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Foreword

Dear Reader,
In my capacity of the Academic Director of the European Geriatric Medicine 

Society (EuGMS), I am glad to recommend this book, entitled The Role of Family 
Physicians in Older People Care, in which Dr Nicola Veronese and Dr Jacopo 
Demurtas, two active members of the EuGMS, discuss the most important aspects 
and scenarios of care for older people in which geriatricians and general practitio-
ners are, often together, involved.

On the one side, the population is overall getting older, with new challenges for 
physicians involved in primary care and in geriatric medicine; on the other side, the 
problematics are rapidly changing. For these reasons, Dr Veronese and Dr Demurtas 
treated some important issues in older people, such as frailty and comprehensive 
geriatric assessment, psychiatric conditions in older people, end of life and many 
others, equally important topics. In addition, they also decided to deal with the 
recent COVID-19 pandemic, in which older people were dramatically involved.

I am confident that this book will be useful in better understanding of the current 
state of the art in the field of care for older people in which geriatricians and general 
practitioners are together involved on a daily basis.

Enjoy your reading!

Mirko Petrovic
Ghent University 
Ghent, Belgium
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Preface

This book was born from our educational needs in the field of geriatrics.
These pages arise from a simple question: “What would I, as a Family Doctor, 

like to learn to improve my way of caring for my older patients, wherever they are 
and whatever is afflicting them?”

On this basis, we drafted and then defined the table of contents, keeping in mind 
that as family physicians we have a role in counselling and advising our healthy 
older patients, not just the sick ones. This is why we included several chapters 
regarding healthy ageing and its importance.

We have also tried to describe new scenarios which seem to be more and more 
interesting in older people medicine, notably the potentially disruptive impact of 
new technologies on ageing. Then we described, for the benefit of younger practi-
tioners and colleagues who may not be particularly familiar with geriatrics scores, 
the main ones.

As it is normal and somehow due, we then focused on macro-areas of illness in 
the third section, while in the fourth we analyse the contexts in which more often 
our patients live and their peculiarities, dedicating our attention also to the role of 
family/informal caregivers. In our opinion, it was important to involve an expert 
patient and caregiver in the writing process since she shared her insights on the 
topic, helping us build the chapter as a whole.

The next section of the book thoroughly (at least we hope) explores the role of 
family physicians in palliative care for older people and describes also the often- 
forgotten dignity of the dying patient, keeping as a compass the humanistic approach 
which may encompass several disciplines and that can help us shape a better medi-
cine and better physicians.

Finally, without research and innovation, there is no way to strengthen or at least 
keep safe the primary care setting. Research should be comprehensive and our work 
evidence-based. Therefore, we dared to present two chapters, one regarding the 
importance of meta-research in geriatrics, a topic which keeps us “busy”, and the 
other regarding the deep and crucial role that qualitative research may and, in our 
opinion has to play, in defining priorities in older people care.
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This book has been delayed, due to Covid-19 and the way it brutally hit us.
We dedicate it to the many, many colleagues that died because of this pandemic.

Capalbio, Italy Jacopo Demurtas  
Palermo, Italy  Nicola Veronese  
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Family Doctors and the Silver Tsunami: 
Team up to Survive the Storm

Jacopo Demurtas, Alessandro Mereu, Nicola Veronese, 
and Jan De Maeseneer

Abstract

Growing older populations, sometimes referred to as gray (or silver or aging) 
tsunami, are an increasingly serious health and socioeconomic concern for mod-
ern societies. To face the challenge posed by this phenomenon, strategies at sev-
eral levels must be planned.

Primary care doctors and family physicians can have a pivotal role in this situ-
ation, helping to address and manage the strategies to withstand the tasks and 
guarantee health coverage to this population. Notably, older population cannot 
be assessed and managed with a one-size-fits-all model or tool. Among older 
adults we can find healthy people, frail or disabled people, people with palliative 
or supportive needs, and people needing end of life care.

To help family doctor dealing with this complex scenario, team-working is 
crucial and also a redistribution of the healthcare burden through mechanisms of 
task shifting and adopting a complex adaptive leadership model.
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Family physicians should recognize the peculiarities of this evolving sce-
nario, keeping in mind the social determinants of health and acting with the 
person-centered and the community-centered approach at the same time.

Keywords

Aging · Family doctor · Task shifting · Teamwork · Complex adaptive leadership  
Social determinants of health · Comprehensive healthcare · Universal health 
coverage

1.1  Introduction

The ability of primary care systems to provide comprehensive healthcare is crucial 
in dealing with complex health problems.

The aging population, in strong growth in terms of numbers and in terms of care 
needs [1], represents a paradigmatic target to which to apply comprehensive care.

In the USA, for instance, aging adults will comprise 25% of the population by 
2050 [2].

This will be due to increased longevity; baby boomer surge, starting in 
2025–2030; and demographic shift [2].

This has consequences for health, social, and family care in any modern society.
Thus, a response from the society to the question of how we will care for all these 

older persons is more and more urgently needed [1]. It should be mentioned that this 
is not always approached only in positive ways, but many different negative opin-
ions are also circulating, culminating in so-called ageism or partial exclusion of 
older adults from society.

1.2  The Silver Tsunami

The unprecedented potential burden on society of this aging population is what is 
called the “gray tsunami” or “silver tsunami” or “aging tsunami” [1].

It is about a growing number of people all together older than the previous gen-
eration with increased health, social, and other needs without a youngest robust 
(e.g., welfare, work opportunities, etc.) at its back.

In the silver tsunami metaphor, older persons represent the great walls of water 
that destroy or displace everything in their path and then recede, leaving nothing 
behind but rubble, salty mud, and broken lives [3], while we, intended as society, are 
the coast on which the wave will exercise its destructive power.

Charise pointed out that this definition “testifies to the barely conscious figura-
tive language that serves to construct perceptions of an aging population” [4].

The conditions that brought this extraordinary demographic situation were social 
protection and welfare, improved diagnostic and therapeutic performance, and a 
disruptive economic development.

J. Demurtas et al.
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Neglecting to consider this scenario makes this perception limited, inaccurate, 
and damaging [3].

This scenario is what is synthesized, together with its consequences with the 
name “silver tsunami.”

The family, social, urban, welfare, and health systems will not be able to give 
enough answers but will respond in some way. Those ways will be more effective if 
we prepare and adapt our systems to the “storm.”

1.3  Peculiarities of Geriatric Care

The word geriatrics was coined in 1901 by Doctor Ignatz Nascher that proposed 
that adult aging is considered as a distinct stage in life span development. This 
stage encompasses several dimensions, namely, physiological, psychological, and 
social aspect. More and more research studies are focusing also on existential 
dimensions [5]. Also the geriatric definition is debatable [6]. What elements define 
“geriatric” a patient if the age cannot do it? At the same time, older population 
needs cannot be addressed with just a one-size-fits-all tool [7]. Since its defini-
tions, it is clear how the multimodal and multidimensional approach is the basis 
of geriatric care.

The need for care and the planning of care plans in people where it is possible to 
foresee a functional decline require multiple tools and different resources to be acti-
vated in forecast or at the time of need, and working with aging adults requires 
specific knowledge and skills.

Aging population is not unique but is composed of several clusters of people 
with different conditions, including people at the end of their lives, people with 
one or more organ shortages, people with disabilities, and older people in 
good health.

In all these categories, it is important to promote healthy aging to a weighted 
extent to the specific conditions of everyone. Furthermore, the older population has 
some peculiar characteristics on which social and health systems must reflect and 
modulate their activity.

1.3.1  Characteristics of Aging Population and Families

The older people are for the most part retired, without formal work constraints, but 
may have family or social relationships and commitments that can modulate their 
quality of life.

An older widower who lives alone in a gentrificated1 city, lacking in personal 
services such as shops or offices, even in the absence of frank organic pathology, 
can be considered as a person with welfare needs.

1 https://dictionary.cambridge.org/dictionary/english/gentrification.

1 Family Doctors and the Silver Tsunami: Team up to Survive the Storm
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An older couple in an urban suburb involved in the care of their grandchildren 
and in the community in an active way, despite the presence of a relevant organic 
disease, can enjoy a good level of functioning and have little need for assistance. 
Geography also has its meaning in the analysis of needs. Older people living in 
areas with low human settlement can have different needs with the same biological 
conditions and economic resources of older people living in highly anthropized 
environments. Another important determinant, common to so-called “westernized” 
civilizations, is the atomization of family units.

The fragmentation of family units over the past 70 years has produced, to vary-
ing degrees, a different way of caring for needy older people. The extended fam-
ily, living in spaces and congruous environments, guaranteed a high level of care 
for the older in difficulty and at the same time allowed the older to maintain a 
social function in the family. Today the nuclear family is organized without the 
sharing of homes and social environments among the older people, children, and 
grandchildren. This slow, but progressive reformulation of family relationships 
has imposed on the services a welfare approach, inventing residential and semi-
residential structures or developing the private home care system. These services, 
variably constituted in the different countries, are at high cost for families or for 
the social-health service both in terms of economic resources and in terms of 
human resources.

In function of this model, without moving negative criticisms to the operations or 
to the quality of the services, a series of further problems of difficult resolution or 
economic and human stress was produced. Those who do not have resources or can-
not access them risk social and welfare exclusion until the conditions deteriorate. 
Caregivers, family members or hired individuals, are subjected to great stress pro-
voking burnout, moral injuries, and sometimes real pathological conditions.

1.4  Dealing with the Silver Tsunami

A possible operational model for dealing with “silver tsunami” is the comprehen-
sive and integrated management of needs and their early detection and further plan-
ning and the allocation of resources in a respectful and fair manner.

Moreover, there is a need—certainly in people with multi-morbidity—for a para-
digm shift from “disease-oriented” towards “goal-oriented” care, focusing on the 
achievement of the life goals of the patient. Very often these life goals are related to 
“being able to function” and “social participation.”

Goals focus on what “matters” to the patient.
However, this model requires an active and not only bureaucratic-administrative 

collaboration between professionals; therefore it requires the organization of 
the team.

The team allows to share the competences to be activated on individual cases and 
on groups of people (territorial areas, population clusters), allows a concrete inte-
gration of activities and planning, and allows the multiplicity of interventions.

J. Demurtas et al.
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1.4.1  Task Shifting

Assembling the right team in modern healthcare is challenging, given its complex-
ity. A mechanism through which teamwork activities can be improved is task shift-
ing [8–10].

Task shifting can contribute to the flexibility necessary to respond when the sys-
tem is under pressure. Within health systems this is necessary for at least four rea-
sons, as reported by the Expert Panel on Effective Ways of Investing in Health 
(EXPH) board [11, 12].

The first is that task shifting can contribute to the sustainability of the health 
workforce [9, 13].

Health systems in all countries are facing shortages of health workers [13], with 
different groups affected to greater or lesser degrees. Inward migration and increased 
training capacity helped meeting these shortages in high-income countries, yet chal-
lenges are still open. It makes little sense in these conditions that scarce health 
workers’ forces keep some roles that can be easily undertaken by others. Moreover, 
these strategies could also help reducing burnout rates among healthcare workers 
[14–17].

Second, task shifting can contribute to the financial sustainability of health 
system [13, 18].

Many health professionals spend a considerable amount of their time undertak-
ing activities for which they are overqualified. If it is possible to transfer these 
responsibilities to less qualified and, consequently, less highly paid health workers, 
it will reduce costs without affecting health outcomes, therefore improving the effi-
ciency of the health system. The saved resources can contribute to sustainability of 
health spending and/or be re-invested in other valuable healthcare. In other circum-
stances, transferring roles to a higher qualified health worker, even if more expen-
sive to employ, may be more efficient if their greater expertise means that they use 
fewer resources or achieve better health outcomes. Task shifting may also support 
social sustainability, meaning the maintenance of a health system that societies trust 
and want to use. These changes may involve the transfer of responsibility for an 
entire package of care, for example, where a doctor’s role is taken over by a nurse 
or a nurse’s role is taken over by a healthcare assistant.

Third, task shifting can be a means to improve quality of care, with evidence 
showing that activities are performed better by one group than another, e.g., rou-
tine management of uncomplicated chronic disease can be performed with out-
standing results by nurses [8]. Finally, task shifting can enhance the resilience of 
the health system, especially where different professional groups can substitute 
for one another in emergencies. However, this requires the existence of estab-
lished, and tested, systems and mechanisms through which task shifting can be 
adopted and supported in a timely manner. Assembling the right mix of skills in 
the right place is challenging, given the complexity of modern healthcare. Task 
shifting can contribute to the flexibility necessary to respond when the system is 
under pressure.

1 Family Doctors and the Silver Tsunami: Team up to Survive the Storm
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1.4.2  Comprehensive Care and Teamwork for Aging Societies: 
A Leadership Revolution

Comprehensive care is a milestone inside the Primary Health Care definition since 
the famous 1978 WHO Alma-Ata Declaration [19].

Thinking to aging people and societies leads health professionals to set compre-
hensive health strategies in order to ensure an holistic approach inside an echo-bio- 
psycho-social framework. This is not a solo-professional commitment or a policy 
statement. Comprehensive care is the strategy which permits health professionals to 
afford valued and equitable care for aging people [20]. It permits health profession-
als to connect multiple elements (not just medical ones) and follow their complex 
and dynamic links.

A comprehensive approach cannot be accomplished by a professional [19]. A 
comprehensive approach requires a multidisciplinary team that works in an inter-
professional way with a commitment and social involvement, in a political-ethical 
positioning [21]. This is the connotation of family medicine [22], as Starfield dem-
onstrated that this is the approach which guarantees quality and equity and sustain-
ability in different national health systems [22, 23].

If comprehensive care is about complex framework and is about teamwork, it is 
important to look at the team functioning.

There are many examples of teams, their structure, and how they work. There is 
probably no single winning model. At the same time, there are numerous obstacles 
to the establishment and functioning of the team.

As described by Obolensky [24], there is an important difference between two 
main leadership approaches, the “command-and-control” in which obeying unem-
powered people simply waits for a master to command (wait to be said what to do) 
[24] and complex adaptive leadership (CAL), derived from the complex adaptive 
system (CAS) model. It moves from the consideration that systems are complex and 
share at least four common aspects: self-organization, inter-relatedness, adaptive, 
and emergence [24].

Complex adaptive leadership is a continuous balance of diagnosis and interven-
tion, which requires the involvement and commitment of the parties in the problem 
being faced. Thus it cannot be limited to the “top-down” application of technical 
knowledge or decisions taken by those in positions of authority as in a command- 
and- control model but is sensitive to each change at every level and requires 
proactiveness.

In a wider vision, in the geriatric field as the same for general population, it is 
possible to frame it in three layers, each one interconnected with the only bureau-
cratic hierarchy between them.

The “micro” layer concerns the primary care unit that deals with the health and 
disease of the population (in the specific case of the older individuals and its epiphe-
nomena about health promotion, prevention from primary to quaternary, diagnostic 
processes  – therapeutic and rehabilitative). This complex and permanent set of 
actions begins in the pre-geriatric era and continues until death and cure of family 
mourning.

J. Demurtas et al.
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The “meso” layer concerns the network of social and health services in which the 
micro layer is inserted, and of which it is a fundamental fiber, where the empower-
ment activities of the primary care unit and support activities for the person are 
placed with services that can be customized but aimed at collectively and with high 
economic or social cost technologies.

The “macro” layer crosses the two previous layers providing them with the polit-
ical structures and policies that support their actions, referring to the principles of 
fairness and solidarity that govern the welfare and healthcare processes.

The CAL described here moves in this multi-layered complex, where leaders 
inhabit all three layers and connect with each other.

The leadership exercised is trans-stratum; the effects are realized in the skills 
allocated in the functions of proximity to the person and the collective of the indi-
vidual professionals or in the level of coordination and integration as well as in the 
level of policy-making.

Building multidisciplinary workforce capacity to better deliver integrated care 
models and meet the needs of older people is a key recommendation of the WHO 
World Report on Ageing and Health [25] and consistent with emerging evidence for 
delivering integrated care for older people with complex health needs. In a recent 
review, most intervention was commonly directed toward building capacity in 
nurses, physiotherapists, general practitioners, and social workers to deliver inte-
grated care [26].

1.4.3  Intersection among Clinical and Social Issues Affecting 
Health Status of Older People

As described by the social determinants of health (SDH) theory, adopted by WHO 
[27], health status is affected by several interconnected factors. Just a few of them 
are under control of health systems, and inside this narrow field, the clinical power 
of health professionals is too small facing the broader framework [28].

Setting a teamwork in this framework, ask to recognize how big and complex it 
is; otherwise, it lead to ineffective intervention or blind leadership. How health pro-
fessionals can take care about an old man with diabetes who is a homeless living in 
its car? How primary care unit can prevent COPD exacerbations in a polluted smog 
area? How social workers can help a deprived old woman without family support?

SDH must be addressed by the whole society, where professionals and political 
institutions could have advocacy skills and proactive approach in order to promote 
health and protect from disease. This desirable scenario put the family medicine 
team approach to the macro-level as a primary care unit shall advocate for patients 
and its community and the professional community shall advocate for healthy soci-
eties in a healthy world.

A team could be more powerful than a solo professional in order to address 
social determinants of health in the community level. Training of professionals’ 
team member is a crucial determinant of health. Trained skilled professionals in the 
field of interprofessional collaboration, community-oriented commitment, and 
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political-ethic positioning are needed. Social accountability training could play a 
key role inside a team member [29].

Team member composition can change all over different countries due to local 
labor market and professional status. It is not so important the administrative con-
nection among members; it is important if they are able to cooperate and to have a 
unique mission with different health objectives reachable by multiple skills some-
times shifted among themselves. In this way the team can assess goal-oriented care 
because of the multiple points of view already settled.

1.4.4  System’s Accountability and Sustainability in Older 
People Care

In recent years, not only Western countries but also developing countries started 
with “chronic disease management programs” to improve care. The design of those 
programs includes most frequently:

• Strategies for case finding.
• Protocols describing what should be done and by whom, the importance of infor-

mation and empowerment of the patient, and the definition of process.
• Outcome indicators that may contribute to the monitoring of care.

In the context of multimorbidity, there is a need for a shift from “chronic disease 
management” toward “participatory patient management,” with the patient at the 
center of the process.

For many people, giving meaning to the chronic illness process they are going 
through is of the utmost importance. Safety and avoiding side effects (not having to 
suffer more from the treatment than from the disease) are very important. Patients 
expect comprehensiveness in their care instead of fragmentation.

1.4.5  Multimorbidity, Goal-Oriented Care, and Equity

When implementing goal-oriented care, there may be a threat to equity, as the way 
goals are formulated by patients may be determined by, for example, social class.

Moreover, integrating “contextual evidence” implies the risk of taking the con-
text for granted: people living in poverty will generally have been obliged to take on 
lower expectations in terms of quantity and quality of life than well-educated people.

So, “goal-oriented medical care” could contribute to an increase in social inequi-
ties in health. This challenges primary healthcare providers with the question of how 
to deal with an “unhealthy” and “inequitable” context. It is obvious that this cannot be 
the responsibility only of primary care providers. They may have an important “sig-
naling” role to document and draw attention to the problems that patients are facing.

This is where community-oriented primary care (COPC) comes into the pic-
ture. COPC integrates individual and population-based care, blending clinical skills 
of practitioners with epidemiology, preventive medicine, and health promotion [13].

J. Demurtas et al.
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Starting from observations in daily patient care, COPC makes a systematic 
assessment of healthcare needs in practice populations; identifies community health 
problems; implements systematic interventions, involving a target population (e.g., 
modification of practice procedures and improvement of living conditions); and 
monitors the effect of changes to ensure that health services are improved and con-
gruent with the needs of individual patients and of the community.

COPC designs specific interventions to address priority health problems. Teams 
consisting of primary healthcare workers and community members assess resources 
and develop strategic plans to deal with problems that have been identified. So, 
COPC is an essential part of a strategy to re-orientate care toward the needs and the 
goals of the individual and of the community. It will help to identify the “upstream 
causes” that lead to social inequities in health.

Creating greater awareness of health is an essential investment in an equal and fair 
society and of the centrality of it as a value to achieving universal health coverage [12]. 

This process needs to:

• Provide clear narratives setting out how the financial sustainability of existing:  
progress toward universal health coverage is endangered by waste and low-
value care;

• Develop a long-term strategy for a step-by-step value-based approach toward 
change of culture. This strategy should encompass the definition of a series of 
goals that support the long-term objective of change, moving forward in small 
steps (work plans), including the implementation and monitoring of effects by 
use of existing data sources and methodologies as well as the creation of mecha-
nisms to further guide the direction of change toward high- value care;

• Support research and development of methodologies on appropriateness and 
unwarranted variation by exchanging robust methodologies for measuring and 
monitoring patterns of clinical practice, regional variation, and appropriateness 
research, by stimulating data collections (incl. Real-world evidence and big 
data) and by defining and aligning goal-oriented outcomes that matter to 
patients [14];

• Encourage health professionals to take responsibility and feel accountable for 
increasing value in healthcare, which may require freeing resources from low-
value care to re-invest in high-value care encompassing the training of “change 
agents” (leaders) that feel accountable for the health of the population, including 
equitable distribution of resources across diseases. Health professionals hold a 
key role in advocating a change of culture toward social cohesion and 
connectedness;

• Support the creation of learning communities, including communities of health 
professionals, to bring together the best expertise, experiences, and practices, to 
contribute to change of attitudes, and to learn from each other by measuring, 
benchmarking, and implementing actions across the EU. Member states should 
take the lead in identifying and pinpointing the most important tasks; the EC 
should create a supportive and facilitating environment for the establishment of 
those learning communities that will contribute to a change of behavior and a 
change in legislation;
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• Support initiatives for patients’ engagement in shared decision-making, recog-
nizing the importance of patients’ goals, values, and preferences, informed by 
high-quality information to implement empowering practices and goal-oriented 
person-centered care (Fig. 1.1) [30].

1.4.6  The Role of Family Physicians within the Team

Approaching a patient with multimorbidity challenges practitioners’ institutions for 
health professionals’ education to train providers that are not only “experts,” or 
excellent “professionals,” but are also “change agents” that continuously improve 
the health system constantly questioning the reality of knowledge and care. It 
requires fundamental reflection on the individual provider-patient interaction, on 

Box 1.1 Jennifer and Her Goals - Modified from [31]
Jennifer is 75 years old. Fifteen years ago she lost her husband. She has been 
a patient at the practice for 15 years now. During these 15 years, she has been 
through a difficult medical history: hip replacement surgery for osteoarthritis, 
hypertension, type 2 diabetes, and COPD.

She lives independently at home, with some help from her youngest daugh-
ter, Elisabeth. I visit her regularly and each time she starts by saying: “Doctor, 
you must help me.”

Then follows a succession of complaints and feelings: sometimes it has to 
do with her heart, another time with lungs, then the hip,…Each time I sug-
gest  – according to the guidelines  – all sorts of examinations that do not 
improve her condition.

Her request becomes more and more explicit; my feelings of powerless-
ness, inadequacy, and irritation increase.

Moreover, I have to cope with guidelines that are contradictory: for COPD 
she sometimes needs corticosteroids, which always worsen her diabetes con-
trol. The adaptation of the medication for the blood pressure (once too high, 
once too low) does not meet with her approval, and nor does my interest in her 
HbA1C and lung function test results. After so many contacts, Jennifer says:

Doctor, I want to tell you what really matters to me. On Tuesday and Thursday, I 
want to visit my friends in the neighborhood and play cards with them. On Saturday, 
I want to go the supermarket with my daughter. Foremost, I just want some peace. I 
do not want to continually change the therapy anymore, especially not having to do 
this and to do that.

In the conversation that followed, it became clear to me how Jennifer had 
formulated the goals for her life. I felt challenged to identify how the guide-
lines could contribute to the achievement of Jennifer’s goals. I have visited 
Jennifer with pleasure ever since. I know what she wants and how much I can 
(merely) contribute to her life.

J. Demurtas et al.
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- tools
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Fig. 1.1 Revised model of goal-oriented care with the patient’s personal life goals in pole posi-
tion. Arrows represent flows of information. ICD, ICPC, and ICF stand for the International 
Classification of Diseases, International Classification of Primary Care, and International 
Classification of Functioning [30]

the need for a paradigm shift from problem-oriented to goal-oriented care, on the 
organization of the healthcare services and the features of the health system.

Most fundamentally, it will also require dialogue and communication method-
ologies between the health sector and people in need of healthcare and with other 
stakeholders within society involved in healthcare at the practice, research, and 
policy level, in order to guarantee the essential characteristics of an effective health 
system: relevance, equity, quality, cost-effectiveness, sustainability, people- 
centeredness, and innovation.

1.5  Conclusions

Family doctors must adapt their commitment to this new scenario of silver tsunami. 
What will be changed is the increasing need of a proactive teamworking inside the 
community and close to the patients and a goal-oriented approach. Working as a GP 
in this scenario means to be able to address SDH and go beyond the biological 
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health issues, adopting an eco-bio-psycho-social approach. It will be crucial to learn 
and act how to promote healthy aging and take care about increasing palliative and 
end of life care needs.

• Gentrification: the buying and renovation of houses and stores in deteriorated 
urban neighborhoods by upper- or middle-income families or individuals, rais-
ing property values but often displacing low-income families and small 
businesses.

References

 1. Fulop T, Larbi A, Khalil A, Cohen AA, Witkowski JM. Are we ill because we age? Front 
Physiol. 2019;10:1508.

 2. Masselam VS. Prepare for the surge of the silver tsunami: learning about working with the 
aging adult. Psychiatry. 2017;80:413–4.

 3. Barusch AS. The aging tsunami: time for a new metaphor? Taylor & Francis; 2013.
 4. Charise A. “Let the reader think of the burden”: old age and the crisis of capacity. Occasion: 

Interdiscip Stud Humanities. 2012;4:1–16.
 5. Forlenza OV, Vallada H. Spirituality, health and Well-being in the elderly. Int Psychogeriatr. 

2018;30:1741–2.
 6. Orimo H, Ito H, Suzuki T, Araki A, Hosoi T, Sawabe M. Reviewing the definition of “elderly”. 

Geriatr Gerontol Int. 2006;6:149–58.
 7. Fillit HM, Rockwood K, Woodhouse K. Introduction: aging, frailty, and geriatric medicine. 

Brocklehurst's textbook of geriatric medicine and gerontology. Elsevier; 2010. p. 1–2.
 8. Maier CB, Aiken LH. Task shifting from physicians to nurses in primary care in 39 countries: 

a cross-country comparative study. Eur J Pub Health. 2016;26:927–34.
 9. Aithal A, Aithal P. ABCD analysis of task shifting–an optimum alternative solution to profes-

sional healthcare personnel shortage. Int J Health Sci Pharm (IJHSP). 2017;1:36–51.
 10. Joshi R, Alim M, Kengne AP, Jan S, Maulik PK, Peiris D, Patel AA. Task shifting for non- 

communicable disease management in low and middle income countries–a systematic review. 
PLoS One. 2014;9:e103754.

 11. Jönsson B. Disruptive innovation and EU health policy. Springer; 2017.
 12. De Maeseneer J. European expert panel on effective ways of investing in health: opinion on 

primary care. Prim Health Care Res Dev. 2015;16:109–10.
 13. Aluttis C, Bishaw T, Frank MW.  The workforce for health in a globalized context–global 

shortages and international migration. Glob Health Action. 2014;7:23611.
 14. Ricciardi W, Boccia S. New challenges of public health: bringing the future of personalised 

healthcare into focus. Eur J Pub Health. 2017;27:36–9.
 15. De Simone S, Vargas M, Servillo G. Organizational strategies to reduce physician burnout: a 

systematic review and meta-analysis. Aging Clin Exp Res. 2019;33:883.
 16. Panagioti M, Panagopoulou E, Bower P, Lewith G, Kontopantelis E, Chew-Graham C, Dawson 

S, van Marwijk H, Geraghty K, Esmail A. Controlled interventions to reduce burnout in physi-
cians: a systematic review and meta-analysis. JAMA Intern Med. 2017;177:195–205.

 17. West CP, Dyrbye LN, Erwin PJ, Shanafelt TD. Interventions to prevent and reduce physician 
burnout: a systematic review and meta-analysis. Lancet. 2016;388:2272–81.

 18. Buchan J, Perfilieva G. Making progress towards health workforce sustainability in the WHO 
European region. World Health Organization; 2015.

 19. Organization WH.  Declaration of Alma-Ata: International Conference on Primary Health 
Care, Alma-Ata, USSR, 6–12 September 1978. Retrieved February 14:2006; 1978.

J. Demurtas et al.



13

 20. Southey G, Heydon A. The Starfield model: measuring comprehensive primary care for system 
benefit. Healthcare management forum. Elsevier; 2014. p. 60–4.

 21. Braveman P, Murray CJ, Starfield B, Geiger HJ. World Health Report 2000: how it removes 
equity from the agenda for public health monitoring and policy commentary: comprehensive 
approaches are needed for full understanding. BMJ. 2001;323:678–81.

 22. Starfield B. Family medicine should shape reform, not vice versa. Fam Pract Manag. 2009;16:6.
 23. Starfield B. Toward international primary care reform. CMAJ. 2009;180:1091–2.
 24. Obolensky N.  Complex adaptive leadership: embracing paradox and uncertainty. 

Routledge; 2017.
 25. Beard JR, Officer A, De Carvalho IA, Sadana R, Pot AM, Michel J-P, Lloyd-Sherlock P, 

Epping-Jordan JE, Peeters GG, Mahanani WR. The world report on ageing and health: a policy 
framework for healthy ageing. Lancet. 2016;387:2145–54.

 26. Briggs AM, Valentijn PP, Thiyagarajan JA, de Carvalho IA.  Elements of integrated care 
approaches for older people: a review of reviews. BMJ Open. 2018;8:e021194.

 27. Marmot M, Wilkinson R. Social determinants of health. OUP Oxford; 2005.
 28. Marmot M, Allen J, Goldblatt P, Boyce T, McNeish D, Grady M, Geddes I.  The Marmot 

review: fair society, healthy lives. London: UCL; 2010.
 29. Mnguni LA. Theoretical framework for training socially accountable science teachers. J Educ 

Gifted Young Sci. 7:159–75.
 30. Tange H, Nagykaldi Z, De Maeseneer J. Towards an overarching model for electronic medical- 

record systems, including problem-oriented, goal-oriented, and other approaches. Eur J Gen 
Pract. 2017;23:257–60.

 31. De Maeseneer J, Boeckxstaens P.  James Mackenzie Lecture 2011: multimorbidity, goal- 
oriented care, and equity. Br J Gen Pract. 2012;62:e522–4.

1 Family Doctors and the Silver Tsunami: Team up to Survive the Storm



Part I

Healthy Ageing



17© Springer Nature Switzerland AG 2022
J. Demurtas, N. Veronese (eds.), The Role of Family Physicians in Older People 
Care, Practical Issues in Geriatrics, https://doi.org/10.1007/978-3-030-78923-7_2

The Consultation with Older Patients 
in Primary Care: Communication 
Management and Clinical Reasoning

Jacopo Demurtas and Giuseppe Parisi

J. Demurtas 
Primary Care Department, USL Toscana Sud Est, Grosseto, Italy  

G. Parisi (*) 
School of Medicine and Surgery, University of Milano Bicocca, Milan, Italy 

Italian Society of Medical Education (SIPEM), Trento, Italy
e-mail: giuseppe.parisi.trento@gmail.com

“...patient care requires offering a service that is actually suitable 
for the person as a whole, that is, as far as possible, to respond to 
his/her physical needs, his/her pathophysiological situation, but also 
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(Luciano Vettore) [1].

2

Abstract

Consultation represents a crucial task in everyday practice. Thus, it has to be 
properly taught, and it has to be acknowledged from scholars and clinicians as a 
unique, complex and potentially incredibly effective medical procedure.

In this chapter the phases of consultation will be described and discussed 
focusing on the peculiarities of consultation with older patients.

During the consultation the doctor will face several situations, always dealing 
with uncertainty.

The patient has to explain his concerns, expectations and possible limitations 
regarding a medical problem, and the doctor should encourage patients in this 
phase, facilitating it where opportune and possible. The doctor using his/her 
communication skills and clinical skills can convert the data given by the patient 
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in information, formulate diagnostic hypotheses and suggest care advice based 
on this information.

Doctors should always consider patients’ preferences and dignity when for-
mulating hypotheses and making suggestions.

Some aspects of consultation with older patients are slightly different from 
those in average consultation with younger adults, and also the purpose of inter-
vention can be different or perceived differently.

Keywords

Older patient · Consultation · Uncertainty · Management · Communication

2.1  Consultation as a Complex and Effective 
Medical Procedure

The consultation is the most common diagnostic and therapeutic procedure, and it 
is the usual way in which primary care is delivered. Therefore, the GP has to be 
skilled in conducting it, as in any medical procedure.

In managing an older patient, conducting a good quality consultation is even 
more important, because it is an opportunity for a unique face-to-face encounter 
with the patient, who usually is cared for by several professionals (who act follow-
ing the dictates or the advice of the doctor), and the encounter could strongly affect 
the complex situation of the older patient.

The consultation is a complex procedure, which shows its exceptional potential in 
specific situations [2], for instance, when a decision on the treatment of a severe disease 
has to be shared. Sharing is possible only in the interaction with the patient, in a confi-
dential setting and in an appropriate time, in other words, in a consultation setting [3].

The consultation can be seen as a situation composed of discrete elements emerg-
ing from “thick” interaction [4] between doctor’s competences and patient’s needs. 
We follow a consultation model grounded in the large number of operative models 
reported in literature over the last 50 years [5–14] (see Table 2.1).

The elements are subjectivity of the patient, examination, evaluation, design 
and shared choice. These elements are framed by two phases: an opening phase, 
(greetings and visual pre-assessment of the patient’s appearance) and a final phase 
with a summary of the consultation, an enquiry about other potential health issues 
and  farwells. The consultation itself is a part of the organization of the service, 
which affects the encounter.

The doctor acts to facilitate the emergence of each element, and in doing so each 
element contributes to organize the consultation.

How can the doctor foster the organization of the consultation?
He/she has to reach several goals in three areas: clinical, communication and 

management. The doctor does not simply act (communicate to the patient and man-
age the consultation) but he/she  thinks (clinical reasoning), using clinical skills 
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(what to ask the patient), communication skills (how to ask the patient, how to lis-
ten…) and management skills: she/he makes orders; establishes length of consulta-
tion, priorities and agenda; and defines the situation and the connections of elements.

This last skill is crucial when working with multimorbid patients.
On the other hand, management problems cannot overtake clinical tasks in 

importance. Figuratively, we can compare the clinical task to the blue sky, which is 
always there, even if temporarily obscured by clouds.

As we stated, at the end of the consultation, doctor and patient should reach a 
shared decision. Therefore, the shared decision-making (SDM) [15] process is the 
core of the consultation.

The interaction during the consultation is the only way to achieve an appropri-
ate SDM [15], and this is the reason why the other means to decide are not so 
effective.

There is another consideration: clinical reasoning and communication in the con-
sultation are two different entities strictly linked together. The clinical reasoning is 
affected by many factors, placed on the patient’s side or on the doctor’s side, for 
instance, time, clinical setting and availability of resources (see Table 2.2), and the 
management of the consultation and the communication with the patient are influ-
enced by the disease, patient’s psychological profile and the scenario in which the 
situation can be placed [3].

Table 2.1 A framework of medical consultation (modified from Parisi, Pasolli [3])

Element Management task Clinical task Communication task
Patient 
as…

Opening Did you build the 
setting?

Did you catch the  
early warnings signs?

Did you put the  
patient at ease?

Person

Subjectivity Did you manage 
the presenting 
problems, ideas, 
concerns and 
expectations?

Did you generate early 
hypotheses?

Did you collect 
information by 
allowing patient 
expression?

Individual

Examination Did you manage 
your agenda 
problems?

Did you reach a 
working diagnosis?

Did you actively 
collect information?

Matter of 
research

Evaluation Did you reframe 
the situation?

Did you perform an 
overall clinical 
judgement?

Did you inform the 
patient?

Partner

Design Did you map out a plan? Did you inform the 
patient about the pros 
and cons of each option?

Consultant

Shared 
choice

Did you choose an option? Did you share 
the decision with 
the patient, and did you 
reach a consent, possibly 
involving them?

Partner

End Did you schedule the next consultation date 
and inform the patient about the safety net?

Did you greet the 
patient?

Person

2 The Consultation with Older Patients in Primary Care: Communication…
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Table 2.2 Factors affecting clinical reasoning

Patient side:
Environment
Reasons for encounter
Kind of requests
Style in presenting complaints
Symptoms and signs
Preferences
Doctor side:
Communication style interviewing the patient and negotiating the care plan
time
Other:
Thick interaction emerging in the consultation
Availability of resources
Availability of tests, scans and consultants
Clinical setting

We outline ta guide to consultation following these considerations, an Ariadne 
thread in the labyrinth of consultation with the complex patient [16], presenting the 
elements emerging from the interaction, subjectivity, examination, evaluation, 
design and shared choice, and suggesting effective intervention in the specific con-
sultation with older patients.

Notably, in dealing with older individuals, a crucial role is played by their evolv-
ing priorities and needs, which may change in short time, making the consultation 
with these patients even more complex.

2.2  Organization of the Service and Opening Phase

The organization of the service affects the consultation itself: the doctor has to 
ensure an effective appointment system, provide enough time for each patient and 
privacy (see Box 2.1). The system must recognize the needs of patients and estab-
lish an appropriate waiting time.

Older people should have a fast track in acute situations, and follow-up should be 
booked in advance in consultation for chronic diseases.

Also, the consultation length should be different: older patients are usually 
slower to describe concerns and symptoms, they have a lot of problems (see 

Box 2.1 The Office
The waiting room should have comfortable chairs, and the doctor, or the staff, 
should inform the older patients about timing of the consultation and offer 
support if necessary, avoiding stress and discomfort, which could make the 
patient more confuse and affect the information gathering phase of the consul-
tation, and not only for charity aims.

J. Demurtas and G. Parisi
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Table 2.3), many medications have to be reviewed, and sometimes they have com-
panions, spouses or caregivers to talk on their behalf or to comment on what the 
patient states, making the information gathering phase longer.

Even if it seems that in the encounter we are losing (or spending) a lot of time, 
the attention on each care episode represents a gain of time in the long run, avoiding 
multiple and recurrent consultations.

In the opening phase of the consultation, it is useful to put the patient at ease, 
establishing a rapport, with “social behaviours” [17] connecting with the daily life 
of the patient and non-clinical issues.

Furthermore, to facilitate the completeness of patient disclosure, a written list of 
concerns, to make before the consultation, is recommended [3, 18].

 Often the older patient needs to discuss about complex treatment in a “time out” 
consultation [19].

Before starting the consultation, the doctor has to ask the patient if he or she 
wants somebody else with him/her during the consultation, without taking for 
granted that the companions should enter in the consulting room. This attention is 
important to safeguard privacy and dignity of the older person.

In Table 2.4 we outline some tips useful in this phase.

2.3  Subjectivity

Subjectivity is composed by phenomena, discourses, reasoning process, emotions 
and feelings involved in the interaction, emerging directly from the voice of the 
patient. They are “symptom or condition perceived by the patient and not by the 
examiner” [8].

The letter of a specialist about diseases of the patient is not an example of sub-
jectivity, whereas a letter written by the patient is. The patient is the subject, who is 
unique and manages his/her own life.

Table 2.3 Vignette: the multiple concerns of Mr. Mario

One day, I went to Mario’s home to visit him
Mario is an 83-year-old patient with several chronic diseases
Looking at me, intently he says: “I have shortness of breath, and this shortness of breath is 
becoming more and more disturbing. I have plenty of mucus and it affects my breathing. This 
mucus is used to be white, but now it is yellow or green… The medical therapy is not useful 
and my symptoms are worsening. The symptoms are worsening even though I am taking my 
medication. Five days ago, you doctor gave me five pills of furosemide instead of three, and I 
feel very tired. If possible, I want to stop taking this drug because I think that it makes me tired. 
Also, my sons never visit me anymore, and I am taking too many drugs; I can’t live this way 
anymore… It’s better to just die! I have pain at the back of my chest near my shoulder; 
sometimes it feels like I am being pierced with a knife in my chest, and other times it feels like 
a stinging pain… I tried to take paracetamol with codeine, but it was not effective. The pain 
remained the same. I would like something stronger, but I would prefer it not to be a NSAID 
(non-steroidal anti-inflammatory drug) because I have problems with my stomach! I have a 
distended abdomen and I have been constipated for 3 days. In addition, I had a fever 2 days 
ago...”

2 The Consultation with Older Patients in Primary Care: Communication…



22

In front of the emergence of subjectivity, the doctor has three tasks.
The first is related to management, i.e. to investigate the patient’s agenda and to 

focus on the presenting problems [9].
The final result is a list of clinical or non-clinical problems, i.e. everything requir-

ing the action of the doctor [11]. This is a list of everything that the patient experi-
ences as a problem, according to Engel’s biopsychosocial model [20] (see Table 2.5 
and see Box 2.2).

The second task involves communication: collecting information by allowing 
patient expression. The doctor becomes aware of the patient’s ideas, concerns and 
expectations and of the impact of the problems on the patient’s life [9], not only of 
mere physical symptoms.

Box 2.2
Problems listed during consultation
Classical clinical symptoms (i.e. sore throat)
Besides diagnosis (i.e. thyroid node in neck scan)
Laboratory test results (i.e. anaemia)
Functional problems (i.e. older patient with walking difficulties)
Risky behaviours (i.e. alcohol intake)
Family problems (i.e. marital tension)
Psychological problems (i.e. anxiety)
Coping problems (i.e. after her daughter’s illness, she feels depressed)
Social problems (i.e. older patient left alone)
Administrative problems (certificates, sick notes)

Table 2.4 Tips for a good organization of the service and the opening phase of the consultation 
with older patients

Fast track in acute situation
Effective follow-up in chronic situation
Sufficient consultation length
Comfortable waiting room
Patient at ease
Social behaviour
Companions not necessarily in the consulting room

Table 2.5 Mario’s problems prioritized

1  Acute bronchitis attack
2  Faecal impaction
3  Neuropathic pain
4  Iatrogenic weakness/weakness as side effect
5  Low compliance
6  Hypomania
7  Lack of family network
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The third task is related to the starting point of clinical reasoning, which means 
generating early clinical hypotheses, not communicated to the patient, at least not in 
this phase, which will help the subsequent collection of data and testing work, as 
stated by Elstein and Schwartz in 2002 [21].

The clinical engine starts suddenly and will go along with the doctor throughout the consul-
tation. It functions as the keel of a boat: it helps the doctor to go in the right direction using 
the subjectivity of the patient in order to reach the diagnosis and the subsequent decision [3].

The tool to be used to perform these tasks is attention [22]: the doctor receives 
what can be learned about that person’s situation acting as a container for a flow 
of great value or, with a different image, registering a transmitted radio signal from 
far away [22].

It is a non-judgemental acceptance of what the testimony of the sufferer adds to 
our understanding.

These words aren’t trivial. Especially with older people, the point of view of the 
patient is often different to what the doctor imagines. Younger relatives and younger 
professionals are not aware of preferences and the  thoughts of aged: the cultural 
distance is high; the different stages of life imply different ideas, for example, about 
death, that in an older patient are no longer necessarily a concern.

Therefore, the message is to listen to the older patient and avoid trying to lock 
him/her into scientific frames.

Personal experiences of illness are sensitive to a broad range of internal bodily 
processes [23], micro- and macro-contextual influences, and are highly predictive, 
not only of prognosis and illness of the patient but also of health-care costs and 
outcomes [24, 25].

Humans are able to make sense of their personal health state better than sensors 
and objective biometrics [23].

In Table 2.6 we outline some tips useful in this phase.

2.4  Examination

Examination is a communication and reasoning process emerging on the basis of 
information gathered through subjectivity, in which the doctor collects information 
actively, through the interview, the objective examination and the consultation of 
medical records [8].

Table 2.6 Tips to manage subjectivity

Investigate the patient’s agenda and focus on the presenting problems
Collect information by allowing patient expression
  Be aware of patient’s ideas, concerns and expectations
  Don’t judge
  Be curious
Generate early clinical hypothesis
  Personal experiences of illness are sensitive to a broad range of internal bodily processes
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The communication style of the doctor changes from the conversational model 
to an interviewing style, from open (ended) question or brief repetition of the 
patient’s words (patient’s keywords and key concepts) to the more traditional 
doctor- centred history−taken and the physical examination.

While in the subjectivity phase the doctor lets the patient lead the dance, in this 
phase the doctor is the leader [17].

During the examination the second cognitive routine starts: the first is inductive 
reasoning, “forward reasoning”, in which data analysis results in hypothesis genera-
tion; this second routine is the “backward reasoning” [26], the deductive one, in 
which the hypothesis is tested.

We also consider a third routine: the “safety routine”, implementing cognitive 
forcing strategies to avoid errors [27]. They are deliberate and based on the reflec-
tion of the previous thinking process, providing a recall of what has previously been 
described as pitfalls in clinical reasoning.

The hypotheses are tested by objective examination, by sending the patient for a 
laboratory test or scan, but also by a powerful tool: the test of time.

Test of time is descripted by Heneghan [28]: “The course of the disease is used 
to predict when a person should be better or worse; a “wait and see” strategy allows 
the diagnosis to become more obvious” [28].

The physical examination is a professional action with a hologrammatic value: it 
encounters the patient’s needs to be examined and reassured by close skin touch of 
the doctor, but it is also useful to make the patient experiment the symptom or the 
pain elicited by the manoeuvres of the doctor in a safe environment. Usually, it is 
used as a test or as a recognition of systems to generate additional hypothesis (see 
Table 2.7).

The final result of this process is a set of working diagnosis, of different levels of 
certainty, related to several problems. Other problems which are lacking working 
diagnosis, whether because they are non-clinical problems or for any other reason, 
will be managed in the evaluation step.

The management task in examination is to consider the doctor’s agenda, i.e. 
problems that are present but not presented by the patient [2, 9].

This is an important task to accomplish with an older patient: the doctor needs a 
lot of information about patients, which is usually complex, and has to ask for this, 
during the first visit and, if necessary, in a set of three or four visits, in a span of time 
of usually over a month. It is sufficient to make a plan to address less important 
problems in the next consultation.

Table 2.7 The hologrammatic value of the physical examination

The physical examination:
As test
As recognition of systems to generate additional hypothesis
Reassurance by close skin touch of the doctor
Encounter the patient’s needs to be examined
Makes the patient experiment the symptom or the pain elicited by the manoeuvres of the doctor 
in a safe environment
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The most relevant issue in older person consultation is medications: the high 
number of medications taken by the older patients is well known and also the side 
effects and cumulative effects and unpredictability of these problems [29, 30].

Therefore, it is necessary to check the medications thoroughly and to ask about 
any over-the-counter medications and alternative treatments, such as dietary supple-
ments, complementary remedies, and so on. It is important to see the pills the patient 
actually takes, and to ask how many times a day, comencement, and even ask the 
patient to bring his/her medication in a bag or at least to fill in an information sheet 
for the doctor.

Another relevant issue is the family structure, useful to assess not only the 
strength of the social and familiar network but also the reliability of relatives and 
their interactions with the patient.

But the most interesting issue is life history [31]: when the doctor and the patient 
reach a good confidence and the patient is in a good mood to narrate, the doctor can 
listen to the patient’s narrative. It takes time and perseverance, but the narrative can 
explain most of ideas of the patient and his/her illnesses. For example, it can explain 
non-explained symptoms of older patients and their mood and their coping ability. 
The doctor can discover the losses, griefs, dreams and regrets of an entire life.

To listen to the narrative of an entire life is a special emotional experience [31], 
and at the end the doctor will see the patient from another point of view, strengthen-
ing the relationship with him/her [31].

Another issue, with practical importance, is the functional status: it is worth 
gathering information about function and disability. You can have a preliminary idea 
regarding these aspects with five simple questions: “what about eating, bathing and 
dressing, and what about cooking and shopping”, but – more importantly—what 
about hearing, vision, memory loss and cognitive impairment. The patient may 
appear cognitively intact during consultation but retain only a little part.

The objective of the GP is to gather information about these issues in 2 months, 
which allows him to deduce a lot of other information about patient’s experience 
about illness and death and advanced directives and social context and mood (see 
Table 2.8).

Managing subjectivity and examination are work in which the doctor collects 
information: according to Simon [32], we can call this work intelligence gathering.

Table 2.8 Verbanation examination with older patients

Verbal examination of older patients
ASKED
Medications
Family structure
Life history
Functional status
DEDUCED
Patient’s experience regarding illness and death
Advance directives
Social history/networks
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2.5  Evaluation

Evaluation is a cognitive process emerging at the end of the information gathering 
work, made by the doctor [5], in which he or she has three tasks: to give an overall 
clinical judgement (clinical task), to reframe the situation (management task) and 
to inform the patient (communication task) [13]. The contents of this phase often 
include the planning, which will be the next steps for the patient seeking care for a 
specific reason.

Evaluation is first of all a break in the consultation, a central point of the work of 
the doctor: he or she divides consultation into two parts; the first part is before the 
evaluation in which the main task is to gather information, and the second part is 
after the evaluation, in which he or she has to decide what to do (Fig.  2.1). If 
the evaluation is correct, also the decision will be correct: the doctor has to stop and 
evaluate, and only after the evaluation the second part of the consultation, the 
decision- making part, starts. Usually doctors decide before the evaluation, and eval-
uation justifies what they have  decided, but in complex situations as with older 
people, this can generate errors.

2.5.1  Evaluation: The Clinical Task

The overall clinical judgement is the awareness of the doctor of the whole situation 
of the patient, which is the effect of the burden of multimorbidity on the prognosis in 
terms of physical and mental functioning, quality of life and life expectancy, but also 
in terms of the capacity of patients for coping with it [3].

This change in perspective enables the doctor to take into account not only the 
organic failure but also the functional impairment, not only the single and localized 

examination
design

shared choice

evaluation

subjectivity

Fig. 2.1 Evaluation: a break in the consultation (modified from Parisi, Pasolli [3])
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disease but also the person’s health. The doctor is not just a follower of protocols but 
a professional, personalizing medicine and taking care of that single patient. And 
this change in perspective that in general practice is desirable, with older patients 
it is necessary.

2.5.1.1  Prioritization
To give an overall clinical judgement, the doctor has to start not only from working 
diagnosis but also from the problems focused on in the first part of the consultation 
and to prioritize them (see Table 2.5).

Prioritization is not up to the doctor alone but also involves the patient and his/
her preferences.

Therefore, the skills needed to an optimized prioritization are shared decision- 
making skills and the capacity to elicit patient preferences, based on good commu-
nication and listening skills. The previous knowledge of the patient helps the doctor 
in this cooperative work, and confusing and conflicting information are barriers to 
it. In Table 2.9 we list the facilitators of a good prioritization [33, 34].

Prolonging life is not the unique objective when managing with older patients: 
while in younger patients it is not questionable with some due exceptions, in older 
ones it is only one among several objectives, i.e. to guarantee to the patient the best 
possible quality of life, in accordance with his/her perception, beliefs and personal 
dignity.

2.5.1.2  Risk and Uncertainty
In medicine, as in every environment of the real world, the professionals have to 
deal with decisions which have a core of risk—with a known probability of the 
occurrence of a outcome—embedded in a cloud of uncertainty. The residual uncer-
tainty is always present (Table 2.10) [34].

Table 2.9 Prioritization

Facilitators of a good prioritization
Precision diagnosis
Active involvement of the patient
Eliciting feelings and ideas, concerns and expectations of the patient
Reassure about the effectiveness of the treatment
Assure stable monitoring
Assure a framework to care for the patient
Don’t deny but clarify side effects of medication, if it is the case, and reassure the patient about 
them

Table 2.10 Risk and uncertainty

Certainty if each action is known to lead invariably to a specific outcome
Risk if each action leads to one of a set of possible specific outcomes, each outcome occurring 
with a known probability. The probabilities are assumed to be known to the decision maker
Uncertainty if either action or both have as its consequence a set of possible specific outcomes, 
but where the probabilities of these outcomes are completely unknown 
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Usually, the doctor evaluates the severity of a problem that is life-threatening or 
disabling. The doctor knows that some problems, such as acute chest pain or fever 
in an older patient with dementia, pose more risk to life than a sore throat or low 
back pain in healthy patients, and this is easy to estimate with a known probability, 
even if there is always a residual uncertainty in diagnosis.

But there is also another aspect of the situation to take into consideration: the 
“second order uncertainty”, about the quality of the evidence itself. If the doctor 
makes any interventions, he/she has to be confident in the evidence on which his 
decision is based. The uncertainty is low if the doctor manages a patient with chest 
pain in a proper way: the risk decreases in a known rate/percentage. The same situ-
ation is found in a low-risk disease such as sore throat or low back pain. But the 
uncertainty is higher in “grey” situations, when no guidelines are available, or in the 
complex situation where the determinants are multiple or unknown.

The lack of reliability is not always due to incompleteness of scientific knowl-
edge but can also rely on the complex situation of a multiplicity of causal factors 
and interpretative cues [35].

This last situation is common when the doctor takes care of older patients. For 
example, the situation of a patient with dementia with the first episode of dysphagia 
and fever has an unpredictable outcome, but also the effect of a new medication in 
a polymorbid patient assuming more of four drugs is unpredictable.

It is possible to frame situations with different degrees of severity and uncer-
tainty in different scenarios (see Table 2.11) [36]. In the older patient, we can use a 
two-scenario framework.

Each scenario implies a different approach of the organization of the service and 
of the clinical reasoning and communication, and this can affect the final choice.

2.5.1.3  Analytic and “Fast and Frugal” Clinical Reasoning, Values
Once the doctor has established which scenario he has to handle, he is ready to 
evaluate the problems. This distinction among different kinds of scenarios helps the 
doctor to use the appropriate tool of reasoning according to the scenario in which 
the decision is made.

The doctor in the past did not take into account this distinction and used the “rule 
of thumb” in every situation. Today the opportunities given by clinical prediction 
rules incorporated in computerized decision support systems linked to electronic 
health records allow doctors to calculate the risk using a statistical and systematic 
approach, settling pros and cons of each option, weighing every dimension and 
ultimately choosing the option with the greater number of better dimensions. On the 
contrary, to face uncertainty and complexity, pure statistical inferences are worth-
less, and the doctor can still use the “rule of thumb”. The latter is studied as heuris-
tic. A heuristic is a simple decision making strategy that ignores part of the available 
information and focuses on a few relevant predictors, and Gigerenzer and Marewsky 
state that heuristics are better than systematic inferences to predict outcomes in 
highly uncertain environments [37].

Therefore, the doctor uses an adaptive toolbox, an ecological one (taking into 
account every determinant of the situation), handling with analytical models—and 
helped by expert systems if it is necessary—and with fast and frugal heuristics.
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Today a good doctor is one whose decisions rely neither exclusively on the evalu-
ation of risk with analytic models nor exclusively on using fast and frugal heuristics. 
He is apt to take into account every determinant and, moreover, also the results of 
the interaction of the determinants among them [38]. The decision, not the uniquely 
correct but one among several, “emerges” from situated, active integration within an 
external environment and context, rather than primarily within the internal confines 
of externally imposed disease criteria, taking into account personal narratives, per-
ceptions, desires and beliefs of the patient.

Furthermore, the doctor has to take into account his values as well as the patient’s. 
Humans decide not only to reach the expected utility but also to reach values in which 
they trust. The doctor tests the compatibility between his and the patient’s principles 
(technically called “value image” in the theory exposed by Beach [39]) and the “can-
didate” goals or plans. If the test is positive, he possibly adopts the decision.

Values are a resource but can also be a source of bias. The wrong preconceptions 
about ageing can  impair decision making and the attention to the objectives and 
values of the patient: for example, the idea that ageing is an illness. In fact, ageing 
alone doesn’t cause illness, and illness is not an inevitable result of ageing. Another 

Table 2.11 Uncertainty in older patients

Older patient Complex situation Mild grey situation
Severity Severity of the problem posing a Threat to 

life and disability
High

Severity of the problem 
posing a threat to life and 
disability
Low

Uncertainty Several options—Uncertainty of outcome if 
you make the intervention
High

Several options—Uncertainty 
of outcome if you make the 
intervention
High

First contact Dedicated doctor Receptionist
Timing of the 
consultation 

In a day In a week

Point of care Everywhere (surgery or home) Nurse + doctor’s office: 
Chronic problems

Professionals Nurse + doctor (chosen) Nurse + doctor (chosen)
Scheduled 
consult. Length

Not scheduled 20’

Decision-making 
focus

Fast and frugal strategies/decision 
instability/ preferences of patient/values

Management of uncertainty

Shared 
decision-making

Accurate Accurate

  Information About options/in order to involve About options/in order to 
involve

  Consent In order to involve In order to involve
  Involvement As opportunity As opportunity
After intervention Safety net Fixed follow up
Competences Palliative care, geriatric care, psychiatry General practice: Chronic 

disease, cardiovascular risk
Classic examples Patient with dementia who is being taken 

care of by a foreign caregiver, with the first 
episode of dysphagia and fever
Terminally ill patient

Patient with cardiovascular 
risk
Chronic patient with acute 
disease
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preconception is to consider “the older adults” as a uniform category: on the con-
trary, they have different situations at different ages, and a 65-year-old patient may 
be more ill and impaired than an 85-year-old individual.

In the complex situation of dealing with an older patient, the doctor has to calcu-
late risk at first, then to evaluate context with fast and frugal heuristics and finally to 
take into account his values and to elicit those of the patient.

2.5.2  Evaluation: The Management Task

On the base of the overall clinical judgement, the doctor can reframe situation, 
enlarging the view to the context: the family of the patient, the social network, and 
so on. The sense and meaning of a problem can change once they have been put in 
a different situation. The pneumonia of an older patient without any reliable care-
giver or social network is quite different from the pneumonia of an older patient 
who is well cared for: the story of the disease and the outcome will be different, and 
this also affects the work of the doctor. Having a more ecological view gives more 
information for good decisions.

2.6  Design

After the evaluation of the present situation, the doctor has to think about the future: 
what will be the course of action? How many alternatives? What kind of diagnostic or 
therapeutic action/path? This task is called design: to design is not yet acting or planning. 
Design needs creativity, a continuing interaction with the patient and to focus reasoning 
on the alternatives, enduring the anxiety of uncertainty, foreshadowing several scenarios.

Design is the core of professions and makes it possible to distinguish profession-
als from scientists: “scientists study how the world is, professionals study how the 
world should be” [32].

To design actually is to map out some plans, in order to decrease a huge amount 
of possibilities to a limited set of options (which can be counted on the fingers of 
one hand).

As the final outcome with older patient is often unpredictable, to design several 
scenarios is always fair; in other words the doctor must always have a “B” plan.

2.7  Shared Choice

Once the doctor has the set of options in mind and the best decision from his point 
of view, he has to share it with the patient. This is a communicative task.

To share the decision the doctor has to reach three objectives: to inform, to obtain 
consent and to involve the patient, which aren’t visible and codified actions, but 
embedded in the communication process. The course of action towards these objec-
tives is the sharing.
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The patient gives, feedback, verbal, paraverbal and non-verbal cues in real time, 
which modulate the communication with the doctor.

The final result is connected to the interactional process, relying on doctor’s and 
patient’s contributions.

Shared decision-making is in some sense a matter of perception [15].
Similar objective states of shared decision-making (if these could be defined) 

might well be both perceived and valued differently by different patients [15].

2.7.1  The Three Objectives

The first objective is to inform the patient.
Doctors have the conviction that information is what they say, no matter if it is 

expressed in jargon or if it is too difficult for the patient. Information can be evalu-
ated by its impact, thus by the change obtained in the receiver of information. 
Therefore, doctors should try not to deliver too much information, focusing on 
that necessary to that peculiar contingency.

First of all, the doctors will have to collect the ideas, concerns, expectations and 
reason for encounter from the patient, merge and transduce this data into informa-
tion and then tailor on the patient what to tell. There is not a one-size-fits- all model.

The information has to fit the situation.
In a second moment conversely, the doctor will have the additional task of trans-

forming the technical data into narrative ones, which is understandable for the patient.

2.7.1.1  How to Communicate?
In managing an older patient, the first relevant concern is to communicate by fol-
lowing the principle of good communication (see Table 2.12).

2.7.1.2  Who to Inform?
In managing an older patient, the second relevant problem is who to inform.

The first is the patient and, if the patient gives the consent, the caregiver. But this 
isn’t enough: in addition to the caregiver, other relatives, especially in decisions 
concerning issues of life and death, have the right to be informed, if the patient gives 
his/her consent.

Table 2.12 Tips for a good communication

•  Introduce yourself clearly
•  Address the patient with respect
•  Do not speak too fast
•  Give the patient enough time to process the information
•  Do not hurry the patient
•  Express yourself clearly
•  Allow the patient to read your lips while maintaining eye contact at his/her eye level
•  Do not whisper; do not shout
•  Avoid jargon
•  Give a written plan to take home if necessary (but always if you prescribe something)
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If the patient lacks the capacity to understand, the doctor has to inform the care-
giver in order to collect the past and present wishes and feelings, beliefs and values 
that would be likely to influence the decision.

The communication task is to inform the patient about the present situation, 
check the comprehension of the patient and after that inform the patient about the 
courses of action to implement [9].

The second objective is to reach a consent.
We examine the process of obtaining a consent. In Italy and in the rest of Europe, 

it is requested for every intervention of the doctor [40] (see Box 2.3).

If the patient lacks the capacity to understand, use and weigh information, retain 
it in his mind, or to communicate his decision, due to either a permanent or a tem-
porary cognitive impairment (trauma, acute disease), the doctor has to evaluate and 
record the situation and to share this decision with the patient’s caregiver, relatives 
and advocates, in the patient’s best interest.

If the cognitive impairment is permanent and severe, the doctor has to suggest 
the intervention of an advocate, according to the local law.

The third objective is the involvement of the patient.
About half of all patients refuse to be involved in the decision-making process; 

nevertheless they want to be informed; therefore, the doctor has to ask if the patient 
or his/her relatives would like to be involved [41].

“Involvement” is not synonymous with “participation”. “Involvement” is a rela-
tional process, and although it is put into action, we cannot know if it will lead 
participation or not [41, 42].

Anyway, the involvement of the patient is always an objective to be taken into 
account, whether it will elicit the participation of the patient or not, for two kinds of 
reasons. The first reason is ethical: the patient has the right to be involved if he 
wants, in every situation, while the second one is clinical: in uncertain situations the 
participation of the patient is often important and gives a contribution to the clinical 
reasoning.

So, in a situation where the uncertainty is low, the importance of activating a 
process of involvement of the patient is low, while in a situation with high uncer-
tainty, it has a higher importance. According to the importance of the involvement 

Box 2.3
An intervention in the health field may only be carried out after the person 
concerned has given free and informed consent to it. This person shall before-
hand be given appropriate information as to the purpose and nature of the 
intervention as well as on its consequences and risks. The person concerned 
may freely withdraw consent at any time.—Oviedo 1997 [40].
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for the decision, it is possible to apply several strategies of involvement, placed in a 
continuum, from no involvement to explicit involvement (see Box 2.4).

2.7.2  Communication in the Two-Scenario Framework

The communication process, directed towards informing the patient, gaining a con-
sent and involving the patient, is strongly modulated, on one hand by the level of 
severity of the presented problem and on the other hand by the level of uncertainty 
of the outcome [36].

When facing a mild disease, non-life threatening (e.g. pharyngitis), the doctor 
can implicitly reach a consent; on the contrary, when facing a life-threatening prob-
lem (e.g. acute abdominal pain) or an emergency situation (e.g. dyspnoea), the doc-
tor might inform the patient in a more detailed way and reach a more explicit 
consensus. The communication process is quite different in the two situations.

2.7.3  Unpredictability

When caring for the older patient, the usual reductionistic medical model is not 
effective: the doctor faces a complex situation well described by the concept of 
complex adaptive system [43].

The older patient often has multiple chronic conditions and ageing syndromes, 
frailty and environmental support needs. The environment mostly has the function 
of a prosthesis for the older patient, so if the environment changes, it is as if a body 

Box 2.4
Strategies of Involvement.

Follow these examples:
“Now I will prescribe a scan!” The doctor is informing the patient and no 

involvement is elicited.
“I would prescribe a scan…” The doctor implicitly involves the patient.
“What about a scan?” The doctor explicitly involves the patient, by keep-

ing open the possibility of refusing involvement.
“What do you think if I prescribe a scan?” The doctor involves the patient 

more, by eliciting his thoughts. It is not only the consensus but also the point 
of view of the patient that is important. In uncertain situations when there is 
more than one option, the doctor has to declare alternatives. The suggested 
sentence is:

“There is more than one reasonable way to deal with this problem”, or 
“there is information about how these two surgical procedures differ that I’d 
like to encourage you and your family to look at”.
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function changes as well. Furthermore, a broader use of the concept of frailty in this 
case can explain the lack of coping, the reduced resilience: even a little change in 
the environment or in the physical physiological status (individual health states) can 
modify the homeostasis. The outcome is barely predictable. The doctor cannot rely 
his/her judgement on mere biological knowledge but on the entire “cloud” of under-
lying determinants: the classic cardiac or respiratory decompensation is only a sim-
plistic—often untrue—justification that obscures the deep and unknown non-clinical 
determinants.

To face these complex situations, the doctor first of all has to be aware that the 
outcome is unpredictable; that unpredictability precludes a “one” right answer 
approach, because only in a linear reductionist model is there a single answer con-
templated. Therefore, it is important to guide the older patient or his/her relatives to 
consider their options and to be involved in the decision-making process, taking into 
account values, preferences, ideas and concerns.

In Box 2.5 is an example of a frequent decision process in a complex situation: 
the hospitalization.

Box 2.5
An example of a frequent decision process in a complex situation: the 
hospitalization

The story Observations
Mr. John is 84 years old and he has been 
affected by dementia for more than 
10 years; he is often confused, anxious and 
mentally disturbed.

Previous knowledge of the patient: 
Serious mental impairment

He is suffering from hypertension, chronic 
heart failure and type 2 diabetes mellitus 
NID (not insulin dependent) well 
controlled; 1 year ago he was catheterized 
due to benign prostatic hypertrophy, and 
his nurse changes his catheter every 
15 days.

Opening: Catch early warnings
Multimorbid patient and 
polypharmacology
Risk of urinary tract infections

He is cared for by his wife, who is 78 years 
old, and by his sons who take turns caring 
for him every week. They trust me and they 
usually follow my advice.

Good relationship and high trust in the 
doctor

They call the doctor for a home visit 
because Mr. John has been running a 
temperature of 37.8 degrees Celsius for 
2 days; he is also coughing and agitated.

These symptoms should immediately start 
running the clinical engine. Early 
generation of hypothesis: Lower 
respiratory tract infection

The doctor arrives at home.
The wife: Subjectivity
“Even if he were affected by a severe 
illness, I wouldn’t want to admit him to the 
hospital”

The relative expresses her preference, 
based on her experiences.
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The story Observations
“In the hospital there is an increased risk of 
infections: He could get worse than now! I 
took care of my sister who was admitted to 
the hospital and died in the end, and she 
terribly suffered from leg ulcers…”

Information gathering, with particular 
attention to ideas, concerns and 
expectations (ICE) of the caregiver, useful 
to know patient preferences

“After all these years I want him at home. 
You know the sacrifices I have made to 
take care of him at home.”

The relative reminds the doctor that she is 
a reliable person

“And my husband always said that he 
would like to die at home”

Reported patient preferences

“But if you, doctor, decide that he has to go 
to the hospital I will obey!”

The relative communicates that the choice 
will be conferred by the doctor: She would 
like to be involved in the decision-making 
process but not in the choice

The doctor visits the patient. Examination/evaluation
Respiration rate: 26–28 per min The CRB65 risk of mortality in 30 days is 

intermediate (confusion score 1, resp. 
score 0, bp score 0 and age score 1)

Pulse: 100 per min
BP: 115/60
Sp O2: 92%
Thorax:
Palpation—Restricted expansion of the 
lower part of the right thorax
Auscultation—Basal crackles heard in the 
right lung

Hypothesis testing: The probability of 
having a respiratory tract infection is 
higher

Abdomen: Normal Hypothesis testing: The probability of 
having a abdominal infection is lower

The patient has swollen legs but they are no 
more swollen than they were in the past
Patient is more confused and agitated than 
the last time the doctor saw him

The confusion is an important element

At this point the doctor puts the instruments in his bag and asks to wash his hands and 
doesn’t say a single word. He is thinking within himself, accomplishing the evalua-
tion task:

“The likelihood of pneumonia is high, and therefore severity is high: unfortunately, I 
know the high risk of dying from pneumonia in patients admitted to the hospital. At the 
same time, the uncertainty is also high: there are too many determinants and no guideline 
for the specific situation of this patient. I have to face the complex scenario: I probably need 
the help of other professionals, nurses and other colleagues, and I have to take my time to 
organize the setting. In these situations, the decisions are unstable, whatever decision I 
make it is neither right nor wrong, it is a chance, and has to take into account the preferences 
and values of the patient”.

The doctor has identified the scenario of decision-making and the typology of the deci-
sion. He knows that he needs the help of the patient to decide, because in this situation there 
is no right or wrong answer. But this doesn’t absolve him from the analytic process of 
decision:

“I have to balance quality of life with the probabilities of survival”.
He pictures in his mind a scheme as presented in Table 2.13.
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Then, the doctor tests compatibility between the course of action and his/her principles 
and patient’s ones: “My value is to respect the autonomy of the patient expressed as an 
advanced will. What are the values of the patient? A reliable witness, his wife, communi-
cates that quality of life is preferred over prolonging it. The advanced will of the patient and 
quality of life against life extension”.

Principles and values serve to internally generate candidate goals and plans for possi-
ble adoption, and they guide decisions about externally generated candidate goals 
and plans.

 In the end the doctor:
“Am I able to take on the  responsibility of keeping the patient at home, respecting 

the value of quality of life and advanced will and not the higher safety for the patient?”
The doctor answers to this question within himself and, drinking the coffee at the 

kitchen table, informs the wife about severity and uncertainty, about the two options, about 
pros and cons of each option, about the refusal of the wife to share the decision, but thank-
ing her for speaking out. The wife declares she will obey to the doctor, in whatever decision 
he will make, and the doctor expresses his choice.

2.8  Summary and Take-Home Messages

2.8.1  Managing the Older Patient

In managing an older patient, the consultation is an opportunity for a unique face- 
to- face encounter which could strongly affect his/her complex situation. The con-
sultation can be seen as a procedure, composed of discrete elements emerging from 
“thick” interaction between the doctor’s competences and patient’s needs. The orga-
nization of the service affects the consultation itself: the doctor has to ensure an 
effective appointment system, enough time for each patient and privacy; older peo-
ple should have a fast track in acute situations, and follow-up should be booked in 
advance in consultation for chronic disease. Before starting the consultation, the 
doctor has to ask the patient if he or she wants somebody else with him during the 
consultation.

Table 2.13 Analytic process of decision-making

Scenarios Pros Cons
1.  Intensive 
care at home

Higher quality of 
life
Respect for 
advanced will

Higher risk of death

2.  Send to the 
hospital

Higher safety for the 
patient
Less regret for the 
wife if the patient 
dies

Wife absence, high risk of nosocomial 
infections, advanced will expressed by the 
patient and preferences of the caregiver
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2.8.2  Subjectivity of the Patient

The main aim of the consultation with an older patient is to investigate his/her 
agenda and to focus on the presenting problems by allowing patient expression, 
becoming aware of patient’s ideas, concerns and expectations and of the impact of 
the problems on the patient’s life.

The point of view of the patient is often different to what the doctor imagines; 
therefore, listen to older patient and avoid trying to lock him/her into scientific frames.

2.8.3  Examination

The second aim is to select and test previously gathered hypotheses in order to reach 
the correct diagnosis or to decide how to manage the case (“backward reasoning”). 
This is made by converting data into an information necessary for the further deci-
sional step. The test of time is the most common test performed in general practice.

Check through all medications  thoroughly and ask about the over-the-counter 
medications and alternative treatments, and assess family structure and the reliabil-
ity of relatives and relations with the patient. Gather information about functional 
status. When you have the opportunity, let the patient tell his/her life history.

2.8.4  Overall Clinical Judgement

Be aware of the whole situation of the patient, the effect of the burden of multimor-
bidity on the prognosis in terms of physical and mental functioning, quality of life 
and life expectancy, but also in terms of the capacity of patients for coping with it 
and elicit patient’s preferences in order to prioritize problems.

2.8.5  Choice

Map out some plans, in order to decrease a huge number of possibilities to a limited 
set of options; have a “B” plan anyway.

In order to decide, at first calculate risk, then evaluate context with fast and frugal 
heuristics, and finally take into account the doctor’s values and elicit those of the patient.

2.8.6  Shared Decision-Making

Share the decision with the patient reaching three objectives: to inform, to obtain 
consent and to involve the patient, through an interactional process, relying on doc-
tor’s and patient’s contributions. If the patient lacks the capacity to understand, the 
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doctor has to evaluate and record the situation and to share this decision with the 
patient’s caregiver, relatives and advocates, in the patient’s best interest.

In a situation with high uncertainty, the involvement of the patient has a higher 
importance.
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Abstract

In this chapter the focus of our attention is on the older person who is not neces-
sarily sick. The key concepts are the subjectivity and personal experiences of the 
patient. In connection to these perceptions, the patient generates his/her hypoth-
eses of diagnosis and therapy, which he or she then brings to the consultation and 
that influence his/her relationship with the medical and care staff. We in the 
medical world must interrogate on ourselves the meaning of healthy elderly per-
son, on how to trace a boundary between the concept of health and sickness in 
old age, but also the meaning of frailty. The elderly person is immersed in a net 
of relations, which include those of care, that have been built throughout their 
whole life and have been moulded through the contact with the health system, 
doctors and the sanitary consumerism which is typical of our day and age. In this 
chapter we go further into these ideas with the aid of real stories. The use of these 
stories allows us to integrate humanities with medical and scientific knowledge. 
We mention also the educational field and we use stimuli from anthropological 
and sociological literature.
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3.1  Introduction and Aims

The concept of patient-centred is now accepted both at territorial and specialist levels.
The importance of the doctor-patient relation is a topic, along with the debate on 

incidence and inequality, that occurs when we speak of patient treatment, especially 
if complex as with older patients. These concepts obviously require a personaliza-
tion of the steps of the treatment [1, 2].

“People-centred means treating people, patients, their loved ones, careers and 
other with compassion, dignity and respect ... To deliver the people-centered health 
systems of tomorrow, we need to change how we provide care and how we measure 
health system today” [3].

We investigate the subjectivity of the patient as his or her perception of being 
healthy or sick. In connection to these perceptions, the patient generates his/her 
hypotheses of diagnosis and therapy, which he or she then brings to the consulta-
tion and that influence his/her relationship with the medical and care staff.

The perception of health and sickness evolves over time. It is founded on social 
and cultural elements, on family myths and beliefs, but also on repeated interactions 
with the health service [4–6].

We can imagine that in an older patient, these experiences are firmly rooted and 
difficult to change as they are the outcome of an entire lifetime.

Generally, the patient’s subjectivity is described by the medical staff, who inter-
prets and deduces it through referred signs and symptoms or through questionnaires 
or complaints.

Investigating the patient’s perception of health and sickness gives us an insight 
on his/her subjectivity. We find it particularly important when the patient is a senior 
citizen.

This insight can effectively add to the consultation with the senior patient [7, 8].
Finally, in the teaching field, we find it relevant to insert the analysis of a patient’s 

past experiences of health and sickness as support for a correct diagnosis and therapy.

3.2  Health and Sickness in Old Age (Table 3.1 Everlasting 
I. Fraizer)

Speaking of older patients raises a series of questions.
When does old age begin? Does “pure” ageing exist? Does a physiology of age-

ing exist?
What is the boundary between health and sickness in old age [9]?
These questions tie in with the concept that illnesses occur in a different form at 

a young age and that both at a diagnostic and therapeutic level particular caution is 
necessary [10–12].

John W. Rowe [13, 14] introduced the concepts of successful ageing and usual 
ageing old person whereby the successful ageing old person is typified by the 
absence of severe physical impairment, psychological and emotional health and rich 
social interaction.
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We will not be tackling these topics.
We want to introduce the concept of “healthy” patient, whereby being healthy is 

mainly referred to the lifelong experiences of the older patient and the cultural and 
social environment where he or she lives [15].

