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MEDITATIONS ON GERIATRIC MEDICINE
By Jerald Winakur, MD, MACP, CMD

Requiem for a Doctor

S

ome of you may still remember me.
Or your children or grandchildren
might. Perhaps I cared for you at some
point over the decades since 1976 when
I opened my internal medicine practice,
just two weeks after having completed
my residency training.
In the beginning I suppose we both
took a leap of faith. I was only 28 years
old, and I had a lot of book learning
but only three years training on sick,
hospitalized patients. Those were intense
years, but I had very little experience in
the longitudinal care of people in an
office setting. To you I must have looked
like a kid.
In those early years we likely met in
the middle of the night, when you were
acutely ill in the hospital emergency
room. There were no “ER specialists”
and no “hospitalists” then. As the internist on call, my pager would beep, then
I’d find a phone, call the answering service, and get a message to call the ER.
The nurse who answered would tell me
that a patient — you — had a cough
and fever, or chest pain, or abdominal
pain. (So many presenting complaints
you may have had. So many puzzles I
had to solve.) But you were sick and had
no doctor of your own.
No matter where I was when I got the
call, I’d come to see you. I’d listen to
your story, examine you, order the tests I
needed to help me make a diagnosis, talk
to you and your family, and tell you what
I thought was wrong and what I planned
to do to get you well. This might have
taken me an hour, maybe several.
By the time I got you settled into a
hospital bed or in the intensive care
unit, with your orders for care written,
your medications started, and my note
dictated into the record-keeping system,
it was almost time to begin seeing my
schedule of patients for the new day.
I’d sleep a fitful hour or so in a hospital
call-room (especially if you were really
sick and I was worried — I was always
worried) or on the exam table in my
office. My pager was always by my ear
so I’d be sure to hear it.
You never knew I did this, and I never
mentioned it because I considered it just
part of my job.
I came to see you every day while
you were in the hospital, monitored
your progress, getting specialty help if
we needed it. When you got better —
thankfully you did — often you became
my patient for the rest of your life. We
now trusted each other. I got to know
your family. You even got to know mine
because on the weekends my young children waited for me in the nurses’ station
as I walked with you in the hallway,

gauging your ability to navigate your
home once again.
I was a young man then with a growing clan, a new mortgage, and medical school debts to pay off. As I got
busier (because folks like you referred
their families and friends), I guess you
could say that I found myself “married
to medicine.” No one uses this phrase
anymore.
For almost 40 years I shuttled between
my exam rooms and the hospital ER,
wards, and intensive care unit, between
the rehabilitation and skilled nursing
units (SNUs), and between the longterm care homes and, when the end
was near, palliative and hospice facilities. I’d care for you in the full sense
of that word. When your face lit up to
see mine — well, that was the reason I
kept at it.
As you aged, so did I. As I became a
geriatric patient, so did you. Recognizing
this, I took the time to learn more about
how best to care for the old and the oldest
old. I qualified and renewed my certification in geriatrics several times. When I
found that so many of you were becoming older and sicker and frailer, and I was
spending more and more time caring for
you in SNUs and long-term care facilities,
I joined AMDA — The Society for PostAcute and Long-Term Care Medicine.
Soon I was the medical director of my
city’s first hospital-based SNU.
I lost many friends like you along
the way. I mourned in the beginning
of your illness, when I first made the
diagnosis and realized what was to come.
But I didn’t tell you about the mourning
because my job was to make you feel
better, not worse, when you came to see
me. Over the years I sent so many cards,
attended so many rosaries, memorials,
and graveside services. I was too often in
mourning and couldn’t figure out why.
By then it had become a way of life.
Very few doctors practice this way
today. Some scoff at the idea of a physician dedicating his or her life to care
for a group of interrelated families and
friends over a generation or two. They
say that it is inefficient, poorly remunerative, not state of the art, a recipe for
professional burnout. And they are, of
course, correct.
But they also miss the tangible joy
(which far outweighs the sadness) of
doing good day to day, year by year
for folks one has come to — dare I say
it — love.
One practices in the manner I did
only if one believes that it is in the best
interest of the patient at that moment.
It is not in the physician’s best interest,
but it is in the patient’s.

