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Objective

 Illustrate the synergies across geriatric and palliative medicine

 Learn the 5 M’s of geriatric medicine

 Apply geriatric principles to a palliative case

3



AGING OF THE US POPULATION
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1.5-2 million older LGBT 
Americans and by 2030 

2-6 million

Aged 50–64 (young–old)
65–79 (middle–old)

80 and older (old–old) (increase by 300%)
Neugarten et al

The minority older 
adult population in 
the US 20.7% in 
2012 to 39.1% in
2050.
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SOCIAL DETERMINANTS OF HEALTH

World Health Organization5



KFF Analysis of CDC Mortality Data
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MODEL FOR SUCCESSFUL AGING

State wherein an individual is able 
to invoke adaptive psychological
and social mechanisms to 
compensate for physiological 
limitations to achieve a sense of 
personal fulfillment, even in the 
context of illness and disability. 
(Young and Phelan 2009)

Rowe, John W; Kahn, Robert L (1997). "Successful Aging". The Gerontologist. 37 (4): 433–440. 

65-74: 89% report 
no disability

85+: 40% report 
no disability

“Living happily despite 
having an illness”: 
Perceptions of healthy 
aging
among Korean American,  
Vietnamese American,  
and Latino older adults
H. Nguyen (PhD, MSW) 
Nursing Applied 
Research 2019
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MORBIDITY COMPRESSION

World Health Organization8



• Whole person care

• Family-Centered

• QOL

• Interdisciplinary

• Anticipatory 
Guidance

• Limited evidence

• Dementia

• Cancer
• Organ Failure
• Stroke

Expertise with:

• Advanced Illness

• End Of Life Care

• Symptom Control

• Prognostication

• Communication

• Complex Decision-
Making

• Pediatrics

• Terminal Delirium

Expertise with:

• Aging
• Gait Disorders
• Multimorbidity
• Polypharmacy
• Geriatric 

Syndromes
• Environment
• Caregiver support

• Dementia
• Delirium 
• Frailty

COMPETENCIES ACROSS THE GERIPAL SPECTRUM
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MIND (Dementia/Delirium)
Diagnosis, Management, Team-based coordination

MOBILITY
Function, Independence, Fall-Risk, Prevention

MEDICATIONS
Polypharmacy, Deprescribing

MULTIMORBIDITY
Management of heterogeneous older adults with 
multiple medical problems incorporating 
preferences, evidence-based medicine, prognosis, 
feasibility, and optimization (both pharmacologic and 
non-pharmacologic) to individualize care plans

MATTERS MOST
Values, Priorities, Treatment Goals

4 M’s AGE-FRIENDLY HEALTH SYSTEM + 1 M
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MIND
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Inouye NEJM 1990, Marcantonio NEJM 2017, Fong 2009

Confusion 
Agitation 
Hallucinations  
Myoclonus

Confusion 
Somnolence  
Withdrawal

Confusion Assessment Method:

Acute onset and fluctuating course
Inattention Disorganized thinking
Altered level of consciousness
If yes to #1 & 2 AND either 3 or 4, then +delirium

MIND
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Case management U 2017

Aging

Medical

Psychosoc
Cognitive

Keeler E, J Gerontol A Biol Sci Med Sci. 2010 
Jul;65(7):727-33

FUNCTIONAL STATUS

Dimension to be evaluated and as an outcome to be 
improved or maintained
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HAZARDS OF HOSPITALIZATION

 30-40% lose > 1 basic ADL on discharge compared to pre-admission

– 25-40% remain impaired 3 months later

 20% readmitted within 30 days

Sager Arch Int Med 1996, Barry JAGS 2011, Jencks NEJM 2009
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MOBILITY
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Morrison, Geriatric Palliative Care, 2003
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Studenski JAMA 2011
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Case management U 2017
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MEDS

EMERGENCY HOSPITALIZATIONS FOR ADEs

Budnitz NEJM 2011
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MEDS
DEPRESCRIBING

Considerations

Frank CMAJ-JAMC 2014
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AGS GUIDING PRINCIPLES

1. Evidence

2. Prognosis

3. Feasibility

4. Optimization

5. Preferences

DM

OA

Dementia

Cancer

Patient

HTN

Guiding Principles for the Care of Older Adults with Multimorbidity: 

An Approach for Clinicians. JAGS;60(10),2012.

MULTIMORBIDITY
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MANAGING COMPLEXITY

• Embrace it

• Determine which disease process drives terminality

• Tell the story

• Understand clinical evidence

• Check for QOL assumptions

MULTIMORBIDITY
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MULTIMORBIDITY
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What are some other causes triggered by serious illness?

MULTIMORBIDITY
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MIND (Dementia/Delirium)
Diagnosis, Management, Team-based coordination

MOBILITY
Function, Independence, Fall-Risk, Prevention

MEDICATIONS
Polypharmacy, Deprescribing

MULTIMORBIDITY
Management of heterogeneous older adults with 
multiple medical problems incorporating 
preferences, evidence-based medicine, prognosis, 
feasibility, and optimization (both pharmacologic and 
non-pharmacologic) to individualize care plans

MATTERS MOST
Values, Priorities, Treatment Goals

4 M’s AGE-FRIENDLY HEALTH SYSTEM + 1 M
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ADDRESSING CULTURE 
WITH INTENTIONAL 
CURIOSITY

● Age and cohort effects
● Degree of physical ability
● Degree of cognitive ability
● Religion
● Ethnicity and race
● Socioeconomic status
● Sexual orientation and gender identity
●Individualistic life experiences (including trauma, level of 
acculturation) – Trauma Informed Care
● National origin – Immigrant, Refugee,
● Gender role expectations – Family structure

Hays. Addressing Cultural Complexities in Practice, 2nd Ed: Assessment, Diagnosis, and Therapy, 200826



Meet Mr. Rodriguez



Setting of Care

& Palliative 
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Mr. R 80 yo Referred To Palliative 
Clinic With A New Lung Mass

 Diabetes BMI 26

 Arthritis

 MCI

 Depression

 Heart failure

 OP

 CAD s/p MI

 OA

 Dyslipidemia

 GERD

 Cataract

 Gout

 Psoriasis

 Vit B12 deficiency
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Mr. R’s Medications

 Citalopram

 Pantoprazole

 Alendronate

 Acetaminophen

 Allopurinol

 Glipizide

 Aricept

 Carvedilol

 Cyanocobalmin

 Candesartan

 Lovastatin

 ASA

 Vitamin D
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After Your Visit

 Citalopram – d/c low Na

 Pantoprazole – d/c no 
indication

 Alendronate – d/c time to 
benefit

 Acetaminophen – check dose

 Allopurinol – check uric acid

 Glipizide – check A1c

 Aricept- confirm indication

 Metoprolol – check VS

 Cyanocobalamin – check 
B12

 Lovastatin – check ldl

 ASA – check risk factors

 Vitamin D - keep
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Prognostication- Navigating Uncertainty

43

D Sudden Neurologic Impairment

Best case, worse case and anticipatory guidance

Reframing and restaging a “Trial”

Lynn, Serving patients who may die soon and their families. The role of hospice and other services. JAMA 2001.
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www.ePrognosis.org
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http://www.ePrognosis.org/


Case management U 2017

Shared Decision Making With Mr. Rodriguez
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Optimization
1. Minimize Harm

2. Maximize Benefit

3. Enhance Quality of Life
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Mr. Rodriguez



Case management U 2017

IN SUMMARY
 Geriatric and Palliative principles are rooted in person-centered care

 Clinical themes are synergistic 

 Values & priorities matter

 Know the evidence

 Be curious 

 Remember the 5 M’s
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