With this outlook acute and chronic illnesses take on a new meaning, and, maybe, 
the concept of frailty is implicitly redefined, even if we do not go into this aspect 
more deeply.

Therefore, we propose the idea of a healthy elderly person, who does not need 
treatment and to whom, respecting their age and experience, prevention should be 
directed in a precise but light manner. The concept of “frailty” however remains a 
useful tool even if we feel that it is more important for organizing care and therapy 
paths than for defining a status (and giving a stigma). This, however, is not the spe-
cific focus of this chapter.

This division is not so clear in real life. A slightly more thorough way to group 
people would be the following:

• Healthy people who see themselves as healthy.
• Sick people who see themselves as healthy.
• Healthy people who see themselves as sick.
• Sick people who see themselves as sick.

This point of view should be considered in a social dimension that puts culture 
and values before patient’s inner self.

Whereby, for example, healthy people see themselves as sick shouldn’t be dis-
missed as suffering from somatoform neurosis, or depression, but as offspring of 
their own history and generation which have passed down to them a particular 

Table 3.1 Everlasting by Ian Frazier (New Yorker 2003–10). https://www.newyorker.com/maga-
zine/2003/10/27/everlasting-3

The shock our family experienced at the death of our beloved uncle Simon is beyond my power 
to describe. You feel so helpless, so bereft… for months afterward we stumbled around in a fog 
of numbed incomprehension. But then grief naturally began to turn to anger. How could 
something like this have happened? Simon was a strong, healthy man of 97 years. He had never 
been sick a single day or suffered any serious injury. In my mind, that profile sent up a red flag 
right away. Here’s a man who has lived without any health problems at all for nearly a hundred 
years, and suddenly one morning, out of the blue, he dies
Obviously, the facts point to hidden negligence or other underlying causes. A few of our 
acquaintances, no one close to us, of course, whispered that Simon had brought his death on 
himself by being “old”. That blame-the-victim approach is hardly worth responding to, except 
to say that “old” is a relative term, and reducing anybody’s life to a number seems inaccurate 
and unfair. One or two other people have been insensitive enough to inform us, witlessly, that 
we all have to go sometime. As if such platitudes spoke to our sorrow and outrage! Yes, many 
human beings do go... After a certain number of years. But do we have to? By no means
In Simon’s case, there wasn’t a reason in the world for this man to die. Simon’s blood pressure 
was at exactly the level posted on the A.M.A.’s web site, and when they lowered the 
recommendation not long ago Simon’s pressure, amazingly, went down just enough to meet it
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interpretation of health and sickness and the implications of the part healthy or sick 
person plays in society (Table 3.2 Aurora’s story).

A depressive pathology therefore should be investigated only after having a 
clear general understanding of how the elderly person interprets health and 
sickness.

In Western society, where the older people makes up an ever-growing percentage 
of the population, we find ourselves having to redefine their physio-pathological, 
cultural and social traits, not as singular or exceptional but as a whole which influ-
ences the social and political choices of one’s country.

To trace a boundary between health and sickness in old age, we think it is neces-
sary to broaden our view.

The immersion in subjectivity (which we will do using histories of healthy older 
persons) allows us to investigate some aspects of the older patient and particular 
importance:

 – What dying means to the older.
 – What health and disease mean to the older persons.
 – His/her ability to cope.
 – Adapting previous knowledge/experience to new situations.
 – New roles and identities (acquired with age) in one’s familiar and micro-social 

environment.
 – Ageing as the betterment of certain functions (knowledge, experience) and the 

worsening of others (memory, attentiveness, speed of thought).
 – Stigma: healthy, whiny, diabetic, senile elderly person.
 – Demand of financial benefits and the right to healthcare connected with age.

All the points above are important. We are following up just the first 
and second.

Table 3.2 Aurora’s story—dying healthy

Aurora died aged 90, having been in full health up to a month before passing. The cause of her 
death was the flu, first real illness from which she suffered throughout her life. The only thing 
to bother her had been arthrosis in her knees which, from the age of 85 onwards, kept her from 
leaving the house autonomously. Since that age her shopping/groceries would be delivered to 
her. She listened to mass on the radio. She had lost the will to go for walks in the sun. she had 
no children or husband. Her only niece would visit her regularly and sometimes help her with 
the housework. A general practitioner, at her niece’s insistence, would visit her once a month. 
Aurora’s blood pressure was always normal, her cardio-respiratory system was in excellent 
condition, and her peripheral arterial and venous circulation undamaged. Her lab exam results 
are always normal. No sign of any pathologies was ever picked up on during her regular doctor 
visits. The pain caused by the arthrosis was kept under control with the occasional use of 
paracetamol. But Aurora felt she was ill and was almost annoyed by the exam results always 
coming back stating that everything was fine. In the absence of true symptoms, she would 
complain about the food and how it had lost all taste, about the sun and how it didn’t warm her 
anymore and of dead friends and relatives.
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3.2.1  What Dying Means to the Older People

If at a younger age the thought of death is rare and temporary, the passing of years 
brings about the awareness that life has an end. This awareness has an impact on 
whether one feels sick or healthy.

The patient’s point of view and his/her understanding of health and sickness (and 
of dying) have been tackled by sociologists, anthropologists, psychiatrists, psycho-
analysts, psychotherapists, ethicists and religious figures from different angles and 
different analysis methods [4–6, 16, 17].

The points of view of the patient about dying and disease are shared with the 
family and often with the community. In the case of Simon (97 years old) the patient 
would have probably reacted in the same way as the relatives (Table 3.1).

This literature, interpretive methods aside, suggests that in old age the perception 
of death, health and sickness is only partly re-elaborated by the physio-pathological 
status and the medical vocabulary which nowadays passes through the medias and 
social networks and is best represented by “doctor Google” and that maybe is 
affected by the economic interests at play.

After all the health service is a business which, despite the economic crises of the 
last decades, never feels its effects.

3.3  Knowing the Patient, their Relations and Environment

Dealing with older people not only means driving into a patient’s subjectivity (con-
cerns, feeling, etc.) but also dealing with a network which is composed of relatives, 
friends, caregivers, nurses, social workers, specialists and GPs.

The patient is often deaf or blind or demented or with other inabilities: it is not the 
direct interlocutor; however, it is mandatory to investigate the residual subjectivity.

“Don’t tell me this sickness is due to the fact I’m old!” This older person believes 
their symptoms are due to an illness and not old age.

If this person has a sudden temperature with a cough and discomfort, their obser-
vation is fitting. If we encounter other problems such as backache, we need to start 
digging deeper. Some chronic diseases like COPD or diabetes type 2 can be seen as 
illnesses or the onset of old age. In this case there is a window for negotiation during 
the consultation, which makes reaching a mutual agreement possible. The doctor 
who is awareness of this concept becomes a good professional [18].

3.4  Care Paths and Social Dimension

In the sociological field, the term “care paths” is used to indicate the overall organi-
zation of work during the course of an illness and the impact it has on all those 
involved in such organizing doctor/patients included. The term “disease paths” is 
used to talk about the course of an illness in strictly clinical terms.
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The concept of care paths is useful for looking at (imagine a still frame that cap-
tures the evolving dynamic concept of paths at a particular moment) the high num-
ber of possible relations when a patient, in most cases an elderly person, is defined 
as complex.

In this particular context, we do not wish to analyse the organization of a cure 
path nor its development, implications and characteristics but rather how much this 
dimension imposes itself in a subconscious and informal way on the doctor, the 
patient and all the players involved, with particular attention on what are called the 
“beliefs” of health and sickness [18].

If the analysis can be seen as a pattern of paths, interactions, engagements or 
separations, organizational critical issues, etc., then surely we can assert that there 
exists an exchange on a relational and negotiating level that involves the feeling of 
health or sickness of each player taking part and should focus around the patient’s 
past experiences, in this case, the elderly patient.

Even in the absence of an assistance and care network, multiple interactions with 
the many figures present in an old person’s environment exist (Fig. 3.1). With these 
players the negotiating interactions concerning the concepts of being healthy and 
sick are not only found on an explicit and relational level but often are manifested 
with actions, drive intentions and motivations and interfere with therapy paths and 
the course of the illnesses.

With this point of view, the relational dimension gathers complexity, different 
shades, implied facts, passions and disappointments that, in the older in particular, 
have a deep impact on the clinical dimension with the diagnosis and therapies and 
compliance.

Hospital
Specialists

Dotor on call

Dr. Internet

Opinion leader in the
community

Neighbors

The local community an their
culture and value

Priest

police force

Social worker

Physiotherapist

Their relatives
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GP/FD, Nurse, Secretary, Oth,

Private Nurse

Rehabilitation
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Fig. 3.1 Social dimension: the care paths. F. Valcanover
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The care dimension, even in its simple paths, is heavily influenced and can col-
lapse if an important factor is not taken into consideration: older patients see them-
selves as healthy, sick, old, young and they are constantly trying to make sense of 
the discomfort and suffering their age is making them live.

This aspect outlines the binds of our intervention and defines possible actions. It 
also puts forward questions about the “quality of care” and how training, especially 
when it concerns old age, can create a “re-applicable sensitivity approach” (we will 
use this term because we are perhaps entering an area where re-applicable is difficult 
if not impossible) as an embodied work environment amongst professionals [19].

3.5  Anecdotes as a Guide to Therapy

Using true stories as a starting block, we have extracted some “concepts” using a 
qualitative method [20–22]. This is not a research but a simple tool we have used to 
investigate our point of view starting with the subjectivity of the older person. 
Perhaps a detailed study on this point (feeling “healthy”) is desirable also to gain 
further insight into the older person’s past, something we consider central in the 
diagnostic and therapeutic approach.

The choice of telling stories was made to allow us to compare the meaning of 
health for the patient and for the doctor. The doctor should notice when an older 
patient thinks he/she is healthy and doesn’t realize that something is starting to go 
wrong. Only in this way can the doctor act in a different way to how she/he would 
with a young patient.

In particular, Maria tends to deny her health is deteriorating, while Gino and 
Gina manage to perceive that something is going wrong and the doctor should be 
consulted, even if they ask to see their GP in an unusual manner (Gino and Gina’s 
story Table 3.3, Maria’s story Table 3.4).
The doctor’s awareness of the feeling of health of the patient allows him/her to pre-
vent a heart failure (Gino) or to encourage the doctor to send the patient (Maria) to 
the hospital.

This can happen with patients that consider themselves “healthy”.
In the next section, we use three clinical histories to show how the healthy patient 

variable may influence the clinical approach and therefore the management of the 
situation and care paths.

3.6  Basic Knowledge and Advanced Knowledge

In the story of Gino and Gina (Table 3.3), the critical point happens to be the deci-
sion to visit the doctor the very same evening, even if they arrived in overbooking 
and the description of the symptom was of little clinical relevance. This makes it 
possible to reveal a heart failure which could turn into a nocturnal pulmonary oedema.
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Table 3.3 Gino and Gina’s story

Gino and Gina are a close-knit couple. He is 92; she is 82. They have always had a positive 
outlook on life with dancing being their biggest passion. To this day they frequent a social club 
every Saturday evening where they enjoy a lively social life and still dance. Gina has had some 
health problems: Breast cancer 30 years ago and more recently, 2 years ago to be exact, a 
gastric cancer, which was dealt with successfully through surgery and has since not resurfaced. 
Both have dealt with these health issues with optimism and hope. Gino had to undergo urgent 
cholecystectomy 3 years ago. The operation marked a brief lull for his active dancer lifestyle 
along with his gardening. Furthermore Gino has been taking warfarin as part of an 
anticoagulant therapy for the last 4 years to treat an atrial fibrillation. On that occasion he had 
had a slight cardiac failure so he was prescribed with low doses of beta-bloc and furosemide 25 
mg, two pills a day.
One winter evening they show up in the waiting room without an appointment. There are quite 
a few people already waiting their turn, but they don’t give up and patiently wait for their GP to 
acknowledge them and eventually receive them so they don’t have to return the following day. 
Things don’t exactly go to plan. The doctor admits them without enthusiasm; he’s tired and was 
hoping to be on his way home by 8 pm. That said Gino and Gina are neither hypochondriacs 
nor rude so the doctor resists the temptation to ask them to come back the following day and 
goes ahead with the examination and to find out what’s wrong.
Gino has a “noisy” phlegmy cough which has been gurgling in his chest for 4–5 days. It 
bothers him mainly at night. He doesn’t have a temperature nor other cold symptoms. When he 
manages to bring up the phlegm, it is clear, almost white. He doesn’t show signs of dyspnoea 
except when climbing stairs, his ankles aren’t swollen, but he has put on a couple of kilos since 
the previous week: “My trousers feel tight... Mind you, I’ve always liked eating”. Gino’s 
statement is refuted by the fact that Gino is tall and slim as a youngster thanks to his regular 
diet and never overindulging. His TTR of the INR is at 100%.
There are “bubbling sounds” at the base of both lungs with a saturation of 96%, and the 
irregular cardiac frequency due to the atrial fibrillation is 79.
Well done Gino and Gina for not giving up when the secretary told them they had to wait 3 
days for earliest available appointment or when they saw how many people there where in the 
waiting room.
They didn’t want to bother the doctor, who is really busy during this period, with a home visit. 
Gino got behind the wheel to drive the 2 kilometres to the surgery.
Satisfied they go home with the diuretic therapy doubled and an appointment for a check-up in 
3 days.
Also satisfied is the doctor for having averted a possible worsening of the situation one of the 
following nights

Gino and Gina show up at the doctor in the evening, out of hours. The doctor 
must make a quick decision: understand if the situation is urgent and needs to be 
dealt with that same evening or, with no harm to the patient, if it can be dealt with 
the following day. Despite being tired, the doctor decides to overcome his desire to 
call it a day and visit the patient the following day, by using, probably 
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(continued)

Table 3.4 Maria’s story

Maria is 97 years old. I met her shortly after her 70th birthday.
She was an elderly person and was deaf.
Hypertension has never been a serious problem; it has always been kept under control with 
20 mg of ACE inhib, without ever showing complications.
Her asthma, however, has at times been a problem for her.
She has always lived on a farm tending to her husband and children. She has never held 
back on housework or in the fields and a cold has never been seen as a serious issue. 
However, the colds often turned into bouts of bronchitis, and therefore her asthma would 
flare up with serious cases of dyspnoeic attacks. Moreover, she has never used foresight. 
When she would show up at the doctor’s, her respiratory situation would often already be 
serious, and not always would pharmaceutical treatments prevent her from being 
hospitalized.
Having reached 90 she was an old lady though seemingly not much worse off than when 
she was 70 – And deaf. The arthrosis in her knees and the ageing of her muscle and bone 
tissue have forced her to change her rhythm of life; she has relaxed more and has started 
accepting help from her daughters. She allows them to do housework, cook meals and help 
her wash. No one comes by the surgery anymore or calls me at home except occasionally 
about some mild coughing. The asthma has disappeared, and the salbutamol is no longer 
part of her therapy.
At 97 she still lives alone and is fairly autonomous, thanks to the careful yet relaxed 
supervision of her daughters, who allow her to decide what time to go to bed (her favoured time 
is midnight) and get up (around 11–midday) and what to eat; she often prepares her own meals 
and the shopping is done following her strict orders.
When they call me concerning a persistent cough and a slight temperature, I visit her, and 
around her thorax there is widespread wheezing as if due to bronchitis; the saturation is 
good at 95%; the cardiac frequency and blood pressure are also ok. There is a slight 
swelling around her ankles. She insists she feels fine. “It’s just a slight cough, doctor, don’t 
worry!”
She is right; it isn’t worrying. An antibiotic and aerosol with salbutamol, Ipratropio bromuro 
and beclometasone and 25 mg of furosemide once a day for eight days should suffice. (she is 
no longer able to use inhaling devices). I arrange with the daughter that she will get back in 
touch in 8 days. She will call me to bring me up to date and, if necessary, fix an appointment 
for a check-up.
After the 8 days, the daughter, who is very busy with all her engagements, decides to halt her 
mother’s therapy and has not got in touch with me as agreed.
Three days later concerns have arisen: Maybe this cough hasn’t totally disappeared, and mother 
is looking a little pale, even though she’s eating, sleeping and going about the house as she 
always does with her zimmer frame. Maybe I should call the doctor.
This time the visit determines that all bronchial noises have disappeared, but there is still some 
minimal crackling in the left lung base, which also appears to be hypo-phonetic. Saturation 
doesn’t exceed 86–88%.
Suspicion of pneumonia is now founded, even if the lady keeps claiming she is fine and looks 
at me with suspicion as if two visits in 11 days are certainly uncalled for. I’m about to prescribe 
new antibiotics and oxygen.
Then I look around.
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Table 3.4 (continued)

The daughter has gone out to do the shopping. When she returns, she starts dashing from 
room to room doing chores while I visit. I take in what is happening and have to make a 
decision. The big country house with all the cats, open windows and doors and dropping 
temperatures, a slight draught and the turned off heating probably isn’t the ideal place to 
treat and elderly person with pneumonia. I already know that the daughter doesn’t have 
room or time to keep her mother at home with her. I also know that hospitalization can be 
potentially dangerous for someone almost 100 years old. But what is more dangerous? 
Letting her stay alone in this house, though the daughter does drop by once a day, 
guaranteeing hospitalized with the risk of being bed bound, she takes her medicine? Or 
after the X-rays, being sores, catheter and benzodiazepine because everyone has to be 
asleep by 8 pm? It’s a tough decision to make.
I take another look around. I used to come here often, and memories of her cardiopathic 
daughter, who died prematurely, spring to mind.
I realize they are laid back people, if not slightly fatalistic, but certainly not apprehensive and 
detached from medical consumerism. An illness can manifest itself in one’s life but shouldn’t 
be allowed to take up too much of it. Shopping for groceries, decorating the house, taking 
care of the garden and vegetable patch and looking after the animals remain absolute 
priorities. The doctor’s orders are followed up to the point where they clash with this 
everyday life full of vitality and energy. They will never ask for instrumental or lab tests let 
alone to be admitted to hospital.
It is therefore down to me to decide if I send her for X-rays.
Ten days later Maria is back at home. The worse has passed and she can breathe without 
the need of oxygen, her cough doesn’t bother her anymore, and the antibiotic therapy 
was finished at the hospital. The X-ray, though, is of dubious interpretation: Pleural 
effusion and lung thickening persist, and geriatrician and radiologist suspect it could be 
cancer.
Maria has got over her hospitalization without the need of a catheter, without bed sores or 
disorientation. Her daughter though has realized that her mother cannot be left alone; she has 
since moved in with her mother and has put in a request for civil invalidity and accompaniment. 
She is going to look for a career.

subconsciously, his long-time acquaintance with the patient. In particular, the deci-
sion is born, in the space of few minutes, of the condensation in the doctor’s mind of:

 – The type of relationship he/she has with the patient and his wife (“They didn’t 
want to bother the doctor, who is really busy during this period, with a home 
visit”).

 – The couple’s understanding of the concept health and illness (“neither Gino nor 
Gina is hypochondriacs”).

 – Gino and Gina’s behaviour when they had got ill in the past (“Both have dealt 
with these health issues with optimism and hope ... The operation marked a brief 
lull for his active dancer lifestyle along with his gardening”).
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 – Past acute pathologies and Gino’s chronic condition (“Gino has been taking war-
farin as part of an anticoagulant therapy for the last 4 years to treat an atrial fibril-
lation. On that occasion he had had a slight cardiac failure”).

We don’t know what decision the doctor might have made if his/her relationship 
with Gino and his wife was not based on mutual respect and good communication, 
if the patients had had a hypochondriac attitude, or if, when other illnesses had 
occurred in the past (Gina’s neoplasia and Gino’s acute cholecystitis), they had 
reacted in a different manner. If the acute symptom mentioned in the waiting 
room—the cough—had presented itself in a subject without a chronic cardiac 
pathology (e.g. Gina), the doctor’s decision perhaps would have been different.

It is evident that the doctor cannot base his/her decision only on the symptoms the 
patient shows or the signs that emerge from the visit. This is particularly evident when 
the patient is an older person. A young person with a cough in a waiting room without 
an appointment would have probably not been dealt in the same way by the doctor.

The decision-making of the doctor in Maria’s case brings up more aspects along 
with the ones already examined:

 – The partial self-sufficiency of the patient concerning various aspects of her life, in 
particular taking her medicines, food and hygiene (“has started accepting help from 
her daughters. She allows them to do housework, cook meals and help her wash”).

 – The kind of supervision/help given by her daughters (“she still lives alone and is 
fairly autonomous, thanks to the careful yet relaxed supervision of her daughters, 
who allow her to decide what time to go to bed (her favoured time is midnight) 
and get up (around 11–midday)”).

 – The perception of health and illness by the caregiver (daughter) (“After the 8 days, 
the daughter, who is very busy with all her engagements, decides to halt her moth-
er’s therapy and has not got in touch with me as agreed. Three days later concerns 
have arisen: maybe this cough hasn’t totally disappeared, and mother is looking a 
little pale, even though she’s eating, sleeping and going about the house as she 
always does with her zimmer frame. Maybe I should call the doctor”).

 – Myths and family views—health and illness (“I realize they are laid back people, 
if not slightly fatalistic, but certainly not apprehensive and detached from medi-
cal consumerism. An illness can manifest itself in one’s life but shouldn’t be 
allowed to take up too much of it”… “They will never ask for instrumental or lab 
tests let alone to be admitted to hospital” … “The doctor’s orders are followed up 
to the point where they clash with this everyday life full of vitality and energy”).

 – The relationship between the patient and her daughters.
 – The long-time knowledge of the environment in which the patient lives (“I used 

to come here often and memories of her cardiopathic daughter, who died 
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prematurely, spring to mind” …” The big country house with all the cats, open 
windows and doors and dropping temperatures, a slight draught and the turned 
off heating probably isn’t the ideal place to treat and older person with 
pneumonia”).

 – The evaluation of the pros and cons of hospitalization (“I also know that hospi-
talization can be potentially dangerous for someone almost 100 years old. But 
what is more dangerous? Letting her stay alone in this house, though the daugh-
ter does drop by once a day, guaranteeing hospitalized with the risk of being bed 
bound; she takes her medicine? Or after the X-rays, being sores, catheter and 
benzodiazepine because everyone has to be asleep by 8 pm”).

In this case also, the decision to send the patient to the hospital was born of all 
the elements aforementioned together with the objective examination and a sus-
pected pneumonia diagnosis. It is interesting to note how it proved easy for the 
doctor to propose sending Maria to the hospital, seeing as how she perceives an 
illness as a small parenthesis of everyday life. She is convinced that full recovery 
will come soon, and life will go back to as it always was.

3.7  To Negotiate the Meaning of Life

In all these 250 houses down here there’s someone who is devoted to Medicine, 250 beds 
on which 250 bodies lies and testimonies that life has a sense, and that’s to me a medical 
sense (The triumph of medicine, J. Romains 1923) [23].

Early twentieth-century French literature proposes the concept of “medical sense 
of life”. J. Romains is part of the current of playwrights who, from Moliere onwards, 
were critical of the doctors of the age (Table 3.5). In his play J. Romains proposes, 
without realising, the concepts of medicalization and medicalization aimed at profit: 
a “disease mongering” ante litteram. This “medical sense” is born with the “sur-
gery” which sanctions the passage from the practice of medicine as a form of art to 
the practice of medicine as science. With this passage, which also includes cultural, 
social and economic aspects, modern medicine stands as candidate not only for a 
way of easing suffering but also a way to interpret the life and death of human 
beings. Maybe, without saying it, it starts competing with religions that have always 
been the guardians of the sense of life and death.

Table 3.5 The triumph of medicine, J Romains 1923 [23]. Summary

A young doctor arrives in a mountain village to take the place of the GP because the old doctor 
of the village is transferring to a big city. The village was located in countryside, and the 
inhabitants were living in a simple way, with a very low medicalization. So, the old doctor 
didn’t have a lot of work, and he didn’t earn very much, and his work was sometimes boring. 
When the young doctor, called doctor Knok, came, things changed very rapidly. He started to 
use a personal method in his work: With the help of the teacher and the pharmacist, he was able 
to transform all the inhabitants in just 3 months, because they began to feel ill, and a lot of 
people started to take unnecessary medicine and stayed in bed almost all day, so all the 
inhabitants became real sick.
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Many authors [24–26] have, in different areas, tackled the “sense” concept and 
its importance in every aspect of human life.

A “medical sense” of life though assumes that every human being harbours 
within his or her own sense of living (and dying) aspects, concepts and suggestions 
that come from the medicine world.

In their life plan, older people include a sense of living that therefore also incor-
porates the sense of being healthy and sick. And each one develops their own, influ-
enced by the social and cultural environment and the relation with the medical world.

Each contact between doctor and patient implies an implicit (and in part explicit) 
negotiation on the concept of health and sickness which influences how “practice” 
is carried out and quality of life.

The concept of negotiation has been thoroughly looked into in medical and non-
medical spheres [27–30]. It is considered an important relational tool, especially in 
primary care [30].

Negotiating on what healthy or sick means to an older patient is legitimate and 
also a very delicate issue because over a certain age even with the lack of insight, 
perceiving oneself as healthy or sick significantly influences one’s life plan, quality 
of life and conception of death.

The general practitioner/family doctor often interacts with patients (and their 
families) they have known for many years, during their visits and contacts, at an 
implicit level regarding the sense of life and therefore what it means to be healthy 
or sick [31]. It is an implicit concept which has to do with “personalization” of treat-
ment and treating. It is often redefined and renegotiated. It has to do with the rela-
tionship being based on trust. In this negotiation the doctor brings his/her “sense of 
health and sickness” which often, unaware and in an age of high technology, can 
coincide with a real and true “medical sense” of life.

But this negotiation is even present in occasional contacts, especially if the patient 
has been hospitalized – there where negotiation has different characteristics.

The doctor’s manner towards an older patient in primary care must allow for 
observation and negotiation that have to do with the sense of living and dying and 
therefore with the subjective concept of being healthy and sick.

This research is delicate and difficult to trace back to objective criteria.
It can avail itself of what T. Greenhalgh calls intuition [32] (Table 3.6) and of 

other tools that favour an approach which focuses on the “biological subjectivity” 
[17, 33–35] of the older patient.

It should be taught at a university to all students of medicine and also for special-
ists in a personalized form which is adapted to their working context.

Table 3.6 Features of intuition, T. Greenhalgh 2002 [32]

– Rapid, unconscious process
– Context-sensitive
– Comes with practice
– Involves selective attention to small details
– Cannot be reduced to cause-and-effect logic
       (i.e. B happened because of A) addresses, integrates, and make sense of, multiple complex 
pieces of data
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3.8  Teaching Tools for Medical Students, for Post-Grads 
in General Practice, for Doctors Who Work in the Field

To be a competent GP, you need to be well-read (a true generalist) and have an open, sen-
sible approach to acquiring knowledge that will fill in any gaps. You need to be able to work 
as part of a team (you will be part of the primary healthcare team, not to mention the doc-
tor-patient aspect), and you need to be open to differing ethical and cultural ideas and 
beliefs. That’s all just for starters [36]!

Handling an older patient is a challenge for any doctor, more so if the patient is 
“healthy”. It is especially the case if the doctor is young and inexperienced or still 
in their post-grad training. The concepts of prevention and therapy that are applied 
to young people or older sick people often are not applicable to healthy older sub-
jects. The use of guidelines or literature can come into contrast with the health and/
or assistance needs of these subjects [37]. The young doctors undergoing training 
and students of medicine also need training in general knowledge which should 
contain philosophical, social and literary thoughts on the sense of life in general and 
in older people in particular [22, 38].

Using cases that have really happened, writing the story of how they unfolded 
and discussing it in workgroups or re-enacting it should simulated patients be avail-
able can be an effective way of learning [39]. For simulated patient we intend the 
one with only a minimal level of structure and whose scenario (canvas) must be very 
lax to leave space for the patient’s emotions and feeling that only through this 
method can emerge. The structured patient who reads from a pre-written and strict 
script (standard answers to the doctor’s questions) is not suitable for this type of in-
depth training because it does not allow the simulator to express his past life experi-
ences. Teaching which includes the use of the simulated patient is more suitable for 
a young professional in training, while for a pre-grad student, it is less suitable 
because he or she needs basic notions.

Likewise, the use of film in class and the discussion that follows or the reading 
of literal texts or poems on the subject can broaden a young doctor’s point of view. 
This helps the ability of the doctor to comprehend the older person’s past and to start 
a dialog on subjects that concern their sense of life and death, fears and hopes. It 
helps in negotiation and, with the difficult task of managing a diagnosis and therapy, 
the need to send them to specialists or hospitalization.

The most difficult element to grasp and put into practice is the concept of health 
in old age. University accustoms students and therefore the young doctor to think of 
older people as a person who inevitably must be sick.

In medical training in general and in particular that of GPs and FDs, as well as 
focusing on the training of a doctor with clinical knowledge and managing and 
relational skills, it is appropriate to aim for training that returns a professional who 
is learned and aware of the environment and values of the community in which he 
lives and operates and capable to self-assess, listen and think during his actions 
[40]. Our older cannot but be better off for it.
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3.9  Conclusions

In this chapter we began from the subjectivity and the subjective experience of 
health and sickness in the older patient.

There are some difficulties when we speak about this time of the life. At first it is 
necessary to re-define the concept of pathology or physiology. Second we must 
further look into how to establish the boundaries between health and sickness which 
are usually blurred. One skips rapidly from one condition to another, and not always 
is the patient, even if conscious, able to grasp this change.

Therefore, we have an ample space of instability that the doctor must know how 
to grasp.

The subjective approach requires particular attention in the case of older subjects 
with good resilience and ability to cope. Resilience and ability to cope that are well 
developed in an older person can change in the person itself the perception of their 
state of health and underestimate the beginning of an illness or the appearance of 
alarm bell symptoms.

All these aspects are to be kept in mind in clinical practice and decision-
making processes. In general practice an attentive doctor can self-teach these 
concepts. The young trainee doctors and medical students though must be 
helped in these teachings through cultural thoughts of literature, philosophy and 
sociology. Finally let’s remind how, from the learning point of view, the simu-
lated patient is a good method for not only fixing clinical knowledge but also 
training in relations and pondering on what has been presented in a complex 
environment.

Concepts that are strictly related with what has been affirmed above are consum-
erism, hyper- medicalization and over-diagnosis.

These aspects are looked into further in another chapter of this book.
In conclusion we remind that the doctor must not only respect the older patient’s 

subjective past of health and sickness but also learn to use them as helpful tools 
when assessing therapy (Table 3.7, Auden’s poetry).

Post. Scriptum July 31, 2020.
The older people in the age of Sars-Cov2.

Table 3.7 Auden’s poetry

Give me a doctor partridge plump,
Short in the leg and broad in the rump,
An endomorph with gentle hands,
who’ll never make absurd demands
That I abandon all my vices,
Or pull a long face in a crisis,
But with a twinkle in his eye,
Will tell me that I have to die
Wystan Hugh Auden (1907–1973)
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We think that even in these tiring first 6 months of 2020 our point of view does 
not change.

A reflection: the older people all over the world have been considered the histori-
cal memory of our civilization, but they have been forgotten: a massacre all over 
the world.
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Abstract

Nutritional problems are common in older people. In particular, malnutrition is 
very frequent and associated with several negative health outcomes. Therefore, 
the screening of malnutrition through validated tools is mandatory in this popula-
tion. Weight loss is another common condition in older people and may indicate 
reversible or not reversible causes: the early diagnosis of weight loss is manda-
tory for starting the correct diagnostic pathways. The first treatment of weight 
loss is to treat the cause, if possible. Then, the use of dietary recommendations 
and nutritional supplementations is of importance. In this chapter, we will dis-
cuss how nutritional status should be assessed in older adults, the management of 
malnutrition, the most common treatments of weight loss, obesity in older indi-
viduals, and the role of general practitioners (GPs) in nutritional issues affecting 
older people.
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4.1  Introduction

Nutritional problems are common in older people. Aging itself, in fact, is character-
ized by diminished organ system reserves and loss/decrease in homeostatic controls 
[1]. Indeed, nutritional needs in older people are determined by multiple factors, 
including specific medical conditions (such as diabetes and dementia), an individu-
als’ level of physical activity, energy expenditure, and caloric requirements, but also 
the presence of disability and personal food preferences.

In this chapter, we will discuss how nutritional status should be assessed in older 
adults, the management of malnutrition, the most common treatments of weight 
loss, obesity in older individuals, and the role of general practitioners (GPs) in nutri-
tional issues affecting older people.

4.2  Malnutrition in Older People

4.2.1  Identification of Malnutrition

To identify malnutrition is of pivotal importance in geriatric medicine. The diagnosis 
of malnutrition could be made using some validated criteria, as reported in Box 4.1.

4.2.2  Screening for Nutritional Status in Older People

Screening of nutritional status is, in our opinion, mandatory in all older people. The 
most common tools used for this task could be measuring weight, calculating weight 
loss, and utilizing screening tools.

Box 4.1 Common Criteria for the Diagnosis of Malnutrition
Academy of Nutrition and Dietetics and the American Society for Parenteral 
and Enteral Nutrition (ASPEN) Criteria [2]
At least two of the following six criteria:

1.  Insufficient energy intake
2.  Weight loss
3.  Loss of muscle mass
4.  Loss of subcutaneous fat
5.  Localized or generalized fluid accumulation that may mask weight loss
6.  Diminished functional status as measured by handgrip strength
Global Leadership Initiative on Malnutrition (GLIM) [3]
Combination of at least one phenotype and one etiologic criteria
Phenotype criteria—Non-volitional weight loss, low body mass index 

(BMI), or reduced muscle mass
Etiologic criteria—Reduced food intake or absorption or underlying 

inflammation due to acute disease/injury or chronic disease
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Weight: Serial measurements of body weight offer the most used and the most 
obvious screen for nutritional status in older people. However, obtaining periodic 
body weights may be difficult, particularly in frail and bedridden subjects [1]. For 
definition, low body weight is defined as <80% of the ideal body weight [1, 2].

Weight loss: Several studies have indicated that weight loss in older adults, espe-
cially if unintentional, is a significant predictor of mortality [4–7]. A great debate is 
still undergoing regarding the amount of weight loss that can increase the risk of 
mortality and other negative outcomes in older people. In this regard, some studies 
have reported that a weight loss <5% compared to baseline values is a significant 
predictor of mortality [7, 8]. Another important topic of discussion is weight loss in 
overweight/obese older people.

Briefly, weight loss could be considered of clinical importance in the case 
of [1, 9]:

• ≥2% decrease of baseline body weight in 1 month
• ≥5% decrease in 3 months
• ≥10% in 6 months.

Screening tools: Some screening tools have been developed in order to identify 
older adults at risk for malnutrition.

• The Nutritional Risk Screening (NRS) 2002 has two parts: a screening assess-
ment for malnutrition and a part for disease severity. Undernutrition is estimated 
using three parameters: BMI, percent recent weight loss, and change in food 
intake [10]. Disease severity may range from 0 (for those with chronic illnesses 
or a hip fracture) to 3 (for those in the intensive care unit with an APACHE 
score of 10).

• The Simplified Nutrition Assessment Questionnaire (SNAQ), a four-item tool, 
was tested in community-dwelling older adults and long-term care residents 
[11]. In those populations, it had a good sensitivity and specificity for the identi-
fication of older individuals at risk for 5% or 10% weight loss, respectively.

• SCREEN II (Seniors in the Community: Risk Evaluation for Eating and 
Nutrition) is a 17-item instrument that evaluates nutritional risk through evaluat-
ing food intake, physiological barriers to eating (difficulty with chewing or swal-
lowing), weight change, and social/functional barriers to eating. The tool has 
excellent sensitivity and specificity, as well as interrater and test/retest reliability 
[12]. This tool has also an abbreviated version, based on eight questions [12].

• The Malnutrition Universal Screening Tool (MUST) includes BMI, weight loss 
in 3–6 months, and anorexia for 5 days due to disease. When neither height nor 
weight is available, the midarm circumference and subjective assessment of 
physical characteristics, such as very thin, can be used instead. This tool is par-
ticularly sensitive for recognition of protein energy undernutrition in hospital-
ized older patients [13].
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• The Malnutrition Screening Tool (MST) was developed for being used in hospi-
talized patients but also validated in cancer patients [14]. This tool is based on 
two simple questions: “Have you been eating poorly because of a decreased 
appetite?” and “Have you lost weight recently without trying?” Even if short, 
this tool has a good sensitivity and specificity in predicting malnutrition in 
older people.

• The Mini Nutritional Assessment (MNA) consists of a global assessment and 
subjective perception of health, as well as questions specific to diet, and a series 
of body measurements [15]. This tool has been widely validated and translated 
in several languages and is predictive of poor outcomes [16]. One of the advan-
tage of this tool is that it could be used for the screening and for the diagnosis of 
malnutrition (also including indicate people at risk of malnutrition) but could be 
long to do. For this reason, the Mini Nutritional Assessment-Short Form 
(MNA- SF) uses six questions from the full MNA and can substitute calf circum-
ference if BMI is not available. A validation study demonstrated good sensitivity 
compared with the full MNA [17].

Using MNA, some authors have proposed some epidemiological data regarding 
malnutrition in older people. For example, a 2016 meta-analysis on malnutrition in 
various health-care settings, including data from 240 studies and 110,000 persons, 
found very different rates of malnutrition: outpatients, 6.0% (95% CI, 4.6–7.5); 
hospital, 22.0% (95% CI, 18.9–22.5); nursing homes, 17.5% (95% CI, 14.3–20.6); 
long-term care, 28.7% (95% CI, 21.4–36.0); and rehabilitation/sub-acute care, 
29.4% (95% CI, 21.7–36.9) [18].

4.2.3  Malnutrition and Weight Loss in Older People: 
From Diagnosis to Management

Poor nutritional status in older people may have a great impact on outcomes, includ-
ing physical function [19], health-care utilization [20], and length of stay in hospital 
[21]. A peculiar aspect of older people is the lack of ability to compensate for peri-
ods of low food intake (e.g., due to illness) which can result in long-term, persistent 
weight changes, especially when combined with other factors that can negatively 
impact body weight.

Involuntary weight loss may be driven by a variety of factors, as follows.

Box 4.2 Most Common Tools Used for the Screening of Malnutrition in 
Older People
Tools
Nutritional Risk Screening
Simplified Nutrition Assessment Questionnaire
Seniors in the Community: Risk Evaluation for Eating and Nutrition
Malnutrition Universal Screening Tool
Malnutrition Screening Tool
Mini Nutritional Assessment
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4.2.3.1  Inadequate Dietary Intake
There are multiple causes of weight loss due to inadequate nutrient intake. These 
include social (e.g., poor economic status, loneliness, social isolation), psychologi-
cal (in particular depression and dementia), medical (e.g., edentulism, dysphagia), 
and finally pharmacologic issues.

• Increased likelihood of isolation at mealtimes. About one-third of persons over 
65 and one-half over 85 live alone, which typically decreases food enjoyment 
and calorie intake. In this regard, several studies have reported that older adults 
who eat in the presence of others consume more than those who eat alone [22].

• Financial limitations affecting food acquisition.
• Cancer is another common cause of unexplained weight loss in older people, 

particularly when affecting the gastrointestinal tract as well as depression.
• Dysphagia is present in approximately 7–10% of the older adults [23]. Dysphagia 

is often a consequence of other neurological conditions including stroke and 
Parkinson disease [1].

When we found an unintentional weight loss in older people, we should also 
consider the conditions listed in Table 4.1:

4.2.3.2  Physiologic Factors
Physiologic factors associated with weight loss may include age-related decrease in 
taste and smell sensitivity, delayed gastric emptying, early satiety, and impairment 
in the regulation of food intake [1].

• Anorexia (of aging): Anorexia, the decrease in appetite, in older adults is influ-
enced by multiple physiological changes. It is known that food intake gradually 
diminishes with age due to several factors including decreased energy, decreased 
resting energy expenditure (REE), and/or loss of lean body mass [24]. Changes 
in taste and smell lead to a decreased desire to eat, and early satiety develops 

Table 4.1 Common causes of malnutrition in older people

Apparatus/system/
condition Examples
Endocrine disorders Hyperthyroidism, new-onset diabetes mellitus
End-organ disease Congestive heart failure, end-stage kidney disease, chronic obstructive 

pulmonary disease, hepatic failure
Gastrointestinal 
disorders

Celiac disease, ischemic bowel, inflammatory bowel disease, pancreatic 
insufficiency, peptic ulcer disease, gastroesophageal reflux disease

Infections Tuberculosis
Rheumatologic 
disorders

Polymyalgia rheumatica, rheumatoid arthritis

Neurologic 
conditions

Parkinson disease, chronic pain, Alzheimer disease

Medication side 
effects

Digoxin, opioids, serotonin-reuptake inhibitors, diuretics, and 
topiramate
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with age [25], related to gastrointestinal changes and gastric hormone changes, 
as discussed above [26]. Moreover, appetite regulation may be affected by some 
factors cited before such as illness, medications, dementia, and depression 
[27, 28].

• Cachexia: Cachexia has been defined as a “complex syndrome associated with 
underlying illness, and characterized by loss of muscle with or without loss of fat 
mass” [29]. Anorexia, inflammation, insulin resistance, and increased muscle 
protein breakdown are often associated with the presence of cachexia. Cachexia 
involves many pathways, leading to a disequilibrium between catabolism and 
anabolism. Since inflammation and catabolism are present, cachexia often is 
resistant to nutritional interventions. The cause of cachexia is multifactorial. 
Therefore, its treatment should be multimodal, including the use of a combina-
tion of an appetite stimulant and an agent promoting muscle protein synthesis 
[30]. Cachexia usually occurs in the setting of underlying illness involving a 
cytokine-mediated response, such as cancer, renal failure, chronic pulmonary 
disease, heart failure, rheumatoid arthritis, and acquired immunodeficiency syn-
drome (AIDS). The role of inflammation in cachexia seems to be pivotal [31], 
even if anti-inflammatory drugs are not able to modify the course of cachexia 
itself [30].

4.2.3.3  Evaluation of Weight Loss
Often weight loss is self-reported or based on anamnestic data from the patient and 
caregivers. Therefore, the first step is to document weight loss during the first visit.

During the first visit, we recommend to estimate body fat and lean muscle mass, 
through bioelectrical impedance or anthropometric measures, for example. At the 
same time, in front of an important weight loss, appetite and dietary intake must be 
assessed using validated tools, such as the MNA.  A more formal dietary intake 
assessment can be obtained with a dietetic consult.

The next step is to perform appropriate laboratory studies, such as metabolic and 
inflammatory parameters, to include a basic chemistry profile including glucose and 
electrolytes, thyroid-stimulating hormone (TSH), complete blood count (CBC), and 
C-reactive protein (CRP) if cachexia is suspected. Chest and plain abdomen radio-
graphs may be considered in the case of suspected cancer or other specific condi-
tions. Order additional studies based on suspicion of underlying disease from the 
patient’s history and examination.

Of importance are older people with no localizing findings and with normal com-
plete blood count, biochemical profile, or chest and plain abdomen radiographs 
since until one-third of patients were ultimately diagnosed with cancer [32].

4.2.3.4  Tips for Weight Loss Diagnosis
After the diagnosis of weight loss, if it is possible, it is mandatory to treat the condi-
tion. The most common causes of weight loss in older people can be described using 
the acronym “MEALS ON WHEELS” (Table 4.2).
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4.2.3.5  Treatment of Weight Loss in Older People
General Recommendations

• Make sure that feeding or shopping assistance is available. Remember that feed-
ing assistance was resource-intensive and required a mean of about 30 minutes 
and often more [33]. In this regard, social work support may be of importance, if 
inadequate finances are one of the determinants of poor nutritional status.

• Assure that meals and foods meet individual preferences.
• Increase the nutrient density of food. For example, it could be useful to increase 

protein content by adding milk powder, whey protein, and egg whites or increase 
fat content by adding olive oil. If weight does not increase, we suggest daytime 
snacks between meals.

Nutritional supplements: A meta-analysis included 55 randomized trials of nutri-
tional supplements containing protein and energy to prevent malnutrition in older, 
high-risk patients [34]. This work resulted in modest improvement in percentage 
weight change. Moreover, overall mortality was reduced in the groups receiving 
nutritional supplement, compared with control, but no improvement in disability 
[34]. In this regard, nutritional supplements seem be able to improve physical per-
formance and muscle strength tests in older people, particularly in frail and sarco-
penic subjects [35].

Mirtazapine: Mirtazapine is a common antidepressant leading to more weight 
gain than selective serotonin reuptake inhibitor (SSRI) antidepressants. For this side 
effect, it is commonly used for weight loss in older adults due to depression, even if 
few studies have been specifically performed to evaluate its impact on weight among 
older adults with weight loss [36].

4.2.4  Obesity in Older People

Even if the prevalence of obesity in people who are 80 years of age is about one-half 
of that of older adults between the ages of 50 and 59, the fact is that more than 15% 
of the older American population is obese [37]. However, the epidemiological role 

Table 4.2 Causes of weight loss in older adults

Medications
Emotional
Alcoholism, older adult abuse
Late-life paranoia or bereavement
Swallowing problems
Oral factors
Nosocomial infections
Wandering and other dementia-related factors
Hyperthyroidism, hypercalcemia, hypoadrenalism
Enteral problems
Eating problems
Low salt, low cholesterol, and other therapeutic diets
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of obesity in older people is really debated. It is known that in the general popula-
tion, obesity is associated with an increased risk of all-cause mortality [38], as well 
as other disabling conditions including metabolic (e.g., type 2 diabetes) and cardio-
vascular diseases (e.g., hypertension, coronary heart disease, stroke), but also some 
types of cancer (e.g., endometrial, breast, prostate, and colon cancers) [39].

However, the association between high BMI values and mortality seems to 
decline over time, and this seems to be more evident in some special settings such 
as nursing home in which high BMI seems to be protective for mortality [40]. Other 
large observational studies observed a decrease in the association of obesity with 
cardiovascular disease mortality over time [41] and that being overweight does not 
increase mortality risk for people age 65 years and older [42].

A few studies suggest that being overweight as an older adult is associated with 
increased mortality:

These findings did not suggest that adiposity per se is protective for mortality but 
that BMI and weight are not reliable indicators of being overweight or obesity in 
older people, where normal weight may reflect loss of muscle mass rather than 
decreased adiposity [1, 43].

This is somewhat demonstrated by the fact that obesity in older adults is associ-
ated with new or worsening disability [44], and weight loss can further improve 
physical function and quality of life in older obese people [45]. Regarding the treat-
ment, recommendations to lose weight must be tailored to the risk profile of particu-
lar patients. Those who are experiencing significant adverse effects associated with 
obesity (the typical example is the patient with pain from osteoarthritis) [46] should 
be encouraged to have weight loss, but only in the context of regular physical exer-
cise [47].

4.2.5  What’s the Role of General Practitioner in Nutritional 
Issues in Older People?

Older people access very frequently GPs’ ambulatories for several reasons [48, 49]. 
Of curiosity, it is estimated that 10% of the population requiring care from a GP are 
at risk of malnutrition [50]. Despite the large population at risk of malnutrition and 
its associated health implications discussed in this chapter, malnutrition is often 
undiagnosed and untreated by GPs [51]. Many reasons have been suggested for the 
under-diagnosis of malnutrition in primary care setting, including the absence of 
nutrition education in medical school curricula and post-graduate training in GPs 
and the unclear “ownership” of malnutrition care among health-care profession-
als [52].

However the role of GP in nutritional issues in older people is pivotal. For this 
reason, we first recommend to assess weight in all older people using the ambula-
tory, at least one time every 6–12 months. Another important point is to assess, bet-
ter if through validated screening tools, the presence of malnutrition and start the 
diagnostic pathway. In this regard, the help of specialists (e.g., geriatrician, gastro-
enterologist, and others) is recommended as well as the use of laboratory measures. 
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The use of “MEALS ON WHEELS” could be useful for better and quickly identify-
ing the cause of weight loss. Regarding obesity in older people, it should be noted 
that the GP was the least likely person to tell a patient to lose weight after partner, 
family, and friends [53]. Therefore, more is needed to improve the knowledge of 
GPs regarding obesity in older people.

4.3  Conclusions

Malnutrition is extremely common as condition in older people, but often neglected. 
In this chapter, we have revised the common tools used for the screening of malnu-
trition in older people and how to diagnose malnutrition and weight loss. At the 
same time, obesity is increasing also in older people, probably indicating that it will 
be a common problem in the next future. The role of the GP is really important, but 
more knowledge regarding nutritional issues in older people (and their clinical 
importance) is needed.
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Abstract

As individuals age, they are at greater risk of developing non-communicable 
diseases relating to both physical and mental health. A large body of literature 
exists to show that regular and sustained participation in physical activity aids in 
the prevention of many of these conditions. In light of this knowledge, the World 
Health Organisation has developed physical activity recommendations for older 
adults to maintain good health; it should also be noted that country-specific rec-
ommendations exist. Yet, despite this, global levels of physical activity in older 
adults are low and tend to decline with age. In recent years interventions to pro-
mote physical activity in older adults have been developed, although some have 
been successful in the promotion of physical activity; it is not known whether 
these interventions yield long-term behaviour change. Strategies to promote 
long-term behaviour change in older adults have been identified and should now 
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be woven into interventions to promote physical activity to this population. The 
role of the family physician in promoting physical activity to older adults is cru-
cial, and this could be achieved by simply promoting physical activity to patients 
or prescribing physical activity to better health. The following chapter discusses 
the above topics in detail drawing on the most recent literature and placing an 
emphasis on findings from systematic reviews and meta-analyses where possible.

Keywords

Older adults · Physical activity · Exercise prescription · Family physician · Non- 
communicable disease

5.1  Defining and Conceptualising Physical Activity

Physical activity may be defined as any bodily movement caused by contraction of 
skeletal muscle that requires energy expenditure [1]. Common domains of physical 
activity in adults and older adults include active travel (e.g. walking and cycling to 
destinations), occupational physical activity, household chores, gardening, sport, 
exercise, and play with children or grandchildren. As well as domain specific, phys-
ical activity can be conceptualised on its intensity: light, moderate, and vigorous. 
Light physical activity involves performing tasks at 1.5–3 metabolic equivalents and 
includes activities such as standing—arts and crafts. Moderate physical activity 
involves performing tasks at three to six metabolic equivalents and includes activi-
ties such as walking and vacuuming. Vigorous physical activity involves performing 
tasks at 6+ metabolic equivalents and includes activities such as riding a bike or 
running. These activities sit on a physical activity continuum [2] (see Fig. 5.1).

Of note at the opposite end of the continuum to vigorous physical activity sits 
sedentary behaviour; these activities involve 0–1.5 metabolic equivalents while in a 
sitting or lying position. This chapter will only focus on light, moderate, and vigor-
ous physical activity, and the interested reader is referred to the book titled Sedentary 
Behaviour Epidemiology (Leitzmann, Jochem and Schmid 2018) [3] for an over-
view of the literature surrounding sedentary behaviour and health in adults and 
older adults.

Sedentary Behaviour Light Physical Activity
Moderate Physical

Activity
Vigorous Physical

Activity

0 to 1.5 1.5 to 3 3 to 6 6+ 

Metabolic Equivalents (1kcal/kg/hour)

Fig. 5.1 The energy expenditure continuum
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5.2  Physical Activity and Health

As individuals age, they are at an increased risk of developing physical non- 
communicable diseases such as cancer, cardiovascular disease, diabetes, osteoar-
thritis, and sarcopenia [4–9]. The ageing population are also at increased risk of 
mild cognitive impairment and dementia [10]. Finally, this group are at increased 
risk of falls including injurious falls which can lead to morbidity, mortality, and 
health-care expenditure [11]. Importantly, regular and sustained participation in 
physical activity, particularly across the lifespan, can aid in the prevention of many 
of these adverse outcomes [12–16]. Below we provide a summary of this literature 
drawing on important systematic reviews and meta-analyses in the area.

Regular and sustained participation in physical activity in older adults has been 
shown to be associated with a plethora of physical and mental health benefits and 
importantly prolonged survival. In a meta-analysis including nine cohort studies, 
totalling 122,417 participants, with a mean follow-up of 9.8 ± 2.7 years and 18,122 
reported deaths, it was found that a low dose of moderate-to-vigorous physical 
activity below current recommendations reduced mortality by 22% in older adults. 
A further increase in physical activity dose improved these benefits in a linear fash-
ion. The meta-analysis concluded that older adults should be encouraged to include 
even low doses of moderate-to-vigorous physical activity in their daily lives [12]. 
Moreover, a large body of literature provides empirical evidence that regular partici-
pation in physical activity in older adults prevents against diseases of the cardiovas-
cular system, e.g. see [13], and type II diabetes, e.g. see [14].

A recent systematic review of 10 studies integrated and analysed research on 
physical activity and sarcopenia in the geriatric population. The results of eight 
studies indicated significant improvement in muscle mass, muscle strength, and 
physical performance through exercise intervention, as determined by long-term 
observation. The review concluded that physical activity is an effective protective 
strategy for sarcopenia [17]. Moreover, other systematic reviews and meta-analyses 
confirm the beneficial influence of physical activity in general for the prevention of 
sarcopenia [18, 19].

In a meta-analysis including 11 studies and 1497 participants, it was found that 
aerobic exercise led to an improvement in global cognitive ability and had a positive 
effect with a small effect size on memory in people with mild cognitive impairment 
[15]. Similarly, studies have seen such associations with dementia and Alzheimer’s 
disease [20].

In another meta-analysis of 99 comparisons from 88 trials with 19,478 partici-
pants, it was found that participation in exercise (one domain of physical activity) 
reduced the rate of falls in community-dwelling older people by 21% and thus con-
cluded that exercise as a single intervention can prevent falls in community- dwelling 
older people [16]. Other meta-analyses on this topic have yielded similar results [21].

One domain of physical activity that has shown significant promise for good 
mental and physical health in older adults is tai chi [22]. The Compendium of 
Physical Activities assigned a metabolic equivalent of task score of 4.0 to tai chi, 
which is classified as moderate-intensity activity [23]. However, and importantly, 
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tai chi is frequently carried out in a gentle and nonstrenuous form (light-intensity 
physical activity) making it suitable for all ages and fitness levels. Tai chi has 
shown feasibility and improved physical and psychological outcomes among 
older adults and also patients with chronic conditions [22, 24]. Moreover, in a 
meta-analysis of 18 trials with 3824 participants, it was found that tai chi is effec-
tive for preventing falls in older adults and the preventive effect is likely to 
increase with exercise frequency [25]. Other benefits of tai chi identified in mul-
tiple meta-analyses include relief of chronic pain [26], relief of fatigue [27], 
improved self-efficacy [28], improved sleep [29], and enhanced cognitive func-
tion in older adults [30]. When recommending physical activity to older adults, 
the family physician may want to consider suggesting and referring the patient 
onto a tai chi program.

5.3  Physical Activity Recommendations

In light of these positive health benefits of regular participation in physical activity, 
the World Health Organisation (WHO) and many nations have developed physical 
activity recommendations. WHO states that in order to improve cardiorespiratory 
and muscular fitness and bone and functional health and reduce the risk of non- 
communicable disease, depression, and cognitive decline, older adults (65+ years) 
should do the following [31]:

• Do at least 150 min of moderate-intensity aerobic physical activity throughout 
the week or at least 75  min of vigorous-intensity aerobic physical activity 
throughout the week or an equivalent combination of moderate- and vigorous- 
intensity activity.

• Aerobic activity should be performed in bouts of at least 10-min duration (note: 
some national guidelines, such as those for people residing in the USA, have now 
removed this recommendation).

• For additional health benefits, older adults should increase their moderate- 
intensity aerobic physical activity to 300  min/week or engage in 150  min of 
vigorous-intensity aerobic physical activity per week or an equivalent combina-
tion of moderate- and vigorous-intensity activity.

• Older adults, with poor mobility, should perform physical activity to enhance 
balance and prevent falls on 3 or more days per week.

• Muscle-strengthening activities, involving major muscle groups, should be done 
on 2 or more days a week.

• When older adults cannot do the recommended amounts of physical activity due 
to health conditions, they should be as physically active as their abilities and 
conditions allow.

There are also several country-specific guidelines that disseminate a similar mes-
sage; see, for example, UK guidelines [32], American guidelines [33], Australian 
guidelines [34], and Canadian guidelines [35].
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5.4  Levels of Physical Activity

Despite these physical activity recommendations, global population levels of physical 
activity in older adults are low, and literature shows that physical activity levels decline 
with age, with the oldest old generally presenting the most unfavourable physical 
activity profiles. For example, in the oldest old (75+ years) British adults, only 1 in 10 
men and 1 in 20 women meet the physical activity guidelines [36]. In America 28% of 
older adults (50+ years) are inactive, and this low level of physical activity is observed 
in several other countries, including Australia [37], Canada [38], and across Europe 
[39]. In addition to low levels of physical activity in older adults, levels also decline as 
older adults age. For example, Smith et al. (2015) showed in a sample of 5022 partici-
pants (mean age 61 years) that over a 10-year period, there was an overall trend for 
increasing levels of inactivity and a reduction in vigorous activity [40].

5.5  Interventions to Promote Physical Activity 
in Older Adults

With low and declining levels of physical activity in older adults and the adverse influ-
ence this will have on their health, interventions to promote physical activity in older 
adults are needed. In a systematic review of reviews on physical activity promotion 
interventions aimed at community-dwelling people over 50 years old, a total of 19 
reviews met the inclusion criteria. The study identified that interventions often resulted 
in sustained improvements in physical activity over the study period, typically at 
12 months, and led to improvements in general well-being. Importantly, intervention 
components associated with increased physical activity include tailoring promotion 
strategies with a combination of cognitive and behavioural elements and promoting 
low to moderate physical activity [41]. In a meta-analysis focussing on interventions to 
increase levels of physical activity in older adults, it was concluded that physical activ-
ity interventions significantly improved physical activity behaviour among commu-
nity-dwelling older adults. Effective physical activity interventions may be efficiently 
delivered using already available resources and personnel [42]. However, an important 
limitation of the studies included in both reviews was that they did not shed light on 
whether or how to sustain increased levels of physical activity past 1 year. Further 
research is thus required to identify intervention strategies that result in sustained levels 
of increased physical activity; such strategies will likely yield the greatest results in 
terms of health benefits and will likely require elements of habit formation [43].

5.6  What’s the Role of Family Physicians in the Promotion 
of Physical Activity for Healthy Ageing

Another important strategy to promote physical activity in older adults is via the 
family physician. It is feasible that a physical activity recommendation from a 
health professional could influence behaviour. Receiving physical activity advice in 
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primary care has been shown to increase physical activity levels in sedentary adults 
[44]. Fisher et al. investigated the association between recalling receiving physical 
activity advice and physical activity levels in a sample of 15,254 colorectal cancer 
survivors residing in England [45]. It was found that 31% of participants recalled 
receiving advice and those who recalled receiving this advice were more likely to 
participate in brisk physical activity (51% in the advice group vs 42% in the no 
advice group) and meet the UK physical activity guidelines (25% vs 20%). Other 
studies of breast cancer survivors have produced similar results [46]. Importantly, 
colorectal cancer and breast cancer are more prevalent in older adults. It is thus 
feasible to assume that physical activity advice by a health-care professional in 
older adults may be an effective route to physical activity behaviour change. It is 
therefore important to educate medical students on the benefits of physical activity 
in later life [47] and indeed family physicians on physical activity guidelines and 
promotion.

Once educated the family physician may then wish to prescribe physical activity 
in a similar way to which they would prescribe medication. Key components of the 
prescription should include setting achievable activity goals, identifying barriers 
and providing potential solutions, and providing specific recommendations on the 
type, frequency, and intensity of activities. A detailed discussion on how to write an 
exercise prescription is beyond the scope of this chapter; however, we refer the 
interested reader to [48] which provides a detailed overview of this topic.

Finally, any attempt to promote physical activity to older adults needs to consider 
adherence to aid in the prevention of dropout. Indeed, sustained participation in 
physical activity is likely to have the greatest benefits for both physical and mental 
health. One way to achieve this is to involve peers. A recent meta-analysis was car-
ried out to evaluate the effectiveness of peers to deliver programs or encourage older 
people to be physically active. Eighteen articles were included in the review, includ-
ing a total of 3492 intervention participants with an average age of 66.5 years. The 
review found that exercise programs involving peers can promote and maintain 
adherence to exercise programs [49]. Other ways in which exercise adherence may 
be achieved is through counselling, such as utilising motivational interviewing [50], 
or through incorporating habit theory into interventions [51].

5.7  Summary

In summary, many of the non-communicable diseases that older adults are at an 
increased risk of developing can be somewhat negated if the older adult participates 
in sustained levels of physical activity. In light of this knowledge, physical activity 
guidelines have been developed specifically for older adults to maintain good health. 
However, despite this physical activity levels in older adults are low and decline 
with age. Interventions, to increase physical activity in older adults, have been suc-
cessful, but it is not known whether this success is sustained over the longer term. 
The family physician should be encouraged to promote/prescribe physical activity 
in practice where appropriate by tailoring promotion strategies with a combination 
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of cognitive and behavioural elements, promoting low to moderate physical activity 
(e.g. tai chi), and utilising strategies to promote adherence.
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Abstract

This chapter provides an overview in relation to sexual health and activity in 
older adults. It discusses declining levels of sexual activity among older popula-
tions and the consequent impact such declines may have on their physical and 
mental health. This chapter discusses barriers to an active sex life in older adults 
and makes recommendations to overcome such barriers. In addition, no chapter 
on sexual activity in older adults is complete without a mention of sexual dys-
function. This chapter does not aim to cover sexual dysfunction in detail but 
rather to provide the reader with an overview and make recommendations for 
further reading.
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6.1  Definition

Sexual health is defined by the World Health Organization as “a state of physical, 
emotional, mental, and social well-being related to sexuality, not merely the absence 
of disease dysfunction or infirmity” [1].

6.2  Levels and Patterns of Sexual Activity in Older Adults

Sexual activity is a central component of intimate relationships but has been shown 
to decline with age. In a population-based study of English adults, sexual activity 
was found to decrease substantially from age 50–59 years to age ≥ 80 years in both 
men (from 94.1% to 31.1%) and women (from 53.7% to 14.2%) [2]. A similar trend 
and magnitude of decline were also observed in a US population-based study [3], 
and such declines have also been shown among Indian older adults [4]. However, it 
is important to note that although the frequency of sexual activity declines as people 
age, older adults are not inherently disinterested in sex and that sexual practices do 
happen in older age [5, 6].

6.3  Physical Health Benefits of Sexual Activity 
in Older Adults

A decline in sexual activity as people age is of concern as a regular and problem- 
free sex life has been shown to be positively associated with better physical health. 
Frequent sexuality in older adults has been shown to be associated with a lower 
risk of certain cancers and fatal coronary events [7] as well as with a lower annual 
death rate [8]. Recent work aimed to investigate cross-sectional and longitudinal 
associations between declines in sexual activity and function and health outcomes 
in 2577 men and 3195 women aged ≥50  years participating in the English 
Longitudinal Study of Ageing. The study found that prospectively, men who 
reported a decline in sexual desire had 1.41 higher odds of incident limiting long- 
standing illness and 1.63 higher odds of incident cancer than those who main-
tained their sexual desire. Men who reported a decline in the frequency of sexual 
activities had 1.47 times higher odds of deterioration in self-rated health and 1.69 
higher odds of incident limiting long-standing illness. In women, a decline in 
frequency of sexual activities was associated with a 1.64 higher odds of deteriora-
tion of self-rated health [9]. Taken together the literature suggests that maintain-
ing an active sex life as one ages is likely an important determinant of good 
physical health and thus healthy ageing.
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6.4  Mental Health Benefits of Sexual Activity 
in Older Adults

In addition to a plethora of physical health benefits, sexual activity has also been 
found to be associated with good mental health in older adults. Literature utilizing 
the English Longitudinal Study of Ageing has shown that sexual activity is associ-
ated with greater enjoyment of life [10] and greater life satisfaction [11] and may 
prevent against cognitive decline [12]. These findings support literature from other 
countries. For example, in a sample of 1879 US adults aged over 80 years, it was 
found that increased sexual activity was associated with positive emotional health 
indicators [13]. Similarly, in a sample of 2373 dementia-free older adults from 
Rotterdam, Netherlands, it was found that positive psychological well-being was 
associated with more sexual behaviour in partnered, community-dwelling older 
adults [14]. Taken together the literature suggests that maintaining an active sex life 
as one ages is likely an important determinant of good mental health and thus 
healthy ageing.

6.5  Sexual Orientation and Sexual Activity in Older Adults

Given the advances made in terms of sexual minority rights over the course of the 
twentieth and early parts of the twenty-first century, there is now a significantly 
larger population of openly lesbian, gay, and bisexual older adults. A key issue fac-
ing these populations is heteronormative presumptions made about older adults, 
particularly those that enter into elderly care [15] where the primary assumption 
made about older adults is one of heterosexuality. While many of the issues associ-
ated with ageing and sexual activity are familiar between heterosexual and sexual 
minority populations [16], including sexual difficulties in men [17], heterosexist 
assumptions serve only to augment and exacerbate adverse physical and mental 
health outcomes for these populations [18].

6.6  Mechanisms Linking Sexual Activity to Healthy Ageing

Several mechanisms may explain the positive effects of sexual activity on physical 
and mental health. Firstly, during sexual activity or at the time sexual intercourse is 
at its peak, there is a release of endorphins, endogenous opioid peptides that func-
tion as neurotransmitters, which generates a happy or blissful feeling [19]. 
Importantly, circulating endorphin levels have been shown to be associated with 
higher natural killer cell activity [20]. A higher natural killer cell activity may be 
associated with a lower risk of cancer and viruses; they have also been found to 
prevent against infections of the lungs and play an important role in improving 
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asthma and many other conditions [21, 22] and thus are also likely to be related to 
limiting long-standing illness and self-rated health. Second, sex can be considered a 
form of physical activity; one study conducted in a younger population 
(22.6 ± 2.8 years) showed that energy expenditure during sexual activity was 85 
kCal or 3.6 kCal/min and was performed at a moderate intensity (5.8 METS) [23]. 
Therefore, it is possible that one may acquire health benefits from regular participa-
tion in physical activity via sexual activity. Physical activity has been shown to be 
associated with better self-rated health, lower odds of having a limiting long- 
standing illness, lower incidence of certain cancers, lower incidence of cardiovascu-
lar diseases, and better mental health [24–26]. Third, those who engage in sexual 
intercourse with their partner are likely to share a closer relationship [27], and 
indeed closeness to one’s partner has been shown to be associated with well-being 
per se [28]. Finally, it is possible that early symptoms of cancer and long-standing 
illness may predict a decline in sexual activity and desire before diagnosis of the 
conditions. For example, fatigue is a reported early warning sign for cancer and is 
often experienced before a diagnosis is made [29]; it is plausible to assume that 
fatigue will be associated with a reduction in sexual activity.

6.7  Sexual Dysfunction in Older Adults

Sexual dysfunction refers to a problem occurring during any phase of the sexual 
response cycle that prevents the individual or couple from experiencing satisfaction 
from the sexual activity. The sexual response cycle traditionally includes excite-
ment, plateau, orgasm, and resolution [30]. Sexual dysfunction is experienced in 
both males and females; approximately 43 percent of women and 31 percent of men 
report some degree of dysfunction [30]. Sexual dysfunction in males tends to refer 
to any of the following: inability to achieve or maintain an erection suitable for 
intercourse (erectile dysfunction), absent or delayed ejaculation despite adequate 
sexual stimulation (retarded ejaculation), and inability to control the timing of ejac-
ulation (early or premature ejaculation). Sexual dysfunction in females includes 
inability to achieve orgasm, inadequate vaginal lubrication before and during inter-
course, and inability to relax the vaginal muscles enough to allow intercourse. 
Sexual dysfunctions experienced by males and females include lack of interest in or 
desire for sex, inability to become aroused, and pain during intercourse.

As people reach older age, there is a general increase in the prevalence of sexual 
dysfunction. Detailed discussion on all sexual dysfunctions experienced by males is 
beyond the scope of this chapter, and we refer the interested reader to [31]. In males 
one sexual dysfunction strongly linked to older age is erectile dysfunction. Findings 
from the Massachusetts Male Aging Study showed that ageing increases the risk of 
erectile dysfunction from 1.2% per year for men aged between 40 and 49 years to 
4.6% for men aged between 60 and 69 years [32]. The key reason behind the rise in 
erectile dysfunction as one ages is that the prevalence and severity of its physiologi-
cal risk factors increase with age. These risk factors include hypertension, diabetes, 
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hyperlipidaemia, and coronary artery disease. Moreover, older males have a higher 
risk for depression which is also associated with erectile dysfunction. Finally, main-
taining adequate levels of physical activity as one ages has been shown to be protec-
tive against erectile dysfunction. However, as people age, levels of physical activity 
substantially decline [33, 34].

Detailed discussion on all sexual dysfunctions in females is beyond the scope of 
this chapter, and we refer the interested reader to [31]. The incidence of sexual dys-
function in postmenopausal women is in excess of 80% [35]. Thus sexual dysfunc-
tion in older females is highly prevalent and an important issue for both physical 
and mental health of this population. Similar to males an increase in sexual dysfunc-
tion in older females is at least in part owing to an increase in age-related conditions 
that are also associated with sexual dysfunction. These conditions include cardio-
vascular disease, diabetes, lower urinary tract problems, breast cancer, hysterec-
tomy, oophorectomy, endocrinopathies, bariatric surgery, osteoarthritis, and clinical 
depression [35]. Moreover, physical activity also declines in older women, and 
higher levels of physical activity are likely to be protective against sexual dysfunc-
tion [34].

6.8  What’s the Role of Family Physician’s in the Promotion 
of Sexual Health in Older People

In a review of the scientific literature that aimed to examine help-seeking for, and 
doctor-patient interactions about, sexual problems in the middle and later life age 
groups, a total of 25 articles were identified, and the following barriers to seeking 
medical help were identified: (a) psychosocial factors relating to the patient, such as 
thinking that sexual changes were “normal with ageing”; (b) psychosocial factors to 
the doctor—for example, assuming that sex was less important to older patients than 
it was to their younger patients; and (c) inadequate training at medical school for 
healthcare professionals. People were more likely to seek help if their doctor had 
asked about sexual function during a routine visit sometime during the previous 
3 years [36]. However, the review also identified that doctors tended not to take a 
proactive approach to sexual health management and indeed often had limited 
knowledge of later-life sexuality issues. Findings from this review show that there 
is a strong need to educate both patients and healthcare professionals to highlight 
the need to acknowledge that older adults are not asexual and that a frequent and 
problem-free sex life in this population is related to improved health and well-being. 
Information on and encouragement to try new sexual positions and explore different 
types of sexual activity are not regularly given to ageing populations. Engaging in 
discussions regarding sexuality in later life could help redress perceived norms and 
expectations about sexual activity in older people and help them live more fulfill-
ing lives.

Addressing treatment practices around sexual dysfunction for males and females 
is beyond the scope of this chapter, but we refer the interested reader to [37] and [31].
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6.9  Conclusion

Levels of sexual activity decline and sexual dysfunction increases with age; this is 
true for both males and females. However, it is important to note that older adults 
are not inherently disinterested in sex and that sexual practices do happen in older 
age. A decline in sexual activity with age is of concern as there is a growing body of 
literature to suggest that sexual activity per se has been shown to be associated with 
good physical and mental health. However, the majority of existing literature is of 
an observational nature, and gold standard experimental studies are now required to 
allow for inferences and more robust recommendations to be made. Sexual dysfunc-
tion has been studied in greater detail than declining sexual activity per se; health-
care practitioners tend to be aware of these issues and as a community are well 
equipped in the treatment of. Despite this the literature suggests that there is a clear 
need to educate both patients and healthcare professionals to highlight the need to 
acknowledge that older adults are not asexual and that a frequent and problem-free 
sex life in this population is related to improved health and well-being.
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Abstract

The age-related decline in immunity known as immunosenescence means that 
older adults are at increased risk of infection, as well as at higher risk of severe 
forms, complications, and poor outcomes. In parallel, the burden of infectious 
diseases is highest among older adults, with the inherent risk of hospitalization, 
aggravation of pre-existing diseases, frailty, increased disability, and ultimately 
death. Vaccination is the most effective means to prevent against common infec-
tious diseases, yet vaccine uptake in adults remains consistently below target. We 
discuss here the physiopathological rationale for vaccination in older adults, 
focusing on the three main diseases that account for the greatest morbidity and/or 
mortality in this population, namely, seasonal influenza, pneumococcal disease, 
and herpes zoster. We discuss the burden of each disease and the available vac-
cines. We also briefly review other vaccines recommended in older adults. The 
role of the family physician in promoting vaccination among older adults is key 
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and can actively drive efforts to improve vaccine uptake in this population, thereby 
reducing the burden of infectious disease and contributing to healthy aging.

Keywords

Older people · Vaccinations · Vaccine-preventable disease · Immunosenescence  
Vaccine hesitancy

7.1  Background

In older people, the ability to defend against infective agents or malignant and auto-
reactive cells declines with increasing age, whereas susceptibility to disease, cancer, 
and autoimmune disorders increases. This phenomenon is known as immunosenes-
cence, namely, an age-related decline in immunity that occurs with increasing age 
[1]. It affects both innate and adaptive immunities, although the latter is compro-
mised to a greater degree. Naïve T cells, T regulatory cells, and B cells all decline in 
number, as does specific antibody production, whereas the functions of memory cells 
are relatively preserved. Data suggest that memory B and T cells, once elicited by 
antigens during youth, are quite resilient to the impact of immunosenescence [2], 
whereas the ability of B and T cells to interact and respond to new infections, tumors, 
autoimmune response, or vaccinations becomes limited. The clinical consequence of 
immunosenescence is therefore an increased susceptibility to infection, along with a 
greater risk of experiencing severe forms of disease, complications of the disease, 
and poor outcomes. The reasons for the increased susceptibility to disease in older 
adults, in addition to the aforementioned waning of immune response, include epide-
miological factors, malnutrition, and a large number of other age- associated physio-
logical and anatomical alterations, such as increased risk of invasion by pathogenic 
organisms due to alterations in the barriers represented by the skin, lungs, and gas-
trointestinal and urological tract (and other mucosal linings). Research into methods 
for achieving a higher level of protection over a longer duration, with more persistent 
immune responses, could improve both vaccine impact and coverage, not only pre-
venting disease but increasing healthy lifespan across the board [3].

The burden of infectious diseases is greatest in young children and elderly adults. 
It is among older adults that the risk of hospitalization, complications, or aggrava-
tion of pre-existing diseases, frailty, increased disability, and death is highest. 
Seasonal influenza (flu), pneumococcal disease, and herpes zoster (HZ) all have 
their highest mortality rates in older individuals [4]. However, while vaccination 
prevention campaigns have achieved high coverage rates in children, vaccine uptake 
levels remain consistently below target in adults, in both healthy and at-risk popula-
tions. A century ago, infectious diseases contributed nearly half of all deaths in 
developed economies like the USA, but while infectious disease has been greatly 
reduced, the remaining burden of these diseases is now borne disproportionately by 
older adults [5].
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Pneumonia and influenza are among the top ten causes of death, and the risk of 
nosocomial infections increases in number and clinical severity in individuals aged 
65 and older [6, 7]. Even the clinical presentation of infections in older people is 
quite often different, with fewer symptoms, low grade fever, delirium, anorexia, or 
generalized weakness [8], possibly leading to delayed diagnosis or untreated condi-
tions and an increase in related complications and hospitalizations. In the elderly, 
common infections are more frequent and more severe but older adults with chronic 
diseases (e.g. diabetes, chronic obstructive pulmonary disease or heart failure) have 
a greater impairment of immune system and a poorer vaccine response with even 
more susceptibility [9]. Similarly, residents in senior centers, long-term residential 
facilities, or other social institutions such as daycare programs have been shown to 
have a significantly increased risk of infections, with worse outcomes (in terms of 
morbidity and mortality) compared with non-residents [10].