Many of you still write me, email, and
call. You ask for my advice. What would
I do if I were you in such a circumstance,
you ask? Old friend and confidant that
I am, if I know what I believe to be the
correct answer, I tell you. At least I try to
guide you to a competent professional.
On reading this, medical ethicists —
safeguarding your autonomy — would
rend their garments. But they have no
emotional connection to you, never have
and never will. Beneficence has always
been my guiding light.
You tell me — and it breaks my heart
— that you feel adrift since I am gone.
You cannot afford the hefty concierge
fees most primary care doctors have now
instituted. You can no longer find someone willing to shepherd you through
the dysfunctional medical maze that has
become the standard of care. Your doctor
no longer sees you when you are sick in
the hospital, when you need him or her
the most. A hospitalist you never met
and will never see again now does this.
Should you trust that doctor, you ask
me, someone paid by the hospital to get
you out as soon as possible, ready or not?
Then you are — quickly — on to rehab,
then skilled nursing, then long-term
care. Your family is dizzy with despair.
Where is the old doc who helped
coordinate this, who answered all the
questions, who often put his foot down
and was unafraid to say, “No. Not this.
Not now.”
Well, I am still here but largely irrelevant. The ageism to which you have
fallen prey stalks me as well. I miss you,
miss hearing about your children, the
grandchildren, miss your cards, the little
gifts at Christmas.
I’m a patient now, too. I must navigate
the same dystopian medical system that
you do. My doctors are much younger
than I am and treat me the same as they
do you. “I’m a doctor,” I used to say to
them. “Really?” they would answer. It’s
my secret now.
I know what you are going through.
Once you had me by your side, and I
did my best to smooth your passage. But
now, like most of us in this day and age,

I am a patient on my own.
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geriatric medicine for 36 years, founded
a hospital SNF, and taught medical ethics
and humanities to medical students
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Wake Us (Kent State University Press,
2017). Read this and other columns at
www.caringfortheages.com.

Frailty Scores for a
True Picture
By Joanne Kaldy

I

magine two women are admitted to
your facility. They have similar diagnoses, and they both seem generally
happy and alert. However, just as two
people who have similar possessions,
homes, and jobs may have very different credit scores, these two women could
have very different frailty levels and risks.
According to Steven Buslovich, MD,
MSHCPM, cofounder and CEO of
Patient Pattern, frailty isn’t a new concept — in fact, it is a global standard of
clinical risk.“The U.S. is about 10 to 15
years behind other countries in incorporating frailty into clinical management
strategies,” he said.
Generally defined as the accumulation
of chronic illnesses and the loss of function and/or cognition, Dr. Buslovich
said, “frailty is characterized by sudden declines and diminished recovery
from every minor illness or trauma.” He
added, “Frailty is a measurement of risk
and vulnerability for adverse outcomes.”
By assessing frailty risk, the care team
can identify which deficits have contributed to the patient’s degree of vulnerability. This, in turn, enables the team
to create, with the patient and family,
a realistic, proactive care plan including appropriate resource utilization and
expenditures.

Ask your EHR vendors
to allow you to visualize
frailty as a vital sign in your
workflow to understand
your patients’ risk.
Increasingly, organizations such as
institutional special needs plans (I-SNPs)
and accountable care organizations
(ACOs) are seeing the value of assessing
frailty risk. Not only is this key to providing quality, person-centered care and
enhancing patient/family expectations
and satisfaction, it also has a central role
in assessing financial risk and enabling
the best use of limited resources.
The urgency for this measure is
increasing, Dr. Buslovich noted. The
Centers for Medicare & Medicaid
Services “is very interested in frailty; and
PDPM [Patient Driven Payment Model]
includes overlapping concepts that also
are the focus of frailty, such as cognition

and functional domains.”

