic. The best example was the sudden and widespread use of remote visits with patients via Zoom.


Another promising trend is the evolution from caring for patients in the hospital to doing so in ambulatory care centers and at home. In the future, the great majority of the care provided will be in settings other than hospitals, most notably the home, while hospitals primarily care for the sickest of patients. More and more hospitals will be seen as a link in the health care chain rather than as central hubs around which everything else revolves. Hospitals are great places to be if you have to be there, but not so great if you don’t.


Unfortunately, what Berwick sees as the final third of the aging population are people with multiple medical concerns, lower incomes, and too much suffering. His off-the-cuff description jibes with more academic categories of older people—“young-old (ages sixty-five to eighty-four)” where many people enjoy a sense of emotional and physical well-being, then those age eighty-six to one hundred, many of whom have multiple complex chronic conditions. The third category also includes those over one hundred who often need a great deal of help.14


Many if not most older people in the United States enjoy good health or, at least, a quite acceptable level of health. Sixty-one million people are on Medicare yet only about 5 percent of that number account for nearly half of all Medicare spending.15 These are the frail elders most in need of help; this group has the highest risk of falling, needing a caregiver, and being hospitalized.


In all, the suffering cohort totals about 2+ million people or about 1 percent of the US adult population. Our society is all too familiar with the concept of the wealthiest 1 percent of Americans. We contend in these pages that it is at least as important for our culture to become familiar with the other 1 percent—the older people who need our help.


“AMAZING THINGS …”


Robert Butler worked until three days before his death from leukemia in July 2010. He was eighty-two and had served as chair of the Department of Geriatrics and Adult Development at Mount Sinai until 1995. The New York Times obituary quoted Dr. David B. Reuben, chief of geriatrics at UCLA, saying that Butler “really put geriatrics on the map.”16 Butler’s biographer, W. Andrew Achenbaum, wrote that Butler “helped to transform the study of aging from a marginal specialty into an intellectually vibrant field of inquiry … He initiated changes in the training of physicians and other health professionals on how to care for the elderly … Butler gave people reason to question stereotypes that demeaned late life …”17


Perhaps more than anyone else, Butler sparked the aging revolution in America. Since he and his like-minded cadre of clinicians began their work at Mount Sinai in 1982, geriatric capabilities have spread to every medical center throughout the country. In 1988, there were seventy-eight geriatric medicine programs in the U.S. That number had climbed to 162 by 2022.18


But one of the most discouraging trends in caring for older people is the dwindling number of doctors choosing geriatrics as a specialty.


“Demand for doctors specialising in geriatric medicine … is on the rise—and in many places the supply is rising to match. But not in America. Geriatrics is the least popular specialisation in internal medicine, and the country is facing a shortage … [T]he outlook in geriatric medicine is particularly alarming. According to the National Resident Matching Programme, which matches student doctors with hospitals, only 177 of the 411 spaces on fellowship programmes for geriatric medicine were filled in America [in 2023]. By contrast some fellowships, such as those in oncology and cardiovascular diseases, were entirely filled.”19


Ultimately, for all the gloom in his book Why Age?, Butler proved to be an optimist. He wrote that “many of the ailments of the old are possibly preventable, probably retardable, and most certainly treatable … Major breakthroughs in the treatment of cancer, stroke, and heart disease are anticipated in the not-very-distant future. The time may soon come when old age is marked by a gentle and predictable decline rather than the dreadful, painful onslaughts of disease and chronic disability, which now haunt late life.” Perhaps another indication of Butler’s optimism for aging adults was his later bestselling book Love and Sex After Sixty, co-authored with his wife, Dr. Myrna I. Lewis.


The growth in geriatric and palliative medicine since Butler’s days is testimony to his success but there are other indicators as well. From 2011 to 2021, a University of Michigan study found older adults “experienced improvements in physical functioning, vision, and hearing, and through 2019, lower rates of dementia.” A large provider of Medicare services found in a 2021 study that 72 percent of people over age 65 surveyed felt “younger than they are, with half saying they feel younger than” age 50.20


When persistent pain and discomfort are minimized or eliminated, and when aging bodies retain their strength and vigor, older people have the energy and optimism that makes for what matters most in life: deep emotional connections to our loved ones. Fundamental philosophical questions grow in significance as people age. Helene Fung, PhD, a psychologist at the Chinese University of Hong Kong, has written that “with age, people perceive future time left in life as increasingly limited. This sense of limited future time motivates older people to prioritize goals that aim at deriving emotional meaning from life.”21


We trace the arc of improvement from Butler’s days when specialties in geriatrics and palliative care did not exist in America. By 2023, these specialties could be found at virtually every health system in the United States and internationally. Geriatric syndromes like delirium and falls are being addressed routinely. Transitions of care and medication reconciliation are being prioritized. Prognoses are better understood and conversations about treatment options are happening routinely.


Dr. Eric Widera, Professor of Clinical Medicine, Division of Geriatrics, UCSF, and Director of Hospice & Palliative Care, San Francisco VA Medical Center, told us that some of the recent progress in geriatrics “would have been unheard of fifteen years ago. Completely unheard of. In geriatrics, we don’t give ourselves enough credit and I think we’ve done pretty amazing things.”


Since Butler’s days American medicine has flourished in many areas. As we have seen, doctors have developed more-effective treatments for the deadliest diseases, created less-invasive surgical techniques, invented replacement parts for sustaining mobility, shifted the locus of care closer to patients’ homes, improved management of common chronic conditions, and offered financial incentives for doctors to prevent illness in the first place. In its post-Butler incarnation, aging in America remains a challenge, but it is also, for many people, an experience where the chronic conditions that typically accompany old age are more manageable, where older people enjoy more options for work and professional development, education, leisure, travel, sports, and maintaining physical strength and mobility. For increasing numbers of Americans, life is healthier and richer in the experiences that matter most. These are the fruits of the aging revolution.


Health care is a self-critical industry. Scores of medical journals regularly publish articles outlining deficiencies in care at hospitals, physician groups, and rehab facilities and much of that self-criticism powers innovation. Too much becomes toxic, however, giving way to common cries that the US health care system is too expensive, unorganized, greedy, a mess. There is no other industry whose customer is every person in the country from birth to death. Any discussion or debate about the perceived faults of health care—expense, access, quality—must start with a reality check. How many families and their children are now able to celebrate as a result of the great work of health care providers and medical science? How many are flourishing because of successful surgery? How many are still alive because of care provided by hospitals and ambulatory facilities? Among adults, how many survived COVID-19 because of the vaccines and medical care they received?


Health care professionals should all be proud to be in this business and appreciate the special responsibility and obligation we have. This special role was evident during the height of the pandemic—but is also evident in the work done each and every day in America’s medical facilities and in the homes of patients. In a fast-moving, loud and polarized world, normalcy can sometimes seem radical. Everyday work often goes unnoticed. The value of health care is not defined by its highest highs or lowest lows, but by the millions of moments in between when lives are improved, health is restored, and suffering mitigated.22


This is a story about ideas and innovations, but it is also a story about people—patients, of course, but also physicians and other clinicians, who have devoted their professional lives to making the revolution possible. In these pages we focus on a handful of people who have dedicated their professional lives to easing suffering and making a better life for aging adults. General readers are unlikely to recognize their names. They are not famous in a celebrity sort of way, but they are stars within the world of health care—admired for their determination and revered for the progress they have made in bettering life for aging adults.
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