7.2  Prevention Strategies in Older Adults

There are many strategies to counteract the increased risk of infection in older indi-
viduals. In addition to the usual lifestyle recommendations, such as adequate nutri-
tion [11], regular physical exercise, smoking cessation, and stress reduction, routine 
vaccination is one of the most effective interventions in healthy older adults and a 
key contributor to healthy aging. Immunization against vaccine-preventable dis-
eases (VPDs) has led to significant reductions in mortality and morbidity from 
infectious causes. Traditionally, most vaccine policies and initiatives are age-based 
and focus principally on pediatric vaccination, with less emphasis on vaccine poli-
cies for older adults. The benefits of vaccination are most obvious in children 
because childhood vaccination is well-established as a social norm. By way of com-
parison, compliance with vaccine recommendations in children exceeds 90% in 
most high-income countries, but compliance is far lower in adults [5]. In older 
adults, mortality rates due to VPDs such as influenza and pneumococcal disease 
have only modestly decreased in recent decades, and these persistently low vaccine 
uptake rates in adults prevent the full benefits of immunization from being reaped.

Therefore, a shift from the childhood vaccination paradigm to a new life-course 
approach to vaccination is essential to prevent disability, morbidity, and mortality in 
older subjects and to promote healthy aging [12, 13].

7.3  Factors Influencing Vaccine Uptake

The low vaccine uptake observed among adults is due to multiple factors. For physi-
cians, barriers to vaccination include a constantly changing landscape with frequent 
updates to vaccination schedules, lack of knowledge among healthcare providers 
about the clinical and functional implications of aging, and time and logistic con-
straints in a busy practice setting. Among patients, obstacles to immunization 
include social influences, disease-related and vaccine-related factors, general 
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attitudes toward health and vaccines, habit, awareness and knowledge, practical bar-
riers and motivators, and vaccine hesitancy [14]. Vaccine hesitancy refers to the 
delay in acceptance or refusal of vaccines despite availability of vaccination ser-
vices [15], a phenomenon identified by the WHO as one of the ten major threats to 
global health in 2019.

The reasons behind vaccine hesitancy are complex and may be either individual 
or general. They generally fit into three categories: lack of confidence (in effective-
ness, safety, the system, or policy-makers), complacency (a perceived low risk of 
acquiring VPD), and lack of convenience (availability, accessibility, and appeal of 
immunization services, including time, place, language, and cultural contexts) [15, 
16]. To shift individual and community attitudes, beliefs, and, consequently, their 
decision-making toward greater vaccine acceptance, we need to enhance “aware-
ness of the health threat prevented by the vaccine, maintaining availability through 
trusted channels, ensuring accessibility to all populations, safeguarding affordabil-
ity through national program, and ultimately, encouraging acceptability by counter-
ing specific vaccine hesitancy beliefs” [17].

7.4  The Role of General Practitioners

The family doctor or general practitioner (GP) usually has a long-standing relation-
ship with the patient and good knowledge of the person, their family, and the con-
text in which they live. As a result, the GP can be very influential in achieving 
objectives in terms of individual and collective vaccine coverage. The GP’s role in 
preventive medicine is especially determinant for older adults. The GP knows the 
health status of older patients (i.e., whether they are healthy or suffering from 
chronic diseases) and usually has a good idea of their lifestyle or risk factors. With 
a long history of regular follow-up comes the likelihood that the GP knows the 
patient’s vaccine history, which can often be difficult to elicit and may be subject to 
memory bias. This comprehensive knowledge of the patient enables the GP to adopt 
a targeted approach to immunization with specific action, where warranted, to 
address vaccine hesitancy. Indeed, despite the public’s widespread use of the 
Internet to search for information on vaccination, the family doctor remains the 
most trusted source of information. In Italy, research performed in 2017 by CENSIS 
attributed a critical role to the family doctor as a source of information about influ-
enza (flu) vaccine. In this study, 62.7% of respondents reported that they asked their 
family doctor about the need for vaccination, as the most reliable and trustworthy 
source of information [18].

Their privileged position as a trusted source of information on vaccines means 
that family physicians play a key role in driving vaccine acceptance. The awareness 
of vaccination in adult populations is very low. In developed countries, the majority 
of the general population does not see a high incidence of VPDs in their entourage. 
This leads to a failure to perceive the risk of VPDs in comparison to the rare adverse 
events associated with vaccination. The perceived susceptibility and severity of 
influenza among elderly people weakly correlate with vaccination acceptance, but 
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recommendations from doctors, nurses, or friends/relatives contracting influenza 
led to a sudden increase in threat perception and subsequent immunization [19].

There are many strategies to enhance vaccine acceptance, most of which come 
from studies of pediatric immunization. The main features include telling stories, 
focusing on the benefits of protection, being honest about side effects when asked, 
not providing only numbers and facts, and building trust with patients [20]. In a 
study assessing mothers’ decision-making regarding vaccination for their children, 
trust was built when a provider spent time discussing vaccines, did not deride the 
mother’s concerns, was knowledgeable, and provided satisfactory answers, not sci-
entific facts, with tailored information as the main aspects of communication com-
petence [21].

The goal for every family doctor is to seize every opportunity to discuss vaccina-
tion with their patients, not only during the flu vaccine campaign but throughout the 
year, as an integral part of daily practice. With older patients in particular, there are 
frequent opportunities for medical contact, such as regular check-ups of chronic 
disease, prescription refills, or during consultations prior to travel, during which it 
is possible to strengthen the message about vaccination. It is important not only to 
discuss personal vaccine coverage, but it is also essential to offer the vaccine as soon 
as possible, preferably in the same session. A study in two major US cities (Houston, 
Pittsburgh) showed that reducing the number of missed opportunities is associated 
with a significant increase in coverage rate [22]. Accordingly, vaccine availability 
and its affordability play a key role in vaccination in older persons. Ease of access, 
close to home, and at a convenient time, together with affordability of the vaccine 
are key factors in enhancing the immunization rates and also happen to be the salient 
characteristics of the local GP practice.

For older persons, it is determinant to receive the vaccine in a convenient place 
that is easy for them to reach, at the right time, with people they know, and this is all 
the more true when the person suffers from several chronic diseases or cognitive 
impairment. Moreover, it is very important to take enough time with each person to 
discuss the issue, provide information about side effects or efficacy of the vaccine 
or about the scheduled vaccines recommended for their age group, check their 
understanding regularly, and answer any new questions that may arise. In a study 
based in Los Angeles County, USA, the researchers found that the major obstacles 
to vaccine receipt in adults were logistical and structural challenges, especially lack 
of time for counseling and patient flow, vaccine storage and space, or lack of sup-
port personnel, whereas use of electronic tools (adult immunization registry or elec-
tronic medical records) was associated with a higher likelihood of administering 
vaccination [23]. For family doctors who face logistic or time constraints and who 
are unable to offer vaccination themselves, they should refer patients to partner 
provider who can administer the vaccine, and they should review the issue with the 
patient at the next visit to make sure the referral followed through to vaccination.

Communication is a further key issue in influencing vaccination, not only in 
awareness or acceptance but also in reminder-recall programs during flu season or 
for other recommended vaccine schedules. There are many studies based on techno-
logical tools such as mobile phone-based applications (apps) or e-mail campaigns, 
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which greatly facilitate outreach, delivering healthcare messages to large numbers 
with relative ease [24, 25]. There are technological systems that can help doctors to 
send reminders to patients, or to be proactive (i.e., every time a patient comes to the 
practice for a prescription or visit, the nurse or doctor receives an alert on the 
patient’s record), or to directly create a list with planned uptake for age group or risk 
group (chronic diseases, etc.), employer group, or lifestyle group (travelers, etc.). 
The use of electronic tools for adult immunization registries (at a local or, ideally, 
national level) can give family doctors the ability to identify gaps in care, track out-
comes, and plan recalls for vaccine defaulters.

Creating a national immunization registry for family doctors could achieve more 
efficient preventive medicine. Immediate availability of up-to-date information on 
vaccine history, tracking uptake country-wide, in every healthcare context (e.g., 
emergency room, GP’s office, specialist, etc.) would permit more effective and effi-
cient action for older persons. It would help to increase coverage status, reduce 
possible defaults, and provide the correct schedule to follow, based on age or comor-
bidity or lifestyle. A vaccine registry can also be used for benchmarking purposes 
and as an incentive for quality improvement.

In addition to GP practices, the organization of the health system also has a role 
to play in promoting vaccine acceptance. Smaller practices (1 or 2 doctors) may 
have more difficulty offering a full array of vaccine products, including maintaining 
vaccine temperatures and affording rent for space to store vaccines, whereas larger 
practices (with 11–30 providers or more than 30 providers) and those affiliated with 
a hospital or large healthcare system are more likely to administer most vac-
cines [23].

In a recent study in Lazio, Italy, researchers found that flu vaccine uptake was 
higher in older people assisted by family doctors who got their master’s degree 
more recently, assisted a relatively high proportion of older patients, received influ-
enza vaccination, had a computer assistant, and were associated with other physi-
cians [26]. Working in a team environment allows targeted evidence-based 
interventions; possibility of facilities (place for storage, cold chain); better knowl-
edge and analysis of vaccine coverage and benchmarks, local and national; reviews 
and sharing of safety procedures; and reduction of medical errors.

In summary, the role of family physicians in immunization in older people is 
determinant and includes periodic review of vaccination and counseling about avail-
able and recommended vaccines, together with the offer of and administration of the 
vaccine, as well as control of possible side effects. For GPs who cannot provide 
vaccination, they should refer patients elsewhere and review the issue at the next 
visit to check that the vaccine was received. The healthy aging adult needs a proac-
tive approach with integrative interventions for primary prevention (e.g., lifestyle, 
smoking cessation, etc.), while older individuals or those with comorbidities need 
more clinical interventions and decisions for immunization.

Almost all countries have established national recommendations for immuni-
zation schedules across the lifespan from childhood to older age. Despite some 
heterogeneity in age thresholds and vaccine recommendations, there are some 
core vaccines that are widely recommended for older persons and are 
reviewed below.
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7.5  Tetanus, Pertussis, and Diphtheria Vaccine (Tdap)

Administration of the diphtheria-tetanus-acellular pertussis vaccine is routinely rec-
ommended in children, with a single booster dose of a vaccine containing tetanus 
toxoid, reduced diphtheria toxoid, and acellular pertussis (Tdap) in adolescence and 
a single booster dose of a vaccine containing tetanus toxoid, reduced diphtheria tox-
oid (Td), or Tdpa every 10 years in adults, according to national recommendations.

Despite these recommendations, immunity to tetanus, diphtheria, and pertussis 
continues to wane among adults in Europe and the USA [27, 28]. Clinical tetanus, 
although rare in the USA and Europe, occurs predominantly in unvaccinated or 
under-immunized older adults, especially older women, who never received the pri-
mary series [28, 29].

Although, in Europe, the most severe symptoms of pertussis occur in infants and 
young children, and most deaths in 2015 occurred in infants too young to be vacci-
nated, there is nonetheless an increasing incidence of pertussis in adolescents and 
adults. These age groups are a major source of transmission to infants, especially 
because mild and asymptomatic cases in adolescents and adults are often not recog-
nized as pertussis [30]. Therefore, in many countries, the National Immunization 
Advisory Boards suggest immunization with Tdap booster, especially for pregnant 
women and older individuals [31].

Pockets of diphtheria are reappearing, primarily in resource-limited countries. 
Approximately 20 to 60 percent of adults become susceptible to diphtheria because 
of waning vaccine-induced immunity and failure to receive recommended booster 
immunization. Unvaccinated or inadequately vaccinated travelers to endemic areas 
are at risk of acquiring this infection [32].

Older adults with and without comorbidities should be reviewed during clinical 
visits regarding complete primary immunization against tetanus, diphtheria, and 
pertussis. Those who have not previously been vaccinated against tetanus and diph-
theria should receive a series of three vaccines, the first dose and second dose sepa-
rated by 4 weeks and the third dose given 6–12 months later.

After complete primary immunization, it is recommended to administer a single 
booster of Td or Tdap every 10 years, according to national recommendations [31, 
33, 34]. Studies of the Td vaccine have demonstrated the efficacy and cost- 
effectiveness of a single booster in producing sustained immunity to both tetanus 
and diphtheria among older patients (aged 50–70 years) who had received a primary 
booster series [35].

Older adults should be reviewed every 10 years for the single booster, especially 
those with grandchildren or living in families with children or pregnant females, in 
order to receive Tdap for pertussis immunization.

7.6  Influenza Vaccine

The burden of influenza on world health is major, with influenza-related lower 
respiratory tract infection responsible for an estimated 145,000 deaths among all 
ages in 2017 according to the Global Burden of Disease study [36]. Influenza 
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mortality rate was highest among adults older than 70 years [36]. Older people are 
at high risk of developing serious complications from flu, such as hospitalization 
(57–70%), increased disability, or death, compared with younger, healthy adults. In 
the USA, more than 75% of influenza-related deaths occurred among people age 65 
and over in the 2018–2019 flu season [37]. Recent studies have investigated influ-
enza infection as a potential trigger for cardiovascular conditions, including acute 
coronary syndromes and atrial fibrillation [38, 39]. Older adults experience signifi-
cantly increased morbidity and disability from the flu, especially frail adults older 
than 65 years or those in long-term care, for whom even relatively mild respiratory 
illness may lead to a catastrophic chain of events, from taking to bed, disorientation, 
and respiratory illness to falls, fracture, and worsening clinical conditions of preex-
istent comorbidities. Vaccination is highly effective in preventing adverse outcomes, 
as shown by an umbrella review and meta-analysis reporting that in community- 
dwelling older people, influenza vaccination was associated with a lower risk of 
hospitalization for heart disease and for flu/pneumonia, with evidence of convincing 
strength [40].

Most countries recommend flu vaccination for older people, usually from age 60 
or 65 years and older. Among the available vaccines, two are specifically designed 
for people aged 65 years and older, namely, a high-dose flu vaccine (brand name 
Fluzone High-Dose ®) and the adjuvanted flu vaccine.

The Fluzone High-Dose is a three-component (trivalent) inactivated flu vaccine 
that contains four times the amount of antigen of standard-dose inactivated influ-
enza vaccines. In the USA, Fluzone High-Dose is licensed only for persons aged 
65 years and older [41]. A study published in the New England Journal of Medicine 
[42] reported that the high-dose vaccine was 24.2% more effective in preventing flu 
in adults 65 years of age and older relative to a standard-dose vaccine. A separate 
study [43] reported that Fluzone High-Dose was associated with a lower risk of 
hospital admissions compared with standard-dose Fluzone for people aged 65 years 
or older, especially those living in long-term care facilities.

The adjuvanted flu vaccine integrates the MF59 squalene oil-in-water adjuvant, 
which stimulates a stronger immune response to vaccination. It is licensed for peo-
ple older than 65 years who often have a lower protective immune response after flu 
vaccination compared to their younger, healthier counterparts. The adjuvanted flu 
vaccine was found to be associated with a reduced risk of hospitalization for pneu-
monia and influenza diagnoses [44] and pneumonia, cerebrovascular, or cardiovas-
cular diagnoses relative to the unadjuvanted vaccine in retrospective studies of 
medical record data [45].

To date, there have been no randomized, head-to-head comparisons of these two 
vaccines. No preference is expressed for either vaccine type by the American 
Advisory Committee on Immunization Practices (ACIP), but it is strongly recom-
mended to administer any available age-appropriate formulation [46]. In Italy, the 
adjuvanted flu vaccine is recommended [34], but Fluzone High-Dose is not cur-
rently available.
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The recommendations of the American Centers for Disease Control and 
Prevention (CDC) and the European Centre for Disease Prevention and Control 
(ECDC) regarding influenza, pneumococcal, and herpes zoster vaccination in older 
adults are summarized in Table 7.1.

Table 7.1 Summary of the recommendations from the US Centers for Disease Control and 
Prevention (CDC) and the European Centre for Disease Prevention and Control (ECDC) for the 
vaccination of older adults against influenza, pneumococcal disease, and herpes zoster

Influenza Pneumococcal disease Herpes zoster
ECDC Inactivated tri- or 

quadrivalent influenza 
vaccine recommended 
annually for:

Vaccination with PCV13, 
PPSV23, or a 
combination of both is 
recommended in all 
European Union countries 
except Bulgaria, Croatia, 
Estonia, France, Latvia, 
Liechtenstein, Lithuania, 
Portugal, and Romania

Vaccination with the live 
attenuated herpes zoster 
vaccine is recommended for 
adults:

•   Adults ≥55 years in 
Malta and Poland

•  Aged 50–60 years in Austria

•   Adults ≥60 years in 
Germany, Greece, 
Hungary, Iceland, 
Netherlands, Slovakia

•   Aged ≥ 50 years in the 
Czech Republic

•   Adults ≥65 years in 
Austria, Belgium, 
Bulgaria, Croatia, 
Cyprus, Czech 
Republic, Denmark, 
Estonia, Finland, 
France, Ireland, Italy, 
Latvia, Liechtenstein, 
Luxembourg, Norway, 
Portugal, Romania, 
Slovenia, Spain, and 
the UK

•  Aged ≥ 60 years in Greece

•   Specific risk groups 
only in Lithuania and 
Sweden

•  Aged ≥ 65 years in Italy

•   Aged 65 to 75 years in 
France

•   Aged 70 years in the UK
Vaccination with the 
inactivated herpes zoster 
subunit vaccine is 
recommended in Germany for 
adults aged ≥ 60 years

(continued)

7 Immunizations in Older Adults



98

Influenza Pneumococcal disease Herpes zoster
US 
CDC

1 dose of influenza 
vaccine is recommended 
annually with the 
inactivated influenza 
vaccine or the 
recombinant influenza 
vaccine for all adults 
aged ≥ 65 years

1 dose of PPSV23 is 
recommended for all 
adults aged ≥ 65 years. If 
PPSV23 was administered 
prior to age 65 years, 1 
dose of PPSV23 should be 
administered at least 
5 years after previous dose

For adults aged ≥ 50 years, 
vaccination with the 
inactivated herpes zoster 
subunit vaccine is 
recommended (2-dose series, 
2–6 months apart, minimum 
interval 4 weeks), regardless of 
previous herpes zoster 
infection or vaccination

1 dose of PCV13 may be 
considered in 
immunocompetent adults 
based on shared 
decision-making

For adults aged ≥ 60 years, 
vaccination with the 
inactivated herpes zoster 
subunit vaccine is 
recommended (2-dose series, 
2–6 months apart, minimum 
interval 4 weeks) or 1 dose of 
live attenuated zoster vaccine 
if not previously vaccinated. 
The subunit vaccine is 
preferred over the live 
attenuated vaccine

PCV13 pneumococcal conjugate vaccine 13-valent, PPSV23 pneumococcal polysaccharide vac-
cine 23-valent

7.7  Pneumococcal Vaccine

Pneumococcal disease (PD) can be divided into non-invasive disease, including 
sinusitis, acute otitis media, and community-acquired pneumonia (CAP), and inva-
sive pneumococcal disease (IPD), characterized by the isolation of Streptococcus 
pneumoniae from otherwise sterile sites and mainly comprising pneumococcal 
meningitis, bacteremic pneumococcal pneumonia, and pneumococcal bacteremia. 
The burden of invasive and non-invasive diseases remains high, despite wide access 
to antibiotic therapies. Furthermore, there is an increasing problem of antibiotic 
resistance, and susceptibility to macrolide antimicrobials, penicillins, and cephalo-
sporins can no longer be presumed in many countries.

Pneumococcal infections affect people of all ages, but children younger than 
2 years of age and adults aged 65 years and older are at higher risk. Invasive pneu-
mococcal disease accounted for over 36,000 cases in the USA in 2011 and 11 to 27 
cases per 100,000 in Europe, while incidence rates of non-invasive pneumococcal 
disease, notably CAP, ranged from 1.6 per 1000 in Spain to 11.6 per 1000 in Finland 
[47–49]. Both the incidence of pneumococcal disease and the mortality rate increase 
after age 50 and more sharply after age 65.

There are currently two vaccines against pneumococcal infection, namely, the 
pneumococcal polysaccharide vaccine (PPSV) and pneumococcal conjugate vac-
cine (PCV). PCV7 vaccination was first approved for children under 2 years of age 

Table 7.1 (continued)
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in 2000 by the US Food and Drug Administration and in 2001 by the European 
Union. Additional serotypes were introduced with the update to PCV13 in 2010. 
Widespread implementation of PCV vaccination in children has profoundly modi-
fied the epidemiology of pneumococcal disease in the population [47], with in par-
ticular large reductions in IPD in the older population [50]. The randomized 
CAPITA study investigated the efficacy of PCV13 in preventing IPD and CAP in 
individuals aged 65 years and older and reported significant efficacy for the preven-
tion of vaccine-type pneumococcal, bacteremic, and non-bacteremic CAP and 
vaccine- type IPD, but not in preventing all-cause CAP [51].

The pneumococcal polysaccharide vaccine (PPSV23) contains polysaccharide 
antigen from 23 types of pneumococcal bacteria and has been reported to have a 
statistically significant effect IPD among healthy individuals aged 65 years of age 
and older [52, 53]. In a systematic review and meta-analysis of the efficacy of 
PPSV23 in older adults, pooled efficacy of 73% was reported against IPD caused by 
any serotype [54].

The US Advisory Committee on Immunization Practices (ACIP) recently revised 
its recommendations for pneumococcal vaccination in adults, notably removing the 
recommendation for routine PCV13 use among adults aged ≥65 years on the basis 
that continued childhood immunization with PCV13 has reduce disease burden 
among adults to historically low levels via reduced carriage and transmission of 
vaccine serotypes from vaccinated children (i.e., indirect effects) [55]. In parallel, 
there has been a substantial decrease in antimicrobial resistance [56].

The ACIP now recommends PPSV23 for all adults 65 years or older and for 
individuals aged 2–64  years with certain medical conditions or for adults aged 
19–64 years who smoke cigarettes. PCV13 vaccination is no longer routinely rec-
ommended for all adults aged ≥65 years, but adults aged 65 years or older may 
discuss and decide, in shared decision-making with their clinician, to receive PCV13 
based on the patient’s individual risk.

In the European Union, almost all countries recommend either PCV13 or 
PPSV23, or both, in older adults, but recommendations vary from country to coun-
try (https://vaccine- schedule.ecdc.europa.eu/).

7.8  Herpes Zoster Vaccine

Herpes zoster is the clinical manifestation of reactivation of the varicella zoster 
virus (VZV), which remains latent in the dorsal root or cranial nerve sensory gan-
glia after primary infection (chickenpox). Herpes zoster affects almost one in three 
adults during their lifetime. Over 95% of the adult population is seropositive to 
specific anti-VZV antibodies and therefore is potentially at risk of developing HZ in 
their lifetime.

In Italy, the estimated incidence is 6.3 cases/1000 person-years; and although 
hospital admissions are less than 2%, the rate is 69% in patients aged over 65 years 
[57]. The incidence shows a growing rate of herpes zoster infection with increasing 
age, reaching over 10 cases per 1000 person-years beyond the age of 80 [58].
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Herpes zoster is a considerable cause of morbidity, especially in older, immuno-
suppressed, or critically ill patients. The illness is associated with significant pain 
and complications, the most debilitating of which is post-herpetic neuralgia (PHN). 
PHN is long-lasting pain that persists for some weeks and even months or years 
after the disappearance of the rash [59], often requiring hospitalization and consid-
erably impairing daily functioning and quality of life. PHN affects one third of all 
HZ patients [60], and available antiviral and analgesic treatments are relatively 
unsatisfactory in reducing pain and length of the disease.

Higher relative risks of diagnosis of cardiovascular diseases (tenfold increase), 
cerebral vasculopathy (fivefold increase) (including acute stroke and transient isch-
emia), non-arrhythmic myocardiopathy (sevenfold increase), and neuropathy were 
identified in adults aged 50 years or older with severe herpes zoster requiring hospi-
talization [61].

There are two available vaccines against herpes zoster: first, a live attenuated 
unadjuvanted vaccine prepared from the Oka/Merck strain of varicella zoster virus 
(ZVL) and, second, a recombinant adjuvanted subunit vaccine (HZ/su or RZV).

The ZVL vaccine is indicated for immunization of individuals aged 50 years or 
older and is effective and safe in subjects with a positive history of HZ. It is given 
as a single dose injected under the skin or into the muscle. Clinical studies show a 
reduction of 51% in the incidence of disease, 61% in disease burden, and 67% in 
PHN in vaccines [57]. The protection afforded by the ZVL vaccine lasts for 5 years. 
However, lower vaccine efficacy with increasing age is a feature of existing live 
attenuated herpes zoster vaccines, falling from 69.8% in those aged 50–59 years to 
37.6% in those ≥70 years and 18.3% in those aged ≥80 years [62]. The vaccine is 
not indicated for the prevention of primary varicella infection (chickenpox) and 
should not be used in children and adolescents. Contraindications include the 
following:

 – A history of hypersensitivity to any of the excipients or trace residuals (e.g., 
neomycin).

 – Primary and acquired immunodeficiency.
 – Immunosuppressive therapy (including high-dose corticosteroids).
 – Active untreated tuberculosis.
 – Pregnancy.

The recombinant zoster vaccine (RZV) is recommended as the preferred herpes 
zoster vaccine in the USA, but it is not available everywhere in Europe, despite hav-
ing received approval from the EMEA.  It is given in two doses, administered 
2–6  months apart for maximum efficacy. Shingrix has been shown to be highly 
effective at preventing shingles and post-herpetic neuralgia in adults older than 50 
years for at least 4 years after vaccination. The vaccine is also effective at protecting 
adults older than 18 years who are at increased risk of herpes zoster such as the 
immunosuppresed patient. Pooled analyses of data from participants aged 70 years 
and older from the ZOE-50 and ZOE-70 trials (totaling 16,596 participants) reported 
vaccine efficacy against HZ of 91.3% (95% CI, 86.8 to 94.5; P < 0.001) and vaccine 
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efficacy against PHN of 88.8% (95% CI, 68.7–97.1; P < 0.001) [63, 64]. The pro-
tection conferred by RZV has been shown to last up to 9 years [65]. Studies exam-
ined the safety of Shingrix vaccination five or more years after Zostavax vaccination. 
Shorter intervals were not studied, but there are no theoretical or data concerns to 
indicate that Shingrix would be less safe or effective if administered less than five 
years after a patient received ZVL. Anyway, it is possible to administer RVZ after 
ZVL at least 8 weeks later [34]. It can also be administered in people who have 
previously had HZ infection. RZV can be co-administered with non-adjuvanted 
inactivated seasonal influenza vaccine, 23-valent pneumococcal polysaccharide 
(PPV23) vaccine, or antigen-reduced diphtheria, tetanus and pertussis (acellular 
component) (dTpa) vaccine. Vaccines should be administered at different injec-
tion sites.

Contraindications to RZV are:

 – A history of severe allergic reaction, such as anaphylaxis, to any component of a 
vaccine or after a previous dose of the RZV.

 – Persons known to be seronegative for varicella virus. It is not necessary to screen 
(either verbally or via laboratory serology) for a history of varicella. However, if 
a person is known to be varicella-negative via serologic testing, providers should 
follow guidelines for varicella immunization.

 – Ongoing infection with herpes zoster.
 – Although not evaluated in pregnant or lactating women, it is advisable to delay 

administration of RZV in this population.

7.9  Other Vaccines

While flu, pneumococcal disease, Tdap, and herpes zoster are the most commonly 
recommended vaccines in older adults, primary care providers should be mindful 
that some patients may require other vaccines. For example, immunization against 
hepatitis A or B, meningococcal disease, or measles, mumps, and rubella may be 
indicated in certain patients depending on their health status, their occupational 
exposures or risks, and their lifestyle behaviors. Older persons undertaking travel to 
areas with endemic diseases should also be advised to receive appropriate vaccina-
tions prior to departure. All these considerations should be explored on a case-by- 
case basis with each individual patient, during regular review of immunization status.

7.10  Conclusions

Older persons are at particularly high risk of influenza, pneumococcal disease, and 
herpes zoster infection. When infected, they are additionally at higher risk of expe-
riencing severe forms of disease, complications, and poor outcomes. In patients 
with chronic diseases, which is often the case of elderly people, the risk is also 
augmented. In parallel, advancing age leads to a decline in immunity known as 
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immunosenescence, whose consequence is an impaired ability to mount and main-
tain immune response to infection and vaccination. Despite the wide availability, 
often free-of-charge, of efficacious vaccines against several common infectious dis-
eases, uptake of vaccination is low in older adults and well below recommended 
target levels, for a variety of patient-, provider- and system-related reasons. Primary 
care physicians have an influential role in promoting vaccination among older indi-
viduals and are key in driving efforts to improve vaccine uptake in this population. 
No opportunity should be missed to recommend and provide vaccines to older 
patients, with a view to contributing to healthy aging and preserving functioning 
and quality of life in older individuals.
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Abstract

Population ageing and the technological revolution will impact almost all aspects 
of society, notably healthcare. There are several key examples in which technol-
ogy can assist older adults in ageing healthily: digital applications and telemedi-
cine, wearables, ambient assisted living, and digital coaching/teaching. Digital 
health solutions must be tailored to the motor skills, visual and hearing capacity 
of older persons, and, importantly, to target their actual needs. To that end, it is 
critical to partner with patients and to capitalize in user-centred design methods. 
The use of digital technologies by older persons also poses specific challenges, 
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including lack of access to technology and digital literacy skills; inadequate 
medical reimbursement schemes; lack of legal and regulatory frameworks; and 
concerns about data security. Policy frameworks call for increased access to digi-
tal technologies, universal and affordable access to the Internet, and investments 
in expanding the infrastructure needed. It is thus becoming critical that family 
doctors develop digital skills to support and best advise their patients on the use 
of these innovative tools, notably the older persons.

Keywords

Digital health · Older persons · Primary care

8.1  Introduction: The Potential of Digital Health Use by 
Older Persons

Important demographic and epidemiologic changes affect the demand for health-
care services. A declining birth rate and a higher life expectancy, a rise of the old- 
age dependency ratio, an increase of mobility and urbanization, and a shift towards 
non-communicable diseases are among the noteworthy factors that are bound to 
change healthcare. In less developed countries, the population aged 60 years and 
older is estimated to triple by 2050 [1].

As populations and societies age, digital health promises to play a major role in 
transforming healthcare services and how they are resourced, organized, and deliv-
ered. This is possible thanks to immense computing power, persistent connectivity, 
decrease in power consumption, and dramatically lower costs. Concomitantly, 
emerging technologies are promising revolutionary solutions:

• The fifth generation of cellular wireless networks (5G) promises a substantial 
increase in bandwidth and speed compared to the previous one; offers a drastic 
decrease in latency (and hence an increase in responsiveness); allows one million 
connected devices per square kilometre; and supports network slicing, i.e. the 
establishment of multiple customizable subnetworks that meet specific require-
ments for different applications [2–4].

• The Internet of Things (IoT) is a system of physical and virtual objects, such as 
sensors, devices, actuators, and software, which are interconnected, exchange 
data with each other, and interact with other devices and humans [4–6].

• Edge and fog computing redistributes processing capability and storage capacity 
closer to the origin of data (i.e. data captured from IoT devices), adding flexibil-
ity, reliability, security, while leaving intense processes to cloud computing [6–8].

• Artificial intelligence (AI), with its most common approaches of machine learn-
ing and deep learning, is advancing through the leaps in computational perfor-
mance and the availability and integration of big data sets (deriving from 
resources such as electronic health records, medical imaging, sensors and 
patient-generated data, and multi-omics measurements) [9, 10].
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8.2  Examples and Uses of Digital Tools in Older Persons

There are many areas in which technology can assist older adults in ageing health-
ily, living independently, improving their quality of life, and preventing hospitaliza-
tions. Digital technologies are a promising solution to enhance patients’ access to 
centralized medical information, increase access to health information, improve 
health literacy, and engage with patients as active stakeholders in the management 
of their health and disease. Digital solutions support self-care and multimorbidity 
management and facilitate self-management of diseases. Behavioural change tech-
niques, such as social support, feedback and monitoring, and goal setting, have been 
employed in interventions delivered over the Internet, on mobile phones, or with 
text messages, with mixed effects [11–14]. Given their omnipresence in people’s 
daily lives, digital technologies offer a smooth mode of delivery for health behav-
iour change, reaching individuals anywhere and at any time. In this section, we will 
discuss some key examples.

8.2.1  Digital Applications and Telemedicine

The most widespread use of medical technology is through digital applications 
(apps) and telemedicine. These software packages show real promise in terms of 
improving patient outcomes and decreasing medical costs as digital encounters 
increase healthcare efficiency by reducing the amount of travel and preparation 
needed for patient care. This, in turn, also improves a community’s access to health-
care as less urgent medical concerns are addressed digitally—opening appointment 
availability for in-person care for those with more severe clinical issues.

For example, WellDoc has implemented an app called BlueStar that allows for 
digital patient monitoring from anywhere. Specific pathology-related parameters—
such as blood glucose levels, pulse, or numerous others—are maintained within 
specific guidelines. BlueStar notifies the patient’s medical team so that a digital 
clinical encounter can occur to address abnormalities. This technology has been 
associated with a 58% reduction in emergency department visits and hospitaliza-
tions in a studied group of patients with type 2 diabetes [15]. Furthermore, another 
year-long follow-up period reduced the total average number of hospital visits from 
five to zero and their emergency department visits from 21 to 11  in a trial of 32 
patients [15].

Other medical companies take a slightly different approach where patients’ vitals 
and metrics are remotely monitored by a team of nurses. Any abnormal results are 
brought to their attention where they can then call the patient and set up a plan to 
solve the issue or schedule an in-person medical evaluation as clinically indicated. 
When tested with geriatric patients in several different locations, patients experi-
enced amazing results including clinically significant reductions in admissions, 
inpatient hospital days, and fewer medical expenditures [16–18].
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8.2.2  Wearables

Wearable medical devices consist of a plethora of autonomous devices designed to 
be worn with the goal of providing prolonged periods of support and/or monitoring 
for the user. These accessories incorporate various physiological sensors, allow for 
data processing, and provide wireless transmission of information. One such exam-
ple is that of QardioCore—a medical-grade monitor that allows for the monitoring 
of a patient’s heart health. This is accomplished through sensors that record more 
than 20 million data points that link to a smartphone app [19]. Key clinical details 
include ECG, heart rate, heart rate variability, respiratory rate, temperature, and 
physical activity levels. This information can then be shared with the patient’s medi-
cal team.

Wearable technology offers great potential in dementia research and care man-
agement. New digital-based biomarkers from wearables may aid dementia research 
and provide actionable insights for a timely diagnosis and early/targeted interven-
tion, allowing the delivery of preventive and therapeutic care before full escalation 
or even on real time—when and where it is most needed—while improving engage-
ment and compliance with the plan of care [20–24].

A magnificent example comes from the UK National Health System, where the 
Technology Integrated Health Management (TIHM) deploying wearables and other 
devices/IoT technologies to support people with dementia living at home has been 
put into trial [20]. Such a system continuously monitors the individuals and their 
surrounding environment, enabling a team of health professionals to remotely mon-
itor their health and safety, 24/7. While it may raise significant ethical concerns, the 
potential challenges on personal liberty and data ownership may well be offset by 
the potential benefits: keeping people with dementia safe(r) and well in their own 
homes, for much longer, allowing it to be a supportive and reassuring environment, 
thus reducing carer burnout and unnecessary use of other health resources/interven-
tions—like hospital admissions—while allowing them to be redeployed when/
where they are needed. Still, there are technical challenges and financial constraints 
that also need to be addressed to ensure scalability in addition to effectiveness of 
these devices/strategies [21–24].

8.2.3  Ambient Assisted Living

Ambient assisted living (AAL) encompasses products and services which combine 
information and communication technologies enabling people to live independently, 
in the environment of their choice, stay connected, and improve their quality of life 
[25, 26]. AAL systems comprise IoT objects, including wireless sensors, actuators, 
software, and databases, which are all connected and exchange information [25, 
27]. AAL applications span from automation (e.g., temperature control, provision 
of food) and health monitoring (e.g., sensors monitoring vital signs) to safety and 
security (e.g., reminders, fall detection, and prevention) and social interaction, and 
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they have been employed in various conditions, including congestive heart failure, 
depression, and chronic obstructive pulmonary disease [28–33].

At the same time, remote monitoring by multidisciplinary care teams, including 
physicians and nurses, will allow intervening timely and managing patients effec-
tively [34]. Health information systems, video conferencing with patients and 
within care teams, and high-speed data transfer, including medical imagery, will be 
key to clinical decision-making [35].

Older adults with sensory impairments will benefit more from voice recognition 
and haptic systems [26]. Virtual voice assistants offer a simpler way to interact, 
addressing limitations linked to visual impairments, lack of digital skills, and the 
complexity of user interfaces, while their combination with robotics will provide a 
more physical, human-like presence [36, 37]. Virtual reality has shown potential in 
older adults with mental illnesses and for those in stroke rehabilitation [38, 39].

8.2.4  Digital Coaching/Teaching

Many healthcare services are only available in the clinical setting as this is where 
specialists and ancillary staff members like dieticians and physical therapists work. 
This is further complicated by comorbidities, difficulties with ambulation, and 
socioeconomic limitations. However, digital solutions now allow these treatments 
to occur in the comfort of one’s home. Home physical therapy (PT) makes it possi-
ble for patients to meet with a physical therapist digitally for guidance and then 
access a complete library of exercises with high-quality images and videos for ref-
erencing [40].

Similarly, digital coaching is effective for respiratory illnesses. One study work-
ing with 51 adults with uncontrolled asthma evaluated a 12-week patient-centred 
digital coaching program that combined educational pamphlets, symptom trackers, 
peak flow monitoring, physical activity, and additional services. The continuous 
support provided an increased level of motivation for self-management of this dis-
ease process. Furthermore, there was a statistically significant improvement in men-
tal status, outpatient exacerbation reductions, and body weight—among other key 
clinical markers. Similar programs are now being tested for other chronic patholo-
gies with the goal of attaining similar results [41].

8.2.5  A Synergistic Technological Focus

All of the above options must work together to make the greatest strides in fighting 
chronic diseases such as diabetes and its related complications. One scholarly 
source notes that every 30 seconds somewhere in the world a limb is amputated as 
a result of diabetic foot ulcers [42]. These ailments collectively cost $17,000 USD 
per ulceration. This metric rises to $40,000 USD should there be a resultant amputa-
tion [42]. Still, there are tech options aimed at diabetic complications. Various prod-
ucts such as Podimetrics mats, TempTouch handheld devices, and Bluedrop scales 
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employ AI and telemedicine to prevent up to 70% of diabetic foot ulcers [43, 44]. 
Though these products have received FDA approval and millions of dollars in 
investments, technological solutions in diabetes and countless other disease pro-
cesses have barely scratched the surface.

8.3  Concerns and Limitations

Despite all the above, the use of digital technologies by older persons also poses 
specific challenges. Patients’ willingness and ability to engage, adopt, and maintain 
the use of digital technologies are deeply influenced by individual factors (e.g. age, 
ethnicity, education level, health literacy, and health status), as well as by healthcare 
delivery (e.g. provider endorsement) [45, 46]. Previous research on the “digital 
divide” revealed the existence of categorical inequalities between young and old 
people [47]. Age is, per se, associated with lower adoption rates: older persons have 
less access to digital tools and less experience performing a variety of online tasks 
and are less likely to believe that they would be capable of going online for health 
information and advice [47]. In older subjects, the magnitude of the challenge 
results not only of increased age as a risk factor for lower engagement but also of 
the complex and cumulative interplay of other risk factors. Global chronological 
trends of progressively increased education and health literacy levels also contribute 
to the digital exclusion of older persons. Furthermore, these patients typically have 
a lower health status due to an increased prevalence of multimorbidity and use of 
polypharmacy, which represent additional risk factors for a lower engagement with 
digital tools, contributing to the digital exclusion of this segment. Although a digital 
divide does exist, we find that some sub-groups of seniors utilize a plethora of dif-
ferent technologies similar to their younger counterparts. Specifically, the younger 
geriatric patients (65–70 years old), those with greater economic means, and the 
highly educated show more affinity towards the use of tablets, smartphones, and 
high- speed Internet [48].

It is also important to note that, in order to engage with digital technologies, 
older persons require access to technology and basic digital literacy skills. Access to 
technology has steadily increased in the last decades, with smartphone ownership 
surpassing three fourths of the population in several advanced economies [49]. In 
2015, it was estimated that 3.2 billion people, representing almost half of the world’s 
population, would be online by the end of the year [50], but usage varies signifi-
cantly between age groups. In the UK, while 97% of adults aged 35–44 years old 
use the Internet daily or almost every day, this frequency drops to 55% in those aged 
over 65 years old [51]. Both digital literacy and digital access have become increas-
ingly important competitive differentiators for individuals using the digital tools 
meaningfully. Therefore, increasing digital literacy and access to technology for 
people who may have been left out of the information revolution are a common 
concern. Older patients emerge, in this aspect, as a particularly vulnerable group.

Lower access to technology in older persons has, on its own, a negative impact 
on digital literacy. In brief, digital literacy can be described as an individual’s ability 
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to find, evaluate, and compose clear information on digital platforms. Lack of access 
and/or familiarity with digital tools contributes to resistance and anxiety towards its 
use. Additionally, current technologies are often designed without customization to 
the circumstances of older persons, therefore limiting its intended effectiveness and 
beneficial effects in other dimensions of quality and safety of care. Although there 
is a plethora of services available that can serve some of the user requirements, there 
is a clear shortage of integrated solutions focusing on older persons [52]. This seg-
ment of the population expresses a range of concerns around several themes, includ-
ing difficulty in identifying credible and relevant sources of information on the web; 
ownership, access, and responsibility for medical information; and privacy con-
cerns [53].

We must also consider additional barriers. Because technologies are relatively 
new, medical reimbursement schemes are slow to pay for services such as telemedi-
cine. Furthermore, there is a lack of legal and regulatory framework that ensures 
high-quality medical encounters with optimal outcomes. Lastly legitimate security 
concerns exist due to potential hacking of sensitive personal information. While this 
does not exhaust all of the potential concerns, we see that much more must be done 
before society can take full advantage of medical technology advancements.

8.4  Partnering with Older Persons to Develop 
Patient- Centred Digital Solutions

In order to foster acceptance of digital technologies by older persons, digital tech-
nologies will need to provide personal and general information that is secure, read-
ily accessible, and easily understood [53]. The importance of better understanding 
which individual characteristics shape older persons’ perceptions and behaviour in 
using digital tools emerges therefore as a key to design and deliver tools that are 
better tailored to patient’s needs and, therefore, have higher adoption rates and over-
all impact [54].

As advocated by 2020health, a social enterprise think tank, employing user- 
centred design methods enables true community engagement, rapid prototyping of 
products, and early feedback and buy-in from consumers/patients [55]. Partnering 
with patients creates conditions for digital health solutions to provide better, jargon- 
free guidance on setup and to become more appealing and intuitive for use by older 
persons (i.e. more tailored to their motor skills, visual and hearing capacity), thus 
targeting their actual needs and setting up goals that are perceived by users as 
realistic.

8.5  New Opportunities and the Way Forward

Population ageing and the technological revolution are key global trends for the 
coming decades [56]. Such demographic transition and technological advance will 
impact on almost all aspects of society, notably healthcare [56]. Meanwhile, the 
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debate has moved beyond discussing the challenges such trends pose to highlighting 
the many they can help solve [56]. Consequently, innovation is not only being 
embraced but fostered, and the twentieth-century social construct of seeing older 
persons as an economic burden, dependent and in need of care and services, is 
slowly but steadily shifting to a new paradigm where elders are seen through an 
opportunity lens and as a valuable resource.

Policy wise, such transformations have been engraved in the United Nations 
(UN) 2030 Agenda (2015) and in the Global Strategy and Action Plan on Ageing 
and Health, adopted by the World Health Organization (WHO) (2016). By pledging 
to leave no one behind, the UN Assembly called for ensuring the Sustainable 
Development Goals (SDGs) are met for all segments of society and across the life 
course, recognizing that older persons must take an active role in social change if 
inclusive and sustainable development is to be achieved. According to SGD goals, 
it is essential to ensure healthy lives and promote well-being at all ages, as well as 
to invest in infrastructure, namely, information and communication technology, as 
improvements in health outcomes require investment in such infrastructure. WHO, 
in turn, has furthered the global response to population ageing by building on the 
UN 2030 Development Agenda, considering that the SDGs reaffirm and support 
WHO’s Healthy Ageing principles.

Such policy frameworks pave the way forward for digital health in the ageing 
world, as it calls for increased access to information and communications technol-
ogy, universal and affordable access to the Internet, and much needed investments 
in expanding and upgrading the infrastructure needed to further develop and imple-
ment digital health solutions that can support the well-being and health needs of the 
ever-increasing numbers of older persons: from optic fibre to 4/5G networks, includ-
ing augmented and virtual reality technologies, 3D/4D printers and robots, or even 
artificial intelligence and big data technologies, cloud and quantum computing, 
brain-machine interfaces, and sensors.

In addition, as the implementation of digital interventions scales up worldwide, 
there is an increased need to evaluate their impact and, particularly, to investigate 
their effect in different segments of the population. To ensure the quality and mini-
mize safety risks, reliable mechanisms should also be in place so that users can 
easily identify the digital health solutions that provide real value, among the many 
available. In this regard, a proposal has been published by Mathews et al. [57], call-
ing for triple validation of digital health solutions: (1) on the accuracy of any claimed 
measurements; (2) on the evidence supporting a positive impact on user-centred 
health outcomes; and (3) on the integration into patients’ lives, provider workflows, 
and healthcare systems. The latter directly addresses the known lack of interopera-
bility that currently hinders digital health, both across digital health solutions (tech-
nical interoperability) and across health and social care organizations (service 
interoperability) [57]. In addition, considering the massive increase of personal data 
produced by digital technologies, the data protection regulatory landscape will need 
to continue evolving to discourage the manipulation and misuse of data as well as to 
diminish the growing concerns over privacy that could result in a climate of distrust 
and bring technological innovation to a halt [56].
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8.6  The Role of the Family Physician

Not only does technology enhance current practices in care, but it can also be a 
catalyst for rethinking the way services are delivered and the roles of the stake-
holders. New tools offer the opportunity to model consultations differently. Many 
tasks carried out by primary care professionals, such as family physicians and 
nurses, can be automated, freeing up time and potentially benefiting the relation-
ship with patients if allocated suitably. The relationship of trust between the fam-
ily doctor—and other primary care professionals—and the patient can become a 
strong asset in assisting older people in navigating the panorama of digital ser-
vices and tools. The constellation of applications, however, renders critical the 
development of competences and skills, including basic artificial intelligence lit-
eracy, which will enable primary care professionals, to use digital technologies 
appropriately and proficiently [55, 58]. A transformation of undergraduate, post-
graduate, and continuing professional development curricula is urgently needed in 
this respect, as well as more co-creation through increased active participation of 
health workers in the phases of design, development, implementation, and main-
tenance of technological solutions.
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Abstract

Older patients’ health problems in general practice (GP) are often complex and 
cannot be assigned to a specific disease. This requires a paradigm shift to goal- 
oriented, personalized care for clinical decision-making. Geriatric diagnostics is 
the key to prevent the loss of function with older adults at risk for adverse out-
comes by a preventive approach in GP—therefore the role of a general practitio-
ner is highly important in the geriatric care of older adults. Geriatric diagnostics 
includes geriatric screening, which should be performed in all older adults to 
identify those in need for further diagnostics. If a patient is screened positive, a 
comprehensive geriatric assessment (CGA) should be performed to assess the 
domain or function where the patient displays the risk of adverse outcomes in 
order to intervene. Approaching single geriatric syndromes might be needed to 
develop a specific, goal-oriented care plan. Ideally, the CGA should be 
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performed together with a multidisciplinary geriatric team. Problems in the 
implementation of CGA in primary care include lack of awareness due to poor 
access to current scientific evidence, lack of time, sceptical physicians’ attitudes 
and the missing opportunity of a geriatric team in an outpatient setting. However, 
there is growing evidence that the goal-oriented, systematic implementation of 
CGA in GP settings is realistic and feasible when mediated by authentic coman-
agement and intersectoral cooperation of geriatricians and GP physicians.

Keywords

Comprehensive geriatric assessment · General practice · Family physicians  
Frailty · Ageing

9.1  The Comprehensive Geriatric Assessment: More 
than Numbers

Older adults are frequent users of general practice (GP), with at least 10% of the 
people over 60 years visiting their GP over ten times per year, higher percentages 
for persons older than 70 years [1, 2] and percentages reaching up to 24% for per-
sons aged 85 years and older [3]. Despite this high frequency, the identification of 
older patients at risk for adverse outcomes is not performed on a regular basis, and 
they often remain underdiagnosed. Possible reasons are the curtain of multimorbid-
ity, acute diseases and age-related changes affecting older people, making it chal-
lenging to uncover leading geriatric syndromes [4]. The frequent underreporting of 
complaints by older patients is also a main problem in general practice, as some 
frailty-related symptoms are considered part of “normal ageing” [5]—very often the 
loss of function occurs in a subtle progression [6], and ageing occurs in the form of 
many heterogeneous phenotypes [7–9].

However, it is of high importance to promptly identify vulnerability of the sys-
tems, i.e. frailty, as well as all those processes which are not part of the physiologi-
cal, inevitable ageing process—i.e. the so-called geriatric syndromes. Frailty 
predisposes to geriatric syndromes, and the latter pave the way to a complex geriat-
ric multimorbidity which leads to higher use of healthcare resources, high treatment 
burden and psychological distress [10], which may in turn result in more comorbidi-
ties. By detecting geriatric syndromes, and even more so frailty and prefrailty, a 
vicious cycle of disability and adverse outcomes can be stopped—therefore an early 
identification is necessary before the cycle begins. Based on this scheme, showing 
the importance of risk identification prior to disease onset brings us directly to the 
importance of the work of general practitioners in this sense. General practice (GP) 
settings, in fact, are the structures in which older, apparently healthy, patients can be 
seen due to minor health problems or for an adequate management of their chronic 
disease. These patients may enormously benefit from the identification of risk con-
ditions before a hospitalization occurs—in this sense, general practitioners are the 
gatekeepers and the “player managers” of the patients.
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The diagnostic approach to older persons should objectively define their needs 
and identify supportive care approaches for maintaining or achieving an acceptable 
level of intrinsic capacity, quality of life, independence [11] and self-efficiency [12].

The so-called comprehensive geriatric assessment (CGA) is a substantial help, 
being promoted to be the heart and the soul of geriatrics [13] which can be easily 
learned in teaching settings at a pre-graduate, post-graduate or multiprofessional 
level [5].

The history of the CGA began 50 years ago by the work of Lawrence Rubenstein 
[14]. Since then, it has been used as a diagnostic tool in several clinical settings all 
over the world [15]. It is defined as a “multidimensional interdisciplinary diagnostic 
process focused on determining a frail elderly person’s medical, psychological and 
functional capability in order to develop a coordinated and integrated plan for treat-
ment and long-term follow-up” [16]. It has the aim to identifying patient’s deficits 
and problems highlighting the level of functioning of the patient at different 
dimensions.

The CGA must be strictly separated from geriatric screening, which just roughly 
identifies risk constellations mainly through yes-and-no questions, in order to plan 
further diagnostic procedures, such as a targeted CGA, on this basis [17, 18].

Generally, the CGA is also kept separated from frailty assessments, which are 
considered as necessary and targeted when frailty is suspected. However, and within 
the frame of the new evidence characterizing frailty as a dynamic concept—i.e. 
reversible to prefrailty and robustness [19]—therefore to be diagnosed as soon as 
possible, as well as a multidimensional condition [20, 21], frailty is suggested to be 
captured at best by multidimensional tools. In this sense, frailty can be seen as a 
surrogate marker of biological age, and its multifactoriality explains its complexity 
and therefore difficulty in diagnosis on one hand, and on the other hand it underlines 
the necessity to introduce its assessment in clinical practice [22]. Indeed, frailty 
identification in the general population through feasible multidimensional tools like 
the CGA and derivatives might be key for adequate, not futile resource allocation, 
as we see during the SARS-CoV-2 pandemic [23].

The several existing assessments to identify frailty in older patients focus mainly 
on physical frailty. The overall frailty, however, might be accurately caught in real 
life by the GP by means of appropriate tools, and the comanagement with geriatric 
expertise might enable highly effective interventions and integrated care on differ-
ent domains of the patient: physiological, cognitive, nutritional, functional and psy-
chosocial [24]. Assessments range from simple tools to very extensive forms to 
instruments that additionally calculate the patients’ prognosis. Since one of the 
main aims of the CGA is to assess “frailty” and there is no coherent definition of 
that term, there is accordingly no consensus about which instruments are most 
appropriate to identify frail older people [25–29]. Some of the most popular frailty 
indexes that need to be mentioned are the Fried’s frailty phenotype (Cardiovascular 
Health Study, CHS) [30]; the Edmonton Frailty Scale (EFS) [31]; the Fatigue, 
Resistance, Ambulation, Illness and Loss of Weight (FRAIL) Index [32]; the 
Rockwood Clinical Frailty Scale [33]; and the Clinical Frailty Scale (CFS) [33]. 
Despite ongoing debate about frailty definition and frailty assessment in GP 
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settings, all determine a predictive value for the patients’ outcomes and to focus on 
early intervention and preventive measures [34].

When taking a closer look to all these scales, an experienced general practitioner 
will see that most information is performed “involuntarily” by a normal history col-
lection by addressing the emotional, physical, psychic, functional and social 
domains of the patient. Every good general practitioner performs multidimensional 
examination and takes decisions consequently even if not using numbers as in a 
structured assessment. Therefore, the CGA is equal to a general practitioner’s 
approach of personalized medicine, and the scales are just a structured way to make 
sure that the doctors are asking for all the information and that not one part is miss-
ing. Additionally, it helps to communicate information to other specialties or other 
physicians, if needed, because this information is objective.

However, all these CGA-delivered numbers need general practitioners with 
expertise, because numbers, i.e. scores and scales, are not useful (and sometimes 
even counterproductive) if they are not used with a target-oriented, tailored interpre-
tation taking into account the values, the well-being and the intrinsic capacity of 
each individual patient.

At the end—despite all numbers and scales—what the health systems want to 
achieve is the early recognition of frailty and the prevention of repeated negative 
outcomes like rehospitalizations. Some systems (like the German one, where the 
geriatric intervention goes through a very special remuneration and therefore insur-
ance algorithm) struggle to find appropriate instruments to triage “geriatric” patients 
to the respective “geriatric” intervention. But in truth, what medicine needs to rec-
ognize is frailty, which is the very substance of geriatric medicine, and leads to the 
conditions usually encountered in what we call the geriatric patient [35]. While 
screenings per nature cannot identify frailty (they can just identify the probable 
presence of risk factors), an assessment like the CGA is needed. Indeed, the benefit 
of CGA-based geriatric interventions is recognized and has been well described in 
several systematic reviews [15, 36]. While a further description of these benefits 
goes beyond the scope of this chapter, it is urgent time that all possible efforts are 
put in action to keep older community-dwellers in their usual environment, i.e. at 
home, as long as possible. GP physicians, familiar with the measurement of func-
tion [37], may constitute a critical role to feasibly implement the CGA [38–40].

9.2  The Unreplaceable Meaning 
of the Patient- GP-Specialist Triad

As new care systems allow older people to live at home longer, it is likely that more 
and more GP physicians will be the main medical contact for the treatment of geri-
atric patients [41]. With the ageing of the population and the rising of multimorbid-
ity, requests for GP consultations and home visits increase exponentially, and it 
becomes hard to fulfil all of them in a reasonable amount of time; this results in 
extended waiting times for appointments and a higher rate for referrals. The large 
spectrum of chronic diseases in these patients as well as unspecific 
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symptoms—such as pain, dizziness, dyspnoea or any weakness—complicates diag-
nostic and therapeutic processes in older patients in GP [42].

If we want older people to stay healthy, their living conditions should be sup-
ported, and therefore prevention is incredibly important in any healthcare system. 
When it comes to prevention, general practitioners play a central role, because pre-
vention is known to be a core issue in GP. The European definition of GP says that 
general practitioners “should promote health and wellbeing by applying health pro-
motion and disease prevention, cure, care, palliation and rehabilitation” [43]. The 
definition implies a continuous flux of information between GP physicians and 
other healthcare professionals caring for the patient across the long way of chronic 
conditions. In this sense, the GP physician, who experiences the patient’s trajecto-
ries for several years, is a central figure in the maintenance of her intrinsic capacity. 
As the GP doctor possesses unreplaceable information for the adequate manage-
ment of older patients, the shared approach sketched above as well as a well planned 
distribution of tasks is highly important for integrated care [44].

A targeted intervention in the management of older patients needs a multidisci-
plinary treatment of frailty with clinical treatment through the GP physician [29, 45, 
46] and, if needed, together with targeted approaches in the fields of physiotherapy, 
nutrition, neuropsychology, occupational therapy, pharmacy and speech therapy 
[39, 47], as well as other specialties. As the psychosocial aspect of patient care 
becomes more important, the intensive cooperation with social services and the full 
utilization of outpatient rehabilitation options also gain importance [42].

The GP practitioner acts like a “player-manager” for the team of the patient—
someone making sense of all the information, explaining medical findings and sup-
porting the patient [48]. In doing so, the GP physician plays a decisive role as a 
referrer in outpatient management because he makes decisions about further exami-
nations, medical contact and prescriptions [49]. In this sense, the GP doctor- 
specialist triad is completed by the patient himself, who needs to be an active player 
in his own treatment. Evidence shows the importance of enabling the patient to 
collaborate, discuss and share openly what is important to him and his own health 
[12, 46, 50]. This so called “value-based” patient care is not implemented systemati-
cally, even though physicians often know what is good for the patient’s health [51, 
52]. This can be exemplified by a case study: a patient comes to the physician 
because he can no longer go up the two stairs to his apartment due to pain in the 
knee and shortness of breath. In the hospital significant aortic valve stenosis is found 
and interventional treated. The doctor is satisfied because the ejection volume is 
increasing and the shortness of breath is significantly reduced. However, even if the 
patient is now objectively considered to be in a better health condition, the pain in 
the knee remains, and his initial problem of no longer being able to reach his apart-
ment on the second floor is not resolved. This case example shows that the approach 
of shared decision-making is highly important because it identifies the patient as an 
expert on his own condition and the doctor as an expert on the medical findings [52]. 
For a good doctor-patient relationship, furthermore, the patient needs to be provided 
with enough medical information [53, 54]. This gives the patient health literacy, 
which can lead to more health-promoting activities and lifestyle enhancements [55] 
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and also to an increase in compliance, which in turn results in cost savings. Besides 
the previous external improvement strategies, in fact, patients also have geriatric 
resources [56] that are worth of consideration. Geriatric resources are characteris-
tics that a patient brings with them, which can protect them against long-term care, 
dependency and complications in the event of a long course of the disease. Examples 
are emotional, physical, motivational or financial resources [56].

The general practitioner as a team member of other medical specialities and hos-
pitals is still underrepresented. Especially studies with older patients in GPs can be 
rarely found although previous studies showed that the use of a CGA in GP is pos-
sible and that a worse outcome is associated with a higher number of GP visits [9]. 
Especially research of the transitional care from inpatient to outpatient setting, to 
show how a good communication can work, must be enforced [57].

9.3  Through the Jungle of Scales, Scores, Screenings 
and Assessments: What’s What

Although the body of geriatric care is performed in the primary healthcare setting, 
most CGAs are created for the hospital setting. Previous studies showed the bunch 
of geriatric problems of older patients in outpatient settings; geriatric syndromes are 
very common and very often underrecognized. Therefore, they remain untreated 
[58, 59]. Similarly, and probably most importantly, the identification of (pre)frailty 
before hospitalization should be considered mandatory as it paves the way to posi-
tive trajectories and outcomes upon identification and treatment by prevention of 
geriatric syndromes [60].

The current German Primary Care Guideline of the Geriatric Assessment has the 
goal of enabling general practitioners to recognize vulnerable patients with preven-
tive, therapeutic and rehabilitation needs in everyday practice with reasonable finan-
cial effort by performing CGAs [6].

Although the working frame of a GP is usually very stressful, GP physicians 
mentioned in previous studies that the implementation of a geriatric screening in the 
waiting area could be easily integrated into the practice and that patients were moti-
vated to take part in the test without acceptance problems [6].

9.3.1  Geriatric Screenings: Little Expenditure of Time but Also 
Not Specific

Geriatric Screening I [6]
 (1) Do you feel full of energy?
 (2) Do you have difficulty walking a distance of 400 m?
If one or two questions are positive (question 1 „no“, question 2 „yes“, there 

is a need of a further testing by a complete CGA.
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Geriatric screening can detect unidentified problems in general practice. In a first 
step, GPs need a simple screening instrument enabling them to detect older patients 
at need for a more complete geriatric assessment which can be followed by targeted 
interventions [61]. A screening tool recommends the use of two signal questions for 
a pre-selection [6]. Another screening tool recommends a set of five compo-
nents [62].

This approach should help increase the benefit of an assessment method and 
lower labour costs, as a CGA for every citizen over 70 years old would affect too 
many people and, therefore, would not be logistically manageable. Despite debate 
on frailty definition, positively screened patients are to be considered frail and need 
a comprehensive assessment to identify specific geriatric syndromes and resources 
to target [6].

9.3.2  A Single Geriatric Syndrome Approach: Specific but 
Not Comprehensive

When there is the wish to assess age-associated problems, it is possible to ask for 
specific conditions of the older patient like urine incontinence or hearing loss point 
by point. By assessing these geriatric syndromes, there is the advantage of gaining 
specific target points for a following intervention [56]. There are many screening 
instruments which have been developed for the individual syndromes [56, 58]. 
Similarly to some very detailed scales for the identification of frailty [20], a long- 
lasting knowledge of the patient and the amount of items to take into account make 
the identification of single geriatric syndromes time-consuming. Table 9.1 gives an 
overview of some of the most common evaluation tools.

9.3.3  The CGA: The Problem of Gaining Comprehensive 
Information in a Timely Frame

In contrast to the single approach, it is possible to carry out a comprehensive assess-
ment, in which one does not test individual syndromes, but rather global functions 
of the older patient. This procedure has the advantage that the general functional 
status of an older person can be recorded in a manageable amount of time. In the 

Geriatric Screening II [62]
 (1) Fatigue reported by the patient
 (2) Physical performance
 (3) Walking
 (4) Number of comorbidities
 (5) Nutritional status
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(continued)

Table 9.1 Selection of evaluation tools of single geriatric syndromes, domain functions of the 
person and frailty

How to test geriatric syndromes, domain functions of the person and frailty (ref)
Frailty and functions Lifestyle
–  Activities of daily living (ADL) [63] –   Habit of smoking, alcohol, physical 

activity, social relationships, inadequate 
nutrition

–   Instrumental activities of daily living (IADL) 
[64]

–  AUDIT C [67]

–  Electronic Frailty Index [65] –  Fagerstrom [68]
–  Fried’s frailty phenotype [30]
–  Rockwood Frailty Scale [33]
–  Modified Barthel Index [66]
–  Recent hospital stays
–  Multidimensional Prognostic Index
Falls and risk for falling Gait and balance
–  FRA-HS [69] –  Berg Balance Scale [73]
–  FRAX [70] –   180-degree standing turn strategy 

(CAT-STS) [74]
–  “Get up and go” test [71] –  Timed Up & Go Test [75]
–  Evaluation of orthostatic hypotension –   Balance and Gait Evaluation (Tinetti 

Scale)
–  9-item risk factor checklist [72]
–   Evaluation of home hazards (carpets, low 

lights, dangerous cables, etc.)
Sensoric Mood
–  Snellen chart –  Yesavage Geriatric Depression Scale [77]
–  Audioscope –    Hamilton’s Assessment of Anxiety States 

[78]
–  Whisper test [76] –   Montgomery and Asberg Depression 

Rating Scale (MADRS) [79]
–   The Patient Health Questionnaire-2 

(PHQ2/9) [80]
Delirium Decubitus
–  4AT [81] –  Norton Scale [83]
–  Single Question in Delirium (SQiD) [82] –  Exton Smith Scale (ESS) [84]
Dysphagia Nutrition
–  Daniels Test [85] –  Body Mass Index (BMI)
–  Gugging swallowing screen test [86] –  MUST score [87]

–  Mini Nutritional Assessment (MNA) [88]
Pain Cognitive impairment
–  Penn Facial Pain Scale [89] –   Mini Mental State Examination (MMSE) 

[92]
–   Pain Assessment in Advanced Dementia Scale 

(PAINAD-G) [90]
–  The Mini-Cog [93]

–  Visual Analog scale for pain (VAS pain) [91] –  The GPCOG [94]
–  Numeric Rating Scale for Pain (NRS Pain [91] –  Montreal Cognitive Assessment

–   Hodkinson Abbreviated Mental Test 
Score (AMTS) [95]

–   Short Portable Mental Status 
Questionnaire [96]
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event of abnormalities in a functional area, further specific tests should then follow 
in order to present and address the specific problems.

The “best” CGA for primary care is widely discussed—it should be easy, time- 
saving and comprehensive at the same time.

The Tilburg Frailty Indicator [117], which contains physical, psychological and 
social aspects of the older adult, can be assessed by the use of a 15-item checklist.

Another one to mention is the SHARE-FI [118], which has been widely used but 
still requires validation in larger studies in primary healthcare settings. It assesses 
typical red flag symptoms of the older adult like exhaustion, loss of appetite, weak-
ness, walking difficulties and low physical activity and can be calculated separately 
for male and female.

One recommended CGA for GP is the Manageable Geriatric Assessment 
(MAGIC), which focuses on common problems of community-dwelling older 
adults involving nine domains: efficiency in everyday life, sensorial information 
(seeing, hearing), falls, urinary incontinence, depression, social environment, vac-
cination and orientation tests for cognitive performance with the clock-test [119]. It 
was developed out of the STEP assessment, which was shown to be too long for a 
usual general practice visit [120].

Table 9.1 (continued)

How to test geriatric syndromes, domain functions of the person and frailty (ref)
Frailty and functions Lifestyle
Social assessments Polypharmacy
–   Nottingham Extended Activities of Daily 

Living Scale [97]
–   Number of drugs (prescribed + 

OTC + phytotherapy + alternative 
therapies) [99]

–  BGA Social Questionnaire [29] –  STOPP/START criteria [100]
–  BGA Environment Questionnaire [29] –  NO TEARS tool [101]
–  Minimum Data Set for Home Care [98] –  Beers Criteria [102]

–  Medication Appropriateness Index [103]
–  Therapeutic reconciliation
–  Anticholinergic Burden Score [104]
–  PRISCUS [105]/ FORTA [106]

Vaccination Sarcopenia
–   Registration of vaccinations (influenza, 

pneumococcal, Zoster) [107]
–  The Six-Minute Walk Test (6MWT) [108]

–   Short Physical Performance Battery 
(SPPB) [109]

–  Chair stand test (CST) [110]
–  Sarc-F-Score [111]

Sleep impairment Incontinence
–  Ask for sleep disorders –   Rome III Criteria for the Diagnosis of 

Irritable Bowel Syndrome [112]
–   The international consultation on 

incontinence questionnaire (ICIQ) [113]
Advance treatment directives Performance status/degree of disability
–  Care plan subscription –   Modified Rankin scale [114]

–   Palliative Performance Scale/ECOG 
Scale [115]

–  Karnofsky Performance Status [116]
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A CGA should be performed when there is a high risk of multidimensional 
frailty for the individual patient. The CGA is highly desirable in the following situ-
ations: when an older person presents to their GP with one or more obvious frailty 
syndromes; when an older person has an accident (e.g. a fall), which suggests an 
underlying geriatric morbidity; and when an older person has been discharged from 
hospital and generally in care homes [29].

In general, CGAs are as heterogenous as the ageing process, but the most com-
mon ones can properly identify patients at risk. The choice of the most useful CGA 
is not an issue – this is up to the general practitioners’ experience and knowledge—
provided that there is awareness about the multiplicity of instruments available. 
Testing frailty in a structured way can save time later during the short- and midterm 
course of life and allows the general practitioner to have an equally good judgement 
no matter how long he knows the patient [9]. Previous studies, however, showed that 
the accuracy and sensitivity of the CGA increase when the GP knows the patient for 
a longer time [59, 121]. But apart of the long-term relationship, performing a CGA 
delivers new information to the GP and discloses age-associated problems he could 
have not been aware of before [121], confirming how important the performance of 
a structured assessment is.

The acceptance of a CGA in general practice has shown to be very good among 
older adults [122, 123]. The treating GP should be conscious that the medical 
aspects he focuses on might be different from the issues that the patient worries 
about. So it seems to be necessary, for increasing the outcome of the CGA, that the 
GP discusses the relevance of the outcome with the patient [121]. Further research 
is needed to identify the best practical screening and assessment in general practice, 
as well as the most effective strategy for implementing CGA or associated prognos-
tic tools [9] in primary care. Even accomplishing the issue of an adequate screening 
and assessment, there is still a trouble: maintaining a multiprofessional treatment 
for the selected patients is still extremely hard in usual care.

Providing a good care plan to a patient who was identified with geriatric prob-
lems through a CGA needs the development of an effective and comprehensive 
strategy. This should be achieved throughout the caring process, by adopting shared 
decision-making strategies in order to set and reset step by step targets and objec-
tives. Goals should be measurable, achievable, relevant and timely and involve car-
ers and family [29].

9.4  Conclusions

In conclusion, there is a high potential in the care of older adults that needs to be 
activated by policy-makers, carers and doctors. There is a high need to develop and 
use a structured diagnostic tool for older patients at risk for adverse outcomes to 
consequently implementing preventive strategies. Since prevention belongs to the 
field of primary care, and general practitioners are the doctors who are most in touch 
with older adults, there is the need to perform geriatric diagnostic in general prac-
tice. A geriatric screening is useful to screen all adults above the age of 65 years to 
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detect those who need a more detailed geriatric assessment. After a patient is 
screened positively, there is the need to perform a CGA to assess the whole function 
and functional limitations of the older person. If some risks or limits are detected, a 
specific testing of geriatric syndromes can be performed to assess specific targets of 
intervention. All testing of older patients should be followed by a structured care 
plan with specific goals. This active care plan should be discussed with the patient 
to define which problems are indeed relevant to the patient and to arrange a shared 
action program. After specific goals are addressed, there is the need or a geriatric 
team to try to intervene to achieve these target points.

Now there is, especially in primary care, a huge gap between what is known to 
be necessary and its accomplishment, in other words, between evidence and prac-
tice. Currently, and unfortunately, barriers against a good and widespread imple-
mentation are multiple and strong [124]. Among those barriers, the main are 
educational gaps in geriatric care, too narrow time windows for testing, insufficient 
remuneration for geriatric diagnosis or therapy as well as problems with the creation 
of a geriatric team for an active care plan in the outpatient setting. To overcome 
those issues, there is the need of more cooperation between specialists and GPs for 
integrated care and a higher number of studies addressing the problem.
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Abstract

Frailty consists of an age-related multi-system reduction in reserve capacity that 
begins early and continues progressively throughout life. The term sarcopenia is 
used to describe the pathologic age-related loss of muscular mass and strength. 
These conditions, which are often overlapping, have a multifactorial origin, 
involving lifestyle habits, disease triggers, and age-dependent biological changes. 
In this chapter we will describe frailty and sarcopenia and how they are assessed 
and treated in primary care setting. Family physicians are often the first to expe-
rience frailty and sarcopenia because of their long-term relationship with patients. 
In addition, family physicians are ideally positioned to evaluate and manage 
frailty among their patients and family caregivers, who may be frail too. Because 
increased frailty and sarcopenia are associated with increased vulnerability to 
poor outcomes, early detection may provide an opportunity to prevent or mini-
mize the disabling cascade and to maintain the level of dependence. The new 
conceptual model physical frailty and sarcopenia (PF&S) that was identified to 
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describe a pre-disability age-related condition in which functional impairment is 
the common core will be presented at the end of the chapter. The dissection of the 
inflammatory profile of people with PF&S will provide new insights into the role 
inflammation plays in the disabling cascade and will improve the design of treat-
ment strategies tailored to the patient.

Keywords

Frailty · Sarcopenia · Age-dependent biological changes · Preventive interven-
tions · Disability

Since the last decade, the need for effective solutions to the detrimental effects of 
age-related conditions (in particular disabilities) on our healthcare systems is grow-
ing. In a paper published in 2001, Fried et al. showed that 19.6% of US aged people 
had functional dependence (i.e., the loss of autonomy of the person); at the same 
time, this fifth of the population over the age of 70 absorbed almost half (46.3%) of 
health expenditure [1]. Geriatrics and gerontology researchers have thus made 
increasing efforts to design, develop, and implement preventive interventions 
against conditions that determine/drive the disabling cascade. To do so, traditional 
medicine, based on the idea of diseases, which are identified, diagnosed, and treated 
as single, independent entities, is important in rejecting. Indeed, population aging 
has led to a growing clinical complexity among the patients who deal with our 
health services on a daily basis. The integrated, individually tailored model described 
by Tinetti and Fried in a milestone work in geriatric medicine (the end of the disease 
era) needs to be acquired in routine clinical practice [2]. In particular, older persons 
who are frail or sarcopenic have very high rates of functional deterioration, hospi-
talization, and death, and recognizing these conditions early would result in inter-
ventions aimed at decreasing the disabled cascade and maintaining the level of 
dependence. The aim of this chapter is to provide the general practitioner with the 
latest updates on frailty and sarcopenia to manage these medical conditions cor-
rectly. Novel perspectives on an integrated view of frailty and sarcopenia will be 
presented at the end of the chapter.

10.1  Frailty

Frailty can be defined as a state of vulnerability to adverse health outcomes (includ-
ing falls, hospitalizations, disability, and death), because of a decreased ability to 
withstand minimal endogenous or exogenous stressors compared with other persons 
of the same age [3]. This is due to an age-related multi-system reduction in reserve 
capacity that begins early and continues progressively throughout life. Thus, frailty 
has grown in importance during the last years, because of a need to better understand 
how to prevent the disabling cascade and to maintain the level of dependence [4].
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Despite the age-related loss of homeostatic reserve, it has to be distinguished 
between chronological and biological age, in order to better identify frail patients 
among people of the same age. To do so, many instruments and scales have been 
proposed, and among those, two models remain the cornerstones to better objectify 
frailty in the clinical and research fields, namely, the so-called frailty phenotype and 
the Frailty Index [5, 6].

The first, proposed by Fried in 2001 [7], looks at frailty as a syndrome character-
ized by the presence of signs/symptoms related to the physical dimension of the 
individual. In order to characterize the concept of frailty, a group of experts, using 
the data contained in the Cardiovascular Health Study, identified five criteria 
(fatigue, a concept that expresses a person’s psychomotor exhaustion; muscle weak-
ness, which, unlike fatigue, captures the pure reduction of muscle strength; seden-
tary behavior, slow gait speed, involuntary weight loss; Table 10.1).

Subsequently, an indication was given to define as “frail” the person who pre-
sented three or more criteria, pre-frail the one who had one or two, and robust the 
one who did not present any. However, on the clinical-operative setting, frailty is not 
an “all or nothing” condition, but a continuum between different grades of vulner-
ability to adverse events, expression of a dynamic, continuous process, with a natu-
ral tendency to progression/deterioration if not identified early and effectively 
counteracted. As a matter of fact, many clinical decisions require greater precision 
than a nonfrail-frail status, and transitions across grades of frailty are common [8].

The second model, the Frailty Index proposed by Mitnitski and Rockwood (again 
in 2001) [9], makes use of a completely different model. The researchers, in this 
case, started from the assumption that the aging of the individual is linked to the 
accumulation of age-related deficits, which can be signs, symptoms, diseases, dis-
abilities, and alterations of biological parameters. According to this model, counting 
how many deficits have accumulated in an organism provides an objective estimate 
of its state of frailty. In the operationalization of the Frailty Index (which, in the first 
validation work, benefited from the Canadian Study of Health and Aging database), 
the ratio between the number of deficits presented by the person and the number of 
deficits considered is taken into account. The result (a variable that can range from 
0, absence of deficit, to 1, presence of all deficits) represents an estimate of the bio-
logical state of the person and a highly predictive parameter of adverse events. 
Many simplified versions of the Frailty Index exist, evaluating the presence of fewer 
variables. It is, in fact, possible to obtain a robust instrument as soon as 30 deficits 
are considered [10], although 20-item Frailty Index has also been used in the 

Table 10.1 Frailty phenotype. Modified from Fried et al.

Weight loss Unintentional loss of ≥4.5 kg in the past year
Weakness Hand-grip strength in the lowest 20% quintile adjusted for sec and body 

mass index
Exhaustion Poor endurance and energy, self-reported from the Center for 

Epidemiologic Studies Depression Scale
Slowness Walking speed under the lowest quintile adjusted for sex and height
Low physical 
activity level

Lowest quintile of kilocalories of physical activity during the past week, 
measured by the Minnesota leisure activity scale
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literature. For instance, in the case of using 40 variables (Table 10.2), each variable 
would count for 0.025 (i.e., 1/40). A person with half of the deficits considered (i.e., 
20 out of 40) will have a Frailty Index of 0.5 (i.e., 20/40), while another person 
which has four deficits will have a Frailty Index of 0.1 (i.e., 4/40).

It is extremely rare to have a Frailty Index value above 0.7, and beyond this 
threshold, the accumulation of deficits would become incompatible with life. This 
also means that the Frailty Index model gives the same specific weight to the differ-
ent deficits that have been evaluated, without adequately considering the different 
clinical relevance of each variable. Nevertheless, the Frailty Index model is based 
on an arithmetic-quantitative and not a qualitative approach, and therefore, it is 
extremely unlikely that a “heavy” clinical variable (e.g., feeding dependence) exists 
in isolation, but it is more likely that it is associated with a cloud of secondary defi-
cits, thus contributing to the increase of the Frailty Index. Furthermore, the Frailty 
Index often presents an exponential associative pattern with age, meaning that the 
accumulation of deficits arises exponentially with age increase [10].

There are many other tools to measure frailty, and most of these are based on or 
are inspired by the two models described above [5]. The Clinical Frailty Scale is a 
visual analogue scale in which some stylized figures of the patient help to estimate 
the level of frailty. Another tool is based on the acronym FRAIL, which is composed 
by the initials of the words fatigue, resistance impairment, aerobic impairment, ill-
nesses, and low physical activity; it generates a score (from 0 to 5) predictive of 
adverse events. PRISMA-7 is a questionnaire originally developed for the identifica-
tion of frail people living at home. The Edmonton Frail Scale has been suggested to 

Table 10.2 For each deficit a point is given if present and zero if absent. The result of the Frailty 
Index is given by the total of the present deficits divided by the number of deficits considered (40 in 
this case). Modified from Searle et al.

List of 40 variables included in the frailty index
Help bathing Feel everything is an effort
Help dressing Feel depressed
Help getting in/out of chair Feel happy
Help walking around house Feel lonely
Help eating Have trouble getting going
Help grooming High blood pressure
Help using toilet Heart attack
Help up/down stairs Chronic heart failure
Help lifting 5 kg Stroke
Help shopping Cancer
Help with housework Diabetes
Help with meal preparation Arthritis
Help taking medication Chronic lung disease
Help with finances MMSE
Lost more than 5 kg in last year Peak flow
Self-rating of health Shoulder strength
How health has changed in last year BMI
Stayed at bed at least half the day due to health (in last 
month)

Grip strength

Cut down on usual activity (in last month) Usual pace
Walk outside Rapid pace
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assess frailty in elective surgical settings. Furthermore, physical performance mea-
surements (such as walking speed, Timed Up and Go test, Short Physical 
Performance Battery) can provide a measure of the individual’s state of frailty 
through the objective quantification of his movement capacity [11, 12]. The Short 
Physical Performance Battery (SPPB) evaluates balance, gait, strength, and endur-
ance by examining an individual’s ability to stand with the feet together in side-by- 
side, semi-tandem, and tandem positions, time to walk 8 ft., and time to rise from a 
chair and return to the seated position five times. Usual gait speed (over a 6-m 
course) is part of the SPPB, but it can also be used as a single parameter for clinical 
practice and research, and it is a predictor of adverse health events (severe mobility 
limitation, mortality). The timed get-up-and-go (TGUG) test measures the time 
needed to complete a series of functionally important tasks, and it serves as an 
assessment of dynamic balance. The 400-m walk test predicts mortality and assesses 
walking ability and endurance. For this test, participants are asked to complete 20 
laps of 20 m, each lap as fast as possible, and are allowed up to two rest stops during 
the test.

Nevertheless, several studies have shown that the agreement between the instru-
ments is rather modest, meaning that, when the instrument changes, different types 
of people at risk (and, therefore, to be treated) will be obtained. This, of course, is a 
reason for discussion and greatly impacts with the standardization of clinical prac-
tice and research. In the absence of a gold standard instrument for the operational-
ization of frailty, it becomes fundamental to pay particular attention to the choice of 
the instrument. In this sense, the Fit for Frailty document produced by the British 
Geriatric Society in 2014 is interesting to guide the management of frailty in aged 
subjects living in the community [13]. The document does not offer a single screen-
ing tool, and what is important according to the document is the introduction of the 
frail subject into an intervention system adapted to his needs. This alternative model 
of intervention is based on comprehensive geriatric assessment and on a multidisci-
plinary approach, promoting an integrated care model. The model proposed here 
encourages interactions between the different professional figures that will interface 
to understand the critical issues of the aged subject and develop a shared, integrated, 
and multidimensional intervention plan. The reduced homeostasis (or frailty) of the 
individual becomes a reason to personalize the subsequent intervention on the basis 
of its resources, needs, and values. Thus, the general concept of frailty goes beyond 
physical factors to encompass psychological and social dimensions as well, includ-
ing cognitive status, social support, and other environmental factors.

10.2  Sarcopenia

The term “sarcopenia” (Greek “sarx” or flesh + “penia” or loss) has been introduced 
by Irwin Rosenberg in the 1990s to describe the pathologic age-related loss of mus-
cular mass and strength [14]. This condition has a multifactorial origin, involving 
lifestyle habits, disease triggers, and age-dependent biological changes (e.g., 
chronic inflammation, mitochondrial abnormalities, loss of neuromuscular 
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junctions, reduced satellite cell numbers, hormonal alterations). In a recent review, 
association between sarcopenia and increased risk of death, disability, and falls pre-
sented a highly suggestive evidence, indicating the need of assessing this condition 
in daily practice [15]. The condition has high personal, social, and economic bur-
dens when untreated. However, the complexity of determining what variables to 
measure, how to measure them, what cut-off points best guide diagnosis and treat-
ment, and how to best evaluate effects of therapeutic interventions have made sar-
copenia for a long time a neglected and undertreated condition [16].

Sarcopenia has long been associated with aging and older people, but the devel-
opment of sarcopenia is now recognized to begin earlier in life [17]. Sarcopenia can 
be considered as “primary” (or age-related) or “secondary” depending on whether 
causal factors other than (or in addition to) aging are evident or not (Fig. 10.1) [18].

While genetic and lifestyle factors can accelerate muscle weakening and pro-
gression to functional impairment and disability, these processes appear to be 
slowed or reversed by interventions including nutrition and exercise training [19]. 
The relationship between age-related muscle mass reduction and strength is often 
independent of body mass. It is now clear that changes in muscle composition are 
also important, and muscle fat infiltration reduces muscle quality and work perfor-
mance in sarcopenic obese individuals as well as age-related weight loss in sarcope-
nic cachectic individuals [20]. The prevalence of sarcopenia reaches approximately 
10% in older adults, but variations in estimates exist due to different criteria used to 
diagnose sarcopenia. In this regard, among the numerous proposals, the work that 
more than others has become more widespread in the literature is probably the one 
from the European Working Group on Sarcopenia in Older People (EWSGOP), 
published in 2010 and recently updated (2019), which identifies sarcopenia as a 
geriatric syndrome [18]. This is due to the prevalence of sarcopenia in older popula-
tions, and it has multiple contributing factors such as a less than optimal diet, sed-
entary lifestyle, chronic diseases, and some drug treatments. In addition, the 
EWSGOP places greater emphasis on strength rather than quantity of muscle. 

Aging Age-associated muscle loss

Inflammatory conditions (e.g., organ failure,
malignancy)

Osteoarthritis

Sedentary behavior (e.g., limited mobility
or bedrest)

Physical inactivity

Under-nutrition or malabsorption

Medication-related anorexia

Over-nutrition/obesity

Neurological disorders

Disease

Inactivity

Malnutrition

Fig. 10.1 Factors that cause and worsen sarcopenia are categorized as primary (aging) and sec-
ondary (disease, inactivity, and poor nutrition). With permission, from A. J. Cruz-Jentoft et al.
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Muscle strength is currently the most reliable measure of muscle function, and if 
low muscle strength is detected, sarcopenia is likely. The choice is likely to be an 
attempt to facilitate the implementation and coding of sarcopenia in the clinical set-
ting (which also officially has its own code [M62.68] in the ICD-10-CM since 
2017). It has recently been shown that muscle strength is also a stronger prognostic 
factor for adverse events in addition to impacting the quality of life of the person. 
The measurement of muscle strength is relatively simple and requires only a mod-
ern, commercial isokinetic dynamometer compared to the more complicated muscle 
quantification. Indeed, nuclear magnetic resonance imaging (MRI) and computed 
tomography (CT) scan (with a cut between the large trochanter’s medial margin and 
the leg’s intercondylar fossa) are the most accurate tools for assessing muscle mass. 
These very specific imaging devices can distinguish fat from other body soft tissues, 
but at some locations, high cost, limited access to facilities, and radiation exposure 
concerns restrict the use of these whole-body imaging methods in daily clinical 
practice. Instruments such as DXA (dual-energy X-ray absorptiometry) and BIA 
(bioimpedance analysis) are likely to be easier to adopt in the clinical setting and 
provide an approximate measurement of body muscle mass. Recently, the use of 
ultrasound in clinical practice has been extended to support sarcopenia diagnosis in 
older adults as it has been shown to have sufficient accuracy to measure muscle 
mass compared to DXA, MRI, and CT [21]. In fact, ultrasound has the advantage of 
being able to measure both the quantity and quality of the muscles. In addition to 
using a dynamometer, the chair stand test, which requires both strength and endur-
ance, can evaluate muscle strength. The chair stand test measures the amount of 
time it takes for a patient to rise five times from a seated position without using his 
or her arms and can therefore be used as a proxy for the strength of the muscles of 
the legs (quadriceps). EWGSOP proposes a conceptual staging as “presarcopenia,” 
“sarcopenia,” and “severe sarcopenia.” The stage of “presarcopenia” is character-
ized by low muscle mass without affecting muscle strength or performance. Only 
techniques that accurately measure muscle mass can define this level. Low muscle 
mass, plus low muscle strength or low physical performance, characterizes the “sar-
copenia” phase. “Severe sarcopenia” is the stage where all three definition criteria 
(low muscle mass, low muscle strength, and low physical performance) are met. As 
an outcome variable, physical performance can be used to categorize the severity of 
sarcopenia, and it can be evaluated by physical performance measurements. In par-
ticular, gait speed (i.e., the 4-m usual walking speed test) has been shown to predict 
adverse outcomes related to sarcopenia, and it is widely used in practice as it is 
considered a fast and highly reliable sarcopenia test. EWGSOP recommends a sin-
gle cut-off speed of ≤0.8 m/s as an indicator of severe sarcopenia. Case-finding can 
begin in clinical practice when a patient reports sarcopenia symptoms or signs (i.e., 
falling, feeling weak, slow walking speed, difficulty rising from a chair, or weight 
loss). Further sarcopenia testing is recommended in such cases. EWGSOP suggests 
using the SARC-F, a 5-item questionnaire, as a means of obtaining patients’ self- 
reports on symptoms indicative of sarcopenia (Table 10.3) [22, 23]. Responses are 
based on the perception of the patient’s strength limitations, walking ability, rising 
from a chair, climbing stairs, and fall experiences. To predict low muscle strength, 
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SARC-F has a low to moderate sensitivity and a very high specificity. SARC-F is an 
inexpensive and convenient way to introduce sarcopenia screening, evaluation, and 
treatment into clinical practice and can be used effectively in community healthcare 
and other medical settings. The Ishii screening test is another method that uses an 
equation-derived score based on three variables  – age, grip strength, and calf 

FIND CASES

NEGATIVESARC-F
or clinical
suspicion

Muscle strength
Grip strength,

Chair stand test

No sarcopenia;
rescreen later

No sarcopenia;
rescreen later

Sarcopenia
severe

Sarcopenia
probable*

Sarcopenia
confirmed

Muscle quantity
or quality

DXA; BIA, CT, MRI

Physical
performance

Gait speed, SPPB,
TUG, 400m walk

In clinical practice,
this is enough to

trigger assessment of
causes and start

intervention

NORMAL

POSITIVE
OR PRESENT

LOW

LOW

NORMAL

LOW

ASSESS

CONFIRM

SEVERITY

Fig. 10.2 EWGSOP2 algorithm for case-finding, making a diagnosis and quantifying severity in 
practice. The steps of the pathway are represented as find-assess-confirm-severity or F-A- 
C-S. *Consider other reasons for low muscle strength (e.g., depression, stroke, balance disorders, 
peripheral vascular disorders). With permission, from A. J. Cruz-Jentoft et al.
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circumference – to estimate the likelihood of sarcopenia [24]. Finally, EWGSOP 
updated its algorithm for sarcopenia case-finding, diagnosis, and severity determi-
nation (Fig. 10.2).

Another important proposal comes from the Foundation for the National 
Institutes of Health Biomarkers Consortium—Sarcopenia Project (FNIH) [25]. By 
analyzing data from nine international cohort studies (more than 26,000 partici-
pants), the researchers provided the mass and muscle strength measurements that 
were best able to predict the onset of functional limitations. Among the many mea-
surements tested, the handgrip strength and the appendicular lean mass were the 
best parameters to qualify and quantify the muscle; for these variables, precise sex- 
specific cut-points were calculated (Table 10.4).

10.3  Physical Frailty and Sarcopenia (PF&S): A New 
Conceptual Model

Despite sarcopenia and frailty have been studied in parallel and separately since the 
beginning, the common aspects between the two conditions have been recently 
highlighted in order to identify the biological (muscle-specific) substrate of a phe-
notypic manifestation of clinical relevance. In fact, frailty and sarcopenia are often 
overlapping conditions; most frail older people have sarcopenia, and some older 
people with sarcopenia are frail as well (Fig. 10.3) [26]. Although physical frailty 
(PF) is only part of the frailty spectrum, it is the most widely used and presents a 
pathophysiological background that is well characterized. In addition, it has been 
shown that the PF condition depicted by the frailty phenotype predicts major nega-
tive health-related outcomes. On this basis, the physical frailty and sarcopenia 
(PF&S) construct was identified to describe a pre-disability age-related condition in 

Table 10.3 SARC-F screen for sarcopenia. Modified from Malmstrom TK et al.

Component Question Scoring
Strength How much difficulty do you have in lifting and 

carrying 5 kg
None = 0
Some = 1
A lot or unable = 2

Assistance in 
walking

How much difficulty do you have walking 
across a room?

None = 0
Some = 1
A lot, use aids, or 
unable = 2

Rise from a chair How much difficulty do you have transferring 
from a chair or bed?

None = 0
Some = 1
A lot or unable without 
help = 2

Climb stairs How much difficulty do you have climbing a 
flight of 10 stairs?

None = 0
Some = 1
A lot or unable = 2

Falls How many times have you fallen in the past 
year?

None = 0
1–3 falls = 1
4 or more falls = 2
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which functional impairment is the common core [27]. According to Cesari et al. 
[26], both conditions are (1) highly prevalent in the old age, (2) related to adverse 
health events, (3) potentially reversible, and (4) relatively easy to implement in clin-
ical practice. Disability secondary prevention can therefore be accomplished by act-
ing in this preclinical phase of the disease.

A frequently encountered element in PF&S is the presence of a chronic, low- 
grade inflammation, which is a hallmark of aging and is associated with changes in 
body composition and declining physical function. Dysregulation of the cytokine 
network is acknowledged as a major driver of aging and related conditions. Thus, 
the circulating inflammatory profile that characterizes older people with PF&S has 
been recently described for the first time [28]. In particular, the “core” inflammatory 

Table 10.4 Definition of low muscle mass and poor muscle function, according to FNIH recom-
mendations. ALM, appendicular lean mass; BMI, body mass index

Parameter
Muscle weakness Men Women
Hand grip strength <26 kg <16 kg
BMI-adjusted hand grip 
strength (alternate)

<1.0 kg <0.56 kg

Low muscle mass Men Women
BMI-adjusted ALM 
(recommended)

<0.789 <0.56

ALM (alternate) <19.75 kg <15.02 kg

PHYSICAL
FUNCTION

IMPAIRMENT

- Weak muscle strength
- Slow gait speed
- Poor balance

FRAILTY

- Deficits accumulation
- Fatigue
- Sedentary behaviour
- Weight loss
- Cognitive impairment
- Social isolation

SARCOPENIA

- Skeletal muscle loss
- Poor muscle quality

Fig. 10.3 Relationship among sarcopenia, frailty, and physical function impairment. From Cesari 
et al. (2014)
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signature of PF&S was defined by higher levels of P-selectin, C-reactive protein 
(CRP), and interferon γ-induced protein 10 and a decrease in levels of myeloperoxi-
dase (MPO), interleukin (IL) 8, monocyte chemoattractant protein 1 (MCP-1), mac-
rophage inflammatory protein 1-α, and platelet-derived growth factor (PDGF) 
BB. In addition, PF&S has been characterized by gender-specific inflammatory fin-
gerprints, identifying peculiar patterns of relationships for men and women. The 
dissection of the inflammatory profile of people with PF&S will provide new 
insights into the role inflammation plays in the disabled cascade and will improve 
the design of treatment strategies tailored to the patient. Other possible biomarkers 
might include neuromuscular junction markers, muscle protein turnover, behavior- 
mediated pathways, redox-related factors, hormones, or other anabolic factors [29]. 
Developing a panel of biomarkers could provide a means of stratifying sarcopenia 
and frailty risk, facilitating the identification of a worsening condition, and monitor-
ing the effectiveness of treatment.

10.4  The Role of the General Practitioner in Managing Frailty 
and Sarcopenia

Frailty is recognized as a multidimensional phenomenon with complex interrelated 
factors that affect a person’s physiological equilibrium in the physical, psychologi-
cal, social, and environmental domains [3–4]. Recognition of frailty is important 
because of its increasing prevalence and its most noticeable clinical variation in 
primary care. Family physicians are often the first to experience frailty because of 
their long-term relationship with patients. In addition, family physicians are ideally 
positioned to evaluate and manage frailty among their patients and family caregiv-
ers, who may be frail too [30]. Because increased frailty is associated with increased 
vulnerability to poor outcomes, early detection may provide an opportunity to pre-
vent or minimize subsequent destabilization of the health. Interventions could then 
be aimed at those identified as frail, in order to improve adverse outcomes [31]. For 
example, this has been shown with high-intensity exercise training, which has been 
shown to increase frailty rates and subsequent survival [32]. Frailty recognition can 
also assist healthcare providers in providing adequate advice to patients and family 
members on the risks associated with some medical interventions. Clinicians may 
also have the opportunity to better handle coexisting conditions underlying frailty 
and minimize stressors that may precipitate adverse outcomes, with the goal of 
preventing potentially avoidable emergency department visits and hospitalizations, 
caregiver distress, premature institutionalization, and early mortality.

Sarcopenia is increasingly recognized as a correlate of aging and is associated 
with increased probability of adverse outcomes including falls, fractures, frailty, 
and mortality [15]. In clinical trials several tools were recommended to evaluate 
muscle mass, muscle strength, and physical performance. While in investigational 
settings these tools have proven to be accurate and reliable, many are not easily 
applied to everyday practice [16]. Healthcare providers, particularly in primary 
care, should consider an assessment of sarcopenia in individuals at increased risk 
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using simple, rapid, and inexpensive tools [33]. Sarcopenia treatment should be 
predominantly patient-centered and include integrating resistance- and endurance- 
based exercise programs with or without dietary interventions [34]. The ability to 
prevent further decline and reduce adverse outcomes with proactive interventions 
highlights the importance of early detection and intervention for frailty and 
sarcopenia.

10.5  To Sum up

 – Frailty consists of an age-related multi-system reduction in reserve capacity that 
begins early and continues progressively throughout life.

 – Despite many instruments and scales have been proposed, two models remain 
the cornerstones to better objectify frailty in the clinical and research fields, 
namely, the frailty phenotype and the Frailty Index. The first looks at frailty as a 
syndrome characterized by the presence of signs/symptoms related to the physi-
cal dimension of the individual, while the second provides an objective estimate 
of an individual’s state of frailty by counting how many deficits have accumulated.

 – The term sarcopenia is used to describe the pathologic age-related loss of mus-
cular mass and strength. This condition has a multifactorial origin, involving 
lifestyle habits, disease triggers, and age-dependent biological changes.

 – Several tools were recommended to evaluate muscle mass, muscle strength, and 
physical performance. While many tools can only be applied in investigational 
settings, others can easily be used in everyday practice.

 – Both frailty and sarcopenia, which are often overlapping conditions, have been 
associated with an increased risk of disability, death, and hospitalizations, indi-
cating the need of assessing these conditions in daily practice.
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Abstract

Forgetfulness has many reasons and even more causes. Advancing age has rela-
tive increased risks. Although loss of memory is often a prime reason of demen-
tia, forgetfulness, and cognitive impairment, these are not synonymous terms. 
Cognitive impairment that includes memory, orientation, paying attention, using 
language, visio-spatialability, and psychomotor speed is used to describe any 
impairment of intellectual abilities. They include inadequacy in social or occupa-
tional activities. Mild cognitive impairment (MCI) that estimates from 3% to 
42% in adults aged 65 years or older is different from dementia. In MCI cases the 
cognitive impairment is not severe enough to interfere with instrumental activi-
ties of daily life. MCI is important because it constitutes a high-risk group for 
dementia. Dementia is decline of cognition that is significant enough to interfere 
with independent daily functioning. But it should be noted that some diseases 
can lead to dementia-like conditions. Therefore, since the prime purpose of the 
case evaluation is to conclude the treatable causes, detailed anamnesis, family 
interview, comprehensive physical examination, and appropriate blood tests as 
well as additional cognitive screening tests should be performed. There are sev-
eral cognitive screening tools to be used in the primary care setting, and the 
appropriate one should be selected according to the patient’s literacy and educa-
tional level. Finally, it is crucial that a patient with cognitive complaints should 
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be referred to the reference memory center for differential diagnosis, after initial 
appropriate clinical and biochemical evaluations and screening for cognitive 
impairment in the elderly.

Keywords

Forgetfulness · Cognitive impairment · Primary care setting · Older adults

Aging, although defined as age-related structural changes in the brain, in behaviors, 
and in cognitive functions, is generally seen as a period of time in human life with-
out specific dysfunction [1, 2]. It is accepted as one of the advanced stages of the 
natural process that starts with birth and continues with childhood and is seen as a 
natural process that is reached sooner or later as long as the organism is alive. The 
process applies to all organs and functions as well as to the brain and cognitive func-
tions. The brain is the earliest organ to begin aging compared to other organs [3].

The synapse rate of ten million neurons present in developmental birth rises in 
time, and myelinization also increases. Therefore, the size of the brain is 4–5 times 
higher than in adults. However, time does not only affect the development of the 
brain in a positive way. There is a 5% loss in brain weight every 10 years after the 
age of 40 [4, 5]. There is a decrease in the size and volume of the aging brain, an 
expansion of the ventricles, and an increase in the amount of intracranial space. 
There is also an increase in cerebrospinal fluid (CSF). Meanwhile, the sulcus 
expands, and the gyrus loses its bombing. These are accompanied by microscopic, 
biochemical, and electrophysiological changes [6]. It has been reported that the 
brain of an older person (80–90 years) has less neurons than younger adult brains 
(20–30 years) and that cortex volumes, synapse, and receptor numbers as well as 
cortical metabolic rate and blood flow are lower [3]. These changes are also reflected 
in cognitive functions. The general approach is that some cognitive functions dimin-
ish with age, while others are protected. Older people often complain about the 
decrease in cognitive skills, especially in the memory area. A decrease in memory 
functions is expected with advancing age, in which period there is also a decrease in 
other cognitive habits, including slowdown in response, prolonged complex reac-
tion time, reduced channel capacity, and reduced creativity [7]. Cognitive processes, 
which are also considered as crystalline intelligence or wisdom, including word 
production, historical knowledge, and previously acquired skills, are preserved until 
very old ages. With advancing age, the number of cognitively normal older adults 
gradually decreases. Cognitive impairment develops in approximately half of the 
cases, and dementia is detected in 20% of patients over 85 years of age. Although 
1/3 of the patients over 90–100 years of age are under normal expectations, 1/3 of 
them are mildly moderate, and 1/3 of them have severe dementia [8, 9].

Memory changes are features of normal aging. However, some components of 
the memory are resistant to change, while others vary significantly with age. 
Ordinary simple forgetfulness is taken more seriously by older adults than young 
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people, because it is perceived as harbingers (predictors) of dementia [9, 10]. The 
deterioration of intellectual abilities that is quite common in older people was 
thought to be inevitable for a long time, although it is one of the changes observed 
in the normal aging process [11]. While some older adults have enough memory 
performance to make young people jealous, the advancing age generally affects 
memory functions in various aspects. It has been shown in recent studies that it is 
difficult even for older patients, who usually do not have any significant disease, to 
learn new information. When older adults are given the chance to repeat enough to 
learn new information, they remember a significant portion of the data, but both the 
slowdown in learning curves and the low amount of knowledge learned are impor-
tant. It has been reported that individuals with subjective memory complaints can-
not find the things in the place where they search, take frequent notes not to forget, 
cannot find the right word, and have general forgetfulness [12].

Although the amount of post-learning delayed recall is decreased in older peo-
ple, the more remarkable is the decrease in those cases’ learning speed. In the 
delayed memory tests performed within 15–60 min of the onset, it should be kept in 
mind that although the amount of recall is reduced due to aging, a significant portion 
of the data learned at the beginning is usually remembered by older adults. In a 
study using the story recall scale in cases over 85 years of age, it was found that 90% 
of them remember at least 50% of it [12–14] Even though this may be test-specific, 
the aging process has a small but significant negative effect on delayed learning, 
especially in visual memory tests, which may be due to a discrepancy in learning 
style caused by differences between generations. Indeed, the use of memory strate-
gies reduces the negative effects of aging on free recall. In addition, long-term 
(remote) memory, such as sensory memory, is not affected by age. Moreover, it 
should be noted that although aging is accompanied by many diseases that cause 
physical limitations, procedural memory is preserved by healthy aging. In addition, 
semantic memory, including general vocabulary and general information about the 
world, is preserved up to advanced ages [13, 14].

Semantic skills include the ability to reorganize and name long-term preserved 
knowledge. There is a regular increase in vocabulary during the middle adulthood, 
which typically remains constant in later years. However, the most common com-
plaint in older adults is the phenomenon “I know it very well, but I cannot remember 
now,” in which they make extreme efforts to find words spontaneously. However, 
unlike dysnomia, which is often associated with dementia, such changes appear as 
a result of the difficulties in evaluating rather than storing the data, and therefore, 
when clues are given, a significant improvement occurs. Verbal fluency, which 
means the rate at which a person can produce a word spontaneously in relation to a 
single phonetic and semantic category, varies slightly with age. While phonetic flu-
ency (can you tell me all the words starting with “F” you know/remember in a 
minute?) remains generally stable, many research findings support a reduction in 
semantic fluency (can you tell me all the animal names you remember in a minute?). 
Therefore, older individuals rely on structural vocabulary more than the meaning of 
the word [15].
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In the absence of any disease, cognitive changes can be compensated for by 
using clues (notes, appointment registrations) and other strategies, so that overall 
memory performance can be normalized [16]. Researchers have reported that cog-
nitive changes associated with a truly healthy aging do not cause any decrease in 
functionality, nor do they lead to any significant change in daily functionality. None 
of the cognitive functional changes considered normal in healthy aging is excessive 
and does not prevent the people from continuing their normal daily life in a cogni-
tive way. Regardless of memory complaints, a relative’s assertion that the patient 
can easily do the usual work helps to identify the older person without dementia. 
Although a moderate decline in memory functions is normally observed with 
advancing age, this can be compensated for, as executive functions remain intact, 
and the person can take the necessary steps to plan his/her tasks and to put them into 
action [17]. In 1958 the term “well-intentioned forgetfulness” was first used to 
describe the decline in memory functions that occur due to advancing age [18]. It 
seems to have arisen as a result of evaluation problems rather than the storage of the 
data, and therefore there is a significant improvement when clues are given. Mild 
cognitive impairment (MCI), which has been developed to represent cognitive dys-
function between normal aging and dementia in the last 20 years, is a clinical condi-
tion in which measurable cognitive impairment exists but basic daily life activities 
are preserved. The MCI table, by which daily living activities are also affected, 
progresses to dementia between 8% and 15% per year. Therefore, the diagnosis and 
treatment management is of great importance [19]. As for the dementia clinic, the 
fact that progressive decrease in cognitive functions gradually deteriorates daily life 
activities and increases caregiver dependence is one of the main features of the dis-
ease. The most common cause of dementia occurring in 5–10% over the age of 
65 years is the dementia of Alzheimer’s disease accompanied by degenerative pro-
cess [4, 5]. There are also other types of dementia that are neurodegenerative and 
nondegenerative (Table 11.1) [20].

11.1  Anamnesis

As usual, a detailed anamnesis is the most important step in patients who present 
with “forgetfulness.” When deepening the anamnesis, the factors that may cause 
cognitive effects should be questioned. These include mainly the chemical or herbal 

Table 11.1 Etiology of correctable and neurodegenerative dementia

Correctable Neurodegenerative
Depression Alzheimer’s disease
Delirium Frontotemporal dementia
Endocrine disorders Dementia with Lewy body
Vitamin deficiency (vitB12, VitD) Parkinson disease
Organ dysfunction Multisystem atrophy
İnfections (HIV, JC virus, tuberculosis, etc.) Corticobasal degeneration
Normal pressure hydrocephalus Progressive supranuclear palsy
Head trauma and diffuse brain damage Huntington’s disease
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agents used by the patient, the presence of trauma leading to consciousness turbid-
ity, frequency of falls, urinary incontinence, constipation, pain, sleep disturbances, 
depression, visual or auditory deficiencies, the presence of infection, and vitamin 
deficiencies. Although dementia is a disease evaluated according to diagnostic cri-
teria, physical, cognitive health, and daily living activities of the older people are 
affected by many variables. It is not possible to reach a healthy diagnosis without 
excluding the role of these factors in patients with a large number of concomitant 
diseases and using a large number of drugs. Therefore, evaluation of the patient 
should be carried out meticulously in all aspects. As is the case here, the most 
important part in the diagnosis is getting the right anamnesis. During the anamnesis 
to evaluate forgetfulness, the patient should be asked about changes in cognitive 
processes, sleep problems, behavior patterns, and daily life activity influences. This 
assessment should be supported by a relative who spends time with the patient and 
observes him/her well. If the patient has movement problems, the medication used 
and the timing of the complaints should be questioned in detail. Another important 
part is to provide a comprehensive history of memory complaints, which will help 
us to diagnose acute or chronic causes of cognitive timing symptoms. For example, 
delirium is an acute potentially life-threatening condition characterized by inatten-
tion, generalized cognitive impairments, and disturbances in consciousness mainly 
affecting elderly inpatients Cognitive deficits such as memory, language, percep-
tion, and impairment of consciousness may accompany the syndrome, and delirium 
is common in the elderly, but unfortunately underdiagnosed [21]. In contrast, 
dementia, the most common form being Alzheimer’s disease (AD), is characterized 
by insidious onset, normal level of consciousness, and a chronic or slowly progres-
sive irreversible decline in cognitive function [22, 23].

It is known that depression, which is one of the chronic processes, with increas-
ing frequency and accepted as pseudo-dementia, leads to cognitive impairment. 
Although there are many hypotheses to identify the relationship between dementia 
and depression, the presence of depression alone is an independent risk factor for 
dementia. On the other hand, the cognitive impairment brought about by the pres-
ence of dementia can lead to depression [24–26]. Changes in the sleep-wakefulness 
cycle and various behavioral disorders can be seen in different clinical pictures of 
delirium or depression just as in dementia. Therefore, it is important to evaluate the 
sleep-wakefulness cycles to be asked both in the family interview and in the 
CV. Sleep disorders are among the most disruptive factors of total quality of life, 
since they degrade cognitive and behavioral functions secondary to dementia syn-
dromes and may affect daily life rather negatively. When evaluating sleep, the dis-
tribution of the total sleep duration during the day should be determined. In addition, 
total sleep time, fitness to biological rhythm, presence of apnea, restless leg syn-
drome, and rapid eye movement (REM) sleep behavior disorder are the topics to be 
asked. Patients with REM sleep behavior disorder, a parasomnia manifested by 
vivid, often frightening dreams associated with simple or complex motor behavior 
during REM sleep, appear to “act out their dreams,” in which the exhibited behav-
iors mirror the content of the dreams, and the dream content often involves a chas-
ing or attacking theme [18, 27–29].
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Another important factor in the history is the monitoring of existing systemic 
diseases and controlling the symptoms. Also, the presence of an underlying cancer 
or the management of the negative effects of the existing cancer is another important 
step in the cognitive assessment. For example, it would not be appropriate to evalu-
ate the cognitive function of a patient with impaired sleep-wakefulness cycle due to 
restless legs or a patient suffering from fracture due to osteoporosis [30]. A detailed 
sensorimotor neurological examination should be performed after the systemic 
examination following a comprehensive anamnesis. Visual impairment and hearing 
difficulties should be recorded both in terms of inducing stimulus deficiency and 
related systemic diseases. Basic examination of the respiratory system and cardio-
vascular system must be performed. For example, it should be remembered that 
confusion may occur due to lethargy or chronic constipation, which may cause agi-
tation or pneumonia burden due to hypoxia [31–33]. The second part of the evalua-
tion is the neurological examination. In the basic neurological examination, mental 
status, cranial nerve examination, motor examination, sensory-neural examination, 
reflexes, and balance and gait evaluation are important. First, the orientation for the 
person, place, time, and alertness should be questioned. Cranial nerve, mental status 
examination, and motor deficits are guiding factors in the identification of acute 
intracranial events. Balance and gait assessment is important for the diagnosis of 
normal pressure hydrocephalus (NPH), the cause of reversible dementia. NPH 
includes urinary incontinence, gait apraxia, broad-based gait, and trunk imbalance 
[34]. While a “Timed Up and Go” test (TUG) is valid for measuring functional 
mobility, it also does not require special equipment or training [35]. The patient is 
lifted from the seat while in the sitting position and made to walk in a total of 3 m. 
All mobility is observed and timed, including returning and sitting time. This assess-
ment will ensure the patient to be managed properly. In addition to these severe 
conditions, it should be kept in mind that due to a simple vitamin B12 deficiency, 
there may be abnormal findings in the gait and balance system and other neurologi-
cal systems [36, 37] (algorithm 1) (Fig. 11.1).

11.2  Laboratory and Imaging

The processes leading to dementia are examined in a wide spectrum of common and 
local pathologies. Exclusion of dementia-like clinical manifestations should be one 
of the main objectives. Some of these processes (normal pressure hydrocephalus, 
subdural hematoma, hypothyroidism, vitamin B12 deficiency, lead exposure, etc.) 
can lead to a progressive but treatable impairment in cognition. Therefore, the labo-
ratory and other examinations to be planned after the examination should be deter-
mined according to the patient’s clinical status, history, and physical examination. 
Metabolic dysfunction, such as a simple decrease in kidney and liver function, can 
lead to cognitive impairment with aging. Firstly, the laboratory tests to be evaluated 
are complete blood count (CBC), renal function tests, serum electrolytes, hepatic 
function tests, thyroid function tests, and vitamin B12 level. In addition, all patients 
with memory complaints should be screened for syphilis and human 
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immunodeficiency virus, as well as vitamin D and serum glucose levels [39–42]. 
Acute hypoglycemia affects complex cognitive activities in both diabetic and non-
diabetic people [43]. Diabetic patients who are not aware of hypoglycemia are more 
likely to have cognitive impairment than those who are aware of it [16]. In addition, 
HbA1c levels may be misleading in patients with frequent or profound hypoglyce-
mia attacks [44–47]. Additionally, patients with cognitive impairment have a higher 
risk of acute mental changes [48].

Infections can cause urinary tract infections and delirium, and the most common 
is pneumonia in older patients [49]. A complete urine test and urine culture, chest 
X-ray, and C-reactive protein (CRP) are helpful in diagnosing the underlying cause. 
Dementia is a clinical diagnosis in which distinctive features are unacceptable cog-
nitive decline and impaired ADLs. However, the role of structural and neuro- 
imaging in dementia patients primarily supports the diagnosis. Therefore, many 
guidelines recommend imaging to exclude other anatomical disorders such as 
tumors, hydrocephalus, or intracranial hemorrhage [50].

11.3  Screening Tests

The part that requires the most time and experience in assessing patients with cogni-
tive impairment is mental status examination. There are several tests for differential 
diagnosis as well as some other tests used to evaluate the patient’s memory ade-
quacy. Attention, memory, language, visual spatial skills, and administrative- 
executive functions should be evaluated in accordance with the age and education of 

Examination

Hearing Problems

Visual Problems

Observation

Basic

Instrumental
Cognitive
Screening
Test

ADLs

Cataract,
Glaucoma etc.

Nutrition Status
BMI

Cognitive Function

Laboratory
CBC, BUN,
Creatinine
Electrolytes,
Serum Glucose,
Aminotransferase,
TSH, fT4, VitB12,
VitD etc

Cognitive
complaint

Fig. 11.1 Algorithm of cognitive assessment (modified by [38] th reference). BUN blood urea 
nitrogen, CBC complete blood counts, fT4 free T4 (thyroxine), TSH thyroid-stimulating hormone, 
VitB12 vitamin B12, VitD vitamin D, ADLs activities of daily living
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the patient, in order to identify which areas are problematic. There are several tests 
used to screen cognitive activities. Following the physician’s evaluation of the 
memory complaints reported by the patient and/or her relatives and of their effects 
on daily living activities, it would be appropriate to evaluate suitable cases in terms 
of cognitive impairment, and this issue should be evaluated with an effective diag-
nostic procedure. Ideally, a detailed clinical evaluation should be performed with 
the patient and his/her family for 2–4 h in total and supported by some laboratory 
examinations. However, this is not always possible in polyclinic conditions. It may 
be difficult to determine the level of forgetfulness of the patient with only existing 
symptoms. Therefore, detailed anamnesis, family interview, comprehensive physi-
cal examination, and appropriate tests as well as additional cognitive screening tests 
should be performed [51]. There are several cognitive screening tools to be used in 
the primary care setting, and the appropriate one should be selected according to the 
patient’s literacy and educational level.

Among them, the most widely used Mini Mental State Examination (MMSE), 
which was developed by Folstein et al. in 1975, consists of two parts. In the first 
part, the patient is asked verbal questions of orientation, memory, and attention and 
asked for answers. In the second part, the patient is requested to perform verbal and 
written commands, to write a spontaneous sentence, and to copy two nested penta-
gons. The maximum score is 30. The test, which lasts for an average of 10–15 min, 
is considered normal between 24 and 30 points [52]. The validity and reliability 
study of the version (MMSE-E) for the illiterate was also conducted [52].

Additionally, the Cognitive Assessment Test (COST) was developed in 2012 for 
the illiterate [53]. Although there are several versions of MMSE for the uneducated, 
there is no clear consensus. The most important advantage of COST is that the same 
version can be used for both educated and uneducated populations. Unlike MMSE, 
COST also provides a detailed assessment of more cognitive domains and language 
functions such as retrograde memory, general current knowledge, apraxia, agnosia, 
and executive functions. The highest score from eleven sub-units is 30. It takes 
approximately 10–15  min. The higher the score, the better the cognitive func-
tion [53].

The Montreal Cognitive Assessment (MOCA) test can also be used to detect 
particularly early stages of cognitive dysfunction [54]. Application time is approxi-
mately 10 min. It includes items that measure attention, concentration, executive 
function, memory, language, visual-spatial skills, abstract thinking, and calculation. 
The highest score is 30. The scores 21 and above are considered normal.

The Saint Louis University Mental Status Exam (SLUMS) is used for cognitive 
assessment in individuals over the age of 60 [55]. Reliability and validity are avail-
able in many cultures and languages   such as Chinese and Arabic. It mainly aims to 
differentiate HKB and dementia from the cognitively normal geriatric population. It 
consists of 11 items and the highest score is 30. According to the educational level 
of the patient, the evaluation of the scores varies [56].

Another practical cognitive screening test for primary health care is Rapid 
Cognitive Screening (RCS). This test, which can be applied in about 5 min, contains 
three titles, which are clock drawing, remembering, and insight. The highest score 
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is 10. The validation study was also made in Turkey [57]. Mini-cog, the General 
Practitioner Assessment of Cognition (GPCOG), and Memory Impairment Screen 
(MIS) are some of the choices. Mini-cog is a 3-min screening test that can increase 
the detection of cognitive impairment in older adults [58]. It consists of a three- 
point recall test and a simple rated clock drawing. These tests are easily performed 
by non-physician healthcare professionals. It is considered to be relatively indepen-
dent from education, language, and culture [10]. In Table 11.2, other tests that can 
be applied in primary healthcare institutions are briefly mentioned.

Additionally, because the development of easily applicable, time-saving, and 
cost-effective screening methods has allowed identifying the individuals that require 
further evaluation among the patients who apply to especially primary care settings 
for memory loss, some methods, such as applause sign (AS), head turning sign 
(HTS), and attended alone sign (AAS), were reported by which the physicians 
decide to screen for cognitive impairment in older adults [59–63]. The evaluation of 
AS is as follows: the patient was asked to clap three times as fast as possible after 
the examiner. If the patient clapped three times, they were considered negative for 
AS; if the patient clapped more than three times, they were considered positive for 
AS. Patients who clapped less than three times were considered as pathologic and 
having positive for AS, as reported previously [64–66]. HTS was assessed while the 
patient’s caregiver sat silently at a 450 angle, approximately 1 m behind the patient. 
The patient was encouraged in a conversation about their cognitive function history. 
If the patient turned her/his head away from the collocutor and toward the caregiver 

Table 11.2 Cognitive function screening tests used in primary healthcare

Tests Features
RCS [57] It is applied in about 5 min, contains 3 titles that are clock drawing, 

remembering, and insight
Triple [63] It consists of the attended alone sign, head turning sign, and applause sign
RCS-Triple 
[67]

RCS plus triple test

Mini-cog 
[58]

It is a 3-min screening test. It consists of a three-point recall test and a simple 
rated clock drawing. It has high sensitivity

SPMSQ [68] It consists of 10 questions. High specificity.
Applicable to all levels of education

6CIT [69] It consists of 6 questions. High specificity.
Applicable to all levels of education

AMT [70] It consists of 10 questions. High specificity.
Applicable to all levels of education

CDT [71] It has high specificity and sensitivity. It is sufficient to be literate; it can be 
applied to all education levels

GPCOG 
[72]

It consists of two parts, both for the patient and the caregiver. High sensitivity 
and specificity. A certain level of education is required

MIS [73] It consists of 6 questions. It has high sensitivity and specificity.
Applicable to all levels of education

AS applause sign, AAS attended alone sign, AMT Abbreviated Mental Test, CDT clock drawing 
test, GPCOG General Practitioner Assessment of Cognition, HTS head turning sign, MIS Memory 
Impairment Screen, Mini-cog mini cognitive test, RCS Rapid Cognitive Screen Test, SPMSQ Short 
Portable Mental Status Questionnaire, 6CIT 6-item Cognitive Impairment Test
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person(s) for help, the patient was considered positive for HTS; if the patient did not 
seek help, they were considered negative for HTS [60, 61, 63]. AAS was evaluated 
based on whether the patient attended the clinic with a family member, caregiver, or 
friend. If the patient was accompanied, they were considered negative for attended 
alone sign [61, 63, 65, 66]. Our study group demonstrated that the combination of 
these three signs, named Triple test, has been shown to be a simple, rapid, and effec-
tive screening tool for detecting cognitive impairment and deterioration of daily 
living activities in elderly adults [63]. Furthermore the combination of RCS and 
Triple test has the ability to identify the cognitively healthy older adults with subjec-
tive memory complaints, while those with poor performance for any of them may 
require further neurocognitive evaluation for cognitive impairment [67]. In other 
words, the combination of both tests could serve as an indicator in need of further 
neurocognitive analysis, especially in daily busy clinical practice.

Loss of memory disrupting daily life, difficulties in planning or solving prob-
lems, difficulty in completing known tasks, confusion in time or place, difficulty in 
understanding visual images and spatial relationships, new problems with words 
when speaking or writing, placing things in the wrong place and losing the ability 
to follow the steps, difficulty in decision-making, withdrawal from work or social 
activities, and changes in mood and personality are particularly stimulating findings 
for Alzheimer’s type dementia [22, 74]. For the differential diagnosis of MCI and 
dementia, it should be evaluated whether there is a deterioration in daily and instru-
mental life activities. It may be possible to understand this by asking the following 
questions [15, 22, 74, 75]:

• Have you ever experienced any confusion or loss of consciousness in the last 
12 months?

• Did you need help in the past 7 days for any activity such as eating, bathing, 
using the toilet, or dressing?

• Did you need any help from someone else in the past 7 days, except for cleaning 
the house, using a telephone, preparing food, traveling, shopping, or taking your 
medication?

11.4  Management

That the primary healthcare physicians make a differential diagnosis in a patient 
coming to say “I’m forgetful” and manage treatment for correctable causes is one of 
the desired goals. In addition, it is crucial that primary physicians should play a 
more active role in combating polypharmacy and potentially inappropriate medica-
tions due to potentially negative effects on cognitive functions [76]. Additionally, 
since delirium is an acute alteration of cognition, it is important to develop primary 
and secondary prevention and therefore close contact with the patient, ensuring 
adequate vision, hearing, nutrition, hydration, and sleep; informing the caregivers 
about delirium for recognizing early symptoms of delirium, mobilizing the patient 
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as early as possible, and managing the pain are strongly recommended in the pri-
mary care setting [21].

Finally, it is crucial that a patient with cognitive complaints should be referred to 
the reference memory center for differential diagnosis, after initial appropriate clini-
cal and biochemical evaluations and screening for cognitive impairment in the 
elderly.
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Abstract

Demographic composition of societies is aging and the prevalence of mental ill-
ness is high in older patients and associated with a poor outcome. Compared with 
younger age groups, manifestations of mental disorders may be different in the 
elderly. Moreover, there are several difficulties in separating symptoms of mental 
disorders from those occurring in normal aging. Many factors linked to psychi-
atric disorders increases with age, including loss of close relatives, social net-
work, previous status in society, sensory functions, functional ability. In addition, 
psychosocial risk factors as well as organic factors increase the risk and can 
complicate the development of psychiatric disorders in such population.

Thus, it is crucial to investigate and recognize psychiatric disorders among the 
elderly patients because of their consequences that include social deprivation, 
poor quality of life, cognitive decline, disability, increased risk for somatic disor-
ders, suicide, and increased non-suicidal mortality
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12.1  Epidemiology of Major Psychiatric Disorders 
in the Older People

Human longevity is increasing, and the demographic composition of societies is 
aging. Between 2015 and 2050, global life expectancy at birth is expected to increase 
from 70 to 77 years [1].

By 2050, the proportion of the world’s population aged older than 60 years is pro-
jected to double, and the proportion aged older than 80 years is projected to triple [2, 
3]. So, many studies estimate that the global prevalence of major depressive disorder 
(MDD) is in the range of 1% to 5% among adults aged 65 years or older 4–10 [4–9].

Global estimate of the prevalence of clinically significant depressive symptoms 
(CSDSs), which do not meet the full criteria for MDD, among adults aged 65 years 
or older is around 15% [4, 9–12].

The prevalence of major depressive disorder and clinically significant depressive 
symptoms in older adults is similar to that of middle-aged adults, and in the older 
people, this problem is a public health priority [12, 13] given that the consequences 
of depression are more severe among older adults. Depression in older people 
increases the risk for many adverse outcomes such as physical health problems, 
suicide, mortality, and reduced physical, cognitive, and social functioning [4, 6, 
12, 14–18].

A frequent psychiatric illness in older people is anxiety [19–22]. Prevalence rates 
of anxiety disorders among older adults are 1.2–15% in community samples and 
1–28% in clinical samples of older adults [23–25].

With age, anxiety and depression comorbidity seems to increase, with about 
half of depressed older adults meeting criteria for a coexisting anxiety disorder 
[26–29].

The coexistence of anxiety and dementia is common too [30]. The development 
of anxiety in these patients is often associated with memory impairment or confu-
sion [30]; may be a mark of agitation, a typical feature in the behavioral manifesta-
tion of dementia [31]; and is not always detected, because of their inability to report 
their own subjective experiences accurately [32, 33].

Alcohol use disorder is also a common but underrecognized problem among 
older adults. Alcohol use disorders (AUDs) afflict 1–3% of older subjects [34]. One 
third of older alcoholic persons develop a problem with alcohol in later life, while 
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the other two thirds grow older with the medical and psychosocial sequelae of early- 
onset alcoholism [35].

A systematic review of the prevalence of BD in population-based studies revealed 
heterogeneous findings concerning the prevalence of BD, ranging from 0.1% to 
7.5% [36], related to the consideration of subthreshold criteria upon diagnosis, dif-
ferences in study design, and psychiatric assessment.

Psychosis is one of the most common conditions in later life with a lifetime risk 
of 23%. Despite its high prevalence, late-onset psychosis remains a diagnostic and 
treatment dilemma. In fact there are no reliable pathognomonic signs to distinguish 
primary or secondary psychosis that affects approximately 60% of older patients 
with newly incident psychosis [37].

12.2  Major Psychiatric Disorders in Older People

12.2.1  Depressive Disorder in the Older People

Mood disorders are frequent in the older people, and depression is the most com-
mon psychiatric disorder. When depression occurs in subjects older than 65 years 
old, it’s called late-life depression (LLD) [38].

In older people, depression can worsen comorbid medical conditions and can 
cause a relevant burden impacting on caregivers and the family in general [39]. 
Depression is associated with increased morbidity and mortality [40].

According to DSM-5, depressive disorders include major depressive disorder 
(major depression – DM), persistent depressive disorder (dysthymia), a substance−/
drug-induced depressive disorder, depressive disorder due to another medical con-
dition, otherwise specified depressive disorder, and the depressive disorder without 
specification [41].

The common characteristic of the aforementioned disorder is the presence of 
sad mood or loss of interest and pleasure, accompanied by somatic modifications 
and cognitive impairments that significantly affect the individual functioning 
[42]. To receive a diagnosis of major depressive disorder, patients should have 
depressed mood and/or loss of interest plus four or more associated symptoms, 
including (1) changes in appetite, (2) sleep disturbance, (3) psychomotor agitation 
or retardation, (4) fatigue, (5) inappropriate guilt or feelings of worthlessness, (6) 
poor concentration or indecisiveness, and (7) recurrent thoughts of death or sui-
cidal ideation.

These symptoms must be present nearly every day for at least 2 weeks and cause 
clinically significant distress or functional impairment [41].

The clinical picture of DM varies considerably along the life span, particularly 
among those who have an early onset depression (EOD) or late-onset depression 
(LOD), after 50  years. LOD is characterized by apathy and neuropsychological 
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deficits, including executive dysfunction, as well as psychomotor modifications 
[43, 44].

In addition to depressed mood and/or loss of interest, depressive symptoms in 
LLD can be distinguished in vegetative, cognitive, and psycho-somatic. 
Vegetative symptoms include sleep disorders (early awakenings, intermediate 
insomnia), loss of appetite, constipation, loss of libido, and asthenia. Cognitive 
symptoms include decreased attention and motivation, insecurity, slowdown of 
thought, reduced concentration, and continuous brooding. Most common psy-
chosomatic symptoms are asthenia, osteoarticular migrant pain, palpitations, 
tachycardia, headaches, abdominal pain, empty head and confused, dyspnea, 
sense of suffocation, low back pain, gastrointestinal disorders, and, importantly, 
anhedonia, as well as Beck’s triad (negative view of the world, of themselves, 
and of the future), meaning of guilt, self- denigration, and feelings of despair and 
of impotence [39, 45].

Depression in the older people is heterogeneous and manifests in more complex 
pictures than adulthood; however no specific section is dedicated in DSM-5. LLD is 
frequently underrecognized, underestimated, and undertreated. Anxiety, irritability, 
and physical symptoms, including pain, frequently manifest LLD [46]. Many psy-
chological, relational, and socio-environmental factors are obstacle for LLD diag-
nosis. Social isolation, mourning, loneliness, and sensory deficits (in particular 
sight and hearing) can limit older people individuals’ access to mental health care. 
Also, chronic medical conditions can cause physical symptoms which can fre-
quently also be a manifestation of LLD (i.e., gastrointestinal symptoms, pain, 
among others) [47].

Finally, cognitive deficits can also be prominent and catalyze clinical attention, 
with depressive symptoms being masked and ending up being neglected [38]. 
Cognitive symptoms can also be the only manifestation of LLD, which can mimic 
dementia (pseudodementia), yet just being a manifestation of depression and 
responding well to antidepressants.

About the pathogenesis of LOD, it is shown that vascular and neurodegenerative 
factors contribute to the variety of phenotypic manifestations [48].

Recognition of risk factors for depression can aid in making the diagnosis. Risk 
factors can be categorized as biological or psychosocial. The most significant risk 
factors for depression in the older people include female gender, past history of 
depression, sleep disturbance, disability, and bereavement. Protective factors 
include physical health, self-efficacy, good social networks, and religious involve-
ment [4, 49].

Biological risk factors are female gender, history of depression, chronic medical 
illness, chronic pain, sleep disturbance, and medications (i.e., opioids, BDZ, beta 
blockers). Psychosocial risk factors are social isolation, being divorced or widow-
hood, bereavement, caregiver role, low socioeconomic status, and poor per-
ceived health.
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Most commonly reported psychiatric comorbidities, which influence the course 
and the outcome of depression, are anxiety disorders, alcoholism, and cluster B and 
C personality disorders [50, 51].

As any other psychiatric condition, symptoms of depression can be measured. 
Depression rating scales do not replace clinical diagnosis but can be useful as 
screening tools and as a measure of efficacy. The most commonly used in the geri-
atric age are the Geriatric Depression Scale (GDS), the Hamilton Depression Rating 
Scale (HRSD), the Cornel Scale for Depression in Dementia (CDS), the “Center for 
Epidemiologic Studies Depression Scale” (CES-D), the Self Rating Depression 
Scale (SDS), the Beck Depression Inventory (BDI), and Patient Health 
Questionnaire-9 (PHQ-9) [52].

Two common depression rating scales utilized by general practitioner are the 
Geriatric Depression Scale (GDS) and the Patient Health Questionnaire-9 (PHQ-9). 
GDS is a 30-item instrument developed specifically for older adults. The scale uti-
lizes a Yes/No format and can be self-administered or clinician administered [53]. 
One advantage of the GDS lies in its focus on psychological and cognitive aspects 
of depression rather than neurovegetative symptoms that may overlap with medical 
illnesses common in older adults.

The PHQ-9 is a nine-item self- or clinician-administered screening tool designed 
for use in primary care. The nine items on this scale correspond to the DSM-5 cri-
teria for major depression. Both versions have approximately 80% sensitivity and 
specificity in detecting depression. An added advantage of PHQ-9 over GDS is that 
it can be useful in monitoring treatment response over time [54].

Moreover, a functional assessment is especially important in the evaluation of 
the impact and severity of LLD.  Basic activities of daily living (ADLs) include 
bathing, dressing, grooming, toileting, and self-transferring. Instrumental activities 
of daily living (IADLs) include more complex daily activities such as preparing 
meals, administering medications, driving, managing finances, and using simple 
electronics such as the telephone or remote control [55]. (I)ADL should also be 
measured in subjects with LLD and in particular in subjects with medical 
comorbidities.

Suicidality can range from passive thoughts of death and wishing that one were 
not alive to active thoughts of self-harm with plan and intent. A suicide assessment 
begins with inquiring about the presence of suicidal thoughts, plans, and intent. A 
complete suicide assessment requires attention to suicide risk factors, protective 
factors, and warning signs of impending suicide. Risk factors for suicide in the older 
adult include mood disorders, chronic medical illnesses and associated functional 
impairment, chronic pain, and psychosocial factors such as social isolation [56]. 
Warning signs of impending suicide may indicate preparations for suicide and 
include feelings of hopelessness or lack of purpose, feeling trapped, talking about 
death, threatening suicide, agitation, social withdrawal, increased substance use, 
and reckless behavior [57].
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The diagnostic process should investigate eventual underlying illness, so a physi-
cal examination should be performed first. In fact the condition that most frequently 
leads to depression is the presence of a physical illness with consequent disability, 
loss of autonomy, and dependence. Secondly a complete blood exam should search 
eventual cause of LLD. Recommended blood tests are RBC, Na, K, Mg, BUN, cre-
atinine, Vit B12, iron deficiency, folate, and a complete thyroid hormone exam.

First-level neuroimaging is CT scan of the brain. In fact neuroimaging may 
reveal signs of cerebrovascular disease which can predispose, precipitate, or per-
petuate depression in older adults.

Pharmacological and psychosocial interventions for depressions are both crucial 
to treat LLD and sustain patients’ caregivers.

The pharmacological management of depression in late life is complicated by 
age-related changes, higher sensitivity to develop side effects, concomitant medical 
disorders with drug interaction phenomena, and compliance problems [46]. 
However, even an untreated depressive disorder can be detrimental, given the detri-
mental impact it can have on an individual’s daily activities with loss of indepen-
dence and on the adherence to eventually comorbidities’ treatment.

The choice of antidepressant must be based on the best side effect profile and on 
the lowest risk of drug interactions [58].

Use of selective serotonin reuptake inhibitors (SSRIs) and serotonin noradrena-
line reuptake inhibitors (SNRIs) represents a frequent choice among a wide range of 
antidepressants. Among SSRIs, escitalopram and citalopram have less side effects 
in terms of sedation and cognitive impairment and should be considered first, while 
fluoxetine and paroxetine should be third choice given their long half-life and anti-
cholinergic effects, respectively. Among SNRIs, both duloxetine and venlafaxine 
are valid options.

Although most of the clinical studies have been conducted on SSRIs and 
SNRIs, there are other classes of antidepressants that are equally effective: nor-
adrenergic and specific serotonergic antidepressant (NaSSA) like mirtazapine 
[59] and reuptake inhibitors of noradrenaline (NaRI) including reboxetine [60], 
mianserin [61], and trazodone [62, 63]. Yet, these latter medication can have 
sedative side effects.

Vortioxetine is also a novel antidepressant with multimodal activity (5-HT3, 
5-HT7, and 5-HT1D receptor antagonist, 5-HT1B receptor partial agonist, 5-HT1A 
receptor agonist and serotonin (5-HT) transporter (SERT) inhibitor) and procogni-
tive effects [64, 65].

The use of TCAs, nortriptyline, and desipramine, for instance, is currently indi-
cated as a third-line therapy and can be considered in cases of resistance to treat-
ment with new-generation drugs in the absence of comorbidity [66–68].

Exercise should supplement pharmacological treatment, given the body of evi-
dence supporting its efficacy on depressive symptoms and specifically in the older 
people [69].
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Moreover, psychosocial support including family members and pro-socializing 
support should also be performed, given the detrimental effects loneliness can have 
on physical and mental health [70].

Participant ID#: Date:
Geriatric depression scale
Instructions: Choose the best answer for how you felt over the past week.
Note: When asking the participant to complete the form, provide the self-rated form.

A B
1. Are you basically satisfied with your life? No Yes
2. Have you dropped many of your activities and interests? Yes No
3. Do you feel that your life is empty? Yes No
4. Do you often get bored? Yes No
5. Are you hopeful about the future? No Yes
6. Are you bothered by thoughts that you just can’t get out of your head? Yes No
7. Are you in good spirits most of the time? No Yes
8. Are you afraid that something bad is going to happen to you? Yes No
9. Do you feel happy most of the time? No Yes
10. Do you often feel helpless? Yes No
11. Do you often get restless and fidgety? Yes No
12. Do you prefer to stay home at night, rather than go out and do new things? Yes No
13. Do you frequently worry about the future? Yes No
14. Do you feel that you have more problems with memory than most? Yes No
15. Do you think that it is wonderful to be alive now? No Yes
16. Do you often feel downhearted and blue? Yes No
17. Do you feel pretty worthless the way you are now? Yes No
18. Do you worry a lot about the past? Yes No
19. Do you find life very exciting? No Yes
20. Is it hard for you to get started on new projects? Yes No
21. Do you feel full of energy? No Yes
22. Do you feel that your situation is hopeless? Yes No
23. Do you think most persons are better off than you are? Yes No
24. Do you frequently get upset over little things? Yes No
25. Do you frequently feel like crying? Yes No
26. Do you have trouble concentrating? Yes No
27. Do you enjoy getting up in the morning? No Yes
28. Do you prefer to avoid social gatherings? Yes No
29. Is it easy for you to make decisions? No Yes
30. Is your mind as clear as it used to be? No Yes

Score: Count responses circled in column A. A total greater than 12 may indicate 
depression. Short form consists of 15 questions including items 1–4, 7–9, 12, 14, 
15, 17, and 21–23. A total greater than 4 column A responses may indicate 
depression.

Yesavage JA, Brink TL, Rose TL, et al. Development and validation of a geriatric 
depression screening scale: a preliminary report. J Psychiatr Res. 1983;17:37–49.
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Over the last 2 weeks, how oftenhave you
been bothered by any of the following problems?

(Use “ ” to indicateyouranswer” Not at 
all

Several
days 

More
than
half the
days  

Nearly
every
day 

1. Little interest or pleasure in doing things.......……… 0 1 2 3

2. Feeling down, depressed, or hopeless.………..…… 0 1 2 3

3. Trouble falling or staying asleep, or sleeping too 
much..................................................………..…….. 0 1 2 3

4. Feeling tired or having little energy......……...……… 0 1 2 3

5. Poor appetite or overeating.......................……….… 0 1 2 3

6. Feeling bad about yourself—or that you are a failure
or have let yourself or your family down………………….. 0 1 2 3

7. Trouble concentrating on things, such as reading the
newspaper orwatchingtelevision.……………………….. 0 1 2 3

8. Moving or speaking so slowly that other people could
have noticed? Or the opposite —being so fidgety  or restless
that you have been moving. around a lot more than
usual..............……………………………………………….. 0 1 2 3

9. Thoughts that you would be better off dead orof
hurting yourself in some way......
……………………………………

0 1 2 3

Column totals + + +  

= Total Score  

From the Primary Care Evaluation of Mental Disorders Patient Health 
Questionnaire (PRIME-MD PHQ). The PHQ was developed by Drs. Robert 
L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues. For research infor-
mation, contact Dr. Spitzer at rls8@columbia.edu. PRIME-MD® is a trademark of 
Pfizer Inc. Copyright© 1999 Pfizer Inc. All rights reserved. Reproduced with 
permission.

Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression 
severity measure. J Gen Intern Med 2001;16:606–613.

12.3  Anxiety Disorder

Anxiety is a frequent negative emotional state involving more than temporary worry or 
fear and characterized by excessive and persistent sense of apprehension, accompanied 
by specific somatic, cognitive, neurobiological, and behavioral manifestations [71].
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It can cause clinically significant distress or impairment in social, occupational, 
and other important areas of functioning and is characterized by intense fear, anx-
ious arousal, irrational thought, and avoidance. Until the fifth edition of the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-5), anxiety disorder 
included GAD (general anxiety disorder), phobia (social phobia, agoraphobia, and 
specific phobia), panic disorder, obsessive-compulsive disorder (OCD), and post-
traumatic stress disorder (PTSD), but the two latter are no longer considered as 
anxiety disorders [72, 73].

Anxiety disorders not only have a high prevalence, but there’s also a frequent 
comorbidity with somatic manifestations as well as other mental disorders [74]. 
Older people with anxiety disorders frequently have physical illness such as cardio-
vascular disease, hypertension, diabetes, asthma, and chronic pain [75, 76]. 
Conversely, in clinical settings (e.g., patients with diabetes, cancer, cardiovascular, 
respiratory, or neurological disease), the prevalence of anxiety is reported to be 
high, reaching over 50% [77–79], and can contribute to the onset or increased sever-
ity of somatic diseases. Depressive and anxiety disorders frequently coexist across 
the lifespan [80].

Anxiety is also associated with cognitive impairment (understanding and com-
municating), difficulty in social interaction, life activities, and participation in social 
networks. The disability levels are particularly high for social anxiety disorder and 
mixed anxiety disorder [81]. Anxiety disorders, especially in the older people, are 
not only chronic and with high recurrence rates but also frequently accompanied 
with low compliance with medical treatment which also contributes to high disabil-
ity level and thus an increased risk of mortality [74].

Generalized anxiety disorder (GAD) is characterized by chronic, uncontrollable 
worry that interferes with function and is accompanied by restlessness, irritability, 
muscle tension, easily fatigue, impaired concentration, and disturbed sleep [82]. 
GAD is a distressing chronic illness and is often accompanied by somatic anxiety 
symptoms, so most patients are not recognized in primary care [83].

Patients with anxiety disorder had received adequate treatment whatever in 50% 
of case, and less than 25% of patients with anxiety or depression reported adequate 
treatment in primary care [84].

This happens because patients with anxiety disorder and with GAD search treat-
ment in general practitioners specially for somatic symptoms (e.g., restlessness, 
being easily fatigued, irritability, difficulty concentrating, dyssomnia, and muscle 
tension) rather than worrying. That’s true in particular for older people who also 
suffer from chronic diseases. Hence these patients tend to be under-detected, under-
treated, or treated inappropriately, and the rates of full remission tend to be low [85]. 
The prevalence of GAD in persons over 65 years of age is lower than in younger 
adults, with a range in older people of 1–2% [86].

PD is characterized by episodic, unexpected panic attacks that occur without a 
clear trigger [82]. Panic attacks are defined by the rapid onset of intense fear (typi-
cally peaking within about 10 min) that evidence physical and cognitive dysfunction. 
Another requirement for the diagnosis of PD is that the patient worries about further 
attacks or modifies his or her behavior in maladaptive ways to avoid them. The most 
common physical symptom accompanying panic attacks is palpitations [87].
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Social phobia is characterized by marked anxiety about one or more social situa-
tions in which the individual is exposed to possible scrutiny by others such as social 
interactions or being observed while eating or performing in public [88]. Core symp-
toms of abovementioned disorder are anxiety associated with thinking about social 
situations, being in the social situation, remaining in the social situation too long, and 
avoiding such occasions. Additional concerns involve self-evaluations of being more 
nervous than others and having greater fear or avoidance than is reasonable [89]. 
People 65 years and older experience less social phobia than those who are younger.

Specific phobia is an anxiety disorder that represents exaggerated or irrational 
fear related to a specific object or situation [90], and the prevalence and course of 
specific phobia decrease in the older people. One common example of specific pho-
bia is fear of falling that is especially frequent among older individuals and occurs 
in up to 50% of those in long-term facilities [91].

When evaluating a patient for a suspected anxiety disorder, it is important to 
exclude medical conditions with similar presentations (e.g., endocrine conditions 
such as hyperthyroidism, pheochromocytoma, or hyperparathyroidism; cardiopulmo-
nary conditions such as arrhythmia or obstructive pulmonary diseases; neurologic 
diseases such as temporal lobe epilepsy or transient ischemic attacks). Other psychi-
atric disorders (e.g., other anxiety disorders, major depressive disorder, bipolar disor-
der); use of substances such as caffeine, albuterol, levothyroxine, or decongestants; or 
substance withdrawal may also present with similar symptoms and should be ruled out.

Psychotherapy is optioned for treatment of GAD with the advantage of being 
side effect free.

CBT (cognitive behavioral therapy) is considered the gold standard psychothera-
peutic treatment focusing on challenging cognitive biases through cognitive restruc-
turing and behaviors through graded exposure, teaching the patients specific skills 
to rerun in their daily routine as well as relaxation training. The cognitive interven-
tions aim to modify maladaptive cognitions, self-statements, or beliefs, but their 
efficacy is also contingent on the ability of the therapist, the severity of the disorder, 
and the length of therapy [92].

Exposure therapy is recommended for patients with specific phobias [93].
Drug treatment often has better efficacy than psychotherapy alone in people with 

late-life anxiety [94].
Antidepressants are generally the first-line medical treatment option for anxiety 

disorders and include SSRI or serotonin-norepinephrine reuptake inhibitor (SNRI) 
drugs [95]. SSRIs have been shown to be the best-tolerated medications, and 
response rates are significantly higher than for placebos [92]. This class of medica-
tions includes escitalopram, paroxetine, and sertraline.

Among SSRI class paroxetine has important anticholinergic effects, so it is not 
indicated in patients that have cognitive impairment or that can develop it. Moreover 
SSRI class may show adverse effects such as agitation, sleep disturbances, and ner-
vousness at the beginning of treatment. These effects may be controlled with benzo-
diazepines drugs.
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All these medications should be initially administrated at low doses and gradu-
ally augmented to the therapeutic levels so we can prevent anxiety exacerbation, 
especially in older people patients.

Another drug indicated in general anxiety disorder is pregabalin that is a syn-
thetic gamma-aminobutyric acid (GABA) analog with anticonvulsant, anxio-
lytic, and analgesic activities. Compared to SSRIs pregabalin improves not only 
psychic symptoms but also somatic symptoms of GAD, and it does not appear to 
have the withdrawal symptoms associated with benzodiazepines, but dizziness 
and somnolence are frequently reported especially at the beginning of treatment 
[96, 97].

Benzodiazepines are used for relieving acute anxiety on a short-term basis 
(up to 4 weeks), but benzodiazepine side effects in the older people must be 
considered, cognitive impairment, psychomotor impairment, excessive seda-
tion, instability of gait, falls, and fractures, so these drugs have limited use 
[98–100]. Long-term use of benzodiazepines can lead to substance depen-
dence, tolerance effects, as well as severe withdrawal symptoms when stopping 
this treatment.

12.3.1  Hypochondriasis in the Older People

Old patients previously diagnosed with hypochondriasis may be diagnosed as hav-
ing illness anxiety disorder, in which the somatic symptoms are not present or they 
are only mild, or most frequently with somatic symptom disorder (SSD).

Box 12.1 Overview of Anxiety Syndromes and Treatments

Disorders Treatments
Specific 
phobia

Exposure therapy, as in cognitive behavioral therapy (CBT), is 
recommended as treatment for specific phobia; when CBT is unavailable, 
benzodiazepines may be utilized if there is no history of or current 
substance abuse; benzodiazepines should not be prescribed concurrently 
with opioids

Social 
phobia

CBT is effective; patients preferring medication may be treated with 
second-generation antidepressant drugs; propranolol may be prescribed 
for those with infrequent performance anxiety, such as for public 
speaking

Generalized 
anxiety 
disorder

CBT is effective; patients preferring medication may be treated with 
second-generation antidepressant drugs

Panic 
disorder

Second-generation antidepressant drugs are efficacious for patients with 
panic disorder but should be started at low doses; benzodiazepines have 
more rapid onset of effects but are not prescribed for those with 
substance use concerns due to dependency risks
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SSD is a recently defined diagnosis in the Diagnostic and Statistical Manual of 
Mental Disorders, fifth edition (DSM-V), and it is the manifestation of one or more 
physical symptoms accompanied by excessive thoughts, emotion, and/or behavior 
related to the symptom, which causes significant distress and/or dysfunction 
[101, 102].

According to the DSM-5, three criteria have been identified for the diagnosis of 
somatic syndrome disorders (SSDs):

• Somatic symptom(s) that cause significant distress or disruption in 
daily living.

• One or more thoughts, feelings, and/or behaviors that are related to the somatic 
symptoms which are persistent, excessive, associated with a high level of anxi-
ety, and result in the devotion of excessive time and energy.

• Symptoms lasting for more than 6 months.

The prevalence of somatic symptom disorder (SSD) is estimated to be 5–7% of 
the general population, with higher female representation (female-to-male ratio 
10:1), and can occur in childhood, adolescence, or adulthood [103]. The prevalence 
increases to approximately 17% of the primary care patient population [104].

The diagnosis of SSD and a concomitant organic disease are not mutually exclu-
sive and often occur together.

It is important to make a differential diagnosis with other psychiatric diseases: in 
particular anxiety disorders (DAP, GAD), depressive disorders, delusional disor-
ders, body dysmorphic disorder, and obsessive-compulsive disorder. In addiction 
the diffuse, non-specific symptoms in somatic syndrome disorder (SSD) may con-
found and mimic presentations of other medical illnesses, making diagnosis and 
treatment difficult.

The primary care provider should schedule regular visits to reinforce that 
symptoms are not suggestive of a life-threatening or disabling medical condi-
tion [105].

Diagnostic procedures and invasive surgical treatment are not recommended, 
and sedative medications, or narcotic analgesics, should be avoided. Conversely 
early psychiatric treatment is recommended. Studies have shown that cognitive- 
behavioral therapy is associated with significant improvement in patient-reported 
functioning and somatic symptoms [106]. Pharmacologic approaches should be 
limited: antidepressants can be initiated to treat psychiatric comorbidities (anxiety, 
depressive symptoms, obsessive-compulsive disorder). Selective serotonin reuptake 
inhibitors (SSRIs) and serotonin-norepinephrine reuptake inhibitors (SNRIs) have 
shown efficacy with an improvement of SSD compared to placebo [107]. However, 
medications should be initiated at the lowest dose and increased slowly to achieve a 
therapeutic effect as patients with SSD may have a low threshold for perceiving 
adverse effects, introducing another source of concern.
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12.3.2  Alcohol Use Disorder in the Older People

Alcohol use disorder is a condition characterized by compulsive heavy alcohol use, 
loss of control over alcohol intake, and a negative emotional state when not drinking, 
which can follow a chronic, relapsing course. Alcohol use disorders are some of the 
most prevalent mental disorders globally, affecting 8.6% of men and 1.7% of women 
in 2016, predominantly affecting men still five times that in women. It is associated 
with high mortality and burden of disease, mainly due to medical consequences [108].

Despite their high prevalence, alcohol use disorders are undertreated partly 
because of the high stigma associated with them but also because of insufficient 
systematic screening in primary healthcare [108].

Managing alcohol use disorders among older patients is complicated by the 
increased effect of alcohol associated with pharmacologic changes in the older peo-
ple; by the interactions between alcohol and drugs, prescription and over-the- 
counter; and by the physiologic changes related to aging that can alter the 
presentation of medical complications of alcoholism [35].

Alcohol use disorders are defined by the Diagnostic and Statistical Manual 
of Mental Disorders (DSM) and the International Classification of Disease 
(ICD) by operational criteria: continued alcohol use despite negative psycho-
logical, biological, behavioral, and social consequences, of which a minimum 
number must be met during the same 12-month period to qualify for the diagno-
sis. Depending on the number of criteria met, it is classified in mild, moderate, 
or severe disorder.

It is possible to distinguish three different phases that characterize the alcohol 
addiction cycle: (1) binge or intoxication; (2) withdrawal or negative affect; and (3) 
preoccupation or craving [109].

Patients, their families, and society in general should be informed that alcohol 
use disorders are not a result of any individual weakness or moral failing, but it is 
caused by a complex interaction of individual, social, cultural, and biological 
factors.

Screening instruments can be used by family physicians to identify older patients 
who have problems related to alcohol: CAGE, SMAST-G, and AUDIT (or AUDIT-C, 
the short form of the AUDIT comprising only the three consumption items) are the 
most common and validated questionnaires used to identify AUDs in the older peo-
ple. The ten-item WHO AUDIT is useful in detection of problem drinking in a range 
of clinically and culturally diverse population (sensitivity and specificity typically 
80–90%).

Clinical assessment should obtain a detailed history of alcohol use, the symp-
toms of alcohol use disorder, and the details of last drinking session. The use of 
other substances, social situation, and their insight and motivation to change their 
drinking habits should be assessed. Physical examination should begin by assess-
ment of intoxication (slurred speech, ataxia, and inappropriate affect) and 
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withdrawal symptoms (restlessness, tachycardia, and fine action tremor). A neuro-
logical assessment should look for signs of Wernicke’s encephalopathy character-
ized by the classic triad of confusion, ataxia, and nystagmus. Orientation, short-term 
memory, and mental state should be evaluated [110].

Some laboratory markers of alcohol abuse (AST, ALT, GGT, MCV, and CDT) 
may also be helpful. In particular, the sensitivity of MCV or GGT in detecting alco-
hol misuse is higher in older than in younger populations [34]. Tell-tale indicators 
have been described, such as the smell of alcohol on a patient’s breath, the presence 
of red eyes, and findings of raised liver enzymes or other comorbidities, rather than 
on official criteria [111].

Chronic alcohol abuse is associated with tissue damage to several organs. An 
increased level of blood pressure is more frequent in the older people than in 
younger adults, and a greater vulnerability to the onset of alcoholic liver disease and 
an increasing risk of breast cancer in menopausal women have been described. The 
incidence of medical and neurological complications during alcohol withdrawal 
syndrome in older alcoholic people is higher than in younger alcoholics, including 
seizures and delirium.

In addition, the prevalence of dementia in older alcoholic people is almost 
five times higher than in non-alcoholic older people individuals, about 25% of 
older people patients with dementia are also alcoholics, and almost 20% of indi-
viduals aged 65 and over with a diagnosis of depression have a co-occurring 
AUD [34].

Psychosocial treatments such as brief counselling, motivational enhancement 
therapy, the community reinforcement approach, guided self-change, behavior con-
tracting, and social skills training were among the top ten most effective interven-
tions for alcohol use disorders, together with some pharmacological interventions 
[112]. Alcoholics Anonymous is also a widely used intervention for alcohol use 
disorders.

Acute management involves airway protection; hydration; monitoring of 
seizures, blood glucose, and ketoacidosis; and intramuscular sedation in the 
emergency department if patients manifest an aggressive behavior. The most 
widely used drugs for management of alcohol withdrawal are benzodiaze-
pines [113].

Different pharmacotherapies for relapse prevention have been approved to treat 
alcohol use disorders by maintenance of abstinence: naltrexone, acamprosate, and 
disulfiram. Nalmefene has been approved to reduce alcohol use rather than achieve 
abstinence. It is taken when the patients are at risk of drinking [114]. Previous meta- 
analyses showed that acamprosate and disulfiram might be better choice for 
abstinence- oriented treatment; conversely naltrexone and nalmefene should be used 
when reduced or controlled drinking is the goal [110]. In alcohol-dependent popula-
tions, little evidence is also associated to telephone-based interventions or Internet- 
based interventions [115, 116].
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12.3.3  Bipolar Disorders in the Older People

Bipolar disorder (BD) is a major affective disorder marked by recurrent episodes of 
mania/hypomania or depression as described in DSM-5 [73]. The subtypes of BD 
include bipolar disorder I (BD-I) and bipolar disorder II (BD-II). Patients with BD-I 
experience manic episodes and nearly always experience major depressive and 
hypomanic episodes, whereas BD-II is marked by at least one hypomanic episode, 
at least one major depressive episode, and the absence of manic episodes. To satisfy 
a clinical diagnosis of BD, the abnormal mood episodes should have a detrimental 
effect on individual’s social and occupational functioning.

A systematic review of the prevalence of BD in population-based studies showed 
prevalence of BD ranged from 0.1% to 7.5% [36]. Identifying BD in the older peo-
ple is of prominent clinical importance, given the long-term outcomes of patients 
with BD including cognitive deficits [117, 118], impaired functioning, and increased 
risk of dementia and ultimately premature death [119, 120].

Older age bipolar disorder (OABD) refers to patients older than 60 years with 
bipolar disorder (BD) [121].

Globally among all patients with BD, 25% are older than 60 years [122], with 
expected increasing rates up to 50% in 2030 [123], due to aging of the general popu-
lation among other factors [124]. Patients with OABD can be categorized into three 
groups. First, subjects may have been diagnosed with BD in early life and survived 
to old age (early onset). Second, they may have become manic in later life after 
previous depressive episodes (converter). Third, approximately 10% of patients 
with OABD develop new-onset mania later in life, often associated with vascular 
changes or other brain disorders (late onset) [125].

Box 12.2 Primary and Secondary Mania

Disorders in which manic symptoms may present
Mental disorders
1. BD
1a.  Converter (subjects with previous depressive episodes and first manic epi-

sode in older age)
1b. Late-life BD (subjects with previous manic episodes)
1c. Late-onset mania: New-onset BD in late life
2. Schizoaffective disorder
Other disorders—Secondary mania
Caused by underlying somatic illness or medication
Caused by underlying neurologic illness
Cause by substance abuse
Caused by medications
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While retrospective studies of OABD found that about half of all patients experi-
ence depression as their first mood episode [126–128], manic episodes also virtu-
ally always require major clinical attention. In the older people, manic symptoms 
can occur in the context of the three aforementioned clinical pictures (early onset, 
converter, and late-onset BD), as well as in the context of a schizoaffective disorder, 
but can also be caused by a specific medical condition.

Box 12.3 Diagnostic Assessment for OABD

History Somatic and psychiatric history
Medications, including over-the-counter medications
Collect history with an informant (spouse)
Exclude alcohol and illicit drug use
Family history for mood illness or other psychiatric disorders
Dramatic changes in functioning lifetime

Physical examination With a specific focus on neurological examination
Cognition MMSE, full neuropsychological examination if indicated
Laboratory studies Vitamin B, folic acid, full blood count, electrolytes, 

creatinine,
GFR, thyroid and liver function tests
Serum blood levels of current medications such as lithium 
and
Anticonvulsant medications
HIV and lues serology if indicated
Substances (alcohol, cocaine, others)

Imaging MRI scan of the brain
EEG

Box 12.4 Red Flags of Secondary Mania

Red flags—signs and symptoms associated with secondary mania
Dementia—Associated with neuropsychological deficits, or visual halluci-

nations, or neurological deficits
Substance abuse—Evidence of substance use in biological samples, or 

medical history, or as referred by relevant others
Medications—Check whether the subject is taking corticosteroids, or other 

CNS active medications recently introduces before manic symptoms
Thyroid dysfunction—Evidence of other signs of thyroid dysfunction, 

including gastrointestinal, heart rate, weight changes
Brain tumors—Evidence of associated neurological deficits, or abrupt 

major behavioral changes with associated confusion, headache, fever, sensory 
alterations

Delirium—Prominent confusing symptoms, including eventual signs of 
alcohol abstinence (delirium tremens)
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The presentation, severity, and prevalence of manic and depressive symp-
toms in OABD do not differ that much from those in adults younger than 
60 years of age [124, 129]. Also, no significant differences were found between 
early-onset and late-onset OABD [121]. However, given that BD associates with 
a number of medical conditions, including cardiovascular disease, diabetes, 
hypertension, hyperlipidemia, and obesity [130], and given that incidence of 
these comorbidities clearly increases with age, the role of medical comorbidi-
ties is particularly relevant in OABD. This is particularly important given the 
association between the cumulative number of illnesses and the estimated rela-
tive risk of suicide [131].

An assessment of older adults presenting with symptoms of mania, depression, 
or mood episodes with mixed characteristics requires a thorough examination and 
differential diagnostic evaluation, including identifying any potentially treatable 
medical conditions that may contribute to the manic/depressive symptoms. 
Assessment should include family history and careful characterization of prior 
mood episodes. A complete physical and neurologic examination should be con-
ducted. Laboratory workup should include a comprehensive metabolic panel, 
complete blood cell count, thyroid function, toxicology screen, and more special-
ized assessments eventually indicated by the medical history, physical, or neuro-
logic examination [132]. Differential diagnosis can be challenging and should 
include a number of medical conditions or substances. Neuroimaging to rule out 
acute CNS pathology should be complemented by more specific procedures (i.e., 
electroencephalogram, lumbar puncture), depending on the clinical presentation. 
In particular, neuroimaging is indicated in the case of abrupt behavioral changes 
or in the presence of headache, fever, and neurological signs. Also, blood panel 
should be requested in particular when symptoms are confusing, including deficit 
in orientation or fluctuating level of consciousness, as well as changes in memory, 
or language, all of which are more characteristic of delirium than mania. Also, 
while BD and OABD are associated with specific cognitive deficits (attention, 
cognitive flexibility, processing speed, memory [133], and fluency [117] in 40% 
to 50% of patients with OABD in the euthymic phase) [133, 134], a frank cogni-
tive decline with dementia can in some cases mimic manic symptoms. Of course, 
clinical history can help in differential diagnosis with dementia. In addition to 
medical conditions, corticosteroids and dopamine-related drugs, as well as some 
antiepileptics (levetiracetam) among others, can induce manic symptoms (sec-
ondary mania) [132].

Alterations in pharmacokinetics and dynamics, increasing comorbidity, drug 
interactions, and the subsequent polypharmacy combined with functional and cog-
nitive limitations related to aging condition could modify the response to mood 
stabilizers [135].

Research on pharmacotherapy in OABD is limited because older adults are often 
excluded from randomized controlled registration trials because of the increasing 
risk of medical complications with advancing age. Most guidelines recommend that 
first-line treatment of OABD should be similar to that of BD, with specific attention 
to vulnerability to side effects and somatic comorbidity [136].
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Integrated treatment focusing simultaneously on psychiatric and medical 
outcomes may offer substantial advantages over usual care, which is often 
fragmented.

Lithium still remains a pharmacological cornerstone for the prevention of manic 
and depressive recurrences in BD [137]. It has been previously suggested that lithium 
may also have neuroprotective abilities and may reduce the risk of developing demen-
tia [138].

Lithium is indicated in both manic and depressive episodes in BD, as well as in 
maintenance phase. Also, lithium has proven to be effective in suicide prevention 
[139, 140].

Considering the narrow therapeutic window of lithium and the well-known 
harmful adverse effects of chronic lithium intoxication, lithium concentration 
monitoring should be warranted [135]. Comorbidities and polypharmacy related 
to the aged could also result in instability of serum lithium concentrations. For 
instance, a variety of antihypertensives (thiazide diuretics, angiotensin-converting 
enzyme inhibitors) and nonsteroidal anti-inflammatory agents, which are com-
mon medications in older people patients, can increase lithium concentra-
tions [141].

Additional pharmacological agents have shown to be effective in BD. In a net-
work meta-analysis, carbamazepine, valproate, haloperidol, lithium, olanzapine, 
quetiapine, and risperidone were more effective than placebo in adult BD, manic 
episode [142]. In a further network meta-analysis, lurasidone, valproate, quetiapine, 
and the combinations of fluoxetine with olanzapine and olanzapine and lamotrigine 
were significantly more effective than placebo for the treatment of bipolar depres-
sion in adult BD [143]. The use of antidepressants in BD remains controversial and 
should be cautiously prescribed [144]. Also, pharmacological treatment should be 
supplemented with psychoeducation [125].

12.4  Psychosis in the Older People

Psychosis classically describes a mental state involving a loss of contact with 
reality and, according to the fifth edition of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-5), aligns with the ICD-10, is defined by 
the presence of delusions, hallucinations, disorganized thinking (speech), 
grossly disorganized or abnormal motor behavior (including catatonia), or neg-
ative symptoms [145].

Late-life psychosis is notably prevalent in older adults, presenting in 5–15% of 
older people geropsychiatric inpatients, 10–62% of nursing home patients, and as 
high as 27% of community-dwelling psychiatric outpatients [146, 147]. Despite its 
widespread prevalence in older adults, late-onset psychosis frequently represents a 
diagnostic and treatment dilemma [37].
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Psychoses can be distinguished as primary (idiopathic or caused by a psychiatric 
disorder) or secondary (due to a known medical illness or substance use).

Primary psychosis in older adults may occur in the context of early-onset schizophrenia 
that persists into later life, late-onset schizophrenia, delusional disorder, mood disorders 
with psychotic features, and various dementias (most notably, Alzheimer’s, Lewy body, 
vascular, and Parkinson’s dementia). Secondary psychosis can occur conversely as a result 
of drug use and withdrawal, both prescription and illicit, and in the context of delirium, 
autoimmune disorders, stroke, brain tumors, metabolic disturbances, central nervous sys-
tem (CNS) infections, and various chronic neurological disorders [148].

Late-life schizophrenia simply refers to schizophrenia in older adults, regard-
less of age of onset: it is commonly categorized into early-onset (EOS) and late-
onset schizophrenia (LOS); onset after age 40 or 45 years is commonly considered 
late onset [149]. The lifetime prevalence of schizophrenia is estimated to be 1.0% 
for those between the ages of 45 and 64 years and 0.3% for those over age 65 years 
[150]. Patients with late-onset schizophrenia have similar symptoms to those with 
early-onset schizophrenia, but they are more likely to refer hallucinations (visual, 
olfactory, and tactile; when auditory hallucinations with an accusatory nature or 
involve a third-person running commentary), persecutory delusions, and partition 
delusions. On the other hand, they are less likely to show formal thought disorder, 
affective flattening, or blunting than their earlier-onset counterparts [151].

According to DSM-5, delusional disorder is characterized by the presence of at 
least one delusion for at least 1 month. Additionally, the individual cannot ever met 
the criteria for a diagnosis of schizophrenia, cannot be markedly functionally 
impaired or exhibit odd/bizarre behavior, and cannot ever have had depressive or 
manic episodes that are anything but brief in relation to the duration of delusions, 
and their symptoms cannot be due to substance use, a medical condition, or another 
psychiatric disorder [145]. As such, in keeping with the early- versus late-onset 
dichotomy of schizophrenia, delusional disorder can be considered a disorder of 
older adults with a lifetime prevalence of 0.18% [148].

Schizoaffective disorder, according to DSM-5, is characterized by a depressed 
episode (with depressed mood) or a manic episode in the presence of an uninter-
rupted psychotic illness. Additionally, mood episodes must be present for the major-
ity of illness duration, and in contrast to depressive or bipolar disorder with psychotic 
features, at some point during the course of schizoaffective disorder, hallucinations 
or delusions must occur for at least a 2-week period in the absence of a depressive 
or manic episode. That is, there must be a period with persistent psychotic symp-
toms but no major mood symptoms [145]. The lifetime prevalence of schizoaffec-
tive disorder is estimated to be 0.32% [152].

In addition to their prominence in abovementioned psychiatric disorders, psychotic 
symptoms are also very common in the setting of Alzheimer’s disease and certain other 
dementias, in particular in Lewy body, vascular, and Parkinson’s dementias.

A variety of risk factors associated with aging make older adults more prone to 
psychosis [37, 153]:
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• Sensory deficits.
• Social isolation.
• Cognitive decline.
• Medical comorbidities.
• Polypharmacy.
• Age-related changes in pharmacokinetics and pharmacodynamics.
• Comorbid psychiatric illnesses such as dementia and delirium.
• Age-related changes in cerebral structures such as frontotemporal cortices.
• Neurochemical changes associated with aging.

Clinical presentations that should increase suspicion of secondary psychosis 
include [37, 154] the following:

• Unusual age of onset of the presenting psychiatric symptoms.
• An absence of family history of mental illness.
• An absence of past psychiatric history.
• Limited response to psychiatric treatment.
• Symptoms more severe than might be expected.
• Psychopathology developed following an abrupt personality change.
• Comorbid medical condition(s) with a known association with mental illness 

(psychosis).
• Abnormalities of cognition, particularly memory, and consciousness.

An accurate diagnosis of psychosis in older populations is essential, particularly 
given the presence of serious medical disorders that may masquerade as psychotic 
illness. Because there are no pathognomonic signs to easily distinguish primary 
from secondary psychotic disorders, the diagnosis and treatment of primary late-life 
psychotic disorders should proceed only after the evaluation for secondary late-life 
psychotic disorders is complete. Clinicians should remember the pre-diagnostic 
probability in the older people – three fifths of psychoses are secondary psycho-
ses—and be willing to revisit their assessments as more information becomes avail-
able [37].

Secondary psychosis can result from a wide variety of disorders, including trau-
matic brain injury, autoimmune disorders, stroke, CNS malignancies, CNS infec-
tions, other neurodegenerative disorders (in addition to those already discussed), 
seizure disorders, endocrine disorders, metabolic disorders, and drug use (both licit 
and illicit). General features that help to distinguish secondary psychoses from pri-
mary disorders include the following: atypical presentation of psychosis (a later age 
of onset, the presence of visual hallucinations, or multimodality hallucinations, 
altered states of consciousness), presence of accompanying medical symptoms, 
temporal relation to detectable medical cause, prescription or over-the-counter med-
ication or substance use, evidence of direct physiological causal relationship to the 
etiological agent, and absence of evidence to support a diagnosis of a primary psy-
chotic illness [148, 155].

Older people patients with late-life-onset psychosis require careful evaluation. A 
history and physical examination are essential for workup of a psychotic disorder. It 
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is necessary conduct a complete blood count (CBC) and comprehensive metabolic 
panel (CMP) but also add thyroid-stimulating hormone (TSH), vitamin B12, folate, 
rapid plasma regain (RPR), and erythrocyte sedimentation rate (ESR). Autoimmune 
antibody screens, HIV testing, and toxicology may be done when indicated. Often, 
a head MRI or CT scan is done; EEG and polysomnography are to be considered if 
indicated by history (Box 12.5) [37, 155].

Treatment is oriented toward the specific cause of psychosis and shaped based on 
comorbid conditions. Frequently, environmental and psychosocial interventions are 
first-line treatments in late-life psychoses. Prudence should be used in all older people 
patients when initiating pharmacotherapy for psychosis, particularly antipsychotic 
medications because of their association with drug-drug interaction in the context of 
polypharmacy, adverse events, and increased morbidity and mortality [37].

Traditionally, antipsychotics have been the most commonly used treatment for 
psychotic symptoms. Their usefulness in treating chronic and late-onset schizophre-
nia is well established, and the atypical antipsychotics (such as aripiprazole, risperi-
done, paliperidone, olanzapine, and quetiapine, among others) should be preferred 
over first-generation antipsychotics. More recently, there have been increasing con-
cerns about their safety in psychoses due to dementia. The debate about their use is 
still ongoing, but it has highlighted the need for adopting and developing non- 
pharmacological interventions [156].

Box 12.5 Secondary Psychoses

Approach to investigating patients to rule out secondary psychoses
First-line assessments (to be routinely considered in all first psychotic episode 
patients)

Detailed medical and neurological/psychiatric history
Physical/neurological examination
Neuropsychological tests (MMSE)
Laboratory tests: Complete and differential blood count, erythrocyte sedi-

mentation rate, glucose, electrolytes, thyroid function tests, liver function 
tests, urinary drug screen

Second line assessments (to be considered when above assessments raise 
specific diagnostic possibilities)

Laboratory tests: Rapid plasma reagin to rule out syphilis; HIV testing; 
serum heavy metals; copper and ceruloplasmin levels; serum calcium levels; 
autoantibody titers (e.g., antinuclear antibodies for lupus); B12, folate levels; 
arylsulfatase-A levels; urine: Culture and toxicology, drug screen

Neuroimaging: Computed tomography, magnetic resonance imaging, pos-
itron emission tomography, single proton emission tomography

Electroencephalography, polysomnography, evoked potentials
Cerebrospinal fluid investigations: Glucose, protein, cultures, cryptococ-

cal antigen
Karyotyping
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12.5  Delirium

Delirium, defined as an acute disorder of attention and cognition, is a common, life- 
threatening, and often preventable clinical syndrome in older persons. Often occur-
ring after acute illness, surgery, or hospitalization, the development of delirium 
starts a series of events culminating in loss of independence, increased morbidity 
and mortality, institutionalization, and high healthcare costs. Delirium remains 
underrecognized and rates of identification have not improved significantly over 
time [157]. Delirium is common in the acute care setting but should never be con-
sidered a normal part of aging. It is estimated that greater than 40% of all hospital-
ized older adult patients experience delirium.

Delirium also frequently occurs in long-term care facilities and in retirement 
home in the community as well, where the diagnosis is more likely to be missed 
clinically. Because there’s a great heterogeneity among older adults, individuals 
have variable susceptibility to this condition [158].

Delirium and dementia are associated with higher rates of depression that may be 
a predictor for cognitive decline. This relationship is important for the primary care 
provider to recognize and understand because more than 10% of older adults seen 
in primary care offices suffer from depressive disorders. Of all the office-based 
visits made for depression, 64% are to primary care physicians [159].

12.5.1  The Role of Family Physician

Due to its peculiarities, family practice exposes the GP to a broad number of con-
sultations, in which the reason for encounter is often represented by a psychologi-
cal/psychiatric issue.

It has to be highlighted that many of the psychiatric disorder cared in general practice 
may be underpinned by several organic contingencies (i.e., dysionemia) and sometimes 
organ failure (i.e., kidney failure) or tumors (i.e., depression in pancreatic cancer).

Therefore, when facing any of these disturbs in general practice, notably in delir-
ium, which is common in older patients, especially in nursing homes or at home, 
family physicians should try to understand the cause of the condition, instead of 
merely treating it with medications. Not resolving the organic conditions which led 
to the psychiatric manifestation may impair all treatment.

The family doctor should try to investigate during the consultation with patient 
and sometimes relatives the characteristics of the psychiatric disorder, use his 
knowledge of patient and his skill to understand whether it may be secondary or 
primary, refer patient to the psychiatrist, or consult the geriatrician if necessary.

12.6  Conclusion

The prevalence of mental disorders is high among older patients and is associated 
with a poor outcome in the elderly. The presence of many factors linked to mental 
disorders increases with age, including loss of close relatives, social network, 
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previous status in society, sensory functions, functional ability, and health. Moreover, 
organic factors involving cerebral neurodegeneration and cerebrovascular disease, 
as well as psychosocial risk factors, increase the risk and can complicate the devel-
opment of psychiatric disorders in such population.

Manifestations of mental disorders may be different in the elderly, compared 
with younger age groups, and there may be difficulties in separating symptoms of 
mental disorders from those occurring in normal aging. For example, there is an 
overlap in symptoms of depression and those occurring in physical disorders and in 
normal aging (loss of appetite, tiredness, and sleep disturbances).

It is therefore crucial to investigate and recognize psychiatric disorders among 
the elderly patients because of their consequences that include social deprivation, 
poor quality of life, cognitive decline, disability, increased risk for somatic disor-
ders, suicide, and increased non-suicidal mortality.
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Abstract

Urinary incontinence (UI) is the involuntary leakage of urine that has a multifac-
torial etiology and is common in the general population, increasing significantly 
with aging. The main causes are neurological disorders, delirium, urinary infec-
tions, atrophic urethritis and vaginitis, drugs as diuretics and psychoactive medi-
cations, psychological disorders, restricted mobility, and stool impaction. 
Considering the impact that UI may have on quality of life, it is crucial to make 
the diagnosis correctly, both by anamnesis collection and test performance, to 
provide effective treatment. The treatment, after exclusion and removal of revers-
ible causes, includes lifestyle changes, behavioral and other non- pharmacological 
approaches, and pharmacological and surgical interventions.
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13.1  Introduction

Urinary incontinence (UI) is a geriatric syndrome with a multifactorial etiology, and 
its prevalence increases with aging. According to the International Continence 
Society (ICS), UI is defined as “the complaint of any involuntary leakage of urine” 
[1]. It is rarely expressed by the patient because it is considered a natural conse-
quence of aging as well as a sense of shame. For these reasons, it is important that 
the physician questions and evaluates the condition adequately and accurately. 
Preventing, detecting, and treating UI increase quality of life and reduce morbidity 
and health expenditures.

13.2  Anatomy and Physiology

Cognitive, neurological, muscular, and urological system must be robust to main-
tain continence. Knowing the anatomy and physiology of these systems will facili-
tate the perception of pathophysiology [2–6].

The bladder consists of two functional units: the bladder body and the base. The 
bladder neck, placed in the base, is contracted during the filling of the bladder and 
allows the excretion of urine by opening simultaneously with the contraction of the 
detrusor muscle during the voiding. The urethra is about 3 cm long for women and 
about 20 cm long for men, and the sphincter zones allow the urine to be stored with 
continuous tonic activity and the voiding to start by relaxing at the appropriate time. 
The sphincter unit, located in the membranous urethra, has both intrinsic and extrin-
sic mechanisms. The neural stimuli of the filling, storage, and emptying functions 
of the bladder are complex. Peripheral nervous system stimuli of the bladder and 
urethra consist of sympathetic and parasympathetic autonomic stimuli and somatic 
stimuli. Bladder emptying occurs due to parasympathetic stimulation of cholinergic 
receptors by the contraction of detrusor muscle. The somatic nervous system con-
trols the extrinsic urethral sphincter and pelvic floor muscles consisting of striated 
muscles. The central nervous system, especially the rostral pons and pontine void-
ing center, plays a fundamental role in the integration and coordination of the blad-
der and sphincter activities.

13.3  Changes in the Lower Urinary System with Age

The role of aging in the development of UI is more pronounced in women; as a 
result, the incidence of UI has a more rapid increase in older women than in men. In 
a study of nulliparous women, the incidence increased from 3% between 25 and 
34 years to 7% between 55 and 64 years [7]. Changes in the lower urinary system 
(LUS) in both genders with aging are shown in Table 13.1 [8].

In women, the decrease in post-menopausal estrogen hormone levels is one of 
the important reasons that facilitate the development of UI. Lack of estrogen can 
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lead to atrophy of the urethral mucosa, vaginal atrophy, stress, and urge-type incon-
tinence due to decreased supportive tissue surrounding the urethra [8, 9].

The incidence of benign prostatic hyperplasia (BPH) increasing with age is one 
of the main factors involved in the development of UI in men. With the growth of 
the prostate gland, decrease in urinary flow rate, increase in residual volume after 
voiding, increase in urinary frequency, and obstruction of the bladder outlet path-
way may occur [8, 10]. The risk of acute urinary retention in an untreated man with 
symptomatic BPH was found to be 2.5% per year [11].

Nocturia is a symptom that is seen in 25–50% of older healthy people, with its 
important consequences due to deterioration of sleep quality and falls. Its preva-
lence and episodes increase with age. The overall prevalence of nocturia is reported 
to increase by an average of 2–3% per year after the age of 60 years [12, 13].

Changes in age-related immune functions, hormonal changes, deterioration of 
hygiene conditions, and increasing incidence of comorbid diseases may facilitate 
urinary tract infections that are among the correctable causes of UI (Table 13.2) [15].

Table 13.1 Changes in 
lower urinary system with 
aging [8]

Ascending Descending
Urinary flow rate Residual volume after 

voiding
Detrusor contraction rate Urinary frequency
Maximum bladder capacity Obstruction of the bladder 

outlet pathway (in men)
Functional bladder capacity
Bladder filling sensation
Collagen-detrusor ratio (in 
women)

Table 13.2 Results of age-related changes facilitating UI [14]

Alteration The results
Detrusor muscle 
overactivity

Frequency, urgency, nocturia, UI

Benign prostatic 
hyperplasia

Output obstruction with frequency, urgency and nocturia, increased 
postvoid residual volume, overflow type UI

Excessive urine output at 
night

Nocturia, nocturnal UI

Atrophic vaginitis, 
urethritis

Thinning, irritation, urge and stress in the urethral mucosa UI, UTI

Increased postvoidal 
residue

Frequency, nocturia, UI

Reduction in retention of 
micturation

Frequency, urgency, nocturia, UI

Decrease in bladder 
capacity

Frequency, urgency, nocturia, UI

Decreased detrusor 
contractility

Decreased flow rate, increased postvoid residual volume, hesitancy, 
UI
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13.4  Epidemiology of Urinary Incontinence

Lower urinary tract symptoms (LUTS) and UI are common in the general popula-
tion, and the incidence increases with age. In the EPIC study, 19,000 men and 
women aged 40 years and over were included, and the number of participants with 
at least one LUTS was >60% [16]. The most common LUTS was reported as noc-
turia. The incidence of LUTS (nocturia, urgency, frequency) and UI has been shown 
to increase with age in both genders. In a study conducted in nulliparous women, 
the incidence of UI in those aged 25–34 years increased from 3% to 7% in those 
aged 55–64 years [7]. When the prevalence of moderate-severe UI in community- 
dwelling women was examined, it was reported that it was 7%, 17%, 23%, and 32% 
in those aged 20–39, 40–49, 60–79, and ≥80 years, respectively [17]. When the 
individuals living in nursing homes were examined, it was shown that the preva-
lence of UI was 54.5% and that it was higher in women (59.8%) than in men (39.2%) 
[18]. In the studies involving both genders, the prevalence of UI was found to be 
between 11% and 34% in men older than 65 years and about twice the frequency in 
women [19], This frequency increases significantly in individuals living in nursing 
homes and varies between 43% and 77%. In the studies, 45 different risk factors 
were identified. Specifically, it has been shown that there is a relationship between 
UI and gender, age, dementia, and mobility ability [20]. When older people with 
and without UI are compared, it is seen that individuals with incontinence have a 
higher risk of being placed in an institution [21].

In a study conducted in older individuals in Turkey, in which the prevalence of 
UI was 44.2%, incontinence rate was 57.1% in women and 21.5% in men [22]. It 
was reported that mixed-type incontinence affected 70.1% of women (urge and 
stress type) and urge type incontinence affected 56.4% of men; these are the most 
common clinical types of UI.  Approximately 62% of women and 73% of men 
included in the study were shown to have psychosocial effects due to UI. Stress 
incontinence is the most common type of UI in young women, while the incidence 
of urge and mixed-type UI increases in older women [23, 24]. In males, urge UI is 
the most common type in almost all age groups [25].

13.5  Quality of Life in UI

The main negative effect of UI is on quality of life and can lead to loss of self-con-
fidence and social isolation. It is estimated that about 20% of community-dwelling 
older adults have incontinence to limit their daily life activities. Often, affected 
individuals deny and hide urinary incontinence, which results in physical and psy-
chosocial restrictions to the enjoyment in life. It is also known that UI can be associ-
ated with major neurological damage which can be functional or iatrogenic. In older 
people with incontinence, negative results such as anxiety, depression, deterioration 
in sexual life, and decrease in physical activity may occur [26]. When the relation-
ship with major depression is examined, it is seen that urge UI carries a greater risk 
than stress UI [24]. In addition to its medical and social adverse effects, the high 
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economic cost of UI is also an important factor to be considered. It is estimated that 
approximately $32 billion is spent annually in the United States (US) for the diag-
nosis and treatment of UI, which costs greater than the sum of money spent on 
dialysis and coronary by-pass surgery. The cost of adult diapers is estimated to be 
around $6 billion, which is almost doubled per decade. It is estimated that approxi-
mately 1 h a day is spent for UI and the care for every patient with incontinence, 
especially for patients staying in nursing homes, and its annual cost is approxi-
mately $10,000 per patient [26, 27].

13.6  Etiology of Urinary Incontinence

Cognitive, neurological, muscular, and urological system must be robust to main-
tain continence. Consciousness, motivation, comprehension, and attention pro-
cesses must be harmonized in order for voiding to take place at the appropriate time. 
Muscle and joint systems also play an important role in reaching the bathroom. 
Muscle and joint disorders that affect mobility may also result in incontinence.

Age-related changes in the urinary system may also predispose to incontinence 
in a continent old patient. Fluid intake, self-mobility, and diuretic treatment may 
influence diuresis and thus UI. As in almost every problem in older people, more 
than one cause may be involved in the etiology of UI. As with all medical condi-
tions, the cause(s) should be elucidated for an effective treatment plan. For a clinical 
approach to UI, it may be useful to distinguish the etiology as acute or transient and 
chronic or persistent causes.

13.7  Acute and Transient Causes of Urinary Incontinence

If acute causes are eliminated, UI can improve. These factors can be recalled briefly 
by using a mnemonic device with the initials of their English equivalents 
(“DIAPPERS”) and are shown in Table 13.3 [28].

Delirium: A patient with delirium may not be aware of the fullness of the bladder 
or the need for voiding. It can also be difficult for the patient to find the bathroom in 
time. Delirium can often be due to infections, metabolic disorders, or drugs. As a 
result of the elimination of the underlying cause, the delirium picture is solved with 
the resultant improvement of UI.

Table 13.3 Acute and 
correctable causes of urinary 
incontinence

Delirium
Infection-urinary
Atrophic urethritis and vaginitis
Pharmaceuticals
Psychologic disorders, especially depression
Excessive urine output (e.g., from heart failure or 
hyperglycemia)
Restricted mobility
Stool impaction
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Infection: Urinary tract infections may lead to an increase in physiological sen-
sory stimulation from the bladder mucosa and pathologically to urgency and urge 
incontinence. Incontinence is also a risk factor for the development of urinary tract 
infection.

Atrophic vaginitis and urethritis may cause incontinence by simulating or pre-
disposing to urinary tract infection symptoms. Atrophic and inflamed urethral tissue 
due to estrogen deficiency may result in urgency and urge incontinence due to 
hypersensitivity.

Drugs that are pharmacological agents as diuretics, anticholinergic agents, and 
opioids may be involved in the etiology of incontinence in different ways. Drugs 
that cause sedation may also impair the ability of an old individual to access the 
bathroom. Drugs with effects on continence are shown in Table 13.4 [29].

For psychological reasons, serious depression should also be emphasized, which 
may disrupt the bathroom motivation.

As for endocrinological reasons, hyperglycemia, diabetes insipidus, and hyper-
calcemia (diabetes mellitus) leading to osmotic diuresis may result in polyuria to 
produce UI.

Restriction of mobility may be responsible for UI by prolonging access to the 
bathroom.

Stool impaction: The presence of fecal impaction may cause bladder outlet 
obstruction due to compression effect, with the consequent urinary retention.

Table 13.4 Drugs having effects on continence

Medicine The effect on continence
Alcohol Frequency, urgency, sedation, and increased immobility
α-Adrenergic agonists Outflow obstruction (male)
α-Adrenergic blockers Stress type incontinence (in woman)
ACE inhibitors Increase in stress UI by causing cough
Anticholinergics Impaired bladder emptying, retention, delirium, sedation, 

constipation, fecal plug
Antipsychotics Anticholinergic effects, rigidity, and immobility
Anticholinergic effects, 
rigidity, and immobility

Impaired detrusor contraction and retention; ankle edema due to 
dihydropyridine group agents and nocturnal polyuria secondary 
to it

Cholinesterase inhibitors UI, interaction with antimuscarinic agents
Estrogen (systemic) Worsening of stress and mixed-type UI (in woman)
GABAergic agents 
(gabapentin and pregabalin)

Edema and secondary nocturia, nocturnal UI

Loop diuretics Polyuria, frequency, urgency
Narcotic analgesics Urinary retention, fecal plug, sedation, delirium
NSAIDs Ankle edema and nocturnal polyuria secondary to it
Sedative hypnotics Sedation, delirium, immobility
Thiazolidinediones Ankle edema and nocturnal polyuria secondary to it

ACE angiotensin-converting enzyme, GABA γ-aminobutyric acid, NSAID non-steroidal anti- 
inflammatory drug
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13.8  Chronic and Persistent Causes 
of Urinary Incontinence

Incontinence due to chronic causes can be divided into five groups: urge (stress), 
stress, mixed, overflow, and functional [6].

Urge incontinence refers to incontinence resulting from the inability to delay the 
need for voiding stimulated by filling the bladder sufficiently. Urge incontinence is 
the most common cause of UI in men and women over 65 years of age. It occurs due 
to early and sudden contraction of the detrusor muscle through the transmission of 
non-repressible stimuli [6, 30]. Although the terms overactive bladder (OAB) and 
urge incontinence are used interchangeably, they refer to different conditions. OAB, 
a syndrome of the symptoms including frequency, urgency, and nocturia, may or 
may not be associated with urge incontinence [30, 31]. Although the most common 
cause of urge incontinence is intractable detrusor muscle contractions, local urinary 
conditions with mucosal stimulation, such as cystitis, urethritis, tumors, and stones, 
can also lead to “urgency” and urge incontinence. Bladder neck obstruction may 
also be presented with urgency and urge incontinence [6, 30]. Stress incontinence is 
the involuntary incontinence occurring in situations that increase intra-abdominal 
pressure, such as coughing and laughing. It usually causes a small amount of 
UI. The main reason is that the output path resistance is reduced, which is due to 
giving birth, pelvic surgery, and weakening of the pelvic muscle base secondary to 
menopause, bladder outlet pathway, and urethral sphincter weakness due to previ-
ous pelvic surgeries. Sphincter-associated incontinence can also be seen in men 
who have undergone prostate surgery. Urinary incontinence may occur in such 
patients with a slight strain because of the loss of effective urethral sphincter func-
tion. α-Adrenergic antagonists may cause bladder outlet to remain open, leading to 
stress incontinence. Obesity is also a risk factor for stress UI [6, 29, 31].

Overflow incontinence is a condition caused by exceeding bladder volume, 
accompanied by an overstretched detrusor muscle. Patients often suffer frequent but 
small amounts of leakages, expressing they feel they cannot empty their bladder. 
There are two possible causes of overflow incontinence: outflow obstruction or less 
running or denervated detrusor muscle. The common cause of outflow obstruction 
in men is the enlarged prostate gland. Urethral stricture due to previous infections 
or catheterization may also lead to obstruction. In women, a large cystocele can 
prevent urine flow by compressing the urethra. Impaired detrusor muscle activity is 
often associated with impaired muscle innervation or use of drugs as α-adrenergic 
agonist [6, 29, 31].

Mixed incontinence is a common condition where urge and stress incontinence 
coexist. It is important to determine the severity of each component because the 
patient’s symptoms and treatment are particularly directed to the dominant compo-
nent. In a patient with stress- dominant mixed incontinence, it would be appropriate 
to treat the stress component first. Functional incontinence occurs when a patient 
has limited access to the bathroom secondary to a problem other than the urinary 
system. Causes include dementia, depression, impaired physical functionality, and/
or environmental barriers.
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13.9  Evaluation of Urinary Incontinence in Older People

13.9.1  Targets

It is crucial to make the diagnosis of UI correctly to provide effective treatment [32]. 
Nevertheless, only 20–25% of individuals with UI seek medical support [33, 34]. 
For these reasons, it is important to question each older individual for UI at each 
visit. Screening questions can be the following: “When you feel you are in need of 
voiding urgently, do you loss a little bit of urine before you reach the toilet?” “Do 
you loss a little bit of urine by coughing, sneezing or laughing?” [35].

First of all, the presence of UI is confirmed in a patient describing incontinence. 
Then it will be appropriate to identify correctable transient factors. If possible, typ-
ing should be made in persistent UI cases. It is important to distinguish those that 
require further examination before starting treatment [6, 34]. In evaluating UI, it is 
essential to detect how much incontinence affects the functionality and quality of 
life of the individual. There are over 40 validated questionnaires to assess its impact 
on quality of life, some of which are “Incontinence Quality of Life Scale” (I-QOL), 
“International Consultation on Incontinence Questionnaire-Short Form” (ICIQ-SF), 
and “SEAPI-QMM Incontinence Classification System” [36].

Basic assessment of UI is possible by history, physical examination, coughing 
test for women who need voiding urgently, determination of the post-voiding resid-
ual (PVR) by ultrasonography or catheterization, blood biochemistry (creatinine, 
potassium, calcium, glucose), and complete urinalysis (CU). If there are signs sug-
gestive of infection in CU, it would be appropriate to study urine culture. A practical 
approach to UI is shown in Fig. 13.1 [31].

13.9.2  What Should Be Considered in the Anamnesis?

Recurrent urinary tract infections, kidney disease, diabetes, congestive heart failure, 
and venous insufficiency should be questioned in the history. The presence of mul-
tiple sclerosis, Parkinson’s disease, stroke, and dementia is crucial among neuro-
logical diseases. Other conditions that impair physical functionality should be 
questioned. Bowel habits should be detailed for constipation and fecal incontinence. 
Symptoms of depression should be taken into consideration. While taking anamne-
sis, questions should be asked to elaborate the characteristics of incontinence. The 
time of onset; timing of incontinence during the day (day and/or night); duration; 
course of severity over time; benefits from previous treatment interventions, if any; 
the presence of lower urinary tract symptoms; frequency; urgency; dysuria; and 
nocturia should be determined. Conditions that trigger and facilitate incontinence 
should be identified. For example, increased incontinence by coughing, sneezing, or 
laughing indicates stress incontinence. Urge incontinence is thought to be present in 
a patient who needs to void urgently and cannot reach the bathroom. A similar com-
plaint may also be observed in overflow- type incontinence. Decreased or inter-
rupted urinary flow, difficulty in urination, dripping, and a feeling of incomplete 
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emptying signify dysfunctional voiding, suggesting overflow-type incontinence. 
This is primarily related to an increase in prostate volume in male patients. The 
presence of hematuria without urinary tract infection always requires further inves-
tigation, as it may be due to an underlying bladder or kidney disease.

The determination of the type, amount, and timing of fluid intake is important. 
Drinks containing caffeine, alcohol consumption, and liquids, especially before 
bedtime, can facilitate incontinence. Careful examination of prescription and non-
prescription drugs is essential. Especially diuretics, sedative agents, anticholiner-
gics, and psychotropic drugs are frequently involved in the etiology. There are many 
drugs with anticholinergic effects that can disrupt the contraction of the detrusor 
muscle. While cholinesterase inhibitors can cause “urgency,” α-blockers may have 
adverse effects on urethral sphincter functions. The drugs to be considered are listed 
in Table 13.4 [29]. In women, symptoms of organ prolapse, history of surgical treat-
ment for incontinence or prolapse treatment, and history of urinary retention or 
radiotherapy should be questioned. The 3-day urine diary to be kept by the patient 
or the caregiver is useful in the diagnosis and evaluation of the response to initiated 
treatment [36].

Ask: 'Are you loosing urine?'

If yes, evaluate: history, physical examina-tion,
laboratory tests, review medications

Treat: Remove external agents and reversible causes

If UI is in progress, type and treat it according to UI type.

Stress UI:
Incontinence (e.g

coughing, laughing)

Urge UI:
Incontinence with feeling

the need to void

Mixed UI:
UI with stress and
urge symptoms

If UI persists despite treatment or if an anatomic abnormality is sus-pected, refer to
urologist or urogynecologist.

Fig. 13.1 The approach to the UI
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It would be appropriate for the patient not to change any dietary/beverage habits 
while keeping the urine diary. To measure the volume of urine, the patient needs to 
use a measured or known container, which offers information on the urine mea-
sured, functional bladder capacity, voiding pattern, and incontinence and can give 
insight into the possible cause of incontinence. The disadvantage of the urine diary 
is that it can be difficult for patients to understand and apply it. Therefore, it should 
be adequately explained to the patient and/or the caregiver how it should be applied. 
Daily voiding pattern; frequency; volume; the moments, characteristics, and time of 
the incontinence; and the properties of drinks are specified. The history should also 
include information about the patient’s environment. Whether there are any obsta-
cles in accessing the bathroom, whether the walker fits in the bathroom if any, or 
whether lighting is sufficient should be detailed, in which case it would be appropri-
ate to obtain sufficient information from the patient or the caregiver.

13.9.3  What Should Be Considered in Physical Examination [8, 
29–31, 34, 37]?

Physical examination should be performed holistically, especially in abdominal, 
genital, pelvic, and neurological aspects. In addition, it will be useful to evaluate the 
patient’s mobility and cognition. The patient’s cognition can be examined with a 
cognitive screening test appropriate to the educational level. The patient’s dexterity 
should be evaluated in terms of being able to unbutton and take off clothes. Gait and 
balance should be evaluated. A physical examination should be performed in terms 
of abdominal tenderness, palpable mass, and especially globe vesical. In men, 
examination of the penis body and glans penis, testes, and skin characteristics 
should be evaluated. The presence of fecal plugs and masses should be investigated 
by rectal examination. Since the anal and urethral sphincters innervate the same 
nerve roots (S2–S4), there are maneuvers that can be used to assess the neurological 
integrity of the lower urinary tract. Examination of sensory sensation in the hip and 
perianal region allows the examination of the afferent cycle of the reflex arch. The 
voluntary contraction of the anal sphincter also indicates that the motor components 
of nerve roots S2–S4 are intact. Another maneuver in the evaluation of neural inner-
vation is anal reflex. The gentle stimulation of the perianal skin by means of a rod is 
the expected response to contraction of the external anal sphincter. Bulbocavernosus 
reflex can also be used to evaluate sensory and motor cycles. An open anus indicates 
paralysis of the anal sphincter, but distension secondary to chronic constipation and 
previous rectal surgery may lead to similar findings. Inspection of the vagina in 
women is necessary for the detection of atrophy findings. Atrophic epithelium is 
pale, flat, and bright. Patchy erythema and petechiae areas are also frequently 
accompanied. The presence of pediatric speculum and cystocele, uterine prolapse, 
vaginal dome prolapse, enterocele, and rectocele should be investigated in elderly 
women. The provocation test of the filled bladder should be performed as part of the 
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pelvic examination. The patient is made to strain and cough in the supine position 
when he/she wants to void urgently. UI at the time of the maneuver indicates stress 
incontinence, and delayed incontinence refers to urge incontinence due to bladder 
contractions triggered by coughing.

13.9.4  Which Tests Should Be Performed [6, 31, 38]?

Routine blood biochemistry (especially BUN, creatinine, glucose, calcium, potas-
sium) and CUA should be studied in all patients with incontinence. In the case of 
finding favorable infection in CUA, urine culture should be studied, and appropri-
ate antibiotherapy should be given. It has been shown that the treatment of asymp-
tomatic bacteriuria in patients living in a nursing home has no positive effect on UI 
[39]. Urinary system ultrasonography and urine cytology should be examined in 
patients with persistent hematuria without infection. If abnormal findings are 
detected, they should be referred to the urologist for further examination. Postvoid 
residual volume can be determined by ultrasonography or catheterization. Postvoid 
residual volume above 100–150 cc (particularly >200 cc) confirms the presence of 
urinary retention. In summary, it will be possible to confirm the presence of UI in 
the patient and to determine the reversible causes by making the abovementioned 
evaluations. After exclusion of reversible causes, chronic UI typing can be per-
formed in most patients, and the underlying cause can be determined. After these 
evaluations, cases that require further examination should be referred to a urologist 
or urogynecologist. Urodynamic tests should be applied to patients who cannot be 
diagnosed with baseline tests, who do not respond with empirical treatment, or 
who are scheduled for surgery. Urodynamic tests are not a single procedure but 
involve five different maneuvers, which include filling and voiding cystometry, 
non-invasive and invasive uroflowmetry, simultaneous sphincter electromyogra-
phy, urethral pressure profilometry, and radiographic imaging in indicated cases. 
Cystoscopy may also be particularly useful in patients with hematuria or recurrent 
urinary tract infection.

13.9.5  Which Cases Should Be Referred to a Urologist 
or Urogynecologist?

Such cases are those who have uncertainty in the diagnosis after the abovemen-
tioned evaluations and/or fail to provide adequate bladder emptying and/or those 
without inadequate response to empirical treatments, and/or those who require inva-
sive procedures such as surgery and/or those who have a history of previous surgical 
intervention for the lower urinary tract, and/or those with hematuria and suspected 
urine cytology without infection, all presented in Table 13.5 [6, 31].
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13.10  Treatment of Chronic Urinary Incontinence

UI treatment is directed to the underlying cause. Treatment for chronic causes after 
exclusion or removal of reversible causes (DIAPPERS) includes lifestyle changes, 
behavioral and other non-pharmacological approaches, and pharmacological and 
surgical interventions. The first step for a patient is to ensure that he/she has suffi-
cient access to the bathroom. For this, adaptive clothing should be used in patients 
with handicap problems, and improved mobility should be considered in those 
with limited mobility. Lifestyle changes are among the procedures that should be 
recommended to all patients [6]. It should be recommended for patients with 
excessive or low fluid intake to increase fluid intake and to avoid late fluid intake. 
Avoiding caffeine-containing or carbonated beverages is helpful in improving fre-
quency and urgency symptoms and quality of life. Weight loss of individuals with 
obesity (especially women) leads to a reduction in UI symptoms. Quitting smoking 
should be offered to the patient within the scope of general health recommenda-
tions, but it is not shown to have a significant effect on UI. In older women, moder-
ate exercise has been shown to be associated with lower UI rates [40]. If diuretic 
medication is required for another reason, it would be appropriate to avoid taking 
it in the evening. Pad use is not recommended alone but can be considered as an 
expert opinion in men and women with mild UI, which may be preferred in refrac-
tory patients or in those with motivational loss [40]. To prevent and treat dermatitis 
due to pad use, regular perineal cleansing, humidification, and incontinence-related 
barrier against moisture may be considered. Topical antifungal, steroid-based topi-
cal anti-inflammatory, and topical antibiotics may be added to treatment in appro-
priate cases [41].

Table 13.5 Conditions requiring the older patient to be referred to urologist or urogynecologist 
for further examination

Example Reason
A history of surgery or radiotherapy for the 
pelvic region or lower urinary tract in the last 
6 months

Suspected structural abnormalities due to the 
procedure

A history of ≥2–3 symptomatic urinary tract 
infections in the last 1 year

Suspected structural abnormality that paves the 
way for infection

Significant pelvic organ prolapses or prostate 
enlargement

Suspected anatomic abnormalities or exclusion 
of BPH and prostate cancer

Residual volume over 200 mL Anatomical or neurological abnormalities 
suspected

Difficulty passing urethra with 14-F Foley 
catheter

Suspected anatomic obstruction

Hematuria (≥3–5 RBC/HPF) without known 
etiology

Lower urinary tract pathologies without 
inflammatory in TIT

Lack of response to UI despite adequate and 
appropriate treatment

Urodynamic examination to guide treatment
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13.10.1  Urge Incontinence Treatment

Behavioral treatment methods, such as bladder training, are the first choice for treat-
ment of urge incontinence after lifestyle changes. Bladder training requires ade-
quate cognitive and physical function and motivation. Patients are advised to urinate 
at specified intervals even if they are not in need of any. This is an effective method 
of reducing the incidence of incontinence but requires that the patient to be cogni-
tively healthy and sufficiently motivated [29, 31]. In another method, the bladder 
suppression technique, if the patient needs to void, is recommended for him/her to 
focus attention on something else until he/she reaches the bathroom by contracting 
his/her pelvic muscles five times in a row. Although behavioral therapies are benefi-
cial in the treatment of UI in women, the benefit disappears when interrupted. There 
is no consistent evidence that bladder training is better than drug treatments. 
Combination of bladder training with antimuscarinic agents has not been shown to 
make a major change in UI healing. Bladder training is superior to the use of pes-
sary alone [40]. Kegel exercises, known as pelvic floor muscle rehabilitation, are 
used to treat urge and stress UI. The aim is to prevent involuntary detrusor contrac-
tions and to improve voluntary external sphincter contraction by repetitive muscle 
and relaxation movements of pelvic floor muscles. This method has been shown to 
reduce UTI episodes [29]. The beneficial effect of these exercises persists in older 
patients in a similar way to young people [40]. Learning and performing these exer-
cises in the presence of a physiotherapist who is interested in UI can increase the 
effectiveness and patient compliance. Continuing these exercises with bladder train-
ing is a more effective treatment strategy.

Scheduled bathroom training (timed voiding) is carried out by a caregiver at 
regular intervals, usually by placing the patient on the toilet seat every 2 h during the 
day and every 4 h during the night. It may be preferred in individuals with cognitive 
impairment, and the aim is to prevent incontinence episodes rather than correct the 
normal pattern of urination. This method requires a highly motivated caregiver to be 
successful [42]. Pharmacological methods are used to increase bladder capacity by 
suppressing detrusor muscle contractions. These agents play a role in the treatment 
by competitively inhibiting muscarinic receptors with their anticholinergic effects. 
There are seven anticholinergic agents (oxybutynin, tolterodine, fesoterodine, tros-
pium, propiverine, darifenacin, and solifenacin) that can be used in different doses 
and formulations. Studies have shown that the effects of these agents on urgency 
and UI, frequency, nocturia, increase in the volume of urine in each voiding, patient’s 
satisfaction, and quality of life were similar [34, 40]. Dose frequency, drug interac-
tions, potential side effects, and cost should be considered in the selection of these 
agents with similar efficacy. Antimuscarinic agents, especially oxybutynin, should 
be used with caution in patients with cognitive impairment or in older patients when 
it is used together with antihistamines or cytochrome system inhibitors. It is recom-
mended that antimuscarinic agents should be started at the lowest dose and reevalu-
ated after 2–4  weeks although they are generally well tolerated, and the most 
common side effects are orthostatic hypotension and dizziness [43].
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Desmopressin decreases urinary volume by increasing the reabsorption of water 
from the renal tubule, and when used to reduce urinary frequency at night, it acts for 
about 6 h, providing symptomatic treatment; however, it should be used carefully as 
it may cause hyponatremia in older people [44].

Mirabegron, a β3-adrenoceptor agonist that can be used in the treatment of urge 
UI, improves bladder filling as well as urge symptoms and UI, with relaxation of the 
detrusor muscle. Similar results have been obtained in studies with solabegron, but 
data are limited. Increased blood pressure and heart rate, nasopharyngitis, and uri-
nary tract infection are the expected side effects [31, 45, 46]. The use of topical 
estrogen in the vaginal region has been shown to improve urge UI symptoms in 
postmenopausal women with vaginal atrophy [40]. In appropriate cases, estrogen-
containing ring therapy can be used for long periods [47]. Finally, according to the 
characteristics and preferences of the patients, advanced treatment methods include 
percutaneous tibial nerve stimulation, sacral neuromodulation, intravesical botuli-
num toxin (Botox) application, bladder expansion operation, and urinary diversion 
operation [31].

The pharmacological and non-pharmacological approaches used in the treatment 
of urge UI are summarized in Table 13.6.

13.10.2  Stress Incontinence

Some non-surgical interventions may be useful in patients with stress incontinence. 
Pelvic floor muscle exercises (e.g., Kegel exercises) may reduce incontinence epi-
sodes [45]. Devices such as biofeedback and intravaginal electrical stimulators or 
pessaries may be useful in selected patients with pelvic organ prolapse [34]. Since 
the use of pessaries requires manual dexterity, they may be limited in older patients 
as well as in patients with limited dexterity. Pseudoephedrine and duloxetine may 
be used as a pharmacological treatment option [31]. Pseudoephedrine has a sympa-
thomimetic effect on α and β receptors. Since the risk of side effects rises with 
increasing doses, it is appropriate to start with a single dose in older patients [48]. 
Duloxetine, a serotonin and noradrenaline re-uptake inhibitor (SNRI), is an approved 
agent for the treatment of stress UI in Europe. Pudendal motor neuron, acting by 
stimulating α-adrenergic and 5HT2 receptors, was shown to improve stress and 
mixed-type UI at a dose of 80 mg/day in female patients. It has been reported that it 
also may be beneficial when used in similar doses for stress incontinence in male 
patients. At the indicated doses, the rate of discontinuation of treatment is high due 
to duloxetine-induced gastrointestinal and CNS side effects. It should also be kept 
in mind that there may be an increase in blood pressure due to the use of duloxetine. 
It is recommended to start at low doses and gradually increase the dose [40]. 
Imipramine, a tricyclic antidepressant, can be used with α-adrenergic and anticho-
linergic properties and stress UI, but its use is very limited, especially in older peo-
ple, due to its anticholinergic side effects [34]. There is limited data that topical 
estrogen use in the vaginal region reduces stress UI in women. Systemic estrogen 
use is known to increase UI [31].
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Pharmacological and non-pharmacological approaches used in the treatment of 
stress UI are summarized in Table  13.6. Surgical treatment may be particularly 
helpful in patients with stress incontinence secondary to urethral hypermobility and 
who do not sufficiently benefit from behavioral or pelvic floor muscle exercises 
[31]. Surgical treatment procedures include:
 – Sling (autologous, cadaveric, synthetic).
 – Bladder neck support (Burch urethropexy, vaginal support).

13.10.3  Overflow Incontinence

The common cause of BPH in men is obstruction at secondary bladder outlet. 
Although it is rare in women, a similar picture may develop due to organ prolapse. 
It should be borne in mind that bladder or prostate-induced malignancies may cause 
overflow-type UI in patients. Overflow incontinence secondary to obstruction usu-
ally requires surgical intervention. For example, in a male case, transurethral resec-
tion of the prostate is the treatment option in overflow-type incontinence secondary 
to benign prostatic hypertrophy (BPH) leading to obstruction [34]. All prescription 
and over-the-counter (OTC) drugs causing anticholinergic and α-adrenergic agonist 

Table 13.6 Pharmacological and non-pharmacological approaches used in the treatment of UI 
(adapted from source [44])

UI type Medicine Dose/daily Non-pharmacological approach
Urge Oxybutynin 5 mg Lifestyle change

Tolterodine 1–2 mg Clock voiding
Fesoterodine 4–8 mg Pelvic floor muscle training
Trospium 30–45 mg Vaginal cone exercise
Propiverine 15 mg
Darifenacin 7.5–15 mg
Solifenacin 5–10 mg
Mirabegron 25–50 mg
Topical estrogen 100 μg estradiol or 

1 mg estriola

Stress Ephedrine 30–60 mg Lifestyle change
Pseudoephedrine 30–60 mg Electrical stimulation
Estrogen Topical Biofeedback
Imipramine 10–20 mg Pessary application
Duloxetine 30–60 mg

Mixed Treatment is planned 
according to dominant UI 
type

Treatment is planned according 
to dominant UI type

Overflow Prazosin 3–15 mg Lifestyle change
Terazosin 1–10 mg Clean intermittent 

catheterization
Doxazoine 1–8 mg
Tamsulosin 0.4–0.8 mg
Bethanechol 10–50 mg

aIn topical estrogen administration, it is recommended to apply the dose indicated daily for 2 weeks 
followed by administration twice a week [47]
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effects that may impair detrusor muscle contractility should be questioned in each 
patient with overflow-type incontinence [34]. For example, common drugs used in 
the symptomatic treatment of colds may include an anticholinergic agent as antihis-
tamine capable of disrupting detrusor muscle contraction and a decongestant with 
α-agonistic action which may bring about contractions in bladder neck sphincters. 
Therefore, the use of this drug combination in an older patient with underlying BPH 
may lead to urinary retention and overflow-type incontinence. In this case, BPH 
secondary obstruction may be considered, yet there is a urinary retention triggered 
by the drugs used, and the treatment is not transurethral resection, but catheter 
placement and decompression of the bladder and discontinuation of responsible 
drugs. If urethral catheterization fails in high-risk, unstable patients, adequate uri-
nary drainage can be achieved by placing a suprapubic catheter. During follow-up, 
the bladder voiding function should be restored with bladder gymnastics.

The use of α-blockers may be preferred to increase urine output in patients who 
are not suitable for surgical intervention. The use of α-blockers is discussed under 
the title of “urge UI treatment.” If the use of α-blockers is not sufficient in patients 
with BPH, 5-α reductase inhibitors, finasteride or dutasteride, may be added to the 
treatment. Inhibition of this enzyme, which converts intracellular testosterone to 
more potent dihydrotestosterone, reduces androgenic prostate stimulation, mini-
mizing prostate volume. A combination with α-blockers may be considered in 
patients with BPH, causing severe symptoms, prostate volume 40 mL and above, 
PSA > 1.5 ng/mL, which is slowly effective and suitable to use for 3–6 months for 
full efficacy. Side effects such as decrease in the amount of ejaculation, sexual dys-
function, and gynecomastia may be seen in men [34]. Tadalafil, a phosphodiesterase 
type 5 inhibitor (PDE5), was thought to have an effect on bladder neck and smooth 
muscle relaxation in the prostate and approved by the FDA in 2011 for the treatment 
of BPH. The use of concomitant PDE5 inhibitors should be avoided in patients tak-
ing nitrate due to hypotension [34, 49]. There is a small study showing that intra-
prostatic administration of botulinum toxin has positive effects on BPH-related 
lower urinary tract symptoms [34]. The pharmacological and non- pharmacological 
approaches used in the treatment of urge UI are summarized in Table 13.6. There is 
no effective pharmacological agent to stimulate bladder voiding. Using the Credé 
maneuver (manual compression of the lower abdomen) may be helpful in increasing 
the volume.

Clean intermittent catheterization (TAC) is performed in patients with overflow-
type incontinence due to loss of detrusor muscle contraction function. Transurethral 
or suprapubic catheterization is the only option if the patient or caregiver cannot 
perform TAC.

Indications for Transurethral or Suprapubic Catheterization
 1. Urinary retention
 2. Urinary incontinence

And open sacral ulcers or perineal wounds
And palliative care or patient preference
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 3. Sensitive monitoring of urine output (e.g., monitoring in the ICU or inability of 
the patient to accumulate urine properly)

 4. After general or spinal anesthesia

13.10.4  Functional Incontinence

Cognitive impairment can be the cause of development of UI due to creating diffi-
culty in accessing the bathroom due to limitation of mobility or environmental bar-
riers. Treatment is based on environmental regulations or behavioral approaches in 
care. In order to facilitate access to the bathroom, an assessment should be made for 
the use of auxiliary devices such as walking sticks, walkers, wheelchairs, handrails 
in the bathroom, and bedside bathroom sets [31]. In patients with dementia, other 
etiologies (stress, urge, or overflow type) should be considered before the UI symp-
toms can be attributed to cognitive impairment. Some behavioral approaches, the 
most commonly used of which is timed voiding, should be applied in patients with 
cognitive impairment or movement limitations. Patients are usually taken to the 
bathroom every 2–4 h. In this application, the goal is to prevent the episodes in 
which the patient gets wet and needs care. Guided voiding, which is useful in 
patients who can express the need to void, is another method in patients with cogni-
tive impairment or limitation of movement. In this technique, the patient is asked 
every 1–2 h if there is any need to void, and if necessary, the patient is supported to 
reach the bathroom. Habit education is another behavioral approach that can be 
preferred in patients with cognitive impairment. Urination is started every 2 h, and 
the intervals are adjusted according to the patient’s incontinence periods and urina-
tion pattern. Although it has been shown to be associated with less bacteriuria and 
symptomatic urinary tract infection compared with transurethral urinary catheters 
[50], external urine collection devices such as condom catheters should be avoided 
as much as possible due to the ongoing infection risk, which may also cause cellu-
lite and tissue necrosis.

13.10.5  The Role of the General Practitioner in Managing 
Urinary Incontinence

General practitioners (GPs) are the most involved specialist, especially in the long-
lasting follow-up and in the management of UI. However, it is reported that many of 
them do not feel confident about managing UI [51]. The first task of GPs is to 
inform the general population, with particular attention to older people, and to 
detect any case of UI. In fact, it is estimated that a large number of patients with UI 
are reluctant to consult a doctor for many reasons. First of all, adults with enuresis 
may not be aware that treatments are available [52]. Another reason could be due to 
the stigmatizing nature of the condition, with adults being too embarrassed to seek 
professional help for their problem. Interestingly, one study found that 20% of 
adults with persistent enuresis have never consulted a doctor about their problem 
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[53]. Once UI is diagnosed, it is crucial to start the patient education and treatment 
that in the first line includes lifestyle advice, pelvic floor muscle training, or pessary 
placement [54]. Although GPs perform the diagnostic procedure according to avail-
able guidelines, it is estimated that only one- third of patients receive optimal treat-
ment [55]. Factors that prevent GPs from providing optimal treatment are a lack of 
time, a lack of knowledge, and the feeling of not being capable to coach pelvic floor 
muscle training [56]. Although GPs experience barriers in providing care for UI, 
they consider optimizing treatment of UI important [56]. Growing evidence sug-
gests a possible solution to improve care for UI is Internet-based therapy, eHealth. 
Indeed, eHealth interventions have shown to be effective for various health-related 
topics as substance abuse, mental health, and chronic pain [57]. Recently, also for 
UI, there is evidence that eHealth interventions are effective [56].

13.11  Conclusion

In conclusion, UI is not a natural result of aging but, rather, a geriatric syndrome 
that is common in older people and has negative physical, psychological, social, and 
economic consequences. Despite the fact that it is common in older people, it is 
underreported by patients and, generally, under-treated by physicians. The most 
common cause of continuous UI in older people is the urge type, and the most com-
mon cause is detrusor overactivity. UI should be questioned and evaluated as part of 
a detailed geriatric evaluation. In fact, it is important to determine the type of UI, 
because each type of treatment approach is different. Transient causes should be 
eliminated in patients with UI (DIAPPERS). Basic evaluation of UI is possible with 
anamnesis, physical examination, urine diary, determination of PVR volume, blood 
biochemistry, and TIT.  Non-pharmacological therapies should be started and, if 
necessary, combined with pharmacological therapies.
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Abstract

To identify an emergency in older people is often challenging because symptoms 
are frequently atypical or minimal. Any abnormality in vital parameters could 
hide a serious and progressive condition. At the same time, it could be related to 
a physiological change in homeostasis. Any stressor acts as a trigger in frail 
people with consequent sudden decline in health and functions.

Family doctors have the task to recognize whether any minimal change in 
patients could lead to critical events or not. The general practitioner should also 
know if a diagnostic or therapeutic intervention will produce an improvement in 
patients’ condition and quality of life and decide accordingly whether to pro-
ceed or not.

Emergencies’ treatment and management in palliative care differ when caused 
by cancer, but even in a palliative setting, the physician should try to recognize 
and treat reversible illnesses.
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The aim of this chapter is to provide a list of red flags (i.e., alerts that help 
doctor to prevent pitfalls) a general practitioner should detect during clinical 
examinations. These signs and symptoms are not enough to decide whether to 
refer patients to an emergency department, but they alert about a potential serious 
condition.

Keywords

Frailty · Emergency · Risk assessment · Primary care · Red flags · Risk 
management

14.1  Introduction

A medical emergency is an acute, serious, and unexpected injury or illness that put 
at immediate risk life or long-term health and requires immediate action.

A medical urgency does not lead to immediate danger or threat to life and health, 
but if not treated, the situation may turn into an emergency.

The common feeling is that emergency/urgency is managed by the emergency 
department. In a primary care setting, it is not infrequent to face this kind of 
situations, and the family doctor has to decide whether to treat the patient at 
home or refer him to the hospital. This decision is based on the clinical situation, 
will/expectation/perception of the patient/family, and needs for further investigation 
or medical equipment. It is possible to quantify the amount of patients getting in 
contact with an emergency department/service, but it is challenging to acknowl-
edge the prevalence of medical emergency/urgency in primary care.

The acute medical problems of older people are often similar to those of younger 
adults, but the presentation can be atypical or there can be a number of co-existing 
problems that make a diagnosis difficult. Furthermore, major illnesses such as seri-
ous infections, heart disease, and cancer can also present in a non-specific way [1]. 
Injury is a growing cause of mortality and morbidity in the geriatric population, 
with geriatric patients now accounting for one fourth of all trauma admissions in the 
United States [2]. It is increasingly recognized that significant under-triage exists in 
the geriatric population [3]. There are nearly 650,000 fall-related attendances to 
emergency department in the United Kingdom (UK) for older people each year, and 
about half of them are likely to fall again [4].

Elderly people usually have a fragile health condition and comorbidities, and 
40% are under polypharmacological treatments [5] that can lead to negative out-
comes [6]. In these patients an apparently minor illness can lead to deterioration in 
a non-specific way leading to immobility, a fall, or acute confusion [1].

Detection of treatable conditions in frail people is clinically challenging. This 
clinical syndrome can perplex even experienced physicians. Initial assessments can 
be imprecise, and a missed diagnosis is associated with an increased risk of poor 
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clinical outcomes [7]. Practitioners dealing with emergencies in older adults in 
the community should be able to recognize the atypical presentation of illness 
in older person and have a high index of suspicion that apparently innocent 
symptoms can be the presentation of serious underlying pathology. With an 
older patient, it is safer to err on the side of caution to avoid denying patients a spe-
cialist assessment [1]. On the other hand, acute care settings are stressful for patients 
and caregivers [8].

Moreover, an unnecessary access to the emergency room or hospitalization with 
associated diagnostic tests can further decompensate the fragile patient, aggravate 
or induce a bedridden syndrome, and in some cases diagnose pathologies with a 
benign course that would not have changed patient’s prognosis nor would have 
needed for therapies or controls. Thus the GP’s decision is challenging.

14.1.1  What Do We Mean by Red Flags?

A red flag is an alert that helps doctor to prevent pitfalls, in particular, in those con-
ditions associated with fatalities.

We provide a list of signs and symptoms (red flags) occurring in geriatric 
patients that should alert a general practitioner (GP). A minimal change in 
vital signs or non-specific symptoms can hide a critical situation that rapidly 
evolves into a serious condition and poor prognosis. They are not necessary asso-
ciated with an emergency/urgency. The GP needs to evaluate the situation in a 
global assessment of the patient.

Most of the red flags are objective and easily detected by GPs during the 
consultation. However the absence of evident red flags doesn’t exclude an acute 
disease. Thus unusual behavior or change in everyday status referred by the 
caregiver deserves attention.

General red flags to be considered
• Dyspnea
• Hypoxemia
• Typical chest pain
• Tachycardia/unknown arrhythmia
• Change in mental status/confusion
• Fainting or loss of consciousness
• Sudden dizziness, weakness, or change in vision
• Choking
• Incessant bleeding
• Sudden and severe pain
• Trauma
• Dehydration
• Caregiver reports that the patient “does not seem the same”
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14.2  Chest Pain and Dyspnea

Chest pain and dyspnea can coexist and confound the clinical examination. The 
main urgencies underlying are pulmonary embolism, ischemic cardiac attack, and 
pneumonia.

The guidelines currently available on the management of chest pain paradoxi-
cally do not define precisely in terms of location and duration of the symptom what 
should be considered as chest pain. Traditionally, any pain that appears suddenly in 
the body area between the nose and navel is considered as chest pain of possible 
coronary origin (in any case, it should be remembered that up to 20% of heart 
attack patients do not have chest pain).

Given this definition, the incidence of the symptom in the general population is 
around 5.4 cases per 1000 inhabitants per year.

The clinical characteristics of pain at the onset have proven in several studies to 
be completely unreliable in predicting the origin of pain if taken individually.

So, for example, irradiation to the left arm is a predicatively weaker feature than 
irradiation to both arms [9].

Since 2010, a clinical prediction rule (Marburg Score) has also been available 
which combines some pain characteristics and which allows to exclude with reason-
able certainty chest pain may have a coronary origin only by the data available in the 
out-of-hospital phase. It takes into account five one-point clinical characteristics:

Risk factors associated with patient’s general condition
• Diabetes mellitus
• Relevant trauma in the last 14 days
•  Surgical or medical intervention (operation, puncture, infiltration) in the 

last 14 days
• Serious underlying chronic disease:
 – Organ failure (e.g., kidney or liver failure)
 – Tumor diseases and tumor therapy

• Autoimmune disease
• Heart disease, chronic heart failure, generalized arteriosclerosis
•  Respiratory disease (e.g., chronic obstructive pulmonopathy/COPD, inter-

stitial pneumopathy)
•  Neurological disease (e.g., dementia, multiple sclerosis, Parkinson’s 

disease)
• Chronic infectious disease (e.g., tuberculosis)
•  Immunosuppression (e.g., st. n. splenectomy, st. n. organ transplantation, 

stem cell transplantation, cytostatic drugs, cortisone, radio-chemotherapy, 
HIV infection/AIDS

• Prosthesis wearer:
 – Joint prosthesis
 – Heart valve or vascular prosthesis
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• Female ≥65 years or male ≥55 years.
• Known CAD, cerebrovascular disease, or peripheral vascular disease.
• Pain worse with exercise.
• Pain non-reproducible with palpation.
• Patient assumes pain is cardiac.

The best overall discrimination was with a cut-off value of 3 (positive result 3–5 
points; negative result ≤2 points), which had a sensitivity of 87.1% (95% CI 
79.9–94.2%) and a specificity of 80.8% (77.6–83.9%) [10, 11].

The guidelines currently not available take this rule of clinical prediction into 
account and recommend that all patients with chest pain be tested by electrocar-
diogram as soon as possible, agreeing to have many false positives in order not 
to lose the true positives. The recommended speed is dictated by the risk of sudden 
death at an early stage (60% of deaths happen before the patient reaches the hospital 
and not less than 28% in the first hour from the onset of the symptoms) [12].

In older people, the most common causes of dyspnea are heart failure, chronic 
obstructive pulmonary disease, asthma, parenchymal lung disease, pulmonary vas-
cular disease, upper airway obstruction, and pneumonia. Dyspnea should not be 
attributed to aging without excluding the before-mentioned causes.

Dyspnea is a common complaint with negative influence on daily functioning 
and quality of life (QOL) and requires prompt and adequate pharmacological inter-
vention. Chronic dyspnea must first be distinguished from acute dyspnea which 
requires rapid diagnosis.

Red flags for thoracic pain
• Acute onset
• Severe pain (“worst ever”)
• Respiratory thoracic pain
• Severe abdominal pain (8–10/10)
•  Radiation of pain: in the back (between the shoulder blades), neck, chest, 

groin, or legs
• Dyspnea, respiratory exhaustion/speech dyspnea
• Orthopnea
• Hemoptysis
• Pathological pulse
• Collapse/syncope (shock)
• Cyanosis
• Relevant trauma
• Neurological deficit
• Suspicion of internal bleeding
• Change of consciousness
• Change of mental condition, acute confusion, acute disorientation
• Known aneurysm/aortic aneurysm
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Pulmonary embolism has nuanced presentation symptoms (dyspnea, hypoxemia, 
chest pain, and tachycardia). This is the reason why pulmonary embolism is still 
widely under-diagnosed in the geriatric population: autopsy studies have shown that 
it is the most unrecognized cause of death in this population [13].

The incidence increases with advancing age due to increased tendency to blood 
coagulability and addition of the risk factors that predispose to venous thrombus- 
embolism, such as the underlying pathologies and reduced mobility. Mortality is 
directly related to age and concomitant diseases (e.g., heart failure, acute myocar-
dial infarction, COPD, stroke, femur fracture, neoplasm) [14].

The clinical classification of pulmonary embolism no longer uses the terms mas-
sive and non-massive as clinic depends on the size of the embolus and extent of 
involvement of the pulmonary arterial lung tree in relation to pre-existing cardio- 
pulmonary conditions.

In the older patient, the most common signs and symptoms are dyspnea (range 
59–91.5%), tachypnea (46–74%), tachycardia (29–76%), chest pain (26–57%), syn-
cope (8–62%), shock (5–31%), cough (12–43%), and hemoptysis (3–14%). Bed 
rest was present in 15–67% of patients, while deep vein thrombosis and oncologic 
disease were found in 15–50% and 4–32%, respectively [15].

Pneumonia is an important cause of morbidity and mortality, representing the 
fourth cause of death in patients of the decades of advanced age and is often the 
terminal event of a long and severe disease. Age and comorbidities are the major 

Red flags for dyspnea
• Chest pain, including respiratory pain
• Severe pain (8–10/10)
• Pain radiation into both arms, left arm, right shoulder, neck, or jaw
• Persistent severe pain >20 min
• Severe, unusual pectanginous complaints
• Acute onset
• Orthopnea
• Hemoptysis
• Pathological pulse
• Collapse/syncope (shock)
• Cyanosis
• Feeling of suffocation/anxiety
• Persistent palpitations/heart palpitations
• Gastrointestinal symptoms: nausea, vomiting, abdominal pain, diarrhea
• Status after anaphylaxis/allergic reaction/known allergy
• Orthostatic vertigo
• Generalized rash
• Fast expanding skin rash
• Swelling of face, lips, tongue
• Fever
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risk factor for the development of pneumonia; comorbidity also affects the appear-
ance of complications and mortality itself.

The signs and symptoms of pneumonia in elderly are often atypical and nuanced 
and are characterized, as well as cough with sputum production, confusion, leth-
argy, and general deterioration without the typical feverish picture of pneumonia. 
Only about 50% of cases present a particularly high fever.

There are many guidelines for hospital treatment of pneumonia, much less about 
how to manage community-acquired pneumonia in primary care. As recommended 
by the NICE guidelines, if the doctor is sure of the diagnosis, the judgment is reli-
able without the need for a chest X-ray, and empirical therapy should be started as 
soon as possible [16].

Chest radiography and C-reactive protein (CRP) point-of-care test can be helpful 
when the doctor is unsure of the diagnosis.

An aspect of great importance is to establish where to treat the patient (home or 
hospital) by combining the clinical judgment and the level of severity with an 
assessment of the pre-existing clinical conditions and any conditions that compro-
mise home treatment. According to an observational study in the United Kingdom, 
11.9% of patients with community pneumonia treated at home were over 85 years 
old while 36.3% between 65 and 84 years old. In this regard there are some clinical 
scores, many of which require laboratory tests [17].

In primary care, CRB-65 is commonly used (confusion; respiratory rate 30 
breaths/min or greater; blood pressure—systolic of 90 mmHg or less or a diastolic 
of 60 mmHg or less; 65 years of age or older), simple and useful in predicting mor-
tality; however it does not consider comorbidities and oxygen saturation, two deter-
mining factors as we have seen in conditioning the prognosis. For this reason the 
DS-CRB65 implements these two factors, underlying disease (malignancy, heart 
failure, hepatic, renal, and cerebrovascular disease) and pulse oximetry (SpO2), by 
increasing the accuracy of the test without needing laboratory tests [18].

14.3  Trauma

Older adults undergo fewer a trauma than younger patients but with higher mortality 
[19, 20].

The 67% of death from a trauma occurs in older adults. Trauma at older age is more 
often caused by falls and pedestrian accidents. Older people can fall due to both minor 
balance and medical reasons (e.g., syncope, stroke, benzodiazepines use). The conse-
quence can result in a major injury such as femoral fracture or intracranial bleeding.

When a GP is confronted with an older traumatized patient, there are some red 
flags that should be investigated:

• Severe pain
• Inability to move
• Externally rotated foot and shortened leg
• Bruising and swelling
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These symptoms suggest a bone fracture. Femoral fracture is particularly worry-
ing at this age, and hospitalization is recommended.

In the case of a chest trauma, be aware of the possibility of hypoxia and 
hypercapnia even if there is no dyspnea nor breathing alteration.

Also circulatory features are different in older people. Heart rate over 90 and 
systolic blood pressure under 110 mmHg are burdened by higher mortality. If 
you decide to treat him/her at home, don’t forget to create a safety net and evalu-
ate again his/her conditions after a while. Red flags that should be explained for 
the safety net include confusion, dyspnea, and worsening of symptoms such as pain. 
The absence of a caregiver can be considered as hospitalization criterion.

In the case of a head trauma, diagnosing an intracranial bleeding is really chal-
lenging because of the cerebral atrophy that allows more space for blood collection. 
Bleeding can be present even if Glasgow Coma Scale is 15 and there are no neuro-
logical signs. According to Canadian computerized tomography (CT) scan head 
rule, CT is recommended in minor head injury in patient >65 years. On the other 
hand, the risk of intracranial hemorrhage in patients with minimal head injury and 
no symptoms is very low, and even in patients found to have an intracranial hemor-
rhage, none had any serious adverse outcome [21].

Ten percent of head trauma occurs in patients under anticoagulant therapy, and 
15% of bleeding are symptomless, but a reverse therapy is recommended [22].

Thus consider a CT head within 1 h in the following scenery:

• GCS less than 13 on initial assessment
• GCS less than 15 at 2 h after the injury on assessment
• Suspected open or depressed skull fracture
• Any sign of basal skull fracture (hemotympanum, “panda” eyes, cerebrospinal 

fluid leakage from the ear or nose, Battle’s sign)
• More than one episode of vomiting
• Neurological signs or symptoms
• Moderate/severe trauma

Red flags to be considered
• Fall
• Neurological deficit
• Change of consciousness
• Change of mental state
• Acute confusion
• Acute disorientation
• Strong pain (8–10/10)
• Bruising
• Swelling
• Misalignment
• Inability to move
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• Use of anticoagulants
• Absence of a caregiver who monitors the onset of signs/symptoms in the fol-

lowing 24 h

According to NICE guidelines, perform a CT head scan within 8 h in patients 
over 65 who have experienced some loss of consciousness or amnesia since the 
injury [23].

14.4  Altered State of Consciousness

An altered state of consciousness is a red flag per se. To identify a worsening in 
consciousness in older adults is challenging, mostly because mental faculties can be 
already compromised. In this case caregivers’ perception is crucial.

Awareness requires that the cerebral hemispheres are functioning and that the 
function of the ascending reticular activating system (ARAS) is preserved. Older 
adults have more often a pre-existing brain disease. Thus a small unilateral lesion 
can result in change of consciousness. There may be damage to the ARAS due to 
toxic or metabolic disorders (e.g., hypoglycemia, hypoxia, uremia, focal ischemia, 
hemorrhage, or overdose).

It is important to remember that older patient may be more sensitive to coma, 
impaired consciousness, and delirium due to many factors, including the 
following:

• Minor cognitive reserve due to age and/or pre-existing brain disorders.
• Greater risk of drug interactions with central effects due to polytherapy.
• Increased risk of drug accumulation and drug effects on the central nervous sys-

tem due to decreased function of organs responsible for drug metabolism.
• Increased risk of incorrect drug dosage due to polytherapy with complex dosage 

regimens.
• Relatively minor problems, such as dehydration and urinary tract infections, can 

alter consciousness in older individuals.
• In older patients, mental state and communication skills are more likely to be 

compromised, making lethargy and disorientation more difficult to recognize.

Delirium according to Diagnostic and Statistical Manual of Mental Disorders 
(DSM-5) can be diagnosed if there is a disturbance of attention and awareness associ-
ated with another cognitive deficit (memory, disorientation, language, visuospatial 
abilities, etc.) which cannot be explained by a pre-existing neurocognitive disorder, 
with acute onset (hours or a few days) and fluctuating course during the day.

Three clinical forms are distinguished:

• Hyperactive form: alert and hyperactive patient, responding to stimuli
• Hypoactive form: torpid patient, with reduced psychomotor activity
• Mixed form: Normal level of psychomotor activity or rapid alternation of forms 

during on the day or during the episode
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It’s a common and serious condition in older people, often undiagnosed and 
therefore not treated, that can have an adverse outcome: patients who develop delir-
ium present a ten times greater risk of death at 6  months (35–40%). It affects 
20–30% of hospitalized patients in ordinary hospital wards and between 10% and 
50% of patients treated surgically. While the problem of delirium in hospitalized 
patients is well known, we still know little about the delirium that arises in long- 
term care (in this setting 20% of prevalence is estimated) or at home. Delirium 
occurs in nearly one in five patients in the nursing home who suffer from an acute 
disease and is one of the main risk factors for cognitive decline after the acute epi-
sode [24, 25].

Prevalence is influenced by cognitive status ranging from 3.4% in a population 
with MMSE (Mini-Mental State Examination) greater than 10–33.3% with a lower 
MMSE value, with an overall incidence of 20.7 per 100 person-years [26, 27]. In an 
Italian prevalence study, the variables significantly associated with delirium in the 
nursing home were dementia (OR 3.12, 95% CI 2.38–4.09), functional dependence 
(OR 6.13, 95% CI 3.08–12.19 for ADL score 0; OR 1.99, 95% CI 1.03–3.84 for 
ADL score 1–5), malnutrition (OR 4.87, 95% CI 2.68–8.84), antipsychotics (OR 
2.40, 95% CI 1.81–3.18), and physical restrictions (OR 2.48, 95% CI 1.71–3.59) [28].

Among the main difficulties encountered by family doctors in treating delirium 
in the nursing home are the management of behavioral disorders and relationships 
with the different caregivers of the nursing home [29].

14.5  Oligoanuria

Oliguria is defined as a urine output that is less than 400 mL or 500 mL per 24 h in 
adults—this equals 17 or 21 mL/h [30].

Anuria is clinically defined as less than 100 mL urine output per day [31]; it 
occurs quickly and it is usually a sign of obstruction or acute kidney failure.

Apart from patients with urinary catheter, GPs do not know the amount of urine 
produced during the day. Usually caregivers note dry diaper or the patient refers a 
low urine output. Most of the time, diuresis is a parameter that must be investi-
gated in case of minimal changes in patient’s status instead of the reason of the 
visit/contact.

Oligoanuria can be categorized in three patterns:

• Prerenal: in response to hypoperfusion of the kidney (e.g., dehydration, cardio-
genic shock, diarrhea, massive bleeding, or sepsis).

• Renal: due to kidney damage (severe hypoperfusion, rhabdomyolysis, 
medication).

• Postrenal: as a consequence of obstruction of the urine flow (e.g., enlarged pros-
tate, tumor compression urinary outflow, expanding hematoma, or fluid 
collection).

Postrenal oligoanuria can be easily detected by POCUS (point-of-care ultra-
sound) at patient’s bed or in practice. In case of anuria and lack of ultrasound, 
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GP can try to insert a catheter to overstep a lower obstruction or flaccid neu-
rogenic bladder.

The incidence of acute kidney injury increases significantly as age advanced. 
Identification of risk factors might lead to more intensive monitoring and early pre-
vention and might improve acute kidney injury patients’ outcomes in very old peo-
ple [32].

Prerenal oligoanuria in older people is often caused by dehydration and 
leads to confusion, fainting, fever, and tachycardia. Dehydration can also quickly 
lead the patient to acute renal failure with an increased risk of drug toxicity [33].

Older persons are more easily affected by dehydration because of impaired thirst 
sensation, age-related renal tubular dysfunction, reduced fluid intake, and effects of 
diuretics. It has a greater negative outcome in this population than in younger adults 
and increases mortality, morbidity, and disability.

Among the elderly the increase in adipose tissue and the decrease in lean mass 
lead to a reduction in total body water from 60% to 45%. The control of fluid 
intake is fundamental for homeostasis and is managed by the sense of thirst that 
is activated when the loss of water reaches 2%. The osmolarity that activates the 
sense of thirst in older people is higher, and the response is therefore slower and 
less intense. Total body water is controlled by sodium balance which in the older 
people is altered due to the reduced glomerular filtrate, reduced renal blood flow, 
reduced ability to concentrate and dilute urine (maximum urinary osmolarity is 
about 900  mOsm/kg, compared to 1200  in young adults), and therefore the 
reduced ability to conserve sodium. A loss of homeostasis is revealed by an alter-
ation of natremia (normal range 135–145 mEq/L): a decrease in the concentra-
tion of sodium in the extracellular compartment involves a compensatory 
movement of water toward the intracellular compartment and vice versa. 
Therefore hyponatremia means cellular hyperhydration; hypernatremia means 
cellular dehydration.

Dehydration in older people is the most common electrolyte disorder and can 
be acute or chronic. The first is due to a rapid reduction in total body water with-
out a corresponding reduction in total body sodium, such as in gastroenteritis, 
intake of diuretics, feverish disease, or hot climate. The second is due to a persis-
tent reduced intake of liquids which leads to hypo-dehydration. Traditional mark-
ers for dehydration do not take into consideration many of the physiological 
differences present in older adults. Clinical assessment of dehydration in older 
adults poses different findings, yet is not always diagnostic. In older people, there 
aren’t obvious signs or symptoms of dehydration. The dryness of the mucous 
membranes can be missing, as well as how difficult to evaluate the firmness of the 
skin, and the difference in body weight is insensitive. An indication of dehydra-
tion is the increased heart rate of 10–20 beats per minute, moving from the clino-
static position to the orthostatic, as well as a decrease in systolic blood pressure of 
20 or more mmHg due the transition from the clinostatism to orthostatism or of 10 
or more mmHg for diastolic blood pressure. These are all signs of mild dehydra-
tion (water loss <5% of body weight), but unfortunately in older people, they can 
also occur in presence of a normal volume. Oliguria or anuria, mental confusion, 
and hypotension at rest until to hypovolemic shock are instead symptoms of 
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moderate dehydration (water loss about 5% of body weight). Oral rehydration 
should always be preferred if the patient is stable, but in the event of a gastroin-
testinal disease or an alteration of state of consciousness (even pre-existing), it 
may not be feasible. In this case, intravenous infusion therapy can be practiced 
with saline solution. In the event of acute dehydration, hospitalization for the 
appropriate treatment is advisable; instead if the clinical situation is subacute and 
stable, it is also possible in the nursing home setting to provide for the reintroduc-
tion of liquids. For this purpose, however, it is necessary to have the sodemia 
dosage available as soon as possible.

Though it is not possible to provide a proper list of symptoms related to dehydra-
tion in older persons, when recognized and treated, it is a good example of home 
management of acute illness.

14.6  Fever

Fever, the cardinal sign of infection, may be absent or blunted 20–30% of the time 
in older people. An absent or blunted fever response may in turn contribute to diag-
nostic delays in older people. On the other hand, the presence of a fever in the geri-
atric patient is more likely to be associated with a serious viral or bacterial infection 
than is fever in a younger patient. A diagnosis can be made in the majority of cases 
of fever of unknown origin (FUO) in older adults and often associated with treatable 
conditions [34].

Red flags to be considered
Red flags for dehydration:
• Headache
• Thirst, dry mouth, and dry tongue
• Lack of concentration
• Tiredness, weakness
• Dizziness
• Strongly colored to dark urine, decrease in urine volume
• Dry, itchy skin
• Brittle to cracked lips
• Weight loss
Red flags for oligoanuria:
• Fever
• Acute, severe (8–10/10) flank pain
• Severe pain (8–10/10)
• Bloody urine
• Urinary retention
• Relevant trauma
• Collapse/syncope (shock)
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Fever is caused not only by infectious diseases:

• Noninfectious inflammatory diseases (e.g., temporal arteritis, polymyalgia 
rheumatica)

• Tumors
• Pulmonary embolism
• Subacute thyroiditis
• Hyperthyroidism
• Drug (neuroleptic malignant syndrome)

and should be considered as differential diagnosis.
Systemic inflammatory response syndrome (SIRS) is an exaggerated defense 

response of the body to a noxious stressor (e.g., infection) to localize and then 
eliminate the endogenous or exogenous source of the insult. Even though the pur-
pose is defensive, the dysregulated cytokine storm has the potential to cause mas-
sive inflammatory cascade leading to reversible or irreversible end-organ 
dysfunction and even death. SIRS with a suspected source of infection is termed 
sepsis. Sepsis with one or more end-organ failure is called severe sepsis and with 
hemodynamic instability in spite of intravascular volume repletion is called septic 
shock [35].

The incidence of sepsis is 5/100,000 <65 years, but this number increases up to 
26/100,000 >85 years, as it also increases the mortality. The older patients are more 
likely than younger patients to have nonspecific signs and symptoms of infection, 
more severe disease, and resistant microorganisms. As a result, physicians must 
maintain a high index of suspicion for infection, even in the face of nonspecific 
symptoms, and should tailor empiric antibiotic therapies to the expected 
pathogens in this population [36].

Urinary tract infections, lower respiratory tract infections, skin and soft tissue 
infections, intra-abdominal infections (cholecystitis, diverticulitis, appendicitis, 
abscesses), infective endocarditis, bacterial meningitis, tuberculosis, and herpes 
zoster appear to have a special predilection for older persons [37].

Among visits for severe sepsis, older adults compared with younger adults 
had modestly higher rates of intensive care unit admission ICU (27% vs. 21%), 
hospital length of stay LOS (median, 6 vs. 5  days), and in-hospital mortality 
(24% vs. 16%). Nursing home residents with severe sepsis, compared with non-
nursing home residents, had significantly higher rates of ICU admission (40% vs. 
21%), hospital LOS (median, 7 vs. 5 days), and in-hospital mortality (37% vs. 
15%) [38].

Urinary symptoms at this age can be difficult to investigate due to the concomi-
tance of prostatic hypertrophy, bladder prolapse, urinary catheter, neurogenic blad-
der, or verbal difficulties. GPs can easily perform a urine stick at patient’s home or 
in their practice; it can be useful to make diagnosis when symptoms are nonspecific. 
In case of urinary sepsis, hospitalization can be necessary.
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14.7  Abdominal Pain

In older people (>65 years), abdominal pain is the cause of access to the emergency 
room in 3–13%. An inaccurate diagnosis leads to a high risk of complications and a 
high mortality [39].

The difficulties for GP in the diagnosis and treatment of abdominal pain in 
this population are multifactorial and consist, for example, in the lack of evident 
clinical signs and late presentation, baseline alteration of physical findings, 
pre-existing medical disorders altering clinical manifestations, and the vari-
ability of presentation of intra-abdominal disorders [40].

Even in the presence of mild or apparently harmless symptoms, the older patient 
may have a severe surgical or extra-abdominal pathology. For example, a frequent 
presentation of lower myocardial infarction is isolated abdominal pain, especially in 
diabetic women; therefore it is always prudent to perform an electrocardiogram in 
the older patient with epigastralgia, even in primary care, in particular in the absence 
of palpatory tenderness [41].

The physiological changes linked to the aging processes are the cause of both a 
greater susceptibility to intra-abdominal diseases and atypical presentations. The 
before mentioned changes involve [42]:

• The immune system: reduced humoral and cellular immunity facilitates infec-
tions and infectious recurrences; a lower basal temperature and a lower response 
to pathogens mean that 30% of the older persons with surgical abdomen are 
apyretic.

Red flags in patient with fever
• High fever (>39 °C)
• Hyperthermia (>40 °C)
• Dyspnea, respiratory exhaustion/speech dyspnea
• Strong pain (8–10/10)
• Chest pain
• Bleeding (purpura, ecchymosis)
• Hemoptysis
• Headache, neck stiffness
• Skin rash (petechiae, exanthema)
• Warm, swollen, painful joint
• Neurological deficit
• Change of consciousness
• Change of mental state, acute confusion, acute disorientation
• Collapse/syncope (shock)
• Cyanosis
• Postoperative condition
• Organ transplantation
• Prosthesis wearer (heart valve, joint, vessel prosthesis)
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• Genitourinary system: increased urinary stasis and bacterial growth, reduced 
clearance of both drugs and metabolites.

• Gastrointestinal system: frequent colic diverticulosis, reduced intake of liquids 
and foods with predisposition to constipation, reduced elasticity of the stomach, 
and increased gastric acid production due to the reduction of prostaglandins.

• Central and peripheral nervous systems: cognitive decline and dementia can 
cause symptomatic blurring. Progressive switch from A-delta fibers to C fibers 
reduces the presence of peritonism.

As suggested by Ragsdale and Southerlan, organizing the differential diagnosis 
into categories based on the pathological cause (inflammatory, obstructive, vascular, 
or other causes) provides a method to guide the anamnestic, physical, and diagnos-
tic investigations. In any case older patients with an acute abdomen should not 
receive anything by mouth until surgical disease is ruled out [43].

14.7.1  Inflammatory Pain

It is necessary to consider that the increasingly frequent use of nonsteroidal anti- 
inflammatory drugs (NSAIDs), aspirin, steroids, and anticoagulants and higher inci-
dence of Helicobacter pylori in older person increase the risk of peptic ulcer (PUD) 
which can occur painlessly directly with secondary complications (perforation, 

Red flags for abdominal pain
• Fever
• Icterus
• Severe pain (8–10/10)
• Persistent pain (>12–24 h)
• Localized pain
• Rectal bleeding, melena, bloody diarrhea
• Vomiting blood or coffee grounds
• Chest pain
• Dyspnea
• Muscle weakness
• Fall, abdominal trauma
• Urinary retention
• Bloody urine
• Unusual vaginal bleeding
• Neurological deficit
• Collapse/syncope (shock)
• Suspicion of internal bleeding
• Relevant trauma
• Known aneurysm
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hemorrhage and anemia, discrepancy angina, effort intolerance, gastric outlet 
obstruction, etc.) [44].

Up to 35% of people over 60 years of age with endoscopically tested PUD had 
no abdominal pain, unlike only 8% of patients under 60 years of age. Moreover if 
the diagnosis is delayed for 24 h, the mortality rate increases by eight times. In 
peptic ulcer the most frequent sign of presentation is melena, vital signs may be 
normal, and due to the atrophy of the abdominal muscles, the classic symptoms of 
peritonism are absent in 80% of cases [45–48].

Acute cholecystitis is the most frequent reason for acute abdominal pain in older 
person and is also the most frequent surgical indication over 70 years. With aging 
increases the formation of stones because it changes the production of bile, increases 
the saturation of cholesterol, and decreases the sensitivity of the gallbladder to cho-
lecystokinin. Unlike younger patients, more than 30% of older patients have an 
nonspecific clinical picture unrelated to the severity of the disease: nausea and vom-
iting may be lacking, pain can be poorly localized without signs of peritonitis, and 
in 50% of cases there is no fever. However, complications from acute cholecystitis 
(perforation, emphysematous cholecystitis), which can be quick and without warn-
ing, are more frequent in this segment of the population. It must always be sus-
pected in the patient with a history of gallstones [49–52].

Ultrasound has good sensitivity and specificity in gallbladder stones, and its use 
in POCUS mode in primary care can significantly improve the management and 
prognosis of these patients.

Appendicitis is the third indication for surgery in older people. Although the 
overall incidence is lower in the older population, the mortality rate is four to eight 
times higher. Compared to the young, the mortality of the appendectomy increases 
from 1% to 50% depending on the comorbidities. The diagnostic difficulty associ-
ated with a more complex differential diagnosis and atypical symptoms (fever rarely 
present, up to a quarter of patients have no lower right quadrant pain) explains the 
higher rate of presentations with perforated appendicitis for diagnostic delays. In 
addition, atherosclerosis alters the vascularization of the appendix, and its wall 
thickens becoming fibrotic and more vulnerable to perforate for even minimal 
increases in intraluminal pressure [53–55].

The clinical scores do not have sufficient discriminatory power in this slice of the 
population; therefore in older adults with abdominal pain and suspected acute 
appendicitis, it needs hospitalization and study with computed tomography consid-
ering the reduced risk of ionizing radiation.

Diverticulosis is present in over 80% of old people. As in all the other situations 
already described, diverticulitis in older people can have an atypical course: in half 
of the cases, in fact there is no fever, in 30% there is no abdominal pain, and in many 
cases being present also urinary symptoms, it is mistaken for colic kidney or urinary 
infection [56].

If the patient seems to be well, has no comorbidity, and has easy access to treat-
ment, follow-up can be treated at home with oral antibiotic therapy effective against 
gram-negative organisms and anaerobes for 7–10 days and with a low-residue diet. 
A month after the resolution of the acute event, a colonoscopy is indicated to exclude 
the presence of an underlying tumor [57, 58].
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14.7.2  Obstructive Pain

The most frequent causes of obstruction in the old person are hernias, adhesions, 
neoplasm, and rarely gallstone ileus for the small bowel obstruction (SBO) while 
diverticulitis, volvulus, and neoplasms for the large bowel obstruction (LBO). 
SBO is more frequent and is characterized by higher mortality than the young adult, 
while LBO can occur without vomiting or previous constipation; indeed paradoxi-
cal diarrhea may be present.

It is important to underline that even in the absence of dilated bowel or air-fluid 
levels on the plain film radiography (sensitivity of 66%), the SBO cannot be 
excluded and at the same time abnormalities on radiography may not be associated 
with clinical findings. For LBO the abdomen radiography is more accurate [59, 60].

When there is an underlying neoplastic disease, recent and unexplained weight 
loss and fecal volume changes may be present.

Predisposing factors both by mechanical and paralytic obstruction are previous 
abdominal surgery and adhesions, chronic constipation, drugs “slowing down” peri-
stalsis, abdominal infections, metabolic alterations (dyselectrolytemia, hypothy-
roidism), neurological disorders, and tumors.

To keep in mind in debilitated patients who take drugs with anti-peristaltic effects 
and recent history of non-abdominal surgery is the Ogilvie syndrome which has a 
slow onset and massive distension of the colon.

14.7.3  Vascular Pain

The high prevalence of peripheral atherosclerosis, atrial fibrillation, and hyperten-
sion makes abdominal vascular pathologies more frequent in older individuals even 
if with low overall incidence but with high mortality.

Typically the pain can be related to meals, being visceral and not parietal cannot 
be reproduced by palpation, and is “out of proportion to exam findings.” It can 
manifest as a history of post-prandial discomfort (angina abdominis) and weight 
loss with sudden worsening from acute arterial insufficiency. Venous occlusion is 
less frequent and less lethal and associated with hypercoagulability, portal hyper-
tension, previous surgery, or abdominal trauma.

In the case of clinical suspicion, the patient must be hospitalized urgently, and 
multidetector CT angiography should be performed, as an alternative to angiogra-
phy (gold standard), compared to which it is less invasive, faster, and more available 
with good accuracy.

The other vascular abdominal pain is due to the rupture of an abdominal 
aneurysm, which has a pre-hospital mortality of about 50%. The classic triad of 
broken AAA presentation (hypotension, abdominal pain, and pulsating mass) is 
found in less than half of cases. Risk factors are older males, smokers, white 
people, familiarity with AAA, and presence of obstructive arterial disease and 
connective disease. Pain can be referred to the back, and if bleeding is retroperi-
toneal, it can be tamponade without causing hypotension. The symptoms can be 
very varied, and in fact it is frequently misdiagnosed; for this reason aortic 
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aneurysm should be excluded in any patient with intense abdominal or back pain 
[61, 62].

Bedside ultrasound (point of care ultrasound, POCUS) allows GP to exclude 
ruptured AAA easily, quickly, and reliably after a learning curve of a few hours of 
training with a high level of competence [63].
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Abstract

Ageing societies and technological achievements are changing dramatically the 
practice of family medicine/primary care and are leading to new models of care 
delivery to older patients in their homes.

In the first part of the chapter, we point out how the role of home-based pri-
mary care has changed in the last decades, and we discuss the available evidence 
about the clinical- and cost-effectiveness of home care.

In the second part of the chapter, we describe the types of home visits gener-
ally performed by general practitioners, namely, acute illness visits, preventive 
and periodic visits for homebound and frail patients, follow-up visits after hospi-
talization, and home-based palliative care. Furthermore, we discuss the home 
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visit bag equipment (including the diagnostic possibilities offered by portable 
technologies) and an outline of the points to be addressed to perform a compre-
hensive home assessment.

Keywords

Home care · Home visits · General practitioners · Homebound patients · 
Older people

15.1  Introduction

A scientific approach to home care in older patients needs a premise on some of the 
epidemiological and societal aspects of ageing.

It is well known that the increase in life expectancy and the reduction of fertility 
rates are determining that the world population is rapidly ageing. Currently, only in 
Japan the proportion of people aged 60 years or older exceeds 30%; by 2050 the 
vast majority of high-income countries will have a similar proportion of older peo-
ple to that of today’s Japan [1]. Unfortunately, the fact that people are living longer 
lives does not necessarily means that people are living healthier lives. In fact, 
research shows conflicting results: rising rates of frailty, chronic diseases and mul-
timorbidity are accompanied by slightly decreasing rates of severe disability but 
stable rates of less severe disability [2, 3].

Not only nowadays older people are expected to live longer than 50 years ago; 
the world around them has changed deeply.

First of all, the majority of world’s population lives in urban areas rather than in 
the countryside; this could have affected the links between and within communities 
and extended families, reducing the strength of social safety nets. On the other hand, 
the better communication and transportation infrastructures could represent an 
opportunity for older people to live more independent lives.

Moreover, social changes happened within families. If, on the one hand, the 
number of surviving generations within families increases as life expectancy 
increases, on the other hand, the rate of older people living alone raised significantly 
in the last decades in many countries. This trend is fostered by the fall of fertility 
rates, especially in high-income countries, and the consequent increase of the mean 
age of family members. Contemporarily, women are participating in new roles in 
society as active paid workforce. This is leading to more opportunities for women, 
even if the model in which women were responsible for care of older people is not 
sustainable anymore [4, 5].

Given the WHO definition of healthy ageing as “the process of developing and 
maintaining the functional ability that enables well-being in older age” [1], all peo-
ple, even those with some sort of functional limitation, have the right to live and be 
included in their community [6]. It is therefore not surprising that it is generally 
encouraged what is known as ageing in place, that is, the ability of older people to 
live in their homes and to be included in their communities [1].
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In this epidemiological context of a rapidly ageing population, there is no doubt 
that the demand for home care is expected to increase significantly [5]. In this chap-
ter we’ll discuss about the current evidence of the role of family physicians in caring 
for older people who live in their homes.

15.2  First Part: A Public Health Perspective of Home-Based 
Primary Care

15.2.1  How Should Home Care Be Defined?

In this chapter we will refer to home-based medical care (HBMC), as a service that 
“refers to clinical practices that provide physician or nurse practitioner-led, longitu-
dinal interdisciplinary care to homebound, functionally-impaired and seriously-ill 
adults who have difficulty accessing traditional primary care; it includes both home- 
based primary care and home-based palliative care” [7].

According to the American Academy of Home Care Medicine (AAHCM), home- 
based primary care (HBPC) programs “provide appropriate care (primary, urgent, 
or palliative) to high-risk, medically vulnerable patients, often suffering multiple 
chronic conditions, when and where they need it. This patient-centric, continuous 
care model delivers clinical, economic and human benefits such as:

• Facilitating timely interventions when chronic conditions worsen and preempt-
ing avoidable emergency department visits and hospitalizations.

• Alleviating social stressors that contribute to poor health.
• Comforting patients by giving them loving care and letting them know they’re 

not alone”.

Home care is defined as expert or professional care delivered to adult people at 
home with formally assessed requirements and needs. It includes personal care, 
domestic aid, technical nursing care, supportive and rehabilitative nursing care and 
respite care performed by informal caregivers. It is possible for home care to range 
from care for the people who only require occasional help with some simple tasks 
such as frail adults and elderly people with a handicap to care for individuals with 
complex needs such as support for the whole day. It even includes both short-term 
and long-term care for people [8].

Home care tends to vary with providers. Therefore, in this chapter we’ll focus on 
home care for elderly people delivered by primary care teams, intended as a type of 
care delivered by a physician that deals with home-based medical care for elderly 
people and is directed in a primary care setting by general practitioners (GPs). 
Keeping this in mind, readers should be advised that different terms such as home 
visits, house calls and home calls can minimize the value, quality and efforts that 
generally stay underneath the whole system and assistance that is offered to people. 
While using also these terms, in this chapter we will prefer terms such as home- 
based medical care (HBMC) and home-based primary care (HBPC), terms that 
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imply a care model that possesses systems’ characteristics such as community- 
based and team-based care, comprehensiveness and longitudinality.

15.2.2  The Past, Present and Future of Home Visits: Current 
Trends in Home Visits

Until the first decades of the twentieth century, physician’s house calls were the 
primary mode in which healthcare was delivered. Almost everything a physician 
needed to diagnose a disease could easily find its place in the doctor’s bag, and doc-
tors, rather than patients, were more likely to have access to transportation to reach 
their patient’s home. This is true especially in family medicine. The traditional 
image of a family physician is that of a man, walking, with his leather bag, through 
the door to bring medical care at the patient’s bed [9].

With the growing advances of technologies to diagnose and treat diseases and the 
bettering of private and public transport systems that allowed patients to reach care 
more easily, a dramatic shift of the way in which healthcare was delivered could be 
observed: medical practice came to be based in institutions, such as hospitals or 
practices. Sub-specialization of medicine, urbanization and the spread of an 
efficiency- driven approach to clinical practice (alongside with a change of payment 
systems) contributed to this phenomenon, exemplified by the falling trend of home 
visits in the past decades: in 1930 40% of physician encounters were house calls, in 
1980 less than 1% [10].

Moreover, across and within countries and among individual GPs, there is a high 
variability of home visiting rates. A study performed across 18 European countries 
shows the extent of this variability: the number of house calls performed by each GP 
in 1 week ranged from an average of 2 home visits per normal week in Portugal to 
44 home visits per normal week in Belgium. The same study shows that this vari-
ability is closely associated to factors related to the health system but, at the same 
time, the observed differences at a GP level are explained by patient-related factors 
such as the age of the patients of each GP [11].

Apparently, this could mean that house calls are declining as a way in which 
primary care is delivered. Should therefore doctors, patients and healthcare systems 
definitely abandon the romantic image of the family physician with his leather bag 
at the patient’s bed and embrace the fresh one of a high-technology and high- 
efficiency ambulatory care model?

In fact, home visits have surprisingly started to make a comeback. Looking at 
data provided by the American Academy of Home Care Medicine (AAHCM), 
Medicare-reimbursed house calls are rising in the United States since 1995 [12]. It 
must be recognized that technological advancements in healthcare such as ultra-
sounds and X-ray machines that are specifically available in hospitals are no longer 
a hurdle to home visits because portable devices have been developed in modern 
times (portable respirator pumps, electronic medical records, lab instruments, por-
table ultrasound, ECG and X-ray consoles). This makes the delivery of high-quality 
medical care easier. In addition, it should be considered that the home setting could 
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provide home care teams and physicians with useful and reliable informations about 
different health hazards including environmental risk factors or structural deficien-
cies [13].

In the past few years, various mobile application-based services have been devel-
oped in the model of house calls including whether a nurse practitioner or doctor is 
sent to the home and whether prime complaints are analysed and assessed through 
a telemedicine-based visit or whether insurance is accepted. Typically, these ser-
vices operate within one to a few large cities. Medicast was one of the first applica-
tions as it was launched in 2013  in Miami. It was followed by another service, 
Pager, in 2014 that served Manhattan. New York City is also served by FRND, and 
it employs nurses for house calls with video conferencing when necessary. In addi-
tion to it, Dispatch Health that is Denver-based provides urgent care services and 
solutions through either a triage of local calls to 911 or through a patient mobile 
request. Similarly, Ped-specific PediaQ and Mend provide urgent care services 
through simple house calls. Circle Medical, similar to Heal, has the aim of extend-
ing the platform of house calls including chronic disease management, vaccina-
tions, and wellness exams in San Francisco [9].

Up until these platforms for on-demand house calls became accessible in the 
major markets of the United States, physicians who tended to perform house calls 
would be older, and they worked in rural settings. They would often be working 
together with a model of multidisciplinary medical care that is generally targeted to 
a geriatric high-risk population. In general, patients who are served in this capacity 
include the ones who are recently discharged with several medical co-morbidities 
and have limitations in their access to normal care or patients who are generally 
enrolled in palliative care. Moreover, younger patients generally requested and 
required house calls through an application, which might indicate new model’s lim-
ited reach. Still, further studies are required for determining if mobile health appli-
cations are capable of addressing the requirement of continuity for care in different 
primary care settings [9].

15.2.3  Clinical Outcomes and Cost-Effectiveness of Home Care

Given that technology isn’t a barrier to home visits (and home-based medical care 
in general), what is the clinical effectiveness of home-based medical/primary care? 
And is home-based medical/primary care cost-effective?

It is common sense that home visits tend to provide access to healthcare ser-
vices and could improve health in many ways for homebound older patients. In 
fact, it has to be considered that, because of the often complex social and medical 
comorbidities of homebound older people, office-based medical care sometimes 
does not appropriately address the needs of these individuals. HBPC tends to offer 
a number of benefits for people in the modern healthcare paradigm where patients 
need to travel to reach the doctor. Chronic medical conditions tend to increase with 
time and age, and they often lead to functional impairments that reduce the capa-
bility of accessing medical care. The ability of seeking medical care is diminished 
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further when a person does not have social support or lacks in terms of financial or 
social resources like family members who can take them to various appointments 
or the funds that they need to reach primary care. Generally, these barriers to access 
lead to poor control of different chronic conditions, fragmented care and missed 
appointments. Recognizing this barrier to access to care, many programs were 
developed worldwide with the aim to provide homebound elderly people with pri-
mary care at their homes. HBPC is effective in providing a way for patients with 
function- limiting, complex conditions and cost complications for receiving longi-
tudinal and comprehensive medical care in their homes. Thus, they are able to 
avoid acute hospitalizations, visits to emergency rooms and even lengthy institu-
tionalizations [13].

Other than filling a comprehensive access gap, when primary care is provided to 
patients in their homes, it was found to affect patients positively. For instance, the 
provider who might be a physician assistant, nurse practitioner or a physician is 
visiting patients in their living context. It could serve to change the power dynamic 
of meeting or encounter and facilitates relationship building. In fact, providers, 
caregivers and patients often feel easier and connected with each other. Operating in 
the environment of home also offers an opportunity to the provider to learn things 
that could never be discovered in a normal or typical clinic like the way in which 
patients generally store their medications, the empty refrigerator that might be con-
tributing to weight loss or the fall hazards that are faced by [13].

Several studies have been conducted to gain an understanding of the health and 
economic benefits of home-based medical/primary care programs. A review of 
HBPC interventions for community-dwelling older adults from 2014 tried to iden-
tify the successful operational components of HBPC programs [14]. Authors found 
that these programs could have positive effects on important health outcomes, 
namely, emergency department visits, hospital admissions, long-term care admis-
sions, bed days of care, costs, quality of life and level of satisfaction of patients and 
caregivers. In all programs, a fully integrated interprofessional care team was 
responsible for the home care program, and in four of nine of the described inter-
ventions, an after-hour urgent telephone service was available. These findings are in 
line with the report by Yang et al. who enumerate, among the “key facts about HBPC 
that every geriatrician should know”, team-based home visits and after-hour sup-
port [15].

Regarding the cost-effectiveness of HBMC/HBPC, a study aimed at analysing 
the cost reductions due to HBPC determined that the model of HBPC led to 17% 
lower Medicare costs over a period of 2 years [16]. The study also compared the 
costs of Medicare and 722 patients’ survival in a Medical House Call program with 
the use of Medicare claims data. This house call program ensured hospice and pal-
liative services, urgent house calls for preventing avoidable hospitalizations, social 
workers who coordinated supportive and psychological services and an interdisci-
plinary team of nurse practitioners and physicians who offered telephone coverage 
all day and often made visits to patients. HBPC showed to be effective in saving 
more than 4000 dollars per patient on year basis, and patients had 27% fewer visits 
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to specialists, 27% fewer nursing facility stays, 20% fewer visits to emergency 
department and 9% fewer hospitalizations. Payers and providers agree that the fun-
damental tenets of these programs are capable of driving value in the modern 
healthcare environment and that HBPC interventions and services are more cost- 
effective than emergency care visits and hospitalizations [16].

It should be noted that HBPC serves not only to reduce emergency visits and 
hospital readmissions, but it also controls the high costs for chronic care through the 
establishment of trust with patients. This trust makes patients follow instructions for 
care and they self-treat more effectively [17].

More in general, HBPC aims to prevent hospitalization by ensuring that neces-
sary systems can be implemented right at home. Thus, it serves to bring care to 
patients and not patients to care. It serves to reduce the physical burden on all those 
patients who are unable to reach out to ambulatory care. Home visits help in the 
identification of problems before they become worse and adversely affect patients. 
Seeing a person regularly enables a higher standard of proactivity. In addition to it, 
for frail people, home provides a safer environment than hospitals [16, 18].

It is also important to note that HBPC programs make use of multidisciplinary 
teams. Although formulas might be different, a typical team consists of a care coor-
dinator, a nurse practitioner, an occupational therapist and a social worker, and all 
of them are coordinated by a primary care physician. This team-based approach 
serves to reduce the workload on every team member and enhances continuity of 
care. With an evolution in the medical situation of a patient, care can be adjusted in 
a timely manner [19].

15.2.4  How Is Home Care Organized?

Despite the fact that different home-based medical care programs showed to be 
effective in improving health for older people while reducing healthcare-related 
costs, it should be recognized that the generalizability of current published studies 
is limited.

Scientific literature offers limited information and data on home care service 
organization in European countries. A recent review included 74 studies, and only a 
few of them actually compared home care programs of different nations [8]. It is 
worth noting that no information was present on over one-third of nations, and the 
available information was unevenly distributed across countries. Information on 
Eastern and Central Europe was scarce, and many studies concentrated on only one 
of the four selected domains including policy regulation, informal carers and cli-
ents, financing and service delivery and organization. Moreover, the majority of 
studies were small scaled. Insufficient detail was offered on home care financing. 
Overall, the information obtained from literature does not really enable a proper 
understanding of home care organization’s core aspects in European nations. 
Highlighted aspects of variability in home care organization among European coun-
tries were found to be the following:
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• Service eligibility: several nations considered availability and financial situation 
of informal caregivers.

• Targeted population groups: in several Mediterranean nations, poor population 
was focused on by governments, while this targeting was not considered in other 
nations.

• Organizational and financial competence of central government vs. decentralized 
competence to regional/local level.

• Connected/integrated policy and vision on cure and care at home was considered 
in some nations, whereas in other nations, policies on social services and home 
health were separate.

• Funding mechanisms: there was a contrast in the public funding level among 
different nations (private for-profit, private non-profit, pubic, combination of pri-
vate/public) [8] (Table 15.1).

15.2.5  What Physicians and Patient Think About Home Care?

As we previously pointed out, the rate of house calls performed by physicians is 
generally declining in different parts of the world, despite the diverse organization 
of the various health-care systems. However, it could be useful to better understand 
why this is happening, to know what physicians and patients think about the 
house calls.

The physician’s view Ling Ling Soh et al. performed an extensive literature review 
looking for articles that investigate primary care physicians’ attitudes and percep-
tions towards house calls [21]. Despite the evidence that there is a declining interest 
in house calls also in the research community, with a few articles being suitable for 
this research question, their findings illustrate that GPs generally recognized house 

Table 15.1 Fields of variability of home care organization in Europe (adapted from [20])

Organizational aspect Variability
Financial Profit

Non for-profit
Integration with the HC service Integrated in the public healthcare system

Private initiative
Relationship with other HC services Dedicated service

Extension of service of HC Centre-based activity
Hospital-led
Primary care based
Integrated with the social services
Not integrated

Type of illness addressed Long-term service
Short-term service (acute illnesses)

Leadership Physician-led service (geriatrician or family physicians)
Nurse-led service

Collaboration Multidisciplinary and team-based work
Single-doctor
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calls to be important. Another interesting issue is that this attitude seems to be rela-
tively stable along the time: findings reported in recent articles, in fact, do not seem 
to differ from the ones of papers from 30 years ago. This could suggest that barriers 
to the delivery of home care have grown, while physician’s attitudes seem to be 
stable. The reasons for which physicians chose to perform or not to perform house 
calls are summarized in the Table 15.2.

(continued)

Table 15.2 Physicians’ attitudes towards house calls (adapted from [21])

Dimensions Why GPs perform house calls Why GPs do not perform house calls
Responsibility/
necessity

– Part of the job – Unnecessary
– Obligation – Patients can come to the practice
– Pressure from patient’s family –  Can be made by other professionals 

such as nurses
–  Important for providing good, 

comprehensive care
– Doubt additional value

–  Elderly, homebound or 
bedbound patients, especially 
those with transport issues

–  Patient who needs end-of-life 
care

Rewards – Job and life satisfaction –  Unsatisfactory/inadequate 
reimbursement for house calls

– Please and satisfy patients – Not cost-effective for practitioners
–  Enhance practice’s market 

value
– Too expensive for patients

– More time spent with patients
Organizational 
aspects

– Diversion from daily routine – Time-consuming
–  Patients’ comfort and 

convenience/avoid travel
– Busy practices

–  Patients’ avoidance of the 
waiting room

– Inefficient

–  Poor/inefficient use of physician’s 
time

Doctor-patient 
relationship

– Long-term patient
–  Enhances doctor-patient 

relationship
–  Psycho-emotional support for 

patients and caregivers
–  Reassurance (especially for 

the elderly) that reduces 
feelings of isolation for those 
who live alone

Clinical aspects –  Gathering information about 
patient and family, especially 
non-medical aspects

– Clinical inadequacy in home setting

–  Opportunity to assess patient’s 
function and safety

–  Restricted diagnostic options/support 
(laboratory/X-rays)

–  Preventing hospitalization and 
hospital-acquired infections

–  Lack/unavailability of equipment 
and/or personnel to assist

–  Reducing institutionalization 
of geriatric patients

–  Providing inadequate or substandard 
care as compared to clinic setting

–  Better compliance with 
medical treatment plan

–  Poor control of consultations in the 
patient’s homes
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Nevertheless, despite the fact that in the field of house calls there is a large influ-
ence of subjective attitudes, there are some fields in which these attitudes could be 
addressed and, eventually, changed. This is especially true for the training issues, 
with some research highlighting how the exposure of students during medical 
school to home visits was a factor associated to a positive attitude towards house 
calls in their practice [22].

Patients’ views A study that focused on the opinion of the elderly towards preven-
tive home visits pointed out that 83% of patients were satisfied with the service and 
90% stated that patient home visits (PHVs) are important for older people [23]. The 
main reasons for being satisfied reported were that PHVs added to their feelings a 
sense of safety and support for their ability to live at home and for having a good 
life. A sense of support and safety was perceived especially by older patients, by 
patients with poor physical health and by those without children. In fact, assessing 
the meaning and importance of home visits only through measuring heavy out-
comes like hospitalization rates and increased life expectancy could be misleading 
as it could fail to understand the extent of the effects of HBMC on frail and older 
patients. For this reason, this topic has been addressed also through qualitative stud-
ies to better understand views, needs and preferences of community-dwelling and 
frail older people and their informal caregivers on home visits conducted by pri-
mary care providers. For example, a Dutch qualitative study found that the issues 
patients generally want to address during home visit are their psycho-social context 
and well-being, rather than health problems, disability or dependence. Other inter-
esting aspects raised by patients and caregivers have been the importance of home 
visits in building the trust needed to a good patient-professional relationship and the 
acceptability of home visits performed by nurse practitioners, in continuity of care 
with the GP [24].

Table 15.2 (continued)

Dimensions Why GPs perform house calls Why GPs do not perform house calls
Training –  Inadequate or lack of training in the 

area of house calls
– Lack of professional role models
–  Difficulty performing minor 

procedures
Other –  Medical liability issues - personal 

safety
– Not enjoyable
– Inconvenient to travel
–  Displeasure about abuse or misuse of 

service
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15.3  Second Part: Performing a House Call

15.3.1  Who Is Eligible for a House Call?

As mentioned in the first part of this chapter, the frequency of house calls performed 
by family physicians is highly variable among countries and individual physicians, 
depending more on organizational aspects of the healthcare sector than on substan-
tial patients’ needs. However, the main reasons and needs that drive physicians to 
perform home visits could be grouped into four different categories [25]:

• Acute illness visits. Unless these types of visits are becoming less frequent due to 
the diffusion of public and private transport that made it easier for the patient to 
reach the doctor’s office, they are still performed, mostly in rural settings. An 
acute illness could temporarily make patients homebound (e.g. acute pain, high 
fever, breathlessness) and, thus, could justify the need for a home visit, above all 
in that patients in which hospitalization should be avoided with every effort. In 
the last decade, there has been a growing demand for this type of home visits. 
Despite this, physicians tend to perform fewer home visits as they used to do in 
the past, tendency that is more evident in publicly funded health systems. 
Therefore, this leaves space to private companies that perform on-demand house 
calls to meet this patient’s/consumers’ needs, mainly through digital platforms 
(app, websites) [9]. A study that profiled the consumer’s demographics and the 
reasons for the encounter of one of these companies found that patients that que-
ried on-demand house calls were mainly young adults and parents of newborns 
with a self-reported health status defined good to excellent. This means that the 
demand of this type of services could grow with the increase of the purchase 
power of this new generation of patients. Patients requested on-demand house 
calls mainly for upper-respiratory-tract infections (cough, fever, sore throat, ear 
infection, flu-like symptoms, sinus infection or pink eye), and the first two most- 
prescribed medications were antibiotics [9].

• Preventive and periodic visits for homebound or frail patients. Actually, the 
assessment home visit can be defined as an investigational visit during which a 
physician generally evaluates the role that is played by the home environment on 
the health status of the patient. Often, an assessment visit is made when a frail 
patient is suspected for incompliance or is using healthcare resources exces-
sively. Several elements could be better evaluated through a home visit than 
through an ambulatory consultation, such as the use of medications in the patient 
who is taking several drugs due to different medical problems, hygienic condi-
tions and environmental or socio-economic hazards. Indeed, when the home 
environment is analysed, it can reveal some important evidence of social isola-
tion, neglect or abuse. Moreover, family members and patients who are attempt-
ing to cope with different chronic problems including incontinence or cognitive 
impairment might benefit particularly from this evaluation. In addition to it, a 
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joint assessment at the patient’s home is capable of facilitating the coordination 
of efforts of different healthcare professionals and home health agencies.
In addition, a home visit could be important in the assessment of needs for a frail 
elderly patient’s nursing home placement with uncertain and undetermined 
social support [25]. In fact, for frail patients, home visits are capable of leading 
to improved medical care through the assessment and identification of unmet 
needs in the context of healthcare. Home assessment of frail and elderly patients 
was described to lead to the identification of new medical issues and intervention 
recommendations if compared to ambulatory care [26, 27]. This implies that 
periodic and preventive visits for frail and homebound patients have the potential 
of revealing information about their conditions that might not be identified at 
first. Other than just identifying the issues and problems that might be faced by 
elderly people, it also determines that the current interventions can be adjusted 
and modified [26].
An important role is played by the home environment in influencing the status 
of a patient. For instance, there might be some factors that are hindering the 
recovery of a patient, and they are not generally revealed. These factors can be 
identified through periodic and preventive visits. Other than the identification of 
these factors, possible interventions can also be devised for resolving the issues 
that are being faced by patients. Moreover, periodic home visits could identify 
areas of incompliance or they could help in determining if the patient is con-
suming something unhealthy or a substance that can adversely influence 
health [25].

• Home-based palliative care. Most people desire to die at their own home [28], 
but the proportion of people who die at home vary consistently among coun-
tries. The experience of death has been increasingly institutionalized in the 
last decades, but in the last years, this trend seems to have changed: in 2017 in 
the United States, home surpassed hospital as “the most common place to 
death for the first time since the early twentieth century” [29], testimony of a 
changed receptivity of the healthcare sector on this needs. The provision of 
home-based palliative care service increases the chance of dying at home for 
patients with end-stage diseases, and it also reduces the symptoms’ burden 
without worsening the grief of family and caregivers [30]. GPs are ideally 
positioned to deliver home-based palliative care, as the provision of person 
and family-centred, longitudinal and holistic care is part of their professional 
core competences [31]. However, some barriers still exist in the provision of 
palliative care provided by general practitioners and specialized nurses. A 
qualitative study highlighted the following as barriers for the delivery of 
home-based palliative care to end-stage cancer patients: poor coordination 
and discharge planning, difficulty in arranging necessary equipment and ser-
vices and inadequate out-of-hour medical provision [32]. Regarding the ele-
ments required for the delivery of end-of-life care at home, in another 
qualitative study, healthcare professionals reported several elements as of piv-
otal importance: (1) the importance of a “good start” among all the 
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professionals involved in the care team, the family and the patient (in this 
sense, the first home visit performed by the GP plays an important role); (2) 
the collaboration among different levels of the healthcare system (acute hos-
pital care, GPs, hospital palliative care, home care agencies); and (3) the need 
of competences and collaboration within the primary care sector to avoid new 
hospitalizations [33]. In conclusion, the three key essential clinical processes 
that enable high- quality home-based palliative care could be identified in (1) 
the correct and early identification of patients at risk of dying or deteriorating; 
(2) the formulation of a clear medical patient care plan (a communication tool 
to be shared with all the healthcare professionals that translate a person’s 
advance care plan in medical instructions to be followed in case of deteriora-
tion); and (3) the development of a terminal care management plan (a docu-
ment that contains specific measures to be taken to face the most common and 
predictable terminal symptoms to relief terminal sufferance). In addition, the 
three essential elements for the delivery of high-quality primary palliative 
care are identified to be (1) a compassionate GP wishing to help the patient to 
achieve a good, worthy death; (2) a palliative care team (GP, nurses, social 
workers, occupational therapists, other healthcare professionals if the patient 
has complex needs and the caregivers); and (3) available resources to support 
the GP in the delivery of high-quality home-based palliative care [34].

• Follow-up visits after hospitalization. In general, follow-up visits after hospital-
ization are useful when there are major life changes for patients. For instance, a 
home visit after a surgery or a major illness can be helpful in the evaluation of 
coping behaviours of family members and the patient. It also helps in the evalu-
ation of the effectiveness and success of a home healthcare plan [35]. It is impor-
tant to recognize that one of the goals here is to ensure a safe hospital discharge. 
A follow-up visit can help in the evaluation of the patient, and it can reveal if the 
patient is recovering or not. A home visit after hospitalization helps in the pre-
vention of complications that could cause the patient to be readmitted to the 
hospital. In addition to it, some tests might have been conducted in the hospital, 
but the necessary results have not been released by the time of discharge. 
Actually, it is quite important that all the results have been reviewed, and it is 
determined if the issue is managed properly or not [35].
A follow-up visit can prove to be beneficial in the evaluation and monitoring of 
possible medical changes. In the case of a person with acute illness, follow-up 
visits can not only help in determining if the treatment has positively affected the 
patient, but it can also help in ensuring the right preventive measures in place so 
that the patient does not relapse.
It should be noted that added or new medications that are generally prescribed at 
discharge from the hospital, e.g. hypertension medications or antidiabetic drugs, 
are often needed to be monitored [36]. A follow-up visit can help in monitoring 
and determining whether medications are being taken properly and not acciden-
tally underdosed or doubled up. Therefore, follow-up visits facilitate the process 
of medication reconciliation.
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In general, follow-up visits can help in determining if patients are moving for-
ward with the recommended treatment plan. Other than increasing the possibility 
of a positive outcome, these visits are quite helpful in minimizing hospital visits, 
liability concerns and safety concerns [35] (Box 15.1).

15.3.2  How Should I Plan a House Call? What Should I Bring 
with Me During a House Call?

In general, one of the keys for performing effective home care is concerned with 
clarifying the reasons for the visit and carefully planning the agenda. Preparation 
enables the physician to collect necessary patient education materials and 

Box 15.1 Hospital at Home Programs
The definition of hospital at home (HaH) services is still controversial, lead-
ing to the potential misunderstanding about its potential efficacy. The litera-
ture describes different types of HaH services [37]:

 1. Infusion centres in which patients can receive intravenous therapies.
 2. Home care delivered by the hospital in the postoperative period in order to 

early discharge patients.
 3. Services that deliver the same intensity level of care of the hospital setting 

but at the patient’s home.

Potential benefits of HaH programs are [37, 38] the following:

 – Avoiding hospitalization and demand for acute hospital beds
 – Lowering the risk of cognitive impairment and decline secondary to 

hospitalization
 – Avoiding in older or frail patients the use of sedative medications to treat 

delirium or behavioural and psychological symptoms of dementia (BPSD)
 – Avoiding the risk of a hospital-acquired infection (often caused by 

antimicrobial- resistant microorganisms)

Hospitals at home programs enable patients to benefit from acute care at 
their homes and are aimed to improve health status while reducing the eco-
nomic and societal cost of hospital care. These programs could enable patients 
to obtain the required healthcare in the manner that they wish (e.g. patients do 
not have to leave their family or their home).

According to a Cochrane review updated in 2016, HaH programs are likely 
to increase patient’s satisfaction, while the effect of HaH programs on reduc-
ing the hospital length of stay or the hospital readmission rates of elderly 
people with a mix of medical conditions is still insufficient to draw conclu-
sions on efficacy and cost-effectiveness [38].
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equipment before departure. Physicians should be carrying a map, the directions to 
the home of the patient and telephone number of the patient. The home care team, 
the patient and the physician should set a specific formal time for the visit. 
Additionally, coordinating the house call for enabling the presence of important 
family members and other key members can enhance satisfaction and communica-
tion. Lastly, confirming the time of appointment with all the involved parties before 
departure from the clinic or office is a time management strategy and a common 
courtesy to the family [25].

When it comes to the determination of the equipment used by general practitio-
ners, a sphygmomanometer, a stethoscope, an otoscope and sterile injection syringes 
were found to be carried by all the interviewed general practitioners for their utiliza-
tion on house calls [39]. These findings were consistent with that of another study 
from Israel, which found that the only equipment used in more than 1/3 of home 
visits were sphygmomanometers, stethoscopes and prescription pads [40]. Less car-
ried equipment were blood glucose sensors, and only one in four of the interviewed 
GPs took the medical records effectively on home visits. Fifty percent of the practi-
tioners carried all of the common emergency medicines and drugs with them. As it 
was determined, most practitioners were equipped sufficiently for meeting most 
situations that might occur during emergency calls and home visits [39].

In Table 15.3 there is listed the suggested equipment for a home visit in general 
practice [25].

Actually, the application and implementation of portable technology in home care 
are evolving, and it is recognized as an emerging field. For example, suppose that a 
diagnostic test normally performed in the emergency department but fundamental to 
decide the proper management of the patient’s needs was performed during a house 
call, with an effective dispatch system and triage for protecting emergently ill patients 
from unnecessary hospital admissions. In this scenario, growing interest is emerging 
around so-called point-of-care diagnostic tests, performed with instruments such as 
portable ultrasound machines or electrocardiographs. For example, a simple 1-lead 
portable ECG device, small as a credit card, is able to detect atrial fibrillation with a 
specificity of 96.5% and a sensitivity of 93.9% if compared to manual pulse palpa-
tion followed by a 12-lead ECG [41]. In the last decades, ultrasound technology 
improved in diagnostic accuracy and portability to reasonable costs to such an extent 
that point-of-care ultrasonography (POCUS) is claimed to be formally introduced in 
the training curricula of general practitioners [42]. Beside the fact that the use of such 
technologies is growing to respond to society’s expectation for higher standards of 
care [42, 43], POCUS has shown to be a useful diagnostic procedure for general 
practitioners when dealing with elderly patients (e.g. in the diagnosis pneumonia or 
cardiopulmonar conditions such as pleural and pericardial effusion, left ventricular 
failure, gallstones, hydronephrosis etc.) [42, 44].

In conclusion, despite the fact that more evidence is needed in the use of portable 
diagnostic devices in home care settings, the broad utilization of point-of-care test-
ing in ambulatory and hospital settings, where these technologies are indubitably 
the standard of care, should drive physicians to consider their use in their everyday 
home practice [45].
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15.3.3  What Should I Look at to Perform a Comprehensive 
Home-Assessment?

As stated above, home visits for frail and homebound patients have the potential of 
revealing relevant informations that might not be identified during ambulatory con-
sultations. As general practitioners, to have the most of a home visit, especially if 
we are performing a first assessment of the person, it is useful to focus in a struc-
tured manner on following domains that, consistently with the bio-psycho-social 
model, are identifiable as important determinants of health and well-being of the 
older patient [25, 26, 46]:

 1. Nutrition. An observation of kitchen cupboards and refrigerator will let you 
know about relevant informations about nutrition status or neglect. For example, 
are there hidden alcohol bottles? Is the fridge empty?

 2. Medications. In general, a home visit might be the only method of determining 
how medications are taken by the patient. Therefore, looking around for all the 
medications that might not have been prescribed or mentioned. It should also be 
determined whether there are prescriptions from different doctors or not. In addi-
tion to it, it could be useful to look over the bottle labels for determining whether 

Table 15.3 Suggested equipment for home visits in general practice (adapted from [25])

Suggested equipment for home visits
Physician-supplied equipment
Essential
   Sphygmomanometer (with various cuff sizes)
   Stethoscope
   Otoscope and ophthalmoscope
   Electronic medical records
   Prescription pad
   Lubricant
   Gloves
   Disinfectant solution
   Thermometer
   Tongue depressors
   Urine dipsticks
Optional
   Sterile specimen cups
   Stool guaiac cards
   Glucometer
   Measuring tape
   Laptop computer or tablet
   Diagnostic, prognostic and/or psychometric scales (visual analogue scale, GP-cog, PHQ-9, 

etc.)
   Patient education materials
Other supplies as dictated by patient need
   Patient-supplied equipment (as needed)
   Portable point-of-care diagnostic instruments (ECG, ultrasound, peak flow metre, 

spirometer)
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patients are taking the necessary medications or not and whether the patient 
requires a pillbox for facilitating compliance or not.

 3. Social and community support. It should be determined with whom the patient is 
living, if the patient is alone and who is normally available to assist with regular 
activities. It should also be analysed if outside assistance is needed and how the 
caregiver(s) are coping and if there is evidence of neglect or abuse.

 4. Mobility. An observation of the house’s condition will tell you how a particular 
patient is actually managing the daily activities. It should be determined whether 
the house is clean and whether bathroom and kitchen appear to be used. This 
type of information can be helpful in making recommendations for the right 
home care services. It should be determined whether a patient can move safely 
or not. Are adaptions needed? The footwear of the patient should also be consid-
ered. For instance, backless slippers can be dangerous.

 5. Home environmental hazards and safety. In general, several hazards can be pre-
sented by the home to frail elderly people. For instance, lighting should be 
observed, and it should be kept in mind that the patient might not have proper 
vision. Long cords, scatter rugs and clutter are all important to note. Other than 
that, it should be observed if there are any burn marks and whether bedrooms can 
be accessed easily or not. It should be observed whether the house has handrails.

 6. Physical examination. Generally, physical examinations are performed in the 
same way at home as they are done in offices. Generally, if a patient is inconti-
nent or bedridden, it should be kept in mind to examine the skin in a proper and 
careful manner.

 7. Finance. It is important to analyse whether the patient is able to purchase the 
medications and whether he has the necessary financial resources or not. This 
can be identified by observing the home environment of the patient. 
Social support could be offered.

 8. Spiritual health and needs. In addition to finance, the spiritual needs and health 
of a patient should be assessed properly. Again, the home environment of the 
person and the condition of the person should be observed. Other than that, if 
possible, the patient should be consulted about it as it can reveal more in-depth 
information.

 9. Caregiver situation. It should be analysed whether the caregiver is capable of 
meeting the needs of patients and whether he has the necessary understanding 
and expertise for delivering the required solutions or not. 
Professional help could be offered.
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Abstract

Hospitals are the main scenario in which the health problems of older people are 
managed. The transition of hospital-territory is one of the most important health-
care problems worldwide now requiring new solutions. In this regard, intermedi-
ate care structures seem to be important for this transition. One of the solutions 
after hospital and intermediate care transitions is nursing home placement, often 
due to familial or social choices. Apparently, the case mix in nursing homes is 
changing, with more patients with advanced cognitive disorders and frail or mul-
timorbid older patients, often affected by severe disability. In both intermediate 
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and long-term care structures, the general practitioner (GP) faces acute condi-
tions in complex patients, being this situation similar to what happens in a hos-
pital. In this chapter, we will discuss the role of the GP in nursing homes and in 
the intermediate care settings highlighting the most important problems encoun-
tered in daily clinical practice.

Keywords

Nursing home · Intermediate care · Hospital transition

16.1  Introduction and Definition of Nursing Home 
and Intermediate Care

Nursing homes are residential care centers that provide care for people requiring a 
certain level of medical care that can’t be met through home or other community 
services. The residential care model usually includes nursing care, dietary needs, 
environmental and maintenance services, as well as activities to ensure active and 
engaged residents. Typically, nursing homes, or skilled nursing facilities (SNFs) as 
they are called today in some countries, take care of older people or those facing 
end-of-life care. However, the definition of nursing home is highly variable across 
countries and, often even in the same country, can slightly change in terms of health 
and non-health personnel and in terms of services. Moreover, another important 
distinction is if these structures may as well be private (i.e., paid by the residents or 
by their relatives) or public. In some countries, there is a mixed model in which a 
part is paid by the state and a part by the families.

Nursing homes can be the destiny of a limited part of people accessing to hospi-
tals. Since nursing homes are commonly expensive [1], more recently intermediate 
care units arose. To define what is intermediate care is still difficult today, and there 
is still no certified definition [2]. We can define these structures as services provided 
to patients, usually older people, after leaving the hospital or when they are at risk 
of being sent to the hospital [3].

The role of general practitioners (GPs) in these settings is still not univocal, but 
in this chapter we will discuss the most common issues encountered by GPs in their 
daily clinical practice in intermediate and long-term care units.

16.2  Nursing Home Setting

16.2.1  The Relationship with the Guest

The relationship with the guest, specifically the one residing in the nursing home, is 
a fundamental element for obtaining the best care and management. In this context, 
the GP is often faced with critical aspects, some typical of old age and others closely 

N. Veronese et al.



265

related to the home environment. In fact, with the older person, there may be com-
munication and understanding difficulties related to the language, lack of collabora-
tion due to the presence of cognitive impairment or psychiatric disorders, dysphagia 
problems, and erroneous beliefs that limit the intake of drugs. Generally, the older 
person presents himself as a fairly collaborative individual towards the GP. In gen-
eral, we can say that a serious but friendly approach, sometimes even facetious within 
the limits of lawfulness and respect for the individual, which is comforting and shifts 
the patient’s attention from his health problems, allows you to tune in to the older 
patient and to be able to establish a very profitable professional relationship.

In the nursing home patient, it is often evident (as in most people who are hospi-
talized) not only the “disease” aspect but also the “illness” aspect. The patient can 
be worried about all aspects related to his illness and his stay in the nursing home: 
the spatial and social limitation, the lack of privacy, the reduced time with family 
members, and the expenses that the family has to bear. These concerns affect his 
psychophysical well-being, especially in the first period of hospitalization, and must 
be taken into account. The patient in the nursing home is therefore a “frail” subject 
due to his loss of autonomy in the activities of daily life, a characteristic that depends 
on multiple factors and is linked to the comorbidities that develop in the older 
subject.

16.2.2  Communication Problems

Nowadays, the older residents generally have a low educational level. They do not 
always master the language perfectly, sometimes they express themselves in dialect 
and obviously do not know the technical language of medicine. In some cases, they 
are illiterate, or at least unable to write or read correctly. Added to these, vision and 
hearing problems are often present. For these reasons, the GP should avoid the tech-
nicalities and use simple language to deal with the patient in many situations. The use 
of a figurative language can help to explain more complex concepts. If the patient uses 
dialect or a language other than the one commonly used (if he/she is a foreigner), the 
doctor must try to enter the same communication channel, using the same language or 
using communication tools such as paraphrasing the concepts expressed by the patient 
or using the support of a dialect-speaking mediator. A very useful tool, especially in 
the demented patient, can be the capacitive approach, an interpersonal communication 
system based on the word and which has as its objective, “a sufficiently happy coex-
istence between frail and/or demented older person” [4].

The older patient, especially if affected by dementia, has a reduced and some-
times inadequate vocabulary to really express his needs. The communicative 
approach attempts to identify and revive elementary skills (competence to speak, 
competence to communicate, emotional competence, competence to negotiate, 
competence to decide). The ability to speak gives value to the word regardless of its 
meaning (it is a communicative act; however, it expresses a need, and it is an expres-
sive ability even when its meaning is null or incorrect). The competence to com-
municate concerns the methods of communication, i.e., verbal, paraverbal, and 
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nonverbal. Emotional competence is the one that allows you to experience emo-
tions, to identify those in front of you, and to share them. The competence to negoti-
ate, that is, to negotiate the topics of the conversation with the interlocutor, is an act 
that is incentivized to stimulate the older to become an active part during the dia-
logue. The competence to decide is that which shows us the will of the subject and 
which can be expressed in an evident and clear way, as well as with simple behavior 
(e.g., of relational closure, with arms folded and the gaze turned by another part). As 
the psychologist Paul Watzlawick argued, “one cannot not communicate”: the doc-
tor must therefore be attentive to even the most subtle and apparently insignificant 
signals because the patient, and in this case the older in the nursing home, commu-
nicates continuously his problems, his needs, and his fears [5].

16.2.3  Problems Due to Cognitive Impairment or 
Psychiatric Disorders

Cognitive impairment or the presence of psychiatric disorders can further under-
mine communication between doctor and patient. If the cognitive impairment has 
advanced, very often the patient is unable to express himself adequately, expresses 
disconnected and meaningless sentences, or repeats meaningless words or sounds. 
In this case, however, the paraverbal and nonverbal channels remain active, helping 
us to identify the patient’s needs. The capacitive approach can be useful to stimulate 
residual capacities in patients with not too advanced dementia.

Another common problem is to face the health problems of the older patients 
affected by psychiatric conditions. The older psychiatric patient, on the other hand, 
can refuse to collaborate and be difficult to manage, communication can be limited, 
and he can shut himself up in his world and refuse therapy. In this case, we believe 
that it is important to speak the patient’s language and try to go along with it, so as 
to enter his “world”: this allows us to gain trust and to make sure that he gradually 
also satisfies our requests.

16.2.4  Dysphagia Problems

In the nursing home, dysphagia is a frequent problem that can complicate taking 
care of the patient. It is important, first of all, to catch the first signs of dysphagia, 
and for this reason it is useful to deal with the social health workers who are most in 
contact with the patients and who follow them during meals. Once the problem has 
been identified, we must visit the patient and talk to him about this question and 
possible solutions, if he is still capable of understanding and willing.

Obviously, there must be a comparison and an evaluation also by the speech 
therapist who can give useful indications in this regard. Also, in this case it is neces-
sary to have a good relationship with the patient since dysphagia often requires a 
change of diet and in particular of the consistencies of foods and liquids. The same 
applies to drugs which, in the nursing home, fall within a limited standard form, and 
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often, due to cost issues, the formulations most suitable for dysphagic subjects are 
lacking. The guest may not like these new settings, and for this reason it is important 
to inform him and share the path he intends to take with him. Sometimes it is neces-
sary to mediate, looking for the solution that brings the least damage, in order to 
come up against even the patient’s requests to aim at his complete psychophysical 
well-being.

16.2.5  Problems Related to Wrong Beliefs

The problem of wrong beliefs can be found across all ages. As mentioned above, the 
older patient has a medium-low level of education, and there may also be some 
cognitive impairment. This can sometimes lead to some difficulties in prescribing 
and administering therapy. For example, there may be those who are against the flu 
vaccine, those who believe that taking drugs is harmful, and those who rely only on 
products brought from home and do not want the nurse to administer them [6]. In 
these cases, it is essential to be clear from the start: we must make the patient aware 
that he is now in a structure that has rules and that the ultimate goal of our work is 
the patient’s well-being. He should therefore be informed of the reduced risks of the 
flu vaccination and the benefits for him and for the other guests who get it. In those 
who do not want to take drugs or who bring products from home, the GP will have 
to talk to the patient and his family: we must make them understand that there are 
equal rules for everyone and that, looking at the patient’s well-being, certain thera-
pies are undertaken on the basis of the clinical picture. The use of other products 
(e.g., nutritional supplements) must be agreed a priori with the doctor, because 
some substances may interact with the drugs in use or alter the state of health. 
Finally, it should be reiterated that any product in use must be delivered to the nurs-
ing staff who will be the only one in charge of the administration. This is important 
both to make the guest participate in the rules of the structure and standardize it to 
the new environment and to avoid risks related to autonomous administration or 
relatives (drug interactions, side effects, ab-ingestis, etc.).

16.2.6  End of Life and Nutritional Support Measures

The older resident is aware that his life has already run its course but rarely has it 
very clear how the last moments of his life will have to be. If the patient is capable 
of understanding and willing, it is useful to ask immediately if he/she has any par-
ticular requests and what the last wishes are on this issue. Clearly, any therapeutic 
obstinacy must be avoided, but the decision for the doctor is always rather difficult. 
Sometimes we are faced with cases in which the patient still has a certain potential 
for recovery and the correction of some factors could thus prolong his life (e.g., a 
dysionemia in a decompensated subject). The question to ask is whether such treat-
ment would bring real benefit, that is, if it prolongs life by bringing the guest back 
to the status quo ante or if, instead, it only prolongs the suffering. The most 
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important goal is in fact to minimize suffering by applying appropriate measures 
(e.g., morphine therapy if pain is present). In cases of severe dysphagia or poor 
nutritional status, it must be determined whether it is worth feeding the patient arti-
ficially or whether to apply only moisturizing therapy. Here too it is important to 
respect the patient’s wishes, both when expressed verbally and when expressed non-
verbally (e.g., when the patient repeatedly takes off the needle-cannula or the naso-
gastric tube) [7]. In cases where the patient is unable to express his own will, family 
members must be heard, who may be aware of the patient’s presumed will, but the 
final decision must always be made by the doctor, aware that the treatment must be 
clinically adequate and proportionate, and that the final objective is to improve the 
quality of life, not “add days” to life. The choice of the type of food route must be 
made on the basis of the overall clinical picture and what life prospect the patient 
will have.

In the patient with advanced dementia, the scientific literature does not recom-
mend the use of artificial nutrition, because it does not bring benefits in terms of 
quality of life [8]. In such cases instead, as far as possible, oral feeding, even if 
partial, to encourage human contact and social participation should be encouraged.

16.2.7  The Relationship with Family Members

As soon as the guest enters the nursing home, the GP must introduce himself to the 
family members. They must be explained the rules of the structure and the objec-
tives they intend to achieve and must be comforted immediately. Often, in fact, there 
is an ambivalent aspect in family members. On the one hand, they are refreshed by 
having placed their relative in a nursing home because home management was dif-
ficult, stressful, and sometimes the cause of conflict. On the other hand, they feel 
guilty for having removed their loved one from their home and for having “aban-
doned” it in some way. Especially in the first few weeks, social health workers 
should be asked to monitor visits. It happens with some frequency that, even if 
learned about the internal rules, the family members administer drugs or meals to 
the patient who perhaps has dysphagia problems. In order to avoid medical-legal 
problems, these behaviors must be firmly blocked, making relatives aware of the 
risks of such practices. The doctor must inform family members on a frequent basis 
about changes in the clinical picture, the results obtained (e.g., motor recovery), and 
the problems that arise (e.g., appearance of dysphagia, poor nutrition, behavioral 
disorders, etc.). It is essential to inform them ahead of time about the possible appli-
cation of restraint or artificial feeding measures. In such cases it is also a good thing 
to evaluate their opinion which, even if not binding, must be taken into account by 
the doctor to make the best decision. As already mentioned, in the case of a patient 
who is capable of understanding and willing, relatives should be asked if their fam-
ily member had previously expressed specific wishes regarding the end of life or 
artificial feeding. In the nursing home, financial problems may also arise: in fact, in 
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order to pay the tuition, family members must sell some of the patient’s properties 
or use his funds. In the case of a demented patient, we must advise relatives to ask 
the judge to appoint a legal guardian. If the patient is unable capable of understand-
ing and willing and has no relatives, to decide on the end of life, on particular thera-
pies not present in the manual and on the possible application of artificial nutrition, 
the doctor himself must first deal with the legal guardian appointed by the judge.

Relatives must be involved in the social activities of the rest home, in the 
moments of celebration of the guests, and in the recreational activities to stimulate 
the emotional part and strengthen the guest’s intellectual capacities. Specific time 
limits must be set, which can be agreed upon in particular cases (e.g., in the last days 
of the patient’s life) to avoid that relatives disturb other patients or interfere with the 
activities of the various professional figures. Let us remember that the patient always 
feels homesick for his home, and an excessive presence of relatives, especially in 
the first phase, makes it difficult for the guest to accept his new reality.

16.2.8  Multi-professional Team Case Management

Generally, in the nursing home, there are other professional figures in addition to the 
GP and nursing staff. These figures are extremely important having competencies 
that complete and improve GP work. In Table 16.1 we briefly report the role of these 
important figures.

The older resident frequently needs the evaluation and the work from all these 
figures. A dysphagia problem, for example, can be firstly detected by all these fig-
ures and reported to the doctor, who will give preliminary indications to the social 
health worker about nutrition and will warn the speech therapist to evaluate the 
swallowing ability of the patient and give the specific indications of the case.

Although each professional figure works in his or her specific field, teamwork 
helps the doctor above all in managing complex issues. Take, for example, the case 
of a patient who is still able to capable of understanding and willing but who refuses 
to express himself verbally and to take food. The comparison of the doctor with the 
various figures will lead to a better assessment of the picture as a whole: the nurse 
will tell us if the guest is collaborating and takes therapy, the social health worker 
may report if and how much the patient manages to feed himself, the speech thera-
pist will evaluate the degree of dysphagia possibly present, the psychologist will be 
able to tell us if the patient is depressed and if his cognitive skills allow him to 
understand what he is doing, the educator and the physiotherapist will give us news 
about his social participation and motor skills (and therefore on his life project in 
general). This may allow the doctor to deal with various problems and more effi-
ciently take care of the older patient who lives in a nursing home. It is of utter 
importance to have a medical record shared with all professionals, being able to 
update the others about the needs of the patients and to share and clearly define the 
responsibility in the various aspects of the management of the patient.
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Table 16.1 Multi-professional team case management roles and competencies

Figure Role and competency
Nurse The nurse is the professional figure with whom the GP has probably the most 

collaborative relationship. He is a very precious and indispensable reference 
in administering the therapy, managing any emergencies, and feeding the 
dysphagia; he personally collects a lot of clinical information from the 
continuous contact with the guests

Department 
coordinator

He is the first point of contact for the other professional figures, able to 
collect information from the various figures and then report it to the doctor 
who can later deepen directly with the specific operator. Frequently this figure 
also has greater contact with family members from whom he receives any 
appreciations and complaints, manages convivial moments with relatives, 
takes care of monitoring the work of the SDGs, and monitors the availability 
of the principals, food, and consumables

Social health 
worker

Probably he is the professional figure closest to the older patient who is in the 
nursing home. He can grasp even the smallest changes in behavior, detects the 
presence of any skin lesions, reports on the appearance of any swallowing 
and/or walking difficulties, signals the appearance of alterations of the hollow 
and possible urinary infections, and informs the nurse about sudden changes 
in the patient’s psychophysical picture. The doctor therefore receives valuable 
information from the socio-health operator and, in turn, can give indications 
on the methods of feeding, walking (with or without operator), hygiene (in 
case of urinary or genital infections, protocol in the presence of multiresistant 
infections), and restraint (spatial/environmental or with devices)

Physiotherapist This figure reports to the GP motor problems or new disorders highlighted 
during physiotherapy sessions. In turn, he receives from the doctor a report of 
any motor dysfunction to promptly start a rehabilitation program. The same 
applies when a patient tends to fall with a certain frequency or gets up from 
the wheelchair, in order to identify the aid (e.g., walker, stick, wheelchair) or 
the most suitable means of restraint (e.g., a table in a wheelchair)

Speech 
therapist

This figure takes care of the patients’ swallowing, phonetic, and hearing 
skills. Therefore the doctor can receive indications to change a diet in the 
presence of dysphagia, the signaling of the presence of oral thrush that needs 
medical treatment, and the presence of earwax plugs to be eliminated with ear 
washing or sensorineural hearing loss that requires hearing aids. The doctor 
can ask the speech therapist to evaluate a guest when a certain difficulty in 
swallowing has been detected, he can request that a diet with the right 
consistencies be set, and he can indicate to the speech therapist a guest who 
needs speech therapy treatment to safeguard the residual abilities

Psychologist Psychologist evaluates the presence and the severity of the cognitive 
impairment of the patients reporting to the doctor if there have been any 
deteriorations that require any pharmacological treatments. This figure also 
deals with providing psychological support to anxious and depressed patients, 
who may or may not need drug therapy. Moreover, the psychologist can also 
be very useful to support family members who are excessively worried about 
their family member or those suffering from the sudden loss of their loved 
one, to be helpful in responding to the complaints of relatives more difficult 
to manage and to alleviate any internal tensions between the guests of the 
structure who have moved to live in a social reality that is new to them

(continued)
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16.3  Intermediate Care Setting

16.3.1  A General Perspective

The resulting pressures on acute services have been instrumental in the develop-
ment of intermediate care as a new healthcare model, which has its origins in the 
National Health Service in the United Kingdom around 20 years ago [2].

Intermediate care is thus an emerging concept, which may offer attractive alter-
natives to hospital care for older patients [2]. The main recognized objectives of 
intermediate care are to promote timely discharge from hospital, to prevent unnec-
essary hospital admissions, and to reduce the need for long-term residential care by 
optimizing functional independence [2], even if intermediate care units can also be 
summarized as a set of services designed to facilitate the transition from hospital to 
home and from medical dependence to functional independence [9].

Some countries have already tried different ways to implement intermediate care 
in their health systems. Examples include the United Kingdom, New Zealand, 
Canada, the United States, and Australia, although each in a different and peculiar 
way [10].

16.3.2  Intermediate Care Unit Aims

The multidisciplinary approach for the older patient aims to enhance his functional 
abilities, reduce the risk of rehospitalization, and progress his frailty status [11].

Therefore, intermediate care is the desirable care setting for the following types 
of patients:

Table 16.1 (continued)

Figure Role and competency
Educator The educator takes care of keeping older patients active, both physically and 

psychically with outdoor activities, manual activities, and group games. It can 
detect sudden changes in the guest’s psychophysical picture and then report 
them to the doctor. The latter may suggest the educator to stimulate a specific 
patient with a specific activity (e.g., with manual activities in those who are 
losing these skills, music, and singing in the subjects who are more reactive 
in those moments, reading in those individuals who tend to remain solitary, 
etc.), in order to allow the maintenance of residual capacities and stimulate 
the patient who is in the context of the rest home

Social worker The social worker takes care of some structural problems, e.g., when the 
patient needs an additional period of stay in the structure, when there are 
extra expenses to be addressed (e.g., specialist visits for a fee, request for 
off-the-shelf drugs), or when the guest from self-sufficient becomes 
non-self-sufficient (with consequent change of the tuition and the treatments 
that are due to him)
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• Patients discharged from the acute care hospital, in the clinical stabilization 
stage, whose health and/or social conditions do not guarantee adequate care 
at home.

• Patients who are dischargeable at home but with fragile or inadequate social 
contexts that do not allow them to return, except after a period of treatment aimed 
at acquiring and/or recovering the residual autonomy.

• Patients with recrudescence of chronic diseases or for whom the family physi-
cian requires a protected environment to implement/continue their therapies in 
order to prevent hospitalization.

• Patients needing continuous nursing care.
• Oncological patients not suitable for hospitalization in palliative care facilities.

Intermediate care unit commonly incorporates an integrated care model, based 
on teamwork between the case manager nurse and the social worker, as well as the 
caregiver, in a therapeutic alliance whose objectives are:

• To guarantee continuity of hospital-community care through joint work between 
the GP and the community multi-professional team.

• To reduce hospital readmissions by temporarily managing diseases with a high 
level of health care, thus avoiding admissions of an inappropriate nature.

• To bring the patient back to its home or in the community settings most suitable 
to his/her needs.

• To ensure the implementation of the reactivation plan, rehabilitation, and main-
tenance of residual autonomy through patient-centered interventions in a more 
personalized environment.

• To promote the therapeutic education of the patient and/or caregiver.

These services are provided on the basis of a patient multidimensional assess-
ment, supported by an integrated and individualized care plan.

Intermediate care is an easy and intuitive way for community health care to 
achieve recovery and stabilization of a fragile patient before returning home or 
in another structure with a lower health capacity. Intermediate care should offer 
a service based on a holistic approach, coordinated by different professionals 
who interact with each other in drafting an individual care plan, aimed at taking 
care of the whole patient. Intermediate care can therefore be the reference for 
care continuity in the community setting, prior to a final discharge or instead of 
an improper hospitalization. In addition, admissions to intermediate care are 
characterized by significantly reduced hospitalization costs compared to high-
intensity care.

Intermediate care services such as community hospitals constitute an appropriate 
response to the demands of fragile users, favoring not only the reduction of long 
hospital stays, but also act by preventing the often significant post-hospitalization 
disability and therefore promote a reduction in health costs on a long-term care for 
family members and for the society as a whole.
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16.3.3  What’s the Role of the GP in Intermediate Care Units?

Family physicians’ role in intermediate care is multifaceted and can be acted in 
several different settings. First of all, the GP’s role could be in the safe return to 
home of an hospitalized patient, through a protected discharge, which thus requires 
also coordination between the hospital setting and territorial setting. In this case the 
GP could act either as a manager in primary care departments, leading and coordi-
nating the operations to allow the patient to come back to his home or nursing home 
setting, or as the patient’s personal physician, managing with other health profes-
sional patient’s needs in the home setting. Moreover, the role of family physicians 
could also be acted in community hospital structures for patients still having a com-
plex need but which can be managed by family doctors and nurses.

The important social role the GP has in the society, the social net he is inserted in, 
makes it important for him to be a patient’s advocate with local institutions. The need 
for a social support, for activities being able to maintain older people’s autonomy, to 
improve rehabilitation after a long hospital stay may be identified by the GP and, if 
lacking, asked to local politicians and associations. Changing the environment and 
institutions to better fit the patients’ needs, especially the most fragile ones, should 
be taken into consideration, since it may have a long-term positive impact.

16.4  Conclusion

In both intermediate or long-term care structures, the GP faces complex conditions in 
complex patients, being this situation often similar to what happens in a hospital, but 
without the resources that we have in a hospital. This chapter reported the most impor-
tant problems that are faced by the GP suggesting that specific preparation for older 
persons living in a nursing home or accessing intermediate care structures is needed.
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Abstract

In this chapter, caregivers’ roles in the care of older people are discussed in 
detail. With older people having multiple comorbid diseases, such as osteoarthri-
tis, cancer, chronic obstructive pulmonary disease, heart failure, stroke, and 
chronic kidney disease, and numerous geriatric syndromes such as 
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polypharmacy, urinary incontinence, malnutrition, depression, dementia, falls, 
and frailty, their increased dependence on daily living activities causes them to 
have difficulty maintaining their lives independently, and so they need a care-
giver. Caregiving involves various tasks ranging from helping the older people in 
basic and instrumental activities of daily livings to providing complex health 
care. Caregiving domains can be grouped as follows: (1) assisting with daily liv-
ing activities; (2) emotional and social support; (3) health and medical care; (4) 
care coordination; and (5) decision-making. Each of these areas includes a num-
ber of separate tasks. In performing these roles, caregivers face stress in physical, 
psychological, social, and financial terms, which causes caregiver burden. To 
reduce caregiver burden, it is very important to provide caregivers with system-
atic training about older people’s care and to develop supportive health strategies 
while they perform caregiving tasks.

Keywords

Caregiver · Older · Dependence · Decision-making · Caregiver burden

17.1 Introduction

While aging is defined as a period when an individual experience declines in terms of 
physical appearance, power, role, and position and with increased disability and physi-
cal diseases, the individual becomes increasingly dependent on the social environment. 
It is emphasized that the approach towards the mental and physical conditions of older 
people should be different from the approach to other age groups. According to the 
World Health Organization (WHO) report, the number of people aged 60 and over, 
which was 600 million in 2000, will increase to 1.2 billion in 2025 and 2 billion in 2050 
[1]. In addition, WHO emphasizes that all countries in the world should be prepared for 
the negative consequences of the demographic process (i.e., an increase in frequency of 
people living longer), stating that industrialized countries are prospered before aging 
whereas developing countries will grow older before prosperity [1, 2]. Life expectancy 
increases over time. In the twenty- first century, it is predicted that 20% of the world’s 
population will be aged by the increase in the life expectancy and the increase in the 
number of older people over 85 years of age. It is obvious that with the increase in the 
older population, not only the health problems of older people, but also their caregiv-
ers’ and caregiver-related problems will surge. According to the 2014 nationally repre-
sentative caregiver report, there are an estimated 18 million caregivers in the United 
States that care for 9 million older people. Moreover, the fact that the average age of 
caregivers is 69.4 years and that almost half of the caregivers care for 75 years or older 
reveals the importance of older people’s care [2, 3].

Today, the majority of older people’s care is provided by informal caregivers 
(family caregivers and unpaid caregivers) [4]. However, the latest report from the 
National Academies of Sciences, Engineering, and Medicine shows that changes in 
social and structural factors (such as reduced fertility, increased life expectancy, 
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increased caregivers) will transform care from informal to professional in the future 
[5]. The fact that the older population in need of increased care cannot be met by the 
number of formal and qualified caregivers is a remarkable problem for older peo-
ple’s care in the years to come. The increase in the number of care-dependent older 
people poses an economic burden for most health systems. Institutional care is the 
primary factor in increasing costs in long-term care of older people. Expenses of 
long-term health care in nursing homes are much higher than those of home care 
[6]. This is, therefore, an effective cost reduction strategy for funders to ensure that 
dependent people remain in the home-based care environment as long as possible. 
Moreover, many older people prefer to stay in their homes until the end of their 
lives. All these factors increase the importance and responsibility of family 
caregivers.

Older age increases multimorbidity and consequently dependence on care [7, 8]. 
For example, in a large European prevalence study in which more than 80,000 
patients aged over 65  years were questioned for ten chronic comorbid diseases 
(hypertension, lipid metabolism, diabetes, coronary heart disease, cancer, chronic 
obstructive pulmonary disease, heart failure, stroke, chronic kidney disease, and 
osteoporosis), it was found that all comorbid diseases increased with age, that at 
least one comorbid disease was present in one out of two people, and that almost 
one out of four persons had comorbidity of four or more [9]. On the other hand, not 
only comorbid diseases are increased with advancing age, but geriatric syndromes 
occur as well [7]. It was reported that the frequency of polypharmacy was 54.5%, 
urinary incontinence 47.6%, malnutrition 9.6%, depression 35.1%, dementia 21.6%, 
falls 33.6%, sarcopenia 31.7%, and frailty 28.3% and that all syndromes were sig-
nificantly increased with age. Although 20% of cases in the 60–69 age group did not 
have any syndrome, 48% of cases over ≥80 years had more than four syndromes at 
the same time [7] (Fig. 17.1). The combination of comorbid diseases and geriatric 
syndromes increases disability, institutionalization, and hospitalization, which 
makes it difficult for both clinicians and caregivers [10]. As chronic conditions 
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persist for a lifetime, a long-term care plan is needed where active caregivers, par-
ticularly family caregivers, are required.

17.2  Care Process

Caregivers are individuals who provide free or formal care to sick, disabled, and/or 
cognitive impaired older adults, usually family members or friends. As there are 
many different aspects of long-term older adults’ care, the starting form of caregiv-
ing may change [11, 12]. The care process, which initially begins with the provision 
of medical care, such as monitoring of clinical symptoms or supply of medicines, 
may continue over time as the care recipient becomes more frail or contracts a 
chronic illness such as dementia, Parkinson’s disease, and cancer, resulting in the 
importance of this role of the caregiver to increase dramatically. Sometimes the 
need for assistance from a care recipient increases over time (such as increased 
mobilization limitation due to osteoarthritis), and sometimes an unexpected life- 
threatening event, such as hip fracture, stroke, and myocardial infarction, may cause 
a person to assume the role of caregiver.

While 15% of the caregiving process lasts less than 1 year, it takes 2–10 years in 
70% and more than 10 years in the remaining 15%. As the whole process continues, 
after a while the caregiver may begin to play a more effective role than even the care 
recipient. Studies show that caregivers ask healthcare professionals more questions 
during visits than do patients and that those questions change direction in time 
towards care-related procedures and care costs, rather than the disease itself [13].

17.3  Multiple Roles of Caregivers

Caregiving involves various tasks ranging from helping the older patient in basic 
and instrumental life activities to providing complex health care.

Caregiving domains can be grouped as follows: (1) assisting with daily living 
activities; (2) emotional and social support; (3) health and medical care; (4) advo-
cacy and care coordination; and (5) decision-making. Each of these areas includes a 
number of separate tasks (Fig. 17.2).

The two diseases that lead to the most caregiver burden in older adults are cancer 
and dementia. Although the burden of caregivers associated with both diseases is 
similar, specific tasks differ from each other. For example, caregivers for cancer 
patients mostly provide help with getting up and sitting, while incontinence and 
neuropsychiatric symptoms are managed in dementia patients [14].

17.3.1  Assisting with Daily Living Activities (ADL)

Daily living activities are divided into basic and instrumental activities. Basic daily 
living activities include feeding, grooming, bathing, dressing, bowel and bladder 
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care (toilet use), and mobility (ambulation, transfers, and stair climbing), whereas 
instrumental activities of daily living (IADLs) that are used to describe more 
advanced activities include those such as using the telephone, housekeeping, man-
aging money, shopping, laundry, responsibility for own medications, ability to han-
dle finances, transportation, and preparing meals. Independence of all these daily 
activities indicates the functional capacity and disability of the individual [14–16].

Each year, disability develops in 10% of older people without any disability 
before, which is more common in instrumental ADLs [14, 16]. Besides, more than 
30% of people 65 years and older lose their independence in mobilization over a 
4-year period [17]. However, some studies demonstrated that the prevalence of ADL 
and IADL disability has declined in recent years, often with a stronger decline in 
IADL than in ADL. This can be attributed to improvements in healthcare supports 
and technological devices to support independent living. From this perspective, it 
appears important to determine and prevent risk factors for disability. Therefore, the 
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role of caregivers in older people’s care may indeed begin at this stage. For example, 
pain, falls, depression, the use of ancillary equipment, polypharmacy, and multiple 
comorbid diseases have been shown to be associated with the restriction of ADLs 
[18–20]. Such studies suggest that one of the important roles of caregivers is to 
carry out regular health checks (contact with primary care physician) for the early 
detection of hearing, vision, and mobilization problems that require the use of assis-
tive devices for older people and the control of existing comorbid diseases and 
medications.

As known, all types of dementia, especially Alzheimer’s disease, increase with 
age, and the most important diagnostic factor of dementia is to determine the level 
of cognitive impairment that affects the daily life activities of the patients [21]. At 
this point, family caregivers are very responsible for the correct diagnosis. Because 
dementia patients often cannot provide accurate information about their daily activ-
ities, the caregiver’s observations are very important. It has been shown that in 
ADLs, particularly those with three or more limitations require much more care 
than those with one or two limitations [22]. Men have more problems managing 
drugs and preparing meals, while women have disabilities about traveling and 
mobilization [20]. Dementia is the most important cause of disability in older peo-
ple. While IADLs are affected by early stage dementia, dependence develops in 
basic ADLs as dementia progresses [23].

In parallel with the progression of dementia, in basic activities, such as eating, 
dressing, bathing, walking, or using the toilet, deterioration occurs as much as to 
require guidance and support. When the disease progresses to intermediate or 
advanced stages, the care of a caregiver is absolutely necessary for self-care [21, 
23]. According to the data from the 2011 US National Health and Aging Trends 
Study, caregivers looking after a dementia patient have to provide more care in all 
basic ADLs, including self-care, mobility, feeding, and incontinence, compared to 
caregivers looking after an older adult without dementia. Only 20% of patients 
without dementia and 77.7% of older people with dementia receive help for at least 
one ADL. In three or more ADLs, the proportion of receiving help was 40% in those 
with dementia and 14% in those without dementia [24]. Caregivers cope with neu-
ropsychiatric problems such as sleep disturbances, anxiety, wandering, and halluci-
nations in dementia patients, while at the same time trying to care for ADLs; 
therefore, it is not surprising that caregiver exhaustion is remarkably common in 
caregivers for those living with dementia [25].

17.3.2  Emotional and Social Support

Older people begin to be in need of emotional support as well as physical support 
immediately after disability and frailty develop, because there is a mutual relation-
ship between frailty and depression [26]. While the prevalence of emotional prob-
lems such as depressive symptoms, anxiety, irritability, and anger is 10–20% among 
older people living in the community, this rate increases to almost 50% as disability 
increases [27]. Frailty is a multifactorial geriatric syndrome that may be affected by 
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some important factors such as fragility, pain, mobility and balance problems, 
weakness, and poor endurance. All of these risk factors may give rise to disability, 
or functional dependence, and so to depression [28]. On the other hand, depression 
may predict indicators of frailty caused by a decline in social ties, gait speed and 
less physical activity, or increased immobility, risk of falling, weight loss, and mal-
nutrition that may raise the continuity of affective symptoms, typical of depression, 
including sadness, anhedonia, and helplessness [29]. Moreover, depression may be 
related not only to physical frailty but also to cognitive impairment that can be long-
lasting and persist even in emotional remission [30]. Cognitive impairment related 
to depression may contribute to the emergence of frailty. Therefore, the current 
estimates on the potential beneficial effects of the approaches to preventing fragility 
or depression may be conservative. For example, the successful treatment of the 
depression itself may result in increased behavioral and social activation, thereby 
increasing physical and social activity levels and improving muscle mass and 
strength and the elder’s overall energy levels, thereby reducing frailty [31]. Likewise, 
increasing physical activity is an effective intervention for frailty in older adults and 
can preserve and manage depressive symptoms via potential neurobiological 
changes and as a result of social and physical engagement [32].

It is important for caregivers to recognize depressive symptoms early in the older 
individuals and to pass them on to their doctors; thus, the caregiver provides emo-
tional support, consequentially preventing the risk of disability and increased mor-
tality from depression. Emotional support (affection, a sense of belonging, a sense 
of usefulness, trust, and empathy) is an important part of social support [33]. Other 
parts of social support include the tools necessary for instrumental support (e.g., 
mobilization), providing money and informational support (to provide the knowl-
edge or skills necessary to deal with a problem [34]. In the studies conducted, the 
usefulness of the components of social support was investigated, and it was found 
that emotional support was the most important one to increase the life satisfaction 
among older people [33].

Inadequate emotional support is associated with loneliness, anxiety, uncertainty, 
and a sense of worthlessness [35]. However, unfortunately, social support does not 
always work, and sometimes it can cause a person to feel guilty due to seeing 
him(her)self as a burden on others and may even lead to suicidal ideation [36]. On 
the other hand, it is also known that caregivers are more positively affected than care 
recipients while providing social support, which positively affects the health and 
longevity of caregivers [35].

17.3.3  Health and Medical Care

Health and medical care tasks of caregivers are not new, but they have become more 
complex than in those the past. Older and frail adults’ homes have become clinical 
care settings where caregivers perform a series of care or medical tasks previously 
provided by licensed or certified professionals only in hospitals and nursing 
homes [2].
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The results of the “Home Alone” study by the AARP Public Policy Institute and 
the United Hospital Fund are striking [37]. The roles and frequency of the patient’s 
relatives in medical care are summarized as follows:

 – Managing medications, including injections and intravenous therapy (78%)
 – Helping with assistive devices (canes and walkers) for mobility (43%)
 – Preparing food for special diets (41%)
 – Doing wound care, such as ostomy care, treatment of pressure sores, and applica-

tion of ointments and prescription drugs and bandages for skin care (35%)
 – Using meters or monitors with glucometers to test blood sugar levels, oxygen, 

and blood pressure monitors, test kits, and telehealth equipment (32%)
 – Administering enemas and managing incontinence equipment and supplies (25%)
 – Operating durable medical equipment such as elevators to get people out of bed, 

hospital beds, and chairs (21%)
 – Operating medical equipment, including mechanical ventilators, tube feeding 

equipment, home dialysis, and suctioning (14%)
 – Providing ADL or IADL (more than 96%)

Most caregivers stated that they did not receive the necessary training in per-
forming such tasks and that they were afraid to do wrong or damage the care recipi-
ent during the practices [38]. Since the hospital stay of the older patient is limited in 
order to cut down health expenditures, caregivers, however, will often have to pro-
vide home health and medical care services and will try to overcome the numerous 
equipment and technical procedures such as feeding tube, urinary catheter, and tra-
cheostomy. On the other hand, family caregivers have to interact with almost all 
components of the health system (physicians, physician assistants, nurses, nurse 
practitioners, social workers, psychologists, pharmacists, physical and occupational 
therapists, certified nursing assistants, home health, and personal care aides). 
Caregivers are also responsible for providing the doctor with medical information 
about the older patients (e.g., habits, smoking, and alcohol use) and family history 
(illnesses in other members of the family), illnesses he/she has been diagnosed, and 
medications he/she has used. If the patient suffers from dementia, caregivers are 
responsible for communicating the patient’s possible complaints (such as pain, 
incontinence, fever, cough, neuropsychiatric symptoms) to healthcare profession-
als. Considering all this, it is shown how important the role caregivers play in the 
medical care of disabled older patients [2, 38].

17.3.4  Care Coordination

Family and informal caregivers (spouse, adult, children, parents, other relatives, 
partners, co-workers, or friends) are a critical source of support for individuals with 
chronic or disabling conditions. Family caregivers contribute to increased continu-
ity of care and better outcomes for those in need of care. Caregivers provide valu-
able information about the patient’s medical condition, administer medicines, make 
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complex treatment plans, and make important medical decisions. The presence of a 
family caregiver can improve medical availability, reduce hospital stay, and prevent 
hospitalization, unnecessary emergency room and doctor visits, and early care facil-
ities. Therefore, the caregiver is an important member of the healthcare team [3, 12, 
25]. One of the most important steps of care coordination is to develop a care strat-
egy for caregivers after care recipients are discharged from a hospital or institution. 
Caregivers are responsible for deciding whether to continue care at home, nursing 
home, or another institution after their older patients are discharged from the hospi-
tal. In the United States, 40% of older hospitalized patients over the age of 85 are 
transferred to a skilled nursing facility; thus, inappropriate readmission to the hos-
pital can be avoided [39]. In a study involving 11,855,702 Medicare beneficiaries, 1 
out of 5 people applied to the hospital within 30 days of discharge, and 34.0% were 
rehospitalized within 90 days [40]: (1) transient and general clinical vulnerability 
after discharge; (2) exposure to a wide range of stressors such as pain, sleep distur-
bances, catheter applications such as protein-energy malnutrition, bladder catheter, 
and pain during hospitalization; (3) deterioration of neuro-coordination as a result 
of prolonged bed rest and hypomobilization; and (4) the development of surgical 
wound infection or decubitus ulcer, especially in patients discharged from surgical 
clinics, complicates the care of older individuals [41]. In addition, (1) inadequate 
information and inadequate training of the caregiver, (2) lack of communication 
with care providers that will continue to care for the older people, (3) failure of the 
clinician to continue follow-up after discharge, and (4) poor social support increase 
the dilemmas in the care plan. For all these reasons, the older people are forced to 
return to hospital after discharge [39, 40].

In all this process, caregivers should arrange the physician visits to be made 
again after discharge from the hospital, provide the necessary equipment for home 
care, (e.g., to provide the handles to prevent the older persons from falling down 
while taking a bath or to remove the door sills), find the necessary allowance for 
this, and coordinate not only the care of the older people but the rest of their lives.

17.3.5  Decision-Making

Caregivers make decisions on many issues on behalf of recipients, especially the 
older patients with cognitive deficiencies. The types of decision-making roles are 
quite various: there may be some kinds of decision-making, such as guiding and 
supporting, trying to help the older patient to make decisions or the caregivers mak-
ing the decision as a surrogate [42]. Although older people can sometimes decide 
for themselves, they still need help from caregivers to implement them. Caregivers 
and recipients can face many types of decisions, including decisions about treat-
ment options, place of care, and end-of-life care [42, 43]. Decisions can be affected 
by religious beliefs, family dynamics, and financial problems [42].

Many people with advanced diseases lack the capacity to make decisions and 
therefore have to rely on their surrogates. Research shows that for about half (47%) 
of older adults in hospital, family members are involved in decision-making, while 
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the remaining 23% need additional surrogates’ decisions [44, 45]. Most individuals 
prefer to involve family members in medical decisions, and when the individual 
loses his/her decision-making ability, his/her family members act as decision- 
makers by attorney [46]. Some persons are appointed by a court by power of attor-
ney, while others may play a role by default because they are close family members 
or friends. Family surrogates are not only required to make health-related decisions 
but also to manage the financial, legal, and insurance issues of the care recipient. In 
summary, the role of family care is extensive and often requires significant time 
commitment. The complexity of the caregiving role has increased in recent years.

17.4  Caregiver Burden

Caregiver burden is a multidimensional response to physical, psychological, social, 
and financial stressors associated with the caregiving experience. There are several 
factors that determine the burden of the caregiver, which include demographic char-
acteristics such as gender, age, and ethnic identity, as well as patient characteristics 
and behavioral problems [25]. It has been shown that female caregivers experience 
higher psychological distress and are at higher risk for psychiatric morbidity. 
Measures related to burden, conflict and relationship difficulties, anxiety, depres-
sion, and quality of life were found to be negative for women [47]. It has been 
shown that compared to caregivers who are male, female caregivers were aged 65 
and over, from black race, married, more educated, unemployed, the primary own-
ers of responsibility, could provide more intensive and complex care, could not 
maintain the balance for family or professional responsibilities, have health prob-
lems, and have increased tendencies to engage in religious activities [2, 24, 47]. 
When social roles are considered, the majority of caregivers are spouses, who per-
ceive higher levels of stress. In the overall care process, spouses feel more vulner-
able, lonely, and isolated. In addition, caregivers of older individuals may be 
reluctant to express their mental strain and dissatisfaction with the situation, because 
social and communal values characterize caregiving as an ordinary process of the 
older age and a duty of the spouses. While women establish more identification with 
the role of caregiver, men tend to see it as a task to be completed.

Care for dementia patients is an even more challenging process, requiring inten-
sive caring demands for 3–15 years [25]. Behavioral problems, including global 
destruction of cognitive functions, agitation and psychosis, and inability to maintain 
daily living activities put a heavy burden on caregivers. The burden of caregivers is 
closely related to the severity of dementia-related neuropsychiatric symptoms. 
Neuropsychiatric symptoms, such as anxiety, agitation, disinhibition, aggressive 
behavior, and sleep disturbances, are more closely related to caregiver burden and 
negative outcomes such as decline in their general health, quality of life, and social 
isolation [25].

The burden of caregiver is manifested by negative objective and subjective 
results such as psychological problems, physical health problems, economic prob-
lems, social problems, deterioration of family relations, and lack of control. 
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Caregivers may feel guilty due to the failure to meet the recipient’s ongoing expec-
tations and may feel powerless because they lose control of their own lives. Other 
emotional problems include frustration, anger towards other family members and 
the older person, guilt for not being honest, loss of privacy if living with the older 
person, self-condemnation, coercion, grief, thinking of lack of social support, 
despair, and so on. Restlessness, insomnia, decrease in self-esteem, social isolation, 
increase in alcohol and drug use, and troubles in problem solving lead to an increase 
in stress and anxiety levels of caregivers and often bring about symptoms of depres-
sion in the caregiver [25, 47, 48]. Primary care of the patient by the caregiver also 
negatively affects the relationships between other members of the family and friends 
and restrains resting and leisure activities, which increases the likelihood that the 
caregiver will feel left alone in the care role, have a decrease in social support, and 
experience social isolation over time.

The problems experienced by the caregivers, some unmet needs, the burden 
resulting from the care itself, cause the caregiver to not be able to help the patient at 
an appropriate level and not feel psychologically sufficient, which induces the sup-
port to be compromised and increases the rate of hospitalization of the patient [49, 
50]. Health professionals need to be able to determine the level of burden felt by the 
caregiver before they can plan appropriate interventions to support caregivers and 
evaluate the results of these interventions. Knowing the burden and performing the 
necessary intervention contribute to improving the quality of life of both recipients 
and caregivers.

With their validity and reliability tested, there are many scales developed to mea-
sure both the burden experienced by caregivers and its level [51]. Depending on 
clinical observations and using the tools developed, healthcare professionals can 
take suitable approaches in a timely manner to determine the degree and/or risk of 
care disability.

17.4.1  What’s the Role of Family Physicians

Family physicians have a “privileged” position, and the longitudinal care process 
allows them to follow the progression of diseases and counteract eventual impairing 
situations, even in case of older patients assisted in difficult social conditions or in 
vulnerable contexts step by step.

Two important aspects to keep in mind when dealing with older patients and 
entering their domestic settings are:

 – Time of acceptance and adaptation
 – Adaptation in space

The time of acceptance and adaptation: acceptance regards the integration of the 
concept of irreversible change in one’s daily life after the diagnosis of a disease that 
does not heal. Adaptation is about being able to accept the fact that the balance 
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achieved is a balance in constant evolution, depending on the progression of the 
disease. And this, for caregivers, is the hardest part.

Adaptation in space: the body and mind of the healthy person recognize their 
environment as familiar. When a disease such as dementia or a physical disability 
takes over, in general, the space-home becomes an unknown and potentially hostile 
space. In the rearrangement of spaces, the caregiver must be supported.

Doctors have to evaluate and reassess eventually these two aspects, providing 
support and counseling if possible.

Doctors can propose the caregiver to reorganize patient’s living spaces in order 
to make them more comfortable and safe, especially for frail persons.

On the other hand, it is important to remind that both patient and caregiver may 
need help from their family doctor also in coping with the disease affecting the older 
individual.
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Abstract

Elder maltreatment was first mentioned in a scientific publication in 1975; nowa-
days elder abuse has gained the necessary visibility to become internationally 
recognised as a global public health and social matter. However data and studies 
on this specific form of violence and the understanding of the phenomenon are 
still quite limited; recent meta-analysis tried to estimate the scale of the problem 
and indicated a combined prevalence for overall elder abuse in the past year 
between 14.3% and 15.7%, psychological abuse being the most common form of 
elder abuse both in community and residential settings.
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Elder abuse and neglect (EAN) has extensive effects on the quality of life, 
morbidity and mortality of older adults, and health workers are in a unique posi-
tion to identify it.

The global elderly population is increasing dramatically worldwide, from 900 
million in 2015 to nearly 2 billion in 2050, so the incidence and prevalence of 
EAN will increase as well concomitantly. Identification and management of 
elder abuse need to be a priority of healthcare providers. At the same time, urgent 
steps should be taken by policymakers around the globe targeting the population 
changes and risk factors for EAN comprehensively, from every possible aspect.

Keywords

Elder abuse and neglect · Self-neglect · Elder maltreatment · Primary health care 
(PHC) · Family medicine

18.1  Introduction

Elder maltreatment was first mentioned in a scientific publication in 1975 when a 
health professional from the United Kingdom wrote a letter to the BMJ calling for 
action on “granny battery”: “just another manifestation of the inadequate care we as 
a profession give to elderly population and their relatives who are left to cope with 
them unaided and supported by us” [1].

It took more than 40 years before elder abuse gained the necessary visibility to become 
internationally recognised as a global public health and social matter [2–5]. Nowadays 
elder abuse is also considered a violation of human rights by organisations such as the 
World Health Organization (WHO) [6] and the United Nations (UN) as stated in the 
principles for older persons [7]. The European Union in the Charter of Fundamental 
Rights (Art. 25) [8] also “recognises and respects the rights of older people to lead lives 
of dignity and independence, and to participate in social and cultural life” [2].

Despite the increased awareness and call for urgent action by major international 
agencies such as WHO [9], data and studies on this specific form of violence and the 
understanding of the phenomenon, beginning with terminology and definition, 
remain limited [3–5, 9].

18.2  Definition and Subtypes

18.2.1  Elder Abuse and Neglect Definitions

Elder abuse was first described as “granny battering” in BMJ in 1975 and is today 
known as elder mistreatment, abuse of older adults or senior abuse [1–3]. Recently 
“elder abuse and neglect” and its acronym EAN have gained scientific acceptance 
and validation as a more comprehensive and all-inclusive denomination will also be 
used in this text.
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In addition to terminology, also the definition varies among international agen-
cies, academics and researchers as well as across countries and cultures indicating 
the complexity of the concept and the philosophical and cultural believes entailed 
[3, 9–11]. The definition adopted by the WHO and other agencies such as the 
International Network for Prevention of Elder Abuse (INPEA) [2, 6, 10] was devel-
oped by the “UK’s Action on Elder Abuse” organisation in 1995 [12]. The US 
National Academy of Sciences proposed another widely accepted definition pre-
sented in Table 18.1, which includes intention and inadvertent [13].

Both definitions present some limitations being based on relationships or at least 
an expectation of trust between victim and offender. Such definitions exclude any 
criminal actions performed by strangers [10].

The lack of a standardised, unanimous definition results in ramifications at 
numerous levels. It affects different disciplines including academia and policymak-
ers, as well as the development and evaluation of various interventions [5, 9, 10, 
14]. The WHO along with many scientific experts are now urging for a consensus 
on definitions, subtypes, and categorisation as well as research methods on the 
topic [9].

18.2.2  Subtypes

Elder abuse and neglect can take many different forms, as shown in Table 18.2. 
Although specific subtypes are subjected to cultural differences and vary from 
country to country, the five widely accepted types of EAN are psychological/emo-
tional or verbal abuse, physical abuse, sexual abuse, financial/material abuse and 
neglect/abandonment [2–4, 10, 15].

Some studies also include more specific kinds of violence, namely, violence of 
personal rights [2]. Moreover, some experts debate whether self-neglect should be 
classified as a specific form of elder abuse or not. Some interpretations consider 
self-neglect related to elder mistreatment; however recently experts have been ques-
tioning such categorisation, just as suicide is not considered a form of murder [15]. 
Self-neglect is an extreme deficiency of self-care, and it can be associated with 
hoarding and other mental health disorders such as additions or health conditions 
and disability. It can occur at any age, although it is most common among the 
elderly; the signs of self-neglect are presented in Table 18.2 and may include, for 
example, malnutrition, dehydration, poor hygiene, noncompliance to medical pre-
scriptions or medication misuse [10].

Table 18.1 Widely accepted EAN definitions

UK’s Action on Elder Abuse, 1995 The US National Academy of Sciences, 2003
Elder abuse is a single or repeated act 
or lack of appropriate action, 
occurring within any relationship 
where there is an expectation of trust 
which causes harm or distress to an 
older person [12]

Elder mistreatment: (a) intentional actions that cause 
harm or create a serious risk of harm (whether or not 
harm is intended) to a vulnerable elder by a caregiver or 
other person who stands in a trust relationship or (b) 
failure by a caregiver to satisfy the elder’s basic needs 
or to protect the elder from harm [13]
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Subtype Definition Examples
Physical abuse The infliction of pain or 

injury, physical coercion 
or physical or drug-
induced restraint

• Being pushed
• Being grabbed
• Being slapped
• Hit with an object

Psychological/verbal 
abuse

All actions inflicting 
mental pain, anguish, or 
distress on a person 
through verbal or 
nonverbal acts

• The use of abusive language
• Manipulation
• Bullying
• Blackmailing
• Shouting at
• Threatening
• Humiliating
• Isolating the older person
• Infantilising the person

Sexual abuse Non-consensual sexual 
contact of any kind or 
sexual exposure; terror in 
intimate relations that has 
the intention to control 
the partner or a person 
and is only one-sided

• Unwanted intimacy
• Touching in a sexual way
• Rape
• Undressing in front of the victim
• Sexually slanted approaches

Financial abuse or 
exploitation

All actions of illegal or 
improper use of an 
elder’s funds, property or 
assets

• Swindling
• Disappearance of money or goods
•  Obstruction in managing one’s own 

money
• Legacy hunting and extortion

Neglect The refusal (active 
neglect) or failure 
(passive neglect) of a 
designated caregiver to 
meet the needs of a 
dependent older person

• Malnutrition
• Inappropriate clothing
• Decubitus ulcers
• Deterioration of health
• Poor Hygiene
•  Lack of needed aids or medical 

equipment
Violation of personal 
rights

A violation of an 
individual’s civil or 
human rights by any 
other person or persons

• Violation of privacy
•  Violation of the right to autonomy and/

or freedom
•  Refusing access to visitors/isolating the 

elder
• Reading or withdrawing personal mail

Self-neglect Adults not willing or not 
able to perform essential 
everyday self-care tasks 
such as providing food, 
clothing, adequate shelter 
or obtaining adequate 
medical care and services 
necessary to maintain 
physical and mental 
health, well-being, 
personal hygiene and 
managing financial 
affairs

• Poor overall self-care
• Unsafe or unclean living conditions
• Inadequate or inappropriate clothing
•  Absence of needed eyeglasses, hearing 

aids, dentures, etc.
•  Unexpected or unexplained deterioration 

of health
• Drug misuse, etc.

Table 18.2 Subtypes of EAN and related examples
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As abuse of older people can be an act of commission or omission (neglect), it is 
of great importance to clarify that abuse can be deliberate and intended as opposed 
to accidental or unintended. This, however, may be related to sociocultural contexts 
and varies from county to county. Scientifically and for research purposes, abuse 
can be categorised as intentional or unintentional, although it is worth noticing that 
for various reasons, intentional injuries may be misclassified as unintentional or of 
undetermined intent which makes analysis and interpretations complicated and 
speculative [9].

18.3  Epidemiology

Estimating the scale of the problem presents methodological limitations starting 
from the scarcity of studies and scientific data to the lack of shared indicators and a 
consensus on definitions which results in difficulties in comparing data [2, 3, 9–11, 
14]. Data on prevalence is substantially affected by under-reporting [2–4, 9, 10], 
which is calculated to be as high as 80%, and may be caused by social norms, fear 
of retaliation or inability to communicate [2, 11].

18.3.1  Prevalence of EAN

Recent systematic reviews estimate the combined prevalence for all types of EAN 
in the past year to around 15% [3, 5]. The most common forms of maltreatment 
appear to be psychological abuse (11.6%), followed by financial exploitation 
(6.8%) and neglect (4.2%) while physical (2.6%) and sexual abuse (0.9%) proved 
to be less prevalent [3, 11]. Due to cultural differences and lack of consensus on 
definitions, national and regional prevalence rates differ significantly [2, 3, 5, 10, 
11, 16]. Examples of prevalence in different countries worldwide can be seen in 
Table 18.3.

Table 18.3 Examples of EAN prevalence in different countries

Region or country Elder abuse prevalence (%)
Canada 4
China 36.6
Croatia 61.1
India 14
Ireland 2.2
Israel 18.4
Peru 79.7
United States 10
United Kingdom 2.6
Overall elder abuse prevalence 14.3–15.7%
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18.3.2  Prevalence of EAN in Residential Settings

The few available studies on EAN in residential settings depict a critical and perva-
sive situation [11, 17]. Compared to the community settings, maltreatment preva-
lence rates in institutions appear to be higher for all types of violence with 
psychological violence being the most common followed by physical maltreatment; 
specific percentages are reported in Table 18.4.

A meta-analysis reveals that 64% of residential workers reported abusing older 
residents in the past year, while more studies are needed to calculate the overall 
prevalence of older residents disclosing EAN in residential settings [11].

The prevalence of EAN in institutional settings varies substantially from country 
to country. In several studies, it was found to be more common in residential set-
tings compared to the community setting, ranging from 31% in Israel to 78.8% in 
Germany [11].

Potential explanations for such variations are complex as shown. While further 
research is needed, it is already clear that an association can be noticed between the 
increasing dependency of older people and EAN prevalence both in community and 
institutional settings [11]. In residential homes, a significant correlation was found 
between abuse and a high ratio of residents per registered nurse [9]. Moreover, time 
pressure, shortage of staff and emotional exhaustion have been reported in most 
cases of abuse [11, 18], as shown in Fig. 18.1.

Table 18.4 Prevalence of EAN per subtype in community and residential settings

Type of violence Community setting (%) Residential setting (%)
Psychological abuse 11.6 38.4
Physical violence 2.6 14.1
Financial exploitation 6.8 14
Sexual abuse 0.9 1.9
Neglect 4.2 11.6

Emotional exhaustion

Lack of social resources

High ratio residents / registered nurses

Shortage of staff and time pressure

High

prevalence of

EAN in

residential

settings

Fig. 18.1 Causes and correlations of EAN high prevalence in residential settings
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18.4  Aetiology and Risk Factors

18.4.1  Social-Ecological Model

EAN is a complex and multidimensional phenomenon that involves many factors at 
the individual, relationship, community and societal level [10, 14] as per the socio-
cultural context conceptual model suggested by the US National Research Council, 
shown in Fig.  18.2 [13]. The model explores the interaction of different factors 
while considering the sociocultural context in which EAN takes place [4, 5, 10].

Current literature indicates that maltreatment can be triggered by many different 
factors, their combination and interaction, yet more studies are needed to better 
understand the complex and specific dynamics [3, 9]. Nevertheless, researchers 
have shown evidence of some risk factors at individual levels relating to the offender 
(stress, insufficient training), to the victim (high dependency, mental disorders), to 
the relationship level (co-dependency, financial needs), to the community level 
(social isolation) and to the societal level (ageism, poverty) [4, 5, 9, 10].

18.4.2  Risk Factors at Individual Level: Victim

Health: Poor health has been consistently associated with EAN across countries 
[5]. Evidence shows the main health risk factors for EAN are physical disability 
and mental impairment [9].

Ageism and other inequalities

High Crime Rates

Social Isolation
Financial Dependancy

Community Level

Relationship
Level

Societal
Level

Individual
Level

Victim Level:
Dependency/Disability
Cognitive Impairment
Aggressive/challenging behaviour
Age
Gender

Perpetrator Level:
Stress/Exhaustion
Burnou
Mental Health
Substance abuse
Gender

Poverty

Policies
Codependency

Social Disorganisation
Attitude towards violence

Previous history of family violence

Fig. 18.2 Risk factors for EAN: the sociocultural model

18 Elder Abuse and Neglect



296

Dependency and Disability: EAN is consistently associated with dependency or 
physical disability [3, 5, 9]. Some studies show the risk of abuse can increase up 
to four times in cases of a high level of dependency [9].

Cognitive Impairment: Dementia is believed to be a specific risk factor for EAN 
[2, 5, 9]. Data across countries shows higher rates of elder maltreatment among 
older people with Alzheimer’s disease and other forms of dementia (up to 14%) 
compared to the general population. Similarly, family caregivers of people with 
dementia report higher levels of perpetration (12%) than those of caregivers of 
relatives without dementia (4%) [9].

Aggressive or Challenging Behaviour: Studies suggest that disruptive patients’ 
behaviours can play a role in EAN and should not be ignored as risk factors, 
especially in institutional settings [5, 9, 19]. Caregivers often report nocturnal 
agitation, wandering and aggression may trigger verbal and physical maltreat-
ment [9]. Challenging behaviour is common among patients suffering from all 
types of dementia as well as other health conditions, and caretakers should be 
specifically trained on how to respond [9, 19].

Age: Literature shows the risk of EAN increases with age, especially among people 
74 years and older [5, 9, 20]. Specifically, the risk for each type of abuse varies 
across age groups and countries [9].

Gender: Some studies indicate that women are at higher risk for EAN [5, 9, 15, 20]. 
Moreover, women seem to experience most of the most severe cases of physical 
and emotional abuse, and a recent WHO study revealed more women than men 
were reported to be victims of sexual abuse and physical injuries [9]. Recent lit-
erature reviews on EAN prevalence show similar rates for men and women [3], 
but some researchers believe this may be due to under-reporting by women as a 
consequence of gender roles, norms and level of education [20].

18.4.3  Risk Factors at Individual Level: Perpetrator

Generally abuse of old people can be the result of the offender’s lack of knowledge 
and competence; it can be secondary to a pre-existing difficult family relationship 
or to a form of dependency, as well as the result of stress and frustration in a house-
hold lacking support or in a residential institution in shortage of staff [9, 10, 19].

Stress: Taking care of older people can be stressful, especially if the person is highly 
dependent or aggressive. Studies show that high levels of stress and the magni-
tude of care burden involved in caring for older people with behavioural prob-
lems are precipitating factors for EAN.  Specific training, implementation of 
appropriate protocols and organisation of the work lower the risk of burnout and 
exhaustion of caretakers. Moreover, families caring for high dependency people 
need to be adequately supported [9].

Mental Health and Substance Misuse: Caregivers who perpetrate maltreatment 
against older people are more likely to present substance misuse issues than the 
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caregivers with no abusive behaviour [5, 9, 14, 16]. Care staff who reported using 
alcohol to cope with work-related stress were more likely to report being involved 
in abusive situations, as were family caregivers who used alcohol to relieve 
stress [9].

EAN perpetrators are also more likely to present mental health problems, most 
commonly depression [3, 5, 9, 14]. Parents caring for their grown up offspring 
who suffer from mental disorders are at high risk for EAN. Another study found 
that the majority of patients admitted to a locked psychiatric unit for assault had 
attacked a family member, either a spouse or a parent [21, 22].

Gender: Literature shows that both men and women are capable of EAN; the dif-
ference lays in the type of abuse. Women appear more likely to be involved in 
neglect while men are more likely to be responsible for severe physical abuse and 
sexual abuse [9].

18.4.4  Risk Factors at Relationship Level

Social relationships, such as relations with peers, intimate partners, parents or chil-
dren and family members in general, are also considered important factors in EAN 
causality within the sociocultural model, including:

Codependency: Some researchers report relationship dynamics as a major factor in 
the maltreatment of older people [5, 9, 21]. In this context “Codependency refers 
to a relationship in which a person is controlled or manipulated by another who 
is affected with a pathological condition” [21]. Abuse may thus be the result of a 
strong mutual reliance between the victim and the perpetrator. Studies also sug-
gest that codependent individuals also have greater difficulties leaving stressful 
relationships and are less likely to seek medical attention [21].

Financial Dependency: Depending on the victim for accommodation and financial 
support appears to increase the risk of EAN [5, 10]. A European study found that 
almost 50% of perpetrators were living on the pension and welfare benefits of the 
older victim as their only source of income [9].

Family Violence: Family relationships, both present and past, play a significant role 
as risk factors for EAN. Intimate partner violence may be lifelong and persist to 
old age [23], when it may be regarded as a form of elder abuse. Children who 
have witnessed intimate partner violence all their lives, once adults may feel 
ambivalent about caring for their ageing parents [24].

18.4.5  Community Level

The community may also play a role in EAN, increasing as well as mitigating the 
risk of abuse [5]. Strong evidence indicates that at this level of the sociocultural 
model, the key risk factor is social isolation.
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Social Isolation: In institutional settings, lacking family members and having few 
visitors are associated with a high prevalence of maltreatment. In community set-
tings living with someone does not necessarily prevent isolation. Low social sup-
port, loneliness and lack of social networks among the older persons seem to further 
perpetuate maltreatment [14], while having a social network reduces the risk [9].

18.4.6  Risk Factors at Societal Level

At the society level, recent studies indicate that EAN is influenced by high crime 
rates, social disorganisation and lack of social resources and poverty [14]. Moreover, 
maltreatment is affected by other societal factors such as culture, ethnicity and poli-
cies [5, 14]. Ageism, inequality and permissive attitudes towards violence could 
also be associated with EAN. However, more research is needed to fully understand 
such potential relationships [5, 9].

18.5  Consequences of EAN

All types of EAN are associated with severe individual consequences and great 
societal costs as shown in details in Table 18.5 [5]. These include not only negative 
health outcomes but also economic ramifications. Financial abuse can seriously 
affect every aspect of the older person’s life, including housing and self-sufficiency, 
as they often survive on limited resources [9, 14]. In Queensland, Australia, the 
financial exploitation of older people was estimated to range from 1.8 to 5.8 billion 
A$ for the 2007/2008 fiscal year [9].

18.5.1  Health Costs: Physical

At the individual level, EAN may lead to short- and long-lasting physical and men-
tal outcomes, including psychological distress, morbidity and mortality. Health con-
sequences range from worsened quality of life, bodily pain and disability to invasive 
medical procedures and hospitalisation. Moreover, longitudinal cohort studies have 
demonstrated an association between EAN and premature mortality, especially in 
black populations. Due to the under-diagnosis and under-reporting of EAN, data on 
its health consequences and costs are lacking. More studies are needed to gain a 
better understanding of the scale of the problem, including information on mortal-
ity, since comparisons of mortality data often challenge as a result of lack of accu-
racy and incomplete information [9, 16].

18.5.2  Health Costs: Mental Health

With respect to mental well-being, abuse among older people can result in loss of 
self-confidence and self-esteem, helplessness, anxiety and fear, sleep disturbances 
and posttraumatic stress disorder. Victims also tend to develop emotional distress 
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and anger; isolation from family and friends is also common. Longer-term and more 
severe EAN may result in worse mental effects, such as depression and thoughts of 
suicide or self-harm. Studies indicate the lasting effects of maltreatment on older 
people: Some described their experiences as “devastating”, something they feel they 
will never fully recover from [9].

Table 18.5 Consequences of EAN [9]

Bodily Pain

Disability

Physical Hospitalisation 

Morbidity

Mortality

Human Costs Health

Loss of self-esteem 

Mental Health Anxiety and fear

Sleep deprivation

Emotional distress

Anger

Isolation from friend 
and family

depression 

PTSD

EAN Consequences Thoughts of self-arm 
and suicide

ER

Healthcare Costs Increased 
Hospitalisation

Increased 30 days 
readmission rate

Direct Costs Rehabilitation 

Protection Services Police

Financial Costs

Social Assistance

Legal Assistance

Indirect Costs Loss of productivity 
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18.5.3  Financial Costs

The overall disease burden of EAN is very high. In addition to the human costs, 
emerging evidence also shows that EAN has great economic costs, direct as well as 
indirect [9]. The direct cost arising from maltreatment is attributed to increased 
healthcare costs to treat and rehabilitate the maltreated elderly. Older adults who 
suffered maltreatment were found to have longer hospital stays and higher rates of 
utilisation of emergency services compared to their non-maltreated counterparts as 
well as higher 30-day readmission rates [14, 16].

In the United States, it was estimated that injuries due to EAN have contributed 
more than US$ 5.3 billion to the annual healthcare expenditure while in Australia 
hospital admissions for EAN were estimated to cost between AUD 9.9 million and 
AUD 30.7 million for 2007/2008 [9].

Other direct costs include social and legal assistance as well as police and protec-
tion services [9, 14]. In institutional care settings, costs would also involve maltreat-
ment prevention (staff training and adequate staffing) as well as identification and 
management (developing specific protocols, staff training) [9].

18.5.4  Indirect Costs

Indirect costs as a consequence of EAN include loss of productivity of caregivers 
and family members, inability to continue with activities of daily life, diminished 
quality of life and lost investment in social capital [14]. Estimates on the economic 
burden for such indirect cost for EAN are not available worldwide but similar to 
other forms of violence are likely to be substantial [9].

18.6  Identification and Management of EAN

Elder abuse and neglect (EAN) has extensive effects on the quality of life, morbidity 
and mortality of older adults. Health workers are in a unique position to identify it 
and have, at least, a moral obligation to do so [9, 14, 15].

Much of the current information on interventions in healthcare settings is focused 
on hospital-based programs and relies mostly on publications from North America 
[25]. The availability of professions and professionals differs significantly in a hos-
pital versus community setting and across countries. Roles and tasks of each profes-
sion in the management of EAN cases may also differ accordingly [26].

Most recommendations in the literature have not been evaluated thoroughly [26]. 
As Baker et al. point out, some interventions may have negative consequences and 
even endanger elders (e.g. breaching patient confidentiality), and thus care should 
be taken not to harm [14]. Taking all this into consideration, we propose a simplified 
yet comprehensive approach for the identification and management of elder abuse, 
presented in Table 18.6, which may be useful in primary and other healthcare set-
tings. It is important to highlight that not all tasks are necessarily the physicians’, 
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(continued)

Table 18.6 Assessment and management of EANa

I. Suspect
Disclosure by 
patient

Third party Screening (see 
Sect. 18.7.2)

Indicators? Indicators +
Raises suspicion Risk factors or 

“red flags” (see  
Table 18.7)

If risk 
factors/“red 
flags” are positive 
seek additional 
information, e.g. 
past medical 
records

II. Evaluate cognition, competence and functional ability
Cognition and 
mental status

Function What is the legal status of the patient?

Assess ADL, 
IADL

If incompetence or physical disability causing 
dependency is suspected, consider legal obligations and 
additional clinical evaluation to guide further assessment 
and management

Evaluate for 
dementia, 
depression, 
delusions, 
impaired 
judgment, etc.
III. Obtain bio-psycho-social history
From patient In private Other causes? Ask questions 

about abuse
Collateral history 
From family, 
caretaker or 
others without 
breaching 
confidentiality or 
compromising 
safety

If capable of 
giving 
information

Separate patient 
from caretaker/
family, etc. 
Address 
confidentiality 
issues

Ask questions to 
assess for 
possible 
differential 
diagnoses which 
explain findings

For example, 
EASI© (Table 
18.8)

IV. Perform physical examination
In private General Complete 

physical 
examination 
including:

Injuries Specialists

After obtaining 
consent

Vital signs 
Appearance

Mental status Inspection Arrange 
examination by 
specific 
specialists in case 
of relevant 
findings, e.g. 
procto/genital 
examination

If abnormal 
findings: ask for 
more details 
(e.g. explanation 
to bruises)

Hygiene Neurological 
exam

Palpation

Nutritional status Fundus oculi in 
case of suspected 
head injury

Hydration status
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Table 18.6 (continued)

V. Order laboratory and imaging
General Injuries Head Other Consent
Laboratory tests 
and imaging to 
assess general 
condition, 
control and 
evaluation of 
chronic 
diseases, 
nutritional state 
and possible 
differential 
diagnoses

Imaging to 
evaluate potential 
acute and past 
injuries

Consider head 
imaging (e.g. CT) 
if a head injury is 
suspected or if 
there is any 
mental 
deterioration

Specific tests 
according to 
suspected abuse 
type (e.g. check 
STDs if sexual 
abuse is 
suspected, 
perform 
toxicological 
screening if 
poisoning is 
suspected)

Should be 
obtained from the 
patient, or if 
incapacitated, act 
according to local 
laws

VI. Primary management
Summarise Treat and plan 

treatment
Document Home visit Difficulties

Available 
information and 
findings and 
consider 
differential 
diagnoses, 
including 
self-neglect

For all problems 
on the list 
(including 
injuries/medical 
and mental health/
functional issues)

History, physical 
exam, laboratory 
tests and imaging 
results

Consider With treatment 
plan: address

Form a 
biopsychosocial 
problem list

Use text, body 
charts, 
photographs

VII. Consult/refer/report: multidisciplinary team
Competent and 
independent 
patient:

Incompetent 
patient:

Unclear 
competence or 
physical 
dependence:

Address: Report or refer

Discuss options 
with the patient; 
address patient 
barriers to 
action; discuss 
safety plan; 
refer; report 
according to 
local laws

Consult 
multidisciplinary 
team; report 
according to local 
laws, and act 
according to 
guidance (e.g. by 
protective 
services)

Consult 
multidisciplinary 
team; report 
according to local 
laws, and act 
according to 
guidance (e.g. by 
protective 
services)

– Context To community 
services

–  EAN risk 
factors

Community and/
or legal 
interventions as 
required

–  Caretaker 
burden

–  Cultural 
issues

(continued)
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and some tasks could be done by other team members according to local possibili-
ties. It is very important to appoint a team mtember to serve as a case manager to 
coordinate efforts and tasks. Our outline, for simplification, groups actions to be 
taken in different steps. Yet it is important to note that some of the actions are inter-
twined, and changes in the order of actions may be suitable. Because the laws and 
services may differ among countries and states, this chapter is not intended to 
replace the need to seek local information and advice on specific cases.

18.6.1  Suspect

The most important task of healthcare providers (HCPs) who acknowledge the high 
prevalence and serious impacts of EAN is to have a high index of suspicion. Since 
older adults may be relatively isolated with few social contacts, any contact with 
HCPs may serve as a window of opportunity to assess “red flags”, risk factors and 
possible EAN. Raising suspicion and beginning the evaluation process are some of 
our most important roles, which cannot be underestimated [27].

So when should HCPs suspect EAN? When an older patient discloses any type 
of abuse or neglect spontaneously or after screening; when a third party (e.g. 
neighbour) raises a suspicion; and when there are major risk factors or “red flags” 
linked to EAN as shown in Table 18.7. Behavioural or mental health changes, 
clinical, laboratory or imaging abnormal findings should also be considered as 
“red flags”. Whenever EAN is suspected, other risk factors and or “red flags” 
should be investigated (e.g. looking for past information in the medical records) 
[5, 16, 28].

VIII. Follow-up
Injuries Problem list Patient EAN—competent 

patient
EAN—
incompetent 
patient

Healing Examples: Chronic 
conditions-
compliance/control

Mental health, 
cognition, 
psychosocial 
support

Discuss with 
patient

Discuss with 
APS/
multidisciplinary 
team/guardian/
otherNew Follow-up after 

sexual assault
ADL, IADL

Function Home visit to 
follow up on 
living conditions

Rehabilitation
Pain 
management

Table adapted and reprinted with permission from Dr. Hagit Dascal-Weichhendler and Dr. Shelly 
Rothschild-Meir (hagitdw@yahoo.com)
ADL activities of daily living, IADL instrumental activities of daily living, APS adult protective 
services
aPlease note that the order of actions (for I to VIII) and specific team members’ roles may differ 
according to circumstances, clinical judgment, local laws and services

Table 18.6 (continued)
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Table 18.7 Risk factors and “red flags” for EAN

Risk factors
Patient: Caretaker or 

perpetrator:
Relationship: Environment:

• Dementia •   Social factors, e.g.: •  Previous family 
violence

•  Living with 
perpetrator

• Physical disability – Unemployment • Family conflicts • Physical isolation
•  Dependence – Divorce • Codependency • Social isolation
• Chronic disease – Criminal activity •  Financial 

dependency
•  Unsuitable/unsafe 

living conditions
• Age >75 years • Physical health issues or disability •  Lack of 

medications
• Gender F > M • Mental health issues •  Lack/inappropriate 

aids or necessary 
medical equipment

• Addiction •  Lack or 
inappropriate food

• Caretaker burden •  Signs of possible 
violence (e.g. 
marks on 
furniture; internal 
locks; objects used 
for restraining)

• Lack of knowledge/training
Symptoms/signs/behaviour
Patient’s symptoms: Patient’s behaviour: Patient’s mental 

health:
Caretaker’s 
behaviour:

• Pain • Fear, anger • Depression •  Delays/prevents 
access to care

• Disability • Helplessness • Anxiety • Avoidance
• Functional decline • Loss of confidence • PTSD • Blames patient
• Hospitalisation • Noncompliance • Sleep disorders • Body language

•  Delayed access to 
care

• Self-harm •  Physical/verbal 
abuse in presence 
of staff

•  Missed 
appointments

• Self-neglect •  Tries to 
manipulate 
patient/staff

•  Multiple or 
insufficient visits

• Substance abuse •  Leaves 
incompetent 
patient unattended 
(abandonment)

•  Reported 
behavioural 
problems

• Suicidal thoughts or attempts 

•  Avoids making 
decisions

• Delusions 

Physical/laboratory tests/imaging
Physical 
findings—injury:

Physical 
findings—neglect:

Lab findings: Imaging findings:

•  ll types of injuries: 
hematomas, cuts, 
bruises, burns, 
fractures, scars, etc.

• Malnutrition •  Nutritional 
deficits

•  Fractures in 
various healing 
stages

(continued)
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18.6.2  Evaluate Cognition, Competence and Functional Ability

All medical actions should be guided by the legal status of the patient. This will 
determine whether the patient can consent to further examination and whether there 
is a duty to report and act according to official guidance, e.g. by adult protective 
services. Furthermore, in some countries any additional questioning and workup, 
after the establishment of a reasonable suspicion, may be considered as interfering 
with formal investigations and should be avoided. Therefore, one of the earliest 
steps should be the evaluation of the patient’s competence, cognition, mental health 
and functional ability.

There is a tendency to consider patients either capable or incapable of making 
their own decisions. However decision-making capacity (DMC) is rather a spec-
trum, a gradual correlation between a specific issue and the older adult’s ability to 
make a decision about it.

Cases at the extreme of the cognitive spectrum can be easily appraised with the 
help of brief assessment tools (e.g. MMSE); in unclear cases, patients that present 
“grey area” scores on the cognitive spectrum may require additional evaluation 
[16]. In such cases the Hopkins Competency Assessment Test may be useful [16, 
29]. It is important to note that in many countries, this evaluation should be per-
formed by specific consultants (e.g. geriatrician, psychiatrist, neurologist) in 
order to be valid in legal proceedings. Whenever the patient’s DMC is impaired or 
questionable, further consultation and or reporting is required (Sect. 18.6.7).

•  Different stages of 
healing

• Dehydration • Dehydration •  Intracranial 
bleeding

•  Location suggesting 
nonaccidental 
aetiology (e.g. in 
axillae; inner aspects 
of arms; maxillofacial)

• Poor hygiene •  Uncontrolled 
chronic diseases

•  Other internal 
organ injuries 
visible in imaging

•  Inconsistent with the 
reported mechanism

•  Inappropriate 
clothing

•  Positive toxic 
screen

•  Findings 
inconsistent with 
the reported 
mechanism

• Uncommon patterns • Pressure sores • Positive STDs
• Broken teeth • Rashes • Low levels of prescribed medications
•  Object impressions: 

ligature marks, belt/
finger impressions, 
object shaped burns, 
etc.

• Infestations

•  Recurrent/
unexplained falls

• Uncontrolled medical conditions

• Palpation: tenderness (deeper injuries)
• Unusual hair loss patterns
•   Genital/perianal
findings
• Bleeding
•  Hemotympanum

Table 18.7 (continued)
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Functional status (ADL, IADL) should be evaluated since many elders may be 
functionally dependent due to physical impairment despite having full DMC.  In 
such cases, the person may not be able to care for himself which could imply a duty 
to report as well. All HCPs should be aware of local laws on EAN reporting. Always 
consider self-neglect as a potential differential diagnosis (Sect. 18.6.6).

18.6.3  Obtain Biopsychosocial History

 (a) General considerations: It is preferable to obtain information directly from 
the patient whenever possible. When addressing sensitive issues and espe-
cially psychosocial history, the patient should be interviewed in private, sepa-
rately from family, caregiver and/or suspected abuser [30]. Health providers 
should always address confidentiality, explaining health professionals’ legal 
limitations as well as obligations, such as the duty to report according to 
local laws.

Questions, as well as responses, should be respectful and nonjudgemental, 
whether addressed to the patient, caretaker or suspected abuser.

Trying to understand the context, including the social and financial resources, 
is an important part of the evaluation [31]. It is important that providers under-
stand and address barriers which may prevent elders from disclosing abuse even 
when asked directly (Sect. 18.6.7d).

Giving different answers/versions, especially if these do not seem to explain 
clinical findings (e.g. visible wounds), should be noted and documented [31].

Questions should explore risk factors for EAN; any symptom, sign or condi-
tion that may be considered as a “red flag” for EAN, conditions that may 
mimic EAN.

 (b) Asking the older patient about abuse or neglect: Asking about abuse is not 
easy, but necessary at least when “red flags” or significant risk factors are 
observed. The Elder Abuse Suspicion Index—EASI©, shown in Table 18.8, is 
a simple tool developed for family physicians to assess for abuse in patients 
with a MMSE of 24 or greater in ambulatory settings [32]. It was used in a 
multi-country pilot study by the WHO working group on elder abuse and found 
to be a valid and simple tool covering all important categories, suitable for vari-
ous geographical and cultural contexts [31].

 (c) Collecting information from a third party: Collateral history may help obtain 
a full picture; however, some important aspects should be considered: (a) a pos-
sible breach of patient’s confidentiality; (b) possible escalation of the violence, 
caused by pressuring the caretaker/family member who may be the perpetrator 
endangering the patient; and (c) possible legal consequences, including possi-
ble harm to the official investigation. Thus, whenever the patient is competent, 
HCPs should receive consent before any discussion with a third party. Whenever 
the patient is incompetent, the collateral history may be the only one available. 
In this case questions should be asked as far as necessary for immediate treat-
ment and to establish a reasonable suspicion of EAN, with further actions 
directed according to local laws, e.g. formal report to APS.
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18.6.4  Physical Examination

 (a) General considerations: Whenever possible the examination should be carried 
out in private and should be proceeded by an explanation to and consent from 
the patient. Physical signs may reflect either injuries, including the use of 
restraints (such as ropes, belts, etc. which may leave ligature marks and are in 
many countries considered unacceptable), neglect or their consequences. The 
patient should be assessed for any abnormalities in vital signs, appearance, 
nutritional and hydration status. Signs of neglect or abuse may include lack of 
appropriate clothing, lack of hygiene (e.g. bad odour, dirty clothes, soiling), 
weight loss or malnutrition as presented in Table 18.7.

A complete physical exam should be performed to assess for general health 
and control of chronic conditions. A full mental status and neurological exam—
including fundus examination—is necessary, especially whenever there is an 
abnormality or a possibility of a head injury.

 (b) Examination of injuries: The patient should be carefully inspected from head 
to toe, looking for visible injuries, e.g. hematomas, bruises, burns, cuts/lacera-
tions, abrasions, scars, deformations and object impressions (e.g. evidence of 
restriction or ligature marks, injuries caused by specific objects as belts, ciga-
rette burns, etc.) [30]. Careful palpation should follow, to identify possible 
deeper injuries after the disappearance of the superficial signs.

Table 18.8 Elder Abuse Suspicion Index (EASI©) [32]

EASI© questions 1 to 5 asked to the patient; question 6 answered by doctor.
Within the last 12 months:
1 Have you relied on people for any of the following: bathing, dressing, 

shopping, banking or meals?
Yes No Did not 

answer
2 Has anyone prevented you from getting food, clothes, medication, 

glasses, hearing aides or medical care, or from being with people you 
wanted to be with?

Yes No Did not 
answer

3 Have you been upset because someone talked to you in a way that made 
you feel shamed or threatened?

Ye No Did not 
answer

4 Has anyone tried to force you to sign papers or to use your money 
against your will?

Ye No Did not 
answer

5 Has anyone made you afraid, touched you in ways that you did not want 
or hurt you physically?

Yes No Did not 
answer

6 Doctor: Elder abuse may be associated with findings such as poor eye 
contact, withdrawn nature, malnourishment, hygiene issues, cuts, 
bruises, inappropriate clothing, or medication compliance issues. Did 
you notice any of these today or in the last 12 months?

Yes No Not sure

The EASI© was validated for family physicians to administer to older persons with a Mini-Mental 
State Examination score of 24 or greater who are seen in ambulatory settings. A response of “yes” 
on one or more of questions 2 through 6 may establish concern
The Elder Abuse Suspicion Index (EASI©) by Yaffe MJ, Wolfson C, Lithwick M, Weiss D used 
with permission from Mark Yaffe, October 3, 2020 (mark.yaffe@mcgill.ca). For more informa-
tion, see Yaffe MJ, Wolfson C, Lithwick M, Weiss D. Development and validation of a tool to 
assist physicians’ identification of elder abuse: The Elder Abuse Suspicion Index (EASI ©). Journal 
of Elder Abuse and Neglect, 2008; 20 [3]: 276–300. https://www.mcgill.ca/familymed/research/
projects/elder
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Severity of injuries may vary widely, and different patterns may be found in 
different medical settings. A review of injuries associated with elder abuse 
found that two-thirds of injuries were to the upper extremity and maxillofacial 
region, followed by the skull and brain (12%), lower extremities (10%) and 
torso (10%). Though no injuries can be considered specific/pathognomonic 
some may be highly suggestive, considering possible mechanisms of injury, 
e.g. contusions and abrasions to axillae and inner aspects of arms as a result of 
grasping by the abuser, use of restraints or attempted self-defence by the victim 
[30, 33]. The majority of the injuries were of a mild nature, highlighting the 
opportunity and importance of identification and early intervention in primary 
care, possibly preventing significant morbidity or mortality [33].

 (c) Additional examinations by other specialists: Whenever history or findings 
are suspicious of possible sexual abuse, the genitalia, rectal and oral regions 
should be examined by especially trained professionals [28]. Arranging for an 
examination by other specialists may also be necessary when abnormalities in 
other organs or systems are found such as ENT in cases of hemotympanum, 
nose bleeding, etc. Examination by a forensic specialist may also be indicated 
or required. Some of these experts may be available only in the hospital setting. 
The HCP in the community should take an active role in arranging for neces-
sary examinations and if necessary hospitalising the patient, especially if there 
is a risk of noncompliance or loss of follow-up.

18.6.5  Laboratory and Imaging

When suspecting EAN, laboratory exams and imaging can offer useful information 
about general health, nutritional and hydration state, well or poorly controlled 
chronic conditions and potential differential diagnoses [30]. Some tests can be per-
formed in primary care settings while others will require hospital settings depend-
ing on medical urgency, available facilities and patient and caretaker cooperation, 
among other factors. Consent to testing is essential, and in the case of an incapaci-
tated older person, one must act according to the local laws (e.g. consent from the 
guardian, APS, court order, etc.).

 (a) Laboratory tests: Various diseases and conditions can mimic abuse in older 
patients. For example, fractures may be caused by osteoporosis; hematomas or 
other skin marks could be caused by thrombocytopenia, senile purpura, steroid 
purpura, bleeding disorders or drugs [28]. Medical reasons for excessive bruis-
ing should be ruled out by performing blood coagulation studies and platelet 
counts [28, 30]. Specific exams should be considered according to abuse type: 
If sexual abuse is suspected, consider testing for STDs. Toxicological screening 
can be used to rule out poisoning or drug abuse. Medication blood levels should 
be tested when relevant, e.g. when intentional or unintentional misuse of medi-
cations is suspected. Low or undetectable levels of prescribed drugs may indi-
cate neglect in a dependent older person; the presence of toxins or medications 
that were not prescribed to the patient may indicate intentional poisoning [28].
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 (b) Radiology and imaging: Radiographs and other imaging tests should be 
ordered to assess recent injuries as well as to rule out older ones. Despite the 
lack of pathognomonic lesions and signs of EAN, in a recent report of two 
emergency room cases, Wong et al. suggest that some of the findings in child 
abuse could also be found in elder abuse cases. Such shared characteristics may 
include (a) injuries which are not consistent with the reported mechanism, (b) 
injuries in multiple stages of healing which may include deformations as a 
result of old injuries and (c) patterns uncommon in accidental injury [34]. 
Several authors, mainly in emergency room settings, emphasise the importance 
of providing radiologists with detailed history when ordering radiographs, as 
well as the radiologist matching injury patterns with mechanisms of injury in 
the elderly. Improved bilateral cooperation between treating physicians and 
radiologists is critical for increasing the detection of elderly abuse cases [34, 
35]. This is probably true in primary care settings as well.

It is of paramount importance to remember that in elders even minor head 
trauma can cause significant morbidity and mortality, as well as functional 
decline. Whenever there is a suspicion of such an injury, the evaluation should 
include a head CT [36].

18.6.6  Primary Management

 (a) Summarising information: Possible differential diagnoses could be estab-
lished after integration of data collected from history, physical examination, 
laboratory tests and imaging. Since there are no pathognomonic findings that 
distinguish accidental injuries from those caused by physical elder abuse, it is 
important to evaluate risk factors and circumstances as well [33]. One impor-
tant possible differential diagnosis that should be considered is self-neglect. 
Creating a bio-psycho-social problem list which includes medical conditions, 
injuries, functional impairment, mental health issues as well as other conse-
quences of abuse or neglect are useful for planning treatment, intervention and 
follow-up.

 (b) Treatment: A comprehensive treatment plan should be based on the problem 
list, addressing each of the problems, and is beyond the scope of this chapter.

When suspecting self-neglect physicians should look for and address under-
lying conditions: cognitive impairment, depression, mental retardation, physi-
cal disability, psychological distress, lack of social support, etc. [4].

In cases of sexual abuse, WHO guidelines recommend that women should be 
given antibiotics to prevent and treat STDs without prior testing (chlamydia, 
gonorrhoea, trichomonas and syphilis if common in the area) as well as HIV 
preventive medications and offered hepatitis B vaccination [37]. When treating 
an older adult who was sexually abused, the HCP should consider these same 
principles, while weighing pros and cons according to the specific clinical case.

 (c) Documentation: In cases of suspected EAN accurate documentation has medi-
cal, legal and forensic implications [30]. Documentation should use objective 
descriptive language, without interpretations or accusations. It is important to 
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remember that the HCPs’ main concern is the safety of the patient. Due to legal 
issues (e.g. guardianship of an incompetent older adult), the information might 
be available to the perpetrator. This is of major concern with the increasing use 
of electronic medical records and increasing access to the records by patients 
and caretakers. HCPs should document history as well as direct quotations and 
describe observations of patient behaviour, interaction between patient and 
caregiver, reactions to questions and physical examination findings. Injuries 
should be described and also drawn on body charts. Photographing injuries is 
also recommended, and consent should be obtained from patients with mental 
capacity. If a crime is suspected, photographs should be taken by the police. In 
the absence of a professional medical photographer, use a digital camera, and 
include the patient’s name and date as well as a ruler in the photograph. Both 
close ups and distant pictures should be taken to provide perspective and loca-
tion of lesions and at least two different angles for three-dimensional lesions 
[16, 28, 30].

 (d) Home visit: A home visit by one of the HCPs or by social services may add 
valuable information, but the frequency of such visits differs significantly 
between countries. Discussing the possibility of EAN in the home setting can 
be tricky, as the perpetrator may be present [31]. Nevertheless, identification of 
neglect and self-neglect can be enhanced significantly by home visits. In an 
Irish study, 91 out of 120 GPs (76%) responded that they identified cases of 
EAN during a home visit. In this study self-neglect and neglect were more com-
mon than physical abuse [38]. A home visit may reveal numerous “red flags” 
which may be related to direct observation of relationships and living arrange-
ments, neglect (e.g. unsuitable or unsafe living conditions including poor 
hygiene, lack of food, inadequate equipment) and signs of possible physical 
violence (e.g. marks on furniture; internal locks; objects used for restraining). 
The safety of the healthcare professionals should be taken into consideration 
when planning such visits. A joint visit by professionals from different disci-
plines may enhance the team’s safety as well as effectivity.

 (e) Difficulties with a treatment plan: Health providers should consider and 
address any possible factors, including those related to EAN, that may affect 
clinical findings or outcomes. For example, when a patient with an uncontrolled 
chronic illness is deprived of medications, the HCP should address the issue to 
make sure that medications will be available. Transfer to another medical pro-
vider should be considered in cases of resistance to or sabotage of medical 
interventions [39].

18.6.7  Consulting and Reporting

 (a) Action guided by the status of the patient: As specified above the legal status 
of the patient is influenced by the decision-making capacity (DMC) and in 
some instances by functional dependence (Sect. 18.6.2). The older patient may 
not be able to take actions against an abuser due to either impaired DMC or 
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significantly compromised physical functional ability. Thus, when abuse or 
neglect is suspected, the options on how to proceed depend on these parameters. 
All HCPs should know and follow local laws and criteria for mandatory 
reporting:
• Competent and independent patient: Whenever the patient’s DMC is pre-

served, abuse or neglect should be discussed with the patient directly in pri-
vate. We propose that the LIVES model’s principles presented in WHO’s 
clinical handbook for cases of intimate partner or sexual assault of women 
can be adapted for EAN cases. The LIVES model guides the health provid-
er’s response after disclosure of abuse, providing first-line support, and use-
ful job aids can be found in the handbook [37].

Listen and inquire about patient’s needs and concerns: Listen to the 
patient closely with empathy, without judging. Ask open inviting ques-
tions such as “How can we help you?” “Is there anything that you need or 
are concerned about?” Notice the body language.
Validate: Show that you understand and believe the patient and that she/
he is not to blame. Respond to feelings, e.g. acknowledge that anger with 
perpetrator is a valid feeling.
Enhance safety: Discuss the immediate risk of violence and a plan for 
protection if a violent event happens or if there is a threat of such an 
event. Examples of safety planning for elders include planning a place to 
go to and having essential phone numbers and a checklist of essential 
items to keep together in a safe place [16, 28]. When there is immediate 
danger, urgent measures to increase safety may include moving out tem-
porarily (e.g. hospital admission, placement in a shelter or other type of 
facility) or a court protection order [31].
Support: Provide information and help connect to services and social 
support. Resources may differ between countries and regions and may 
include both governmental and non-governmental organisations/services 
such as adult protective services (APS); helplines (telephone/internet) 
[5]; community services; legal services; day centre, etc. A patient-centred 
approach, discussing with patient various possibilities and asking for 
consent before sharing information are recommended.

• Incompetent patient: In most countries when an older person is not legally 
competent, there is a duty to report abuse or neglect to adult protective ser-
vices, to the police or other specific agencies. Usually, in such cases the 
assessment and intervention regarding the abuse/neglect will be formally 
guided by them.

• Unclear competence of the patient or physical dependence: Further eval-
uation by an interdisciplinary team is necessary to determine the status of the 
patient and whether there is a duty to report and act according to formal 
guidance.

 (b) Addressing context, perpetrator, caretaker and caretaker burden: PHC 
teams are in a unique position that enables them to meet and confer with vari-
ous members of the family and address caretaker burden as well as 
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relationship issues. Their ongoing relationship, which frequently involves 
multiple members of the same family, may enable them to perceive even sub-
tle changes.

Addressing caretaker burden is a cornerstone in the management and pre-
vention of EAN [5]. HCPs can help promote the connection and relationship 
between elderly people, their family and caregivers. Alleviating stressors that 
cause abuse may be necessary so that the family can provide care for the elderly 
at home [16]. In one study, for example, Korean social workers shared that they 
may decide not to carry out a mandatory report because they feel that the family 
member(s) can be helped to care for the elder in the home environment while 
improving in the areas that create abusive behaviours [40].

The perpetrator may be a family member or an external person, including a 
hired caretaker. Interventions with perpetrators of EAN will mostly be provided by 
other stakeholders, though there is not enough research on their long term effects 
[16]. Yet, we believe that whenever possible initial evaluation should include a 
health assessment of the perpetrator and treatment of any conditions which may 
contribute to the abusive behaviour. This may be possible specifically in the con-
text of EAN occurring in family settings where the family physician cares for 
several members of the family but should be done discretely. When the perpetrator 
is also an older adult, he/she may have physical as well as mental health problems, 
occurring previously or arising at an older age, such as frontal lobe infarcts/injury, 
depression, dementia and substance abuse. These health issues may directly cause 
the abuse/neglect or indirectly contribute by decreasing the ability to function well 
enough as a caretaker for the older person (Table 18.7).

Relocation to nursing homes or to specialised shelter programs for elders, if avail-
able, should be considered whenever there is a need for providing security [5]. 
Nonetheless, it is important to note that EAN can occur also in such facilities [31, 41].

Important principles when managing EAN cases include a patient-centred 
approach, cultural sensitivity and adequate interventions for ethnic minori-
ties—despite the lack of sufficient research on these topics [16].

 (c) Ethical and legal considerations: It is believed that involving multidisciplinary 
teams is necessary both for evaluation and intervention in cases of elder abuse 
[5, 16, 28]. This may be limited by ethical and legal considerations. Specifically, 
every health professional should know whether the duty to report concerns only 
patients who are not legally competent or all cases of elder abuse; whether a 
suspicion of abuse is enough or there is a need for convincing evidence; whom 
to report to; and whether the reporter can remain anonymous or not. In the 
United States, for example, in most states there is a duty to report elder abuse to 
adult protective services whenever there is a reasonable suspicion, and most 
reports made by healthcare professionals cannot be anonymous [16].

Society should strive to protect the elderly while helping them maintain their 
autonomy, independence, culture and beliefs as well as their relationship with fam-
ily whenever possible [6, 42]. Professionals should assume the ethical responsibil-
ity to protect elder abuse victims. Abuse, in principle, violates some ethical 
principles including autonomy, justice, beneficence and non- maleficence. 
Reporting violates the right to autonomy and confidentiality. In many EAN cases, 
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beneficence and non-maleficence should be prioritised, and reporting is ethically 
acceptable when potentially will lead to activation of protective systems to help the 
victim and enhance safety. One should always remember that when such a system 
does not exist, reporting may cause more harm than good, putting the patient at 
risk of exacerbation of abuse or neglect [42]. HCPs must also understand that they 
may face penalties, including jail time and fines, for not reporting suspected abuse. 
Failure to report is considered by some as negligence or malpractice [27].

 (d) Addressing barriers: HCPs under-diagnose and under-report cases of elder 
abuse. For example, in one study of primary care physicians in Ohio, more than 
half of the respondents reported that they had never identified a case of elder 
mistreatment [43]. Physicians’ barriers include lack of knowledge and confi-
dence, personal and professional beliefs, time constraints, concern with effects 
on the patient-doctor relationship, etc. [43, 44]. The HCPs’ dilemmas are even 
more complex in specific situations, e.g. when the victim does not want mea-
sures to be taken and when there are complex family contextual factors [45]. An 
encouraging finding, on the other hand, comes from a more recent study from 
Ireland. The GP responders in this study were willing to confront the issue of 
elder abuse and neglect, sometimes at the risk of personal harm, and 73% of 
them perceived that the GP’s role is not simply to provide medical treatment but 
also to be a part of the intervention and solution in abuse cases [38].

All professionals involved, including HCPs should be aware and address 
possible patients’ barriers to disclosure as well as to taking action once EAN 
was disclosed or established. These may include various forms of dependence 
(emotional, physical, instrumental, financial, etc.); lack of accessibility to and 
lack of trust in services; self-blame; ambivalence or wanting to avoid possible 
harm to the perpetrator; various cultural and religious issues; shame and stigma; 
etc. [46, 47]. Any discussion should be patient-centred, adapted to the patient’s 
capabilities and culture.

18.6.8  Follow-Up

 (a) General follow-up: The importance of follow-up in cases of suspected or estab-
lished EAN should not be underestimated. It should address among other issues 
medical conditions, injuries, functional impairment and mental health. A practi-
cal way is using the problem list. The HCP should examine injuries’ healing pro-
cess and functional consequences, to ensure maximal recovery and functionality. 
It is pertinent to examine for possible new injuries as well. Pain should be assessed 
and addressed to ensure the patient’s well-being. Further follow-up planning is 
indicated whenever physical, emotional or functional consequences persist [16].

In cases of sexual assault, patients should be followed up 2 weeks, 1 month, 3 
and 6 months following the assault, including mental health and psychosocial sup-
port assessment. When clinical findings included STDs, compliance to preventive 
measures that were recommended and test results should be followed [37].

 (b) Follow-up on EAN: Follow-up is necessary to monitor ongoing abuse or 
neglect [16]. HCPs can discuss it directly with the competent patient. If the 
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patient is incompetent, it is necessary to maintain ongoing contact with the 
relevant local services (e.g. APS, multidisciplinary team) as well as the legal 
guardian.

Close follow-up and a vigilant attitude may be considered when EAN was 
suspected but not proven or when there are relevant risk factors or “red flags”.

When there are difficulties with follow-up, such as patients not showing 
up—the possibility of continued or worsening EAN should be considered, and 
actions should be taken accordingly. Follow-up by APS may sometimes be nec-
essary to ensure medical treatment and follow-up [39].

18.7  Prevention of EAN

The MIPAA (Madrid International Plan of Action on Ageing) strongly recom-
mended emphasising prevention and management through multi-sectoral, interdis-
ciplinary community-based approaches to eliminate all forms of neglect, abuse and 
violence [31]. This is a complex task that requires the intervention of different 
professionals and agencies as well as a broad range of approaches. The WHO has 
recognised the need to establish a global strategy for the prevention of EAN 
improving cooperation between existing public health, social, medical and legal 
systems [31]. In this sense, it is important to point out the unique position of PHC 
professionals to detect EAN, raise awareness and promote effective interventions 
for this problem.

18.7.1  Types of Prevention and Their Aim

Based on the Cochrane reviewers’ classification of levels of intervention [14], there 
are three fundamental types of preventive interventions, primary, secondary and 
tertiary prevention, as presented in Table 18.9. PHC teams and professionals could 
be involved at any of these levels.

Ayalon et  al., in their systematic review and meta-analysis of interventions 
designed to prevent or stop elder abuse, identified three main categories of 
interventions:

 1. Interventions designed to improve the ability of professionals
 2. Interventions to detect or stop elder maltreatment that target older adults who 

experience elder maltreatment
 3. Interventions that target caregivers who maltreat older adults

They concluded that currently, the most effective intervention was directly tar-
geting physical restraint by long-term care facilities’ paid carers (category 3 inter-
vention) [48].

Another review indicates that community interventions focused on caretakers 
may have a protective effect against EAN. Such interventions include educational 
sessions provided by health professionals, trainings on coping skills for caretakers 
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(e.g. problem-focused strategies) as well as classes on the impact and of caring for 
people with dementia [49]. Some of these interventions fit well within the scope of 
the PHC teams’ work.

It is uncertain whether specific educational interventions improve the knowledge 
of health care professionals and caregivers about EAN. Furthermore, it remains to 

Type of 
prevention Definition Examples
Primary 
prevention

Interventions that prevent 
the abuse or neglect from 
occurring

• Health policies
• Raising public awareness
• Community interventions
•  General interventions for identification, 

reduction and treatment of risk factors, 
including:

 – Addressing possible caretaker burden
 –  Advanced planning of care for an older 

person with a chronic condition that may 
worsen over time

•  Specific patient-/family-centred interventions: 
targeting the elderly, family members or 
caregivers

• Encouraging research
• Addressing ageism and advocacy for elders
• Improving coordination of care
• Training and education:
 – For caretakers
 – For HCPs
 –  For various community services (social 

services, police, judicial system, etc.)
Secondary 
prevention

Actions aimed at 
preventing further abuse:

• Close monitoring of vulnerable older adults

•  Stopping abuse and 
escalating incidents

•  Early EAN detection through screening or 
other tools

•  Improving patient’s 
well-being

• Mandatory reporting

• Protective service interventions
• Helplines
• Support groups
•  Temporary placement, housing, emergency 

shelters
•  Training and education: programmes targeted 

at health and social care professionals
•  Dealing with the perpetrator: medically, 

socially and legally as required
Tertiary 
prevention

Actions to manage the 
consequences after the 
abuse has occurred

•  Treatment of medical and mental health 
conditions resulting from EAN

• Social services, police, legal support
• Rehabilitation
•  Long term multidisciplinary support and 

counselling
•  Training and education: programmes targeted 

at health and social care professionals

Table 18.9 Type of preventive interventions
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be proved if such newly acquired knowledge actually leads to modification of pro-
fessionals’ and caretakers’ behaviour resulting in a decrease of EAN [14].

Similarly, interventions such as supporting and educating EAN victims (category 
2 interventions) appear to lead to more reporting. But it is unclear whether this indi-
cates an actual increase in EAN cases or reflects only an increased awareness and 
inclination to report [14]. Nevertheless, there is evidence of moderate quality that 
shows teaching coping skills to family members caring for the elderly with demen-
tia may possibly improve outcomes [50].

18.7.2  Screening as a Prevention Tool

The increased awareness of EAN has contributed to the development of screening 
protocols [51]; however, few of them have been accepted for extensive application 
in clinical settings. The variety of available tools reveals the urgent need to develop 
a reliable, practical and simple tool, easy and quick to use, with clear and appropri-
ate wording, suitable for different contexts, with a high sensitivity rate [31].

The US Preventive Services Task Force (USPSTF) defines screening as the pro-
cess of eliciting information about abusive experiences in a caring or family rela-
tionship from older or vulnerable adults who do not have complaints or obvious 
signs of abuse. Within such definition screening presents multiple goals as shown in 
Table 18.10 [52].

18.7.2.1  Screening Effectiveness and Employment
The effectiveness of EAN screening and its use in everyday practice are controver-
sial. It is important to stress that screening refers to asymptomatic patients and in the 
context of EAN may be seen as older adults without obvious risk factors or “red 
flags” presented in Tables 18.7 and 18.9. The Canadian Task Force on Preventive 
Health Care, the United Kingdom National Screening Committee and the United 
States Preventive Services Task Force (USPSTF) do not recommend routine screen-
ing for EAN [53]. This is based on the lack of evidence that screening or early EAN 
detection reduces the exposure to abuse or its harmful consequences [54]. On the 
other hand, several associations such as the American College of Emergency 
Physicians, the American Medical Association and the National Gerontological 
Nursing Association do recommend routine EAN screening as there is a broad 

Screening definition Screening goal
Process of eliciting information about abusive experiences 
in a caring or family relationship from older or vulnerable 
adults who do not have complaints or obvious signs of 
abuse (the US Preventive Services Task Force—USPSTF) 
[54]

•  Identification of unrecognised 
EAN cases

•  Prevention of further and 
future abuse

•  Reduction of negative EAN 
health consequences [52]

Table 18.10 EAN screening
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agreement on encouraging and enhancing EAN prevention and early detection in 
order to reduce its potential negative impacts [52, 53].

18.7.2.2  Screening Tools
Among the existing validated screening tools, some can be suitable for clinical set-
tings [53, 55]. They vary in length, type of abuse and psychometric appraisal, and 
they all represent useful tools to provide early identification and prevention.

The majority of screening tools include the direct questioning method used by 
clinicians to screen for abuse among the elderly in primary care or hospital settings 
[52]. Besides the EASI© tool (shown in Table 18.8), some other examples of open- 
ended questions that can reveal fear or any other potential indicators of abuse 
include [55]:

• “Is there anything going on at home that you would like to talk about?”
• “Has anyone touched you without your permission?”
• “Has anyone hurt, hit roughly or threatened you?”
• “Has anyone taken your personal possessions such as your money, car or valu-

ables without your permission?”
• “Has anyone yelled or sworn at you?”
• “Has anyone made fun of you or hurt your feelings?”

It is important to emphasise that a positive screen for EAN does not indicate that 
abuse is taking place but that further information should be gathered [55]. In sum-
mary, HCPs should be aware of the high prevalence of EAN, educate themselves 
about elder abuse and consider actively searching and screening for EAN risk fac-
tors and “red flags”, especially in high-risk populations [16].

18.7.3  Prevention: The State of the Art

The global elderly population is increasing dramatically worldwide [56], from 900 
million in 2015 to nearly 2 billion in 2050. A higher ratio of elders in the population 
probably will mean a heavier burden of care for the younger population. As a result 
of these processes, the incidence and prevalence of EAN are expected to increase 
significantly as well.

Such concerning figures urge an action on prevention. But unfortunately the 
most recent scientific reviews on the topic concluded that there is not enough evi-
dence demonstrating the effectiveness of existing interventions to reduce the occur-
rence or recurrence of EAN [48, 50]. High-quality trials regarding EAN prevention 
are urgently needed, including those from low- and middle-income countries. These 
should address cost-effectiveness, implementation assessment and equity consider-
ations [14, 50]. At the same time, urgent steps should be taken by policymakers 
around the globe targeting the population changes and risk factors for EAN compre-
hensively, from every possible aspect. Societal issues as poverty, equity, adequate 
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housing and health care as well as provision of adequate care for the elders and 
significant law enforcement for offenders are equally essential for a society striving 
to adequately control or abolish the sad phenomenon of EAN.

18.8  What’s the Role of Family Physicians in Elder Abuse 
and Neglect?

Elder abuse and neglect are highly prevalent and significantly influence quality of 
life, morbidity and mortality of older adults. Family doctors should remain alert to 
major risk factors or “red flags”. When suspicion arises, a proper evaluation should 
be done. This includes obtaining the bio-psycho-social history from the patient and/
or caretakers and family; evaluating cognition, competence and functional ability; 
performing a comprehensive physical examination; and considering possible differ-
ential diagnoses. A home visit or additional studies may be necessary. The family 
doctor, who usually knows well the patient, family and community, is in a unique 
position to recommend whether the evaluation could be done in the ambulatory set-
ting or whether prompt hospitalisation for further workup or protection is necessary. 
This decision should be guided by the perceived risks, as well as the patient’s wish 
when competent. Whenever the patient is incompetent or dependent, the physician 
should act according to the local reporting laws. Family physicians can identify EAN 
early and activate multidisciplinary teams to prevent further abuse as well as its con-
sequences. They have an invaluable role in an ongoing management, support and 
follow-up. Furthermore, by actively addressing caretaker burden, physicians and 
their teams can sometimes prevent abuse before it happens. To do so family doctors 
and primary healthcare teams should be properly trained on this topic. Training 
should address necessary knowledge and skills as well as possible barriers to EAN 
identification. Last but not least, physicians should not treat these cases alone! They 
should keep the updated contact information of relevant consultants and community 
services; they should actively consult multidisciplinary teams; they should make sure 
to care for themselves and seek support services to prevent secondary trauma.
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Abstract

In geriatric medicine, tools developed for identifying potentially inappropriate 
medications (PIMs) include the Beers criteria, the Swedish quality indicators 
developed by the Swedish National Board of Health and Welfare, the STOPP/
START criteria, the EU(7)-PIM list, and the medication appropriateness 
index (MAI).

Two important factors which are very often related to polypharmacy are over-
diagnosis and overtreatment.

Overdiagnosis is an unrecognised and growing worldwide problem in health-
care. Disease definitions have been widened, and thresholds for treating risk 
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factors have been lowered. Finally, disease mongering is also continuously grow-
ing. Overdiagnosis is simply ‘too much healthcare’, too much screening of 
asymptomatic individuals, too much investigation of those with symptoms, too 
much reliance on biomarkers, too many quasi-diseases, too much diagnosis often 
leading to too much treatment, sometimes cost-ineffective medicines that are too 
costly and too rapidly approved for marketing, too many adverse reactions, and 
too much inappropriate monitoring. Too much healthcare leads almost inevitably 
to too little effective healthcare.

Overtreatment occurs when the best scientific evidence demonstrates that a 
treatment provides no benefit for the diagnosed condition. Patients are exposed 
to treatment harms, and waste of resources is inevitable on a grand scale.

General practitioners (GPs) have a crucial role in fighting overmedicalisation. 
Their role as passive enactors of specialist and public health ideas needs to be 
updated. GPs need to stand up and shape the clinical agenda from their unique 
perspective. To do this they need a stronger part in the creative process of evi-
dence synthesis and policymaking.

Keywords

Polypharmacy · Overdiagnosis · Overtreatment · Overtesting · Adverse drug 
event · Inappropriate medication · Defensive medicine

19.1  Polypharmacy

19.1.1  Definition of Polypharmacy

Polypharmacy is defined as taking five or more long-term prescribed drugs [1–8], 
but definitions may vary widely, and appropriateness appears in only a minority of 
definitions. Indeed, numerical definitions of polypharmacy do not account for spe-
cific comorbidities and make it difficult to assess the safety and appropriateness of 
therapy in the clinical setting [9]. Older patients are often affected by multiple 
chronic diseases [10] and are consequently on polypharmacy. The risk of suffering 
from drug-related problems [11–14] is very high, since studies show that a substan-
tial proportion of hospital admissions among older are due to adverse drug events 
(ADEs) [13, 15–18]. Most of these hospital admissions are avoidable [13, 19].

19.1.2  Prevalence of Polypharmacy

The prevalence of polypharmacy in adults and older adults has increased substan-
tially in the last decades. In Scotland, for instance, the proportion of older adults 
exposed to five or more drugs rose from 11% in 1995 to 21% by 2010 [2, 20]. The 
prevalence of polypharmacy increases dramatically with age. In a study conducted 
in Scotland, the prevalence increased from 30% in those aged 60–69 years to almost 
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70% in those >80 years [7]. In the Netherlands, prevalence increased to 60% in a 
nursing home setting in older patients with an average age of 80 years [12]. In the 
United States, prevalence is also increasing [21]: 40% of adults aged ≥65 years take 
5–9 medications and 18% take ≥10 medications [22].

19.1.3  List of Potentially Inappropriate Medications

Potentially inappropriate medications (PIMs) [23] can be defined as medications for 
which the risks outweigh the benefits for older patients [24]. Identification of PIMs 
can be performed using two different approaches. Implicit criteria are indicators 
that evaluate in depth the appropriateness of each drug, considering the patient who 
takes it, e.g. the medication appropriateness index. They are sensitive but also very 
time-consuming and heavily influenced by the expertise of the reviewer.

On the other hand, explicit criteria are lists of drugs whose use is inappropriate 
in general or in older individuals with specific conditions. Among them the STOPP/
START criteria and the Beers criteria are the most commonly used.

The Swedish National Board of Health and Welfare has made a list of potentially 
inappropriate medications in the older [24]. This list includes ‘anticholinergic 
drugs’, ‘long-acting benzodiazepines’, ‘tramadol’, ‘propiomazine’, ‘antipsychotic 
drugs’, and ‘non-steroidal anti-inflammatory drug (NSAID)’. The use of these drugs 
should be as low as possible, regardless of indication, for older patients.

19.1.4  Tools for Identifying Potentially Inappropriate 
Medications (PIMs)

Potentially inappropriate medications (PIMs) are one cause of DRPs. In many coun-
tries, guidelines concerning potentially inappropriate medication have been devel-
oped with Beers criteria being the best-known [25].

The updated Beers criteria (2019) [26] include five types of criteria:

 1. Medications that are potentially inappropriate in older Adults
 2. Medications that should typically be avoided in older adults with certain 

conditions
 3. Drugs to use with caution
 4. Drug-drug interactions
 5. Drug dose adjustment based on kidney function

The problem with the Beers criteria is that it is based mainly on drugs present on 
the North American market. In Europe, it seems preferable using the Swedish qual-
ity indicators developed by the Swedish National Board of Health and Welfare [24], 
the STOPP/START criteria [27], and the EU(7)-PIM list [28].

STOPP/START: Screening Tool of Older Persons’ Potentially Inappropriate 
Prescriptions (STOPP) and Screening Tool to Alert Doctors to Right Treatment (START).
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STOPP is a list of potentially inappropriate prescriptions for common conditions 
in older people, considering drug effects as well as drug-drug and drug-disease 
interactions. START is a list of commonly omitted medications that are beneficial in 
older people developed by a research team and verified by consensus of experts via 
the Delphi method [29], as well as instances of prescribing omission, a list of medi-
cations that require specific consideration to avoid harmful drug-related adverse 
effects or which may be inappropriately omitted.

An implicit tool for identifying inappropriate medications is the medication 
appropriateness index (MAI) [30]: This an instrument that determines a drug’s suit-
ability to an individual and has been validated for evaluating drug use in the older 
[31]. The MAI is a 10-question index assessing prescription appropriateness in 
terms of drug choice and medication instruction accuracy associated with the detec-
tion of prescribing errors. The health outcome prediction, though, may require more 
time than typical visit makes feasible [32]. MAI, therefore, appears to be more time- 
consuming than explicit criteria and therefore more difficult to use in everyday care.

In the hospital setting the lund integrated medicine management (LIMM) [33] is 
an in-hospital intervention model with multi-professional teams, including clinical 
pharmacists. It has proved to reduce potentially inappropriate medications and 
unscheduled drug-related hospital revisits [33].

Recently another interesting tool has been tested in a multinational trial. This 
tool is called SENATOR and consists of a sophisticated software aimed at improving 
pharmacological therapy in older patients who are managed by specialists who are 
not geriatricians. The main aim was to reduce incident, adverse drug reactions. The 
SENATOR software produces a report designed to optimise older patients’ current 
prescriptions by applying the published STOPP/START criteria, highlighting drug- 
drug and drug-disease interactions and providing non-pharmacological recommen-
dations [34].

Even more relevant for the setting of primary care is the ongoing OPERAM trial 
[35]. The optimising therapy to prevent avoidable hospital admissions in multimor-
bid older people (OPERAM) trial will examine the effect of a structured medication 
review (STRIP) supported by the STRIP Assistant (STRIPA) clinical decision sup-
port software on drug-related hospital admissions (main endpoint) compared with 
usual care in older patients assisted in primary care.

19.1.5  Consequences of Polypharmacy

A study conducted in primary care has shown that about 93% of the older patients 
involved in the study had at least 1 drug-related problem (DRP) and that the average 
number of DRPs was 2.5 per patient [36]. Other studies in primary care found an 
average of 3.5–5.5 DRPs per patient [11, 12, 37], while studies performed in hospi-
tals report 2.6–6.4 DRPs per patient [38–40].

The most important negative consequence related to polypharmacy, particularly 
inappropriate polypharmacy, is the higher risk of adverse drug events (ADE). Due 
to the fact that each drug has potential side effects, there is a higher probability of 
drug-drug, drug-nutrient, and drug-disease interactions, as well as a higher risk of 
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error in the prescription, administration, and assumption of drugs. It should be also 
considered that older adults have a higher susceptibility to experience worsening 
health and functional status due to an ADE.

The negative consequences of polypharmacy also include poor medication 
adherence, reduced physical and social function, worse health outcomes, higher 
healthcare costs, and lower quality of life (QoL) [7, 41–43].

The consequences of polypharmacy by itself should not be overestimated [44]; 
for example, the use of drugs with anticholinergic properties in older patients has 
been proven to be independently associated with cognitive and functional decline 
[45], but dementia is not related to the number of drugs [46]. Sarcopenia seems to 
be not associated to polypharmacy in hospitalised older patients as well [47].

One of the most obvious examples of waste of resources is the questionable use 
of certain drugs [48] throughout the final year of life of older adults who died with 
dementia [48] and in general in older patients who reached the final part of their 
lives [20].

In this Swedish study ‘Choosing Wisely? Measuring the Burden of Medications 
in Older Adults near the End of Life: Nationwide, Longitudinal Cohort Study [49]’, 
polypharmacy increased throughout the last year of life of older adults. These drugs 
consisted of not only symptomatic medications but also long-term preventive treat-
ments of questionable benefit [49]. The same study showed that in the final year 
before death, the proportion of individuals exposed to more than ten different drugs 
rose from 30.3% to 47.2% (P < 0.001 for trend). Angiotensin-converting enzyme 
inhibitors and statins were used by, respectively, 21.4% and 15.8% of all individuals 
during their final month of life [49].

The situation is particularly serious in nursing homes: A systematic review 
showed that almost one-half of nursing home residents are exposed to potentially 
inappropriate medications and suggests an increased prevalence over time [50].

19.1.6  Determinants of Polypharmacy

Polypharmacy has many causes [51]. The main one is the tendency to address 
chronic conditions with disease-specific guidelines that do not take into account that 
a patient is multimorbid [2]. These single-disease guidelines very often suggest 
treatment with medication without considering drug-drug and drug-disease interac-
tions [52]. GPs/family doctors of course have to rely on these guidelines to treat 
chronic conditions, but when patients have multimorbidity, it is important to bear in 
mind that single-disease guidelines can increase the prevalence of polypharmacy 
and potentially inappropriate polypharmacy (PIP).

Figure 19.1 illustrates other possible drivers of polypharmacy. In real life what 
often happens is that patients who see multiple specialists may be prescribed a vari-
ety of drugs, but unfortunately GPs do not feel confident to reduce the dose or stop 
it. Preventive medications for cerebrovascular disease are the ones which contribute 
more to polypharmacy, since guidelines advise that patients at increased cardiovas-
cular risk combine blood pressure-lowering medication, cholesterol- lowering medi-
cation, and platelet aggregation inhibitors.
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Patient-related risk factors for polypharmacy may include:

 – Incomplete knowledge of medications.
 – Lack of ability to communicate medication history.
 – Dishonesty about medication usage.
 – ≥2 chronic medical conditions (increases the number of prescriptions per patient 

but increases the number of medical practitioners per patient as well) [53].

19.1.7  How to Address the Problem?

19.1.7.1  Medication Review
One way of preventing and reducing DRPs among older patients is to carry out 
medication reviews [10]. A medication review is a method to analyse, follow up, 
and review an individual’s drug therapy, in a structured and systematic way, accord-
ing to local guidelines and routines [54].
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Fig. 19.1 Drivers of polypharmacy
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19.1.7.2  Benefits of Medication Reviews
In a hospital setting, medication reviews have been reported to improve drug use [55, 
56] and to reduce repeat hospital visits [38]. Medication reviews in primary care can 
reduce the total number of drugs, reduce falls, and maintain self-rated health [57, 58].

However, highlighting the complexity of improving the appropriateness of poly-
pharmacy, two systematic reviews could not demonstrate that interventions aimed at 
improving the appropriate polypharmacy neither substantial improvement in drug 
appropriateness nor in clinical outcomes of patients [59–63].

19.1.8  Role of Primary Care in Addressing Polypharmacy

Management of polypharmacy is a complex and time-consuming yet essential role 
of primary care clinicians, for which we could provide some recommendations. 
Knowing the list of inappropriate medications and deprescribing unnecessary medi-
cations are two key points.

Moreover, before adding new medications, specifically in patients with >5 medi-
cations, reviewing the patient’s existing medications is essential. Lastly, avoid add-
ing medications to treat symptoms caused by other drugs, or avoid adding duplicate 
medications to treat the same symptoms; it would be extremely significant [64, 65].

The role of primary care in facing this issue is crucial. There are values of pri-
mary care which are often underestimated: one of these values consist of ‘integrat-
ing, prioritizing, contextualizing, and personalizing health care across acute and 
chronic illness, psychosocial issues and mental health, disease prevention, and opti-
mization of health and meaning’ [66]. This added value is difficult to see in the 
assessments at the level of diseases where wisdom, and caution is very often mis-
taken for clinical Inertia. This value is apparent, however, at the level of whole 
people and populations.

19.2  Overdiagnosis and Overtreatment

Two important factors which are very often related to polypharmacy are overdiag-
nosis and overtreatment.

19.3  Overdiagnosis

19.3.1  Definition of Overdiagnosis

Overdiagnosis is an unrecognised and growing worldwide problem in health-
care [67].

This is especially the case in high-income countries, where more sensitive tests, 
more testing, more screening, and earlier diagnosis are in focus, and more of the 
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same will be implemented in the future [67]. Moreover, disease definitions have 
been, and are still being, widened; plus thresholds for treating, for example, risk 
factors, have been, and are still being, lowered. Finally, disease mongering is grow-
ing, because it is cheaper and faster to invent new ‘diseases’ than new pharmaceuti-
cal drugs [67].

Overdiagnosis has been defined simply as ‘… when people without symptoms 
are diagnosed with a disease that ultimately will not cause them symptoms or early 
death’ and is also used as an umbrella term to include ‘the related problems of over-
medicalisation and subsequent overtreatment, diagnosis creep, shifting thresholds 
and disease mongering’ [68]. Some commentators use ‘too much medicine’ to 
embrace such wider issues [69].

Broadly speaking overdiagnosis can be described as ‘too much healthcare’. ‘This 
includes too much screening of asymptomatic individuals, too much investigation 
of those with symptoms, too much reliance on biomarkers, too many quasi-diseases, 
too much diagnosis, often leading to too much treatment, sometimes cost- ineffective, 
medicines that are too costly and too rapidly approved for marketing, too many 
adverse reactions, and too much inappropriate monitoring’ [70]. Too much health-
care leads almost inevitably to too little effective healthcare [70].

Overdiagnosis means transforming normal people into patients unnecessarily, by 
identifying problems that were never going to cause harm or by medicalising ordi-
nary life experiences through expanded definitions of diseases [70].

The ‘prostate cancer screening’ case is a good example of that. The effectiveness 
of screening in reducing mortality rate and quality of life improvement represent a 
heated debate. Concerns regarding implementation of PSA screening and different 
guideline standards have led to a fear of mismanagement of prostate cancer [71].

19.3.2  Causes of Overdiagnosis

Overdiagnosis has two major causes: overdetection and overdefinition of disease. 
While the forms of overdiagnosis differ, the consequences are the same: diagnoses 
that ultimately cause more harm than benefit [70]. Confusion about what constitutes 
overdiagnosis undermines progress to a solution. Here we aim to draw boundaries 
around what overdiagnosis is and to exclude what it is not [70].

19.3.2.1  Drivers of Overdiagnosis
Drivers of overdiagnosis are well described. Advancing technology allows detection 
of disease at earlier stages or ‘pre-disease’ states. Well-intentioned enthusiasm and 
vested interests combine to lower treatment and intervention thresholds so that 
larger sections of the asymptomatic population acquire diagnoses, risk factors, or 
disease labels [72].

This process is supported by medicolegal fear and by payment and performance 
indicators that reward overactivity. It has led to a guideline culture that has uninten-
tionally evolved to squeeze out nuanced, person-centred decision-making.
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Underlying all this, there are little challenged, deeply intuitive narratives around 
the supposed benefits of early detection and intervention that are difficult to unpick 
for professionals and the public alike [68, 73].

19.3.2.2  Defensive Medicine
As Iona Heath states in her essay ‘Role of fear in overdiagnosis and overtreatment’, 
‘with the rise of neoliberal economics, health became a commodity like any other. 
The exploitation of sickness, and fears of sickness, for the pursuit of profit increased 
hugely over the subsequent decades, underpinned by the rapid commercialisation of 
healthcare’ [74].

Popular scientific magazines terrify the population about this epidemic of chronic 
diseases, although many of those affected have no symptoms whatsoever. There is 
a toxic combination of good intentions, wishful thinking, and vested interest. One 
of the worst effects is detaching notions of disease from the experience of suffering, 
broadening the definitions of diseases, and turning risk factors into diseases and, 
most potent of all, fear [74].

19.3.2.3  Fears of Patients
Patients are afraid that their doctors will not understand what they try to describe 
and that an important diagnosis will be missed or made too late—through laziness, 
incompetence, or just bad luck. And of course, this is fuelled on a daily basis by 
newspapers, other news media, and, in those countries where it is allowed, direct to 
consumer advertising [74].

Doctors work every day in fear of missing a serious diagnosis and precipitating 
an avoidable tragedy for one of their patients. In our increasingly punitive societies, 
with all the easy talk of naming and shaming, doctors are also afraid of being pub-
licly pilloried [74].

We should all remember that clinical work is hedged in by uncertainty on all 
sides because the application of the generalised truths of biomedical science to the 
unique context of an individual patient’s life and circumstances will always be 
uncertain [74]. So doctors, and especially young doctors, are learning to be afraid of 
uncertainty [74]. Moreover, there is a growing fear of legal sues by patients.

19.3.2.4  What It Isn’t
Overdiagnosis is not a false-positive result. False positives are abnormalities that 
turn out not to be diseases after further investigation. In overdiagnosis, the abnor-
mality meets the currently agreed criteria for pathological disease (e.g. microscopic 
criteria for cancer), but the disease detected is not destined to cause symptoms or 
death [70].

19.3.2.5  Overtesting
Overtesting (sometimes referred to as overuse or overutilisation) can, but not 
always, increase the risk of overdiagnosis, but the risk increases proportionately 
with the degree of overuse [70].
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For example, just to mention the same case as above, there is a relationship 
between how many prostate-specific antigen (PSA) tests are ordered in general 
practice and the incidence of prostate cancer [75] and between the number of male 
patients on a GP’s list with a diagnosis of cancer and the number of PSA tests 
ordered [76]. GPs who undertake many PSA tests have many more male patients 
with overdiagnoses of prostate cancer, because the mortality rate is the same across 
clinics irrespective of the number of tests ordered [76].

19.3.2.6  Consequences of Overdiagnosis
Overdiagnosis is one of the most harmful and costly problems in modern healthcare 
[70]. It often triggers a cascade of overtreatment, although the two are not synony-
mous. To prevent and minimise overdiagnosis, we need more studies on the natural 
history of diseases, watchful waiting trials of very early/small or ambiguous abnor-
malities, studies of the effects of diagnostic language, intervention studies on known 
drivers of overdiagnosis, and studies of how to involve patients in decisions about 
diagnostic strategies [70]. Above all we need to ensure that new disease definitions 
are based on evidence [77], not financial interests [78].

19.3.2.7  Example of Not Effectiveness
Public health problems without easy solutions are fertile ground for large-scale 
overactivity in primary care [79]. NHS Health Checks were introduced nationally 
with a financial incentive as an apparent solution to metabolic disease, despite four 
decades of evidence showing such programmes do not affect population morbidity 
or mortality [80–82].

19.4  Overtreatment

19.4.1  Definition of Overtreatment

Overtreatment occurs when the best scientific evidence demonstrates that a treat-
ment provides no benefit for the diagnosed condition, but it still is prescribed [70]. 
For example, middle ear infections in children and bronchitis in adults are often 
correctly diagnosed but overtreated with ineffective antibiotics [70].

19.4.1.1  Consequences of Overtreatment
Patients are exposed to treatment harms, from the mild to the fatal, and waste of 
resources is inevitable on a grand scale. The critical issue of opportunity cost may 
be raised but disregarded in cost-effectiveness decisions. This activity may feel sen-
sible but lacks evidence and distracts from the need for more challenging solutions 
such as addressing the obesogenic environment or improving social care for people 
with dementia.

Lower treatment thresholds always create an increase in the number of patients 
taking medication for no benefit in order that a few might.
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19.4.1.2  Overdiagnosis, Overtreatment, and Therapeutic Nihilism
Wishing to reduce overdiagnosis and overtreatment does not imply therapeutic 
nihilism or a desire to abandon preventive medicine [83]. Rather, it forces us to aim 
for an understanding of the evidence base that assists patients to make choices in a 
useful way, cognizant of benefits and harms [79, 84–86].

19.4.1.3  Research on Overdiagnosis and Overtreatment
Overdiagnosis is often misinterpreted as overutilisation or overtreatment. 
Overutilisation, overtreatment, and overdiagnosis are interrelated but represent 
three distinct topics [87]. Overdiagnosis can be caused by overutilisation and is 
nearly always followed by overtreatment [88]. Treating an overdiagnosed condition 
cannot improve the patient’s prognosis and therefore can only be harmful. At the 
individual level, we can never be sure if the person is overdiagnosed. However, 
experiences and thoughts of individuals who are most likely overdiagnosed can be 
explored in qualitative interviews, e.g. men with a small screening-detected abdom-
inal aortic aneurism [88].

19.4.1.4  Research Opportunities on Overdiagnosis: Role 
of the Qualitative Studies

If we want to know more about ‘lived life’ (e.g. the experiences and thoughts of 
individuals that have been overdiagnosed), we will most likely raise research ques-
tions that can be addressed in qualitative designs, such as interviews and observa-
tional fieldwork [88]. However, because we can never be certain that the individual 
has been overdiagnosed, we can interview those informants, who are most likely to 
be overdiagnosed, or informants that for a short period have had the experience of 
being overdiagnosed [88].

19.4.2  Awareness of the Problem in Primary Care

Modern concern has been articulated through worldwide movements such as the 
Preventing Overdiagnosis conferences, campaigns such as the BMJ’s Too Much 
Medicine, JAMA’s Less is More, Italy’s Slow Medicine movement, the US (now 
international) Choosing Wisely project [79], and the WONCA Special Interest 
Group, Quaternary Prevention & Overmedicalization [84, 85].

In 2014 the Royal College of General Practitioners (RCGP) established its 
Standing Group on Overdiagnosis (Supporting Shared Decisions in Health Care).

19.4.2.1  What’s the Role of Family Physicians in Polypharmacy?
Among the consequences of overmedicalisation, family physicians also carry the 
extra workload caused by it [79]. Iatrogenic multimorbidity creates a burden of 
complex and harmful polypharmacy for patients and their carers. Doctors with 
responsibility for one condition may not have the generalist, holistic overview 
needed to help the patient sort valuable interventions from low value [79].
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Defending patients from the harms of Too Much Medicine needs to happen in the 
consulting room with a solid and longitudinal patient-doctor relationship, as well as 
at local and national policymaking level [79].

Every new innovation or intervention that is suggested for family physicians 
should be accompanied by opportunity costing, and, unless there is a new resource, 
current tasks should be identified to be stopped in order to fit new work in. Family 
physicians need to stand up and shape the clinical agenda from their unique per-
spective, drawing on the work and resources of academic primary care and the 
evidence- based medicine world [79].

Their role as passive enactors of specialist and public health ideas needs to be 
updated [79]. In order to do this, family physicians need a stronger part in the cre-
ative process of evidence synthesis and policymaking. They need to make sure that 
the ‘common voice’ is represented.

They call on the makers of guidelines to ensure that grassroots family physicians, 
with such a valuable, broad perspective, are enabled to have a greater influence in 
their production [79].

‘Ordinary’ family physicians are valuable family physicians, and they call on 
those who might think that their voice is not important to get involved in shaping the 
future of clinical practice for their patients and for themselves [79].
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For this to occur, the silent palliative care revolution must spread a palliative 
care culture among all stakeholders and participants in the care process.

Fear of death, stigmatization of patients and their relatives when facing a 
complex disease like cancer or organ failure, or dementia, leads to palliative care 
being similarly stigmatized, neglected, or unacceptable.

Early identification of patients for discussions of goals of care based on their 
needs and wishes is fundamental, keeping in mind that dying is a multidimen-
sional process. GPs can play a pivotal role here, leading to improved quality of 
care and quality of life and in due course dying for both patients and caregivers.

Keywords

Palliative care · Advocacy · Early palliative care · Simultaneous palliative care  
Death · Quality of care

20.1  Introduction

Palliative care has been defined by the World Health Organization (WHO) as an 
approach that “improves the quality of life of patients and their families facing the 
problem associated with life-threatening illness” [1]. The International Association 
for Hospice and Palliative Care (IAHPC) published a consensus definition in 2019 
that emphasized the serious health-related suffering as opposed to “life-threatening 
illness.” Palliative care is the active holistic care of individuals across all ages with 
serious health-related suffering [2]1 due to severe illness [2] and especially of those 
near the end of life. It aims to improve the quality of life of patients, their families, 
and their caregivers.

Over the past few decades, palliative care has evolved from a philosophy of care 
to an accredited professional discipline, with a growing number of clinical pro-
grams and accumulation of expertise related to symptom control, psychosocial, and 
spiritual care, communication, decision making, and end-of-life care [3].

It is well-known that the demographic pyramid is fundamentally changing and 
increasing the palliative care needs among fragile patients and chronically ill 
patients [4].

To face these new challenges, palliative care must be universally recognized as 
an essential element of the human right to health that is accessible to all who need 
it, in all settings [1].

Cultural and linguistic barriers often assimilate palliative care to futile treatment, 
in some cases confining it to terminality. Palliative care can include active treat-
ments that embrace the patient and family in four dimensions [5].

1 https://hospicecare.com/what-we-do/projects/consensus-based-definition-of-palliative-care/
definition
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In addition to palliative care specialist and hospice care, it is essential, in order to 
be able to take care of the whole eligible population, to promote a widespread model 
of palliative care that includes a fundamental role for primary care and among the 
profession of family doctors [6–8].

For each dimension, the GP should identify the needs and formulate possible 
realistic solutions adapting them to the local resources and organization [1, 6].

The identification and analysis of needs should result in an advance care plan-
ning ACP, this both at home, in nursing homes, and in hospices, involving the 
patient, family, and all the professionals [9].

Fulfilling this fundamental right by making it accessible and sustainable, pri-
mary care has a unique potential to deliver palliative care to patients with all ill-
nesses, at all times during the illness trajectories, to reach all dimensions of need, in 
all settings and in all countries [1].

In addition to this first level, specialist palliative care and hospices must be avail-
able when more expertise is needed.

20.2  Factors Related to the Medical and Health World

One of the main obstacles to the spread of palliative care in primary care is the lim-
ited number of cases directly managed by GPs.

The stereotype that palliative care and end-of-life care are synonymous remains 
widespread in the primary care setting and needs to be debunked.

This stereotype moreover contributes to late recognition of eligible palliative 
patients, especially non-oncological patients, which leads to the failure of many 
palliative care projects [10].

The belief that palliative care is aimed primarily at cancer patients is still deep- 
rooted, while the management of non-oncologic patients and patients with end- 
stage organ failure or disease remains nebulous.

It is not yet clear that palliative care is a step-by-step process (see Box 20.1) and 
cannot be assimilated into pain treatment [11].

There is no consensus on essential tools and models to detect patients who could 
potentially benefit from supportive and palliative care [12].

It is necessary to define which tool is more viable and accessible in family prac-
tice and primary care, especially in dealing with older persons [12, 13].

Patients should be identified in an early stage [14], if possible during the period 
when curative treatment is ongoing but when the patient could benefit from sup-
portive treatment (simultaneous palliative care) [15, 16] and family physicians 
should pay special attention to early introduction of these supportive treatments 
(early palliative care) [17–20].
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A clear schedule of the steps to follow after early identification is described in 
Box 20.1

20.3  Early Identification

Early identification is critical. If this basic (and complex) step is lacking, the “pal-
liative care cascade” doesn’t begin.

Most models (GSF, SPICT, NecPal) are based on the surprise or surprising 
question:

Would I be surprised if this patient died in the next 12 months?
Depending on the answer, general and specific indicators of deterioration should 

be assessed and evaluated.
The first intervention with the surprise question in the community setting was 

published in 2001. Primary care physicians were challenged to identify those 
patients most likely to die in the next 6–12 months among those they have seen 
recently with diagnoses such as Alzheimer’s, cancer, and chronic lung or heart 
disease.

Based on their perception of the likelihood of death of the patient, identify refer-
rals to the palliative care clinic [21].

The importance of this assessment is evident from the fact that approximately 
1% of the population of a single GP practice could benefit from a palliative care 
intervention [22].

Box 20.1 The Several Steps from Patients’ Identification (Courtesy of Doctor 
Simone Cernesi)

1. PATIENT
IDENTIFICATION

PROCESS*

7. THERAPY
REVIEW

Informative to PC UNIT

4. ACP
Advance Care

Planning*

5. CRISIS PREVENTION
+PRN*

8. SYMPTOMS
ASSESSMENT

(ESAS...)

6. KEY
INFORMATION

SUMMARY

3. INDIVIDUATE
FORMAL CARE
GIVER

9. SPIRITUAL
ASSESSMENT
10. GRIEF SUPPORT
and CONDOLENCES

2. 4-DIMENSIONS
EVALUATION
Symptoms, Psychol.,
Social.l, Spiritual)
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This step should be followed by a 4D assessment (as following), and if the patient 
lacks capacity, it is important to identify one or more caregivers or legal representa-
tives depending on national regulations.

Also, a thorough discussion of the potential trajectory of deteriorating patients is 
necessary and can guide goals of care and interventions. These are discussed with 
the patient and/or caregiver.

This decision should be clear and recorded in an ACP.

20.4  Trajectories of Illness and the Dynamic 
“Four- Dimensional” Pattern of Needs

Typical trajectories of physical decline have been described for people with end- 
stage disease. It is possible that social, psychological, and spiritual levels of distress 
may also follow characteristic patterns.

The dynamic “four-dimensional” pattern of needs is different on the three typical 
trajectories of functional decline towards the end of life (rapid, intermittent, and 
gradual), and in this chapter we suggest how it can be incorporated into disease- 
specific care (https://www.youtube.com/watch?v=vS7ueV0ui5U).

20.4.1  Rapid Functional Decline (Fig. 20.1)

In people with advanced cancer, social functioning typically declines in parallel 
with physical decline, whereas psychological and spiritual well-being often fall 
together at four key times: around diagnosis, at discharge after initial treatment, as 
the illness progresses, and in the terminal phase.

Patients and family members report that the time around diagnosis is one of the 
most traumatic, psychologically and existentially, with further emotional turmoil as 
the patient gets more ill. All people whose cancer may be life-limiting, but not nec-
essarily untreatable, should be considered for palliative care from diagnosis. They 

Physical

Wellbeing

Distress

Diagnosis Return
home

Recurrence Terminal
decline

Death

Weeks, months, or years

Social Psychological Spiritual

Fig. 20.1 Well-being trajectories in patients with conditions such as cancer causing rapid func-
tional decline [14]. (Courtesy of Scott A. Murray)
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can benefit from holistic care and support as well as planning care even when they 
may be relatively well physically.

20.4.2  Intermittent Decline (Fig. 20.2)

In people with life-limiting, long-term conditions or multiple illnesses, the dynamic 
“four-dimensional” pattern of needs is different from that for most progressive can-
cers. Social and psychological decline both tend to track the physical decline, while 
spiritual distress fluctuates more and is modulated by other influences, including the 
person’s capacity to remain resilient.

During the increasingly frequent exacerbations of conditions such as heart fail-
ure, liver failure, or chronic obstructive pulmonary disease, patients and their carers 
are anxious, need information, and often have social problems. Support for these 
needs might be more effective and likely to reduce hospital admissions than inter-
ventions focusing on disease management or physical well-being, especially as 
multimorbidity is the norm in these conditions. Planning for exacerbations should 
include dealing with multidimensional needs and communicating current plans and 
patient wishes regularly and routinely to out-of-hour care providers and hospitals. 
This facilitates appropriate management during and after such crises.

20.4.3  Gradual Decline (Fig. 20.3)

People who have frailty, dementia, or a progressive neurological disease, including 
those with a long-term disability after a severe stroke, typically experience a gradual 
physical decline from a limited baseline and a diminishing social world. 
Psychological and existential well-being sometimes fall in response to changes in 
social circumstances or an acute physical illness but a decrease in social, psycho-
logical, or existential well-being can herald global physical decline or death.

Some older people reach a tipping point when they feel unable to live usefully or 
with dignity and experience increasing psychological and existential distress 
before dying.

Hospital
admission

Death

Months, or years

Wellbeing

Distress

Physical Social Psychological Spiritual

Fig. 20.2 Well-being trajectories in patients with an intermittent decline (typically organ failure 
or multimorbidity) [14]. (Courtesy of Scott A. Murray)
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Actions to promote optimum physical health should be combined with help to 
engage with social support and care that let frail older people maintain a sense of 
self and purpose even in the face of increasing dependence. Allowing older people 
to raise and discuss their greatest fears—of losing independence, dementia, or being 
a burden to others—is person-centered early palliative care. Anticipating and plan-
ning for deteriorating health in older age can reduce distress while promoting a 
realistic understanding of normal aging and how death occurs at the end of a long 
life. People with early dementia or progressive neurological conditions need holistic 
palliative care and support to plan ahead from the time of diagnosis.

The trajectories of social, psychological, and spiritual needs elsewhere described 
for organ failure [23] and notably for oncologic patients [23] may apply also to 
older people with frailty.

In advanced heart failure, social and psychological decline ran in parallel with 
physical deterioration. Spiritual distress fluctuated more and was modulated by 
various other influences, including a perceived lack of understanding of these issues 
by health professionals.

People may react in different ways to illness, and many external factors can 
impinge on any typical patterns.

Separating spiritual needs from psychological/emotional needs is especially 
challenging.

Individual patients will die at different stages along each trajectory, and rates of 
progression vary. Comorbidity and social circumstances may intervene, and priori-
ties and needs change, but there is usually a dominant trajectory of physical decline.

The clinical implications of these concepts imply that care planning must be (at 
least) four-dimensional. Optimizing quality of life with a view to achieving a timely, 
dignified, and peaceful death is the primary endeavor of palliative care. Understanding 
and considering typical trajectories of need may help professionals anticipate when, 
and in which dimension, an individual patient is likely to be distressed so that they 
are in a better position to plan care proactively.

Advance care planning is known as “anticipatory care planning” in Scotland, 
which is less stigmatizing to patients and even doctors, and this has promoted uptake 
to 70% of people who die.

Fall Infection Death

Months, or years

Wellbeing

Distress

Physical Social Psychological Spiritual

Fig. 20.3 Well-being trajectories in patients with a gradual decline (typically frailty or cognitive 
decline). (Courtesy of Scott A. Murray [14])
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Such plans should be communicated to all settings electronically, if possible 
using a common information system [24].

20.5  Pro Re Nata

Once these initial tasks have been completed, it is necessary to define pro re nata 
(PRN) medication for symptom control and relief (e.g., dyspnea, vomit, delirium, 
pain) [25, 26]. PRN medication is essential in home care and nursing home settings, 
with PRN patients may avoidable futile suffering (symptom controls) and hospital 
admissions are less likely.

Deprescribing, avoiding overtreatment and medication reconciliation are also 
advised. It is important to have clear goals, in palliative care the aims are to maintain 
good quality of life and symptoms management.

It is important that all information regarding the palliative care patient is sum-
marized and available to other healthcare professionals.

No pain 0 1 2 3 4 5 6 7 8 9 10

Please circle the number that best describes:

Not tired

Not nauseated

Not depressed

Not anxious

Not drowsy

Best appetite

Best feeling of
wellbeing

No shortness of
breath

Other problem

Patient’s Name

Date Time

Complete by (check one)
Patient
Caregiver
Caregiver assisted

Worst possible pain

Worst possible
tiredness

Worst possible nausea

Worst possible
depression

Worst possible anxiety

Worst possible
drowsiness

Worst possible appetite

Worst possible feeling
of wellbeing

Worst possible
shortness of breath

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

Fig. 20.4 ESAS scale for palliative care
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Symptoms and pain should be regularly reassessed with the ESAS, as shown in 
Fig. 20.4 (Edmonton Symptoms Assessment Scale) [27].

20.6  Potential Issues and Barriers to Palliative Care

The GP who delivers palliative care can expect to face several challenges
Those can be categorized into five subgroups:

• Language
• Culture
• Sociodemographic
• Organizational
• Advocacy

20.6.1  Language (Denial, Palliphobia, Pallilalia, Palliactive) [28]

The term palliative care was coined by Dr. Balfour Mount in 1975. It was used to 
describe his hospice program and later gained widespread acceptance.

Confusion still permeates discussions about palliative care, and the variety of 
terms used to describe this process cause even more confusion in the process of 
establishing a viable program.

In recent years a vast amount of definitions such as “care of the dying,” “terminal 
care,” “end-of-life care,” “continuing care,” “total care,” “holistic care,” “compre-
hensive care,” “comfort care,” “pain and symptom management,” and “quality-of- 
life care” have been used synonymously, while the more recent “supportive care” 
and “best supportive care” seem more popular [15, 29].

The discussion about the need for standardized definitions continues as there is 
still confusion about the terms and their significance. In some countries—notably 
Italy—palliative care is still commonly considered an irrelevant intervention, which 
further blocks its dissemination.

The first stage in the process of acknowledging the need for a palliative care 
program is “denial”: At this stage, individuals and organizations are unaware of the 
need for palliative care programs.

The second is “palliphobia”: In this phase some individuals or organizations recognize 
that there is a problem, but this usually meets with consistent fear about the consequences 
of the problem and the possible solutions. This step is followed by “pallilalia”: It takes 
place between 2 and 4 years after the establishment of a palliative care initiative and con-
sists of repetitive nonsense spoken about palliative care without anything being done to 
advance its development. Individuals and teams have overcome the first two stages but are 
unable or unwilling to commit the necessary resources for the establishment of a team. 
This stage results in a significant amount of burnout among palliative care professionals.

Stage IV is the palliactive stage. This is the final stage in the cultural develop-
ment of individuals and institutions. It is recognized by the appointment and fund-
ing of healthcare professionals, the designation of an administrative structure such 
as a department or a division, and the allocation of formal curriculum space and 
training program rotations and, very importantly, by a budget. This stage is reached 
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when colleagues actively refer patients to the palliative care team and encourage 
other colleagues to do the same.

20.6.2  Cultural

This is a sociological problem. The global north discusses global aging as an eco-
nomic problem rarely addressing the health challenges or discussing end-of-life 
care [30, 31].

Another aspect of the problem concerns training relating to health workers, 
although this is improving thanks to national regulations in many European coun-
tries. There are still too few professors in palliative care and too few hours dedicated 
to university education.

We are still too accustomed to reasoning about the existing problem (acute) and 
less to reasoning in terms of possible foreseeable complications. This also chal-
lenges organizations when appropriate medical and nursing care is lacking.

Older persons are less likely to receive adequate palliative care than cancer 
patients [32].

Although palliative care has begun to appear in medical and nursing study plans, 
there remains a lack of standardization between different countries and sometimes 
also within individual countries [33].

The European multicountry PACE project was launched to improve training in 
care homes [32].

The project reveals the challenges of defining and evaluating the effectiveness of 
training interventions in care homes, highlighting the extent to which this area needs 
further study. It also anticipates the increase in palliative care needs for these set-
tings, which could also represent a prototype for future home care.

Increasing skills related to the geriatric field and palliative care in a multidisci-
plinary and multi-professional collaboration within an integrative framework could 
represent a realistic answer in a sea of still unanswered questions.

20.7  Advocacy

Palliative care policy advocacy consists of structured communication between 
national, regional, and global palliative care associations (nongovernmental organi-
zations) and government representatives, at the local, national, regional, and inter-
national levels.

Advocacy encourages governments to improve access to internationally con-
trolled essential medicines such as morphine by collaborating, upon request, to 
review and revise unduly restrictive laws and regulations, educate prescribers, and 
raise public awareness on the likely benefits of rational access to controlled medi-
cines. Promote Palliative Care under UNIVERSAL HEALTH COVERAGE [3, 34],  
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considerating the mission: palliative care for everyone and everywhere [35] includ-
ing vulnerable population (Older persons, prisoners, people with psychiatric prob-
lems, people who live in poverty, etc.).

Everyone, including patients and caregivers, ideally participates in advocacy 
activities.

Both individuals and institutions engage in advocacy.
Some examples of advocacy:

 1. Join your national, regional, and international palliative care organizations.
 2. Get to know your lawmakers and regulators. Invite them to visit your program 

and see your work firsthand.
 3. Participate in social media.
 4. Ensure your association designates an advocacy focal point to engage in direct 

communication: letters, emails, etc. with lawmakers and with regional and inter-
national palliative care organizations.

 5. Get to know journalists and representatives of traditional media: Learn to write 
press releases, editorials, and co-author journal articles.

 6. Participate in a delegation with your national, regional, or international associa-
tion in meetings where public health issues are debated and policy goals are set 
out in resolutions and consensus documents.

By recognizing and specifying palliative care as an essential service under UHC, 
the draft 2018 Astana Declaration reflects the incremental progress since Alma Ata 
1978, in the global development of palliative care [36].

20.8  Burnout Risk in GP Palliative Care

One condition that often impairs GP activity is represented by burnout. While pro-
viding palliative care, healthcare professionals (HCPs) and among those GPs daily 
work directly with dying patients and their families and caregivers, with a high risk 
of distress and burnout.

Recent evidence suggests that, at least in the US, clinician burnout exceeds the 
national average in the palliative care workforce.

HCPs working in palliative care may be at risk of experiencing feelings of help-
lessness, meaninglessness, and fear of death. These psychological states may lead 
to disengagement from patients and compassion fatigue and facilitate the develop-
ment of burnout symptoms.

To help HCPs professionally cope with palliative care and recover from the psy-
chological burden, measures to reduce stress and burnout and support engagement 
and health were developed, including a 13-item, evidence-based palliative clinician 
self-care checklist made by MD Anderson’s palliative care service [37] (see 
Box 20.2).
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20.9  Conclusions

As in many other scenarios, family physicians have a “privileged” position, and this 
can be meaningful for patients’ treatment, even in palliative care. Family doctors 
should detect as early as possible those patients which may need palliative care and 
start as soon as possible a palliative care management, bearing in mind patients’ 
needs and preferences. Moreover, the role of family doctors in these cases is 
extended to the management of symptoms and symptom control, so the family doc-
tor should be aware and taught about the use of pro re nata medications. Family 
doctors should also participate and advocate for palliative care. Finally, it has to be 
considered that caring for people and, notably, end-of-life care may affect doctors 
with the burden of burnout. Therefore, it is necessary for family physicians to team 
up with other professionals, keep the network of services, and save some time for 
themselves and their families.
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Abstract

When faced with the prospect of dying with an advanced illness, the majority of 
people, notably older patients, prefer to die at home, surrounded by their beloved 
ones and relatives. Nevertheless, in many countries around the world, those 
patients are still most likely to die in a hospital.

Home palliative care increases the chance of dying at home and reduces 
symptom burden in particular for patients with cancer, without impacting on 
caregiver grief or burden.

When home palliative cares are available, the chances of these patients dying 
at home more than double. Home palliative care services also help in relieving 
symptoms’ burden and seem to have a positive impact on caregiver burden, not 
influencing bereavement.

Family doctors have a role of utmost importance in home palliative care, 
thanks to their knowledge of patient’s context, preferences, beliefs, and families, 
and several experiences in Europe and the United States have proven the impor-
tant role of family physicians in this complex situation.
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Doctors to achieve the best results in this setting have to be supported by a 
team and need the possibility to refer these patients to hospice or second-level 
palliative care.

The role of family physicians does not end with the patient’s death but goes 
on, encompassing the aspects of caring of bereavement of caregivers and families.

Keywords

Palliative care · Home care · Team · Caregivers · Bereavement

21.1  Introduction

The topic of death is still a taboo in today’s day and age, making it difficult to cover 
and specially for healthcare professionals to talk about it [1], in case they did not 
have the required training to do so. When dealing with the elderly population, there 
is a greater sense of the end, which, in some cases may even make this topic even 
more controversial [2].

The aging population, associated with a high prevalence of chronic conditions, 
will condition a greater need for palliative care. Palliative care is provided by a 
multidisciplinary team with the purpose to alleviate the suffering, independently of 
the disease, status, or other therapeutic requirements [3].

Palliative care need is expected to increase by 42% by 2040 [4], increasing out of 
proportion to deaths.

Palliative care delivered by specialists has been shown to improve outcomes for 
patients and family carers. However, only a minority of older people receive spe-
cialist palliative care at the end of life [4].

It’s frequent for older patients to live and die with chronic conditions, which are 
preceded by long periods of physical decline and functional incapacity. So, it is 
important to assess all symptoms when providing palliative care to older individ-
uals [5].

Establishing a diagnosis and treating and sharing the prognosis are tasks that are 
attributed to a physician. In the last century, technological advancements have made 
it possible that some diseases are identified in an earlier stage and cure has been 
offered to conditions that were previously fatal. Therefore, “prognosis” has been 
slowly forgotten as years went by [6].

Many physicians feel intimidated when they are asked questions like “Doctor, 
how long do I still have?” as they consider it a difficult process and emotionally 
disturbing. Generally, physicians try not to do predictions, and they look for means 
to keep them for themselves (they do not share them with the patient unless they are 
requested to do so). When sharing information, they try not to be very specific and 
even offer positive expectations [6].

Even if the notion of prognosis is multidimensional, and much larger than only 
living or dying as it also includes all the aspects that are related to the progression 
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of the disease (e.g., future symptoms, incapacity, limitations, suffering, etc.), it is 
usually the life expectancy that is asked when someone asks about a prognosis [7].

21.2  Better at Home?

Three decades of research on the effectiveness of home palliative care have resulted 
in clear evidence of the benefit of home palliative care in helping patients to die at 
home and reducing symptom burden without impacting on caregiver grief [8]. 
Studies show that if people are given the opportunity, the greater majority would 
choose to die at home and not in a different environment or even at a hospital. With 
well-organized services, especially high-quality home care, this is in many times 
possible.

A patient’s place of care may become her place of death. For some patients this 
is a strong preference and a significant reason for wanting to be cared for at home [9].

Despite the expectations of patients, relatives, and professionals, offering a 
choice about the place of care can be problematic. In circumstances where others 
would experience significant burdens or risk by caring for a patient at home, it can 
be argued that offering a choice of home care is inappropriate. The same may be 
true where limited resources in community care cannot stretch to home care for 
highly dependent individuals without being stripped from other people in need [10].

Recent meta-analyses (including seven trials with 1222 patients, with three high- 
quality RCTs) showed that having access to home palliative care services more than 
double the odds for patients with illnesses such as cancer, CHF, and COPD to die at 
home [8].

The authors of that review showed also the evidence of small but statistically 
significant positive effects on the symptom burden of people having severe ill-
nesses [8].

Studies show that if people are given the opportunity, the greater majority would 
choose to die at home and not in a different environment or even at a hospital. With 
well-organized services, especially high-quality home care, this is many times pos-
sible. Also cost-effectiveness of home palliative care has been investigated, with 
some evidences reporting lower costs [11].

In Brumley’s trial [11] in-home palliative care delivered by a multidisciplinary 
team significantly increased patient satisfaction, decreasing at the same time the use 
of medical services and global care expenses at the end of life.

Nevertheless, even if many people would prefer to be cared for and to die at 
home, in practice death in hospitals remains common in many countries, especially 
in those where the hospice movement and palliative cares are still “young.”

In the white book of palliative care, advocacy policymakers are invited to 
acknowledge the societal and ethical value of palliative care, therefore modifying 
existing healthcare structures, policies, and outcome measures, in order to ensure 
universal access to palliative care for all patients in need [12].

They are also strongly invited to ensure an integrated health system, to allow a 
smooth flow of patients between the different levels of care, in a way that patients 
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with complex problems may be referred to secondary and tertiary levels, as needed, 
and referred back to home care, eventually [12].

The variation in place of death suggests that the organization of services plays an 
important role in determining the options that people can consider.

This possibility is further suggested by detailed studies in the United States [13]. 
Those studies found that the proportion of people dying at home ranges from 18% 
to 32% and appears to vary primarily with the availability of hospital beds [13].

Patient preferences, physician training, and availability of community services 
were either irrelevant to the place of death or of minimal importance compared to 
the number of hospital beds per head of population [13].

Studies show that if people are given the opportunity, the greater majority would 
choose to die at home and not in a different environment or even at a hospital. With 
well-organized services, especially high-quality home care, this is many times pos-
sible [14].

One of these studies, carried along Europe and involving several countries 
(Belgium, Spain, the Netherlands, Italy), was the Sentinel GP Networks Monitoring 
End of Life Care (SENTIMELC) study [15].

In many European countries, GPs can provide a good health perspective on end- 
of- life care and people dying [15].

In this study GPs were the observational units. Considering the enhanced acces-
sibility of GP across Europe, GPs were adopted to gather data and produce a 
population- based sample of deaths.

One important exception was represented by the extensive specialist nursing 
home network in the Netherlands, where nursing home residents were treated and 
managed by their own doctors, without any intervention from GPs [14, 15].

For this, there are some standards that need to be met (Box 21.1):
1.  A family member that has the capacity to adapt himself to a highly 

demanding condition
Recent analysis made in Europe showed how caregivers in European 
regions were emotionally overburdened [16]. In some cases these difficul-
ties were reported also in covering the cost of palliative care. Patients’ age, 
cause of death, place of death, and specialist palliative care provision were 
associated with physical or emotional and financial burden [16, 17].

2. Nurses that are able to visit the patient at least once a day
Both in nursing homes and at homes, the intervention of nurses is crucial. 
This close follow-up of the patient and of his/her family allows a compre-
hensive and integrated care, aiding in patient education and the assessment 
of his/her well-being [18]. Nurses are used to the role of coordination 
which gives them the experience when it comes to handling a case and 
navigating the road of care. Nurses can act as a link between the different 
levels of care, considering healthcare professionals as well as the patient 
and the individual. When considering the fundamentals of care when it 
comes to nursing, nurses are tailored to provide individualized palliative 
care to patients with life-threatening illnesses and their relatives. 
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Circumstances that nurses face in palliative care challenge them in practi-
cal, relational, and moral dimensions of care which consequently causes 
that their role is provided in a comprehensive way [19].

3. An attentive physician
GPs should take care of both patient and family member, with early detec-
tion of symptoms worsening regarding the patient and burnout/breakdown 
risk for the caregiver. Doctors should focus whereas possible on patient 
preferences, needs, and dignity. Family physicians should also provide 
basic teaching to the patient, caregivers, and relatives of what will happen, 
sharing trajectories of illness, answering questions, and providing a tai-
lored individual plan of care for the patient [3].

4. Ability for the team to quickly answer to new problems
Pro re nata medications, relief of symptoms, and guaranteeing the best care 
and comfort to the terminally ill patient are core activities in the team. The 
different professionals managing the case should adapt themselves to the 
scenario, also in terms of adaptive leadership, with the goal to address the 
individual needs of the patient [13].

5.  Having the guarantee of a quick admission to hospice or a second pal-
liative care level, or palliative care team on place in case there is any 
complication [10].

It is crucial for the healthcare professionals to collaborate with the patient and 
the family so that they understand what may happen, starting from the description 
of trajectories of illness, and in what ways they can receive the required sup-
port [3].

For this, patient and family education is of utmost importance, so that they are 
able to take the decisions firsthand according to what is happening at the moment. 
But for this, both patient and family need to feel supported. In order to guarantee 
their psychological and physical well-being, it is important for the physician to 

Box 21.1 The Core Players and Required Skills to Guarantee the Best End-of-Life 
Care at Home

Players What is needed
Caregivers He/she needs to have the capacity to cope with a highly 

demanding situation
Dedicated nurses Close follow-up, both in nursing homes and at home
Attentive GP Early detection of symptoms worsening and caregiver’s risk 

of breakdown. Education of patient and caregiver
Team reactivity and 
capacity to deal with 
situations

The team should rapidly respond to the sudden demands of 
assistance, including pro re nata medications, relief of 
symptoms, and guaranteeing comfort

Palliative care team or 
services

An integrated network of services, within the community with 
the possibility for patients to receive second-level care or to 
be admitted to hospice
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routinely do home visits and to show that he/she is available in case any emergency 
may happen. Therefore, it is counterproductive to tell the patient and the family that 
the physician will only visit in case “something happens” as this will make them 
much more anxious and raise expectations.

It is known that the majority of the circumstances at home may be managed by 
the patient and the family, as long as they are prepared beforehand and they feel 
supported, both during the day and at night.

The circumstances of a dying patient may change rapidly. In each home visit, the 
situation might change. So, common circumstances should be discussed with the 
family members, so that they are psychologically and practically prepared for the 
event. The healthcare professional needs to leave at the patient’s home a supply of 
the required material in case of a causality. However, causalities need to be pre-
dicted as much as possible. The physician should leave a prepared prescription at 
the patient’s home, so that they can be applied by a nurse, for example, as is the case 
of a bleeding or any other acute change.

Considering all what was explained above, a person who lives in the company of 
a family member who is notable to take on the care at home will need to be admitted 
to the hospital eventually. A long progressing terminal disease is also many times 
associated to an admission at the hospital.

Elderly patients require comprehensive, palliative care, especially when consid-
ering the circumstance of dying at home. Only by creating the required environment 
that meets the needs of the patient and the family will it be possible to provide care 
until the end of life, respecting the wishes of the patient when dying at home.

21.3  Patient’s Choice

Why is patient choice desirable in these situations? The choice for patients is con-
sidered to be ethically desirable. Supporting the exercise of choices about health-
care provision is fundamental to respecting a patient’s autonomy [10]. Promoting 
choices about how and where healthcare is received enhances patients’ quality of 
life; this is also due to partly retaining an element of control over their lives which 
results often compromised by the severe illness [10].

Despite the benefits that follow from offering choice, there are times when 
patients have fewer choices than they have preferences. (Patients would prefer not 
to have a terminal illness, but do not have any choice about this.) If professionals are 
not clear in their thinking as to this distinction, then they may be left feeling uncom-
fortable when what are perceived to be choices (but are actually only preferences) 
about the place of care are not achieved. The role of healthcare professionals is to 
facilitate those choices that do exist and to help patients understand why other pref-
erences are unachievable [9, 10].
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21.4  Discharge Planning

When planning discharge for patients with life-limiting illnesses, whether in a pal-
liative care setting or elsewhere, professionals must consider whether the patient in 
question has the mental capacity required to make a decision about the place of care. 
Further considerations include the risks a home discharge would pose to those pro-
viding care, the views of these individuals, and issues of resource allocation [10]. 
Evaluation of these factors can aid the team in their interactions with patients and 
carers and guide the process of discharge planning. This will ensure that patient 
choice is facilitated wherever possible, but that harm is prevented where it is not 
possible or not right to facilitate a patient’s choice. In this way, teams will take 
account of patient autonomy and will also consider the best interests of the patient, 
those involved in providing care, and other patients. The process of planning a com-
plex discharge can take several weeks; it is therefore imperative that this is initiated 
as early as possible following the patient’s admission. Unnecessary delays may risk 
the patient missing any window of opportunity for care at home and will also limit 
the time available for decision-making [9].

21.5  Bereavement and Grief

Grief may be described in three main phases: shock/negation, chaos/despair, and 
reorganization. In the first phase, the reactions of anger may assume many different 
types and forms of expression (negative comments, sarcasm, passive-aggressive 
behaviors, or explicitly aggressive behaviors) [20]. When a patient is in his/her final 
days of life, this is mostly shown as:

• He/she is aware that he/she is deprived of his/her dreams for the future.
• Physical pain and suffering.
• Others who turn their back (as they know he/she is dying).

The patient who is terminally ill goes through a process of a “preparatory grief,” 
where he/she prepares to go away from this world. The patient will think about the 
past and will try to avoid family/friends in times of greater sadness, pain, or anxi-
ety [21].

In the final days of life, it is usual to find traces of a depressive suffering by the 
patient and the family which needs to be identified in order to better answer to their 
needs. In this view, there are four situations that may occur: demoralization, the 
desire to anticipate death, the intention of suicide, and the request for assisted sui-
cide or euthanasia. It is important that the healthcare professionals are able to iden-
tify the specifics of each situation so that they may provide the required support and 
follow-up that ensure the dignity of the patient and of his/her family [20–22].
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Diseases that have a long and irreversible outcome are associated with an inevi-
table loss for the patient, family members, and healthcare professionals, which leads 
to suffering and grief processes that are sometimes difficult.

A complicated grief process should be diagnosed in an early stage, so that a per-
tinent help process can be applied and done at an adequate timing.

The loss is a change that includes someone being deprived of something that is 
tangible (a home, car, job) or not tangible (a project of life, hope for an outcome, 
etc.) that activates reactions that are linked to affection, cognitive, and behavioral 
reactions or, in other words, a process of grief. When death is approaching, different 
types of loss may occur which may be important challenges for the dying patients 
and their families and, as such, need to be diagnosed and monitored by the health-
care professionals that are committed to helping in those stages.

It is important to assess objectively the most important dimensions of the loss. 
Without this careful assessment, it will be difficult to start a meaningful help project 
that will answer the true needs of the patient and the family at that precise moment.

One also needs to take into account that a loss, many times, brings other losses 
that need to be integrated into the person’s context. So, healthcare professionals, 
notably general practitioners need to assess both main/primary losses and any types 
of secondary losses.

21.6  The Role of Primary Care Physicians

Physicians in primary care are in the first line of contact with the healthcare system. 
They provide holistic care, based on a patient-centered approach that answers the 
needs of the patients and their families in order to offer a fully comprehensive care 
[23]. This connection allows family physicians to uphold an important standard 
when it comes to trust, as they build a long-standing relationship of care with each 
individual and with his/her family.

It is known that in a list of 2000 patients that are followed up by a family physi-
cian, there is a mean of 20 patients entering a terminal phase every year. In this last 
year of life, five patients will die of cancer, five because of organ failure, seven to 
eight due to multiple pathologies (e.g., dementia), and two to three patients will die 
because of a sudden death [24].

The growing number of patients needing palliative care is rapidly increasing due 
to the aging nations and expanding populations. Aging nations and expanding popu-
lations mean annual numbers of deaths are predicted to rise by as much as 17% over 
the coming years [25]. Considering this scenario, it is crucial to have more health-
care professionals available in order to deliver high-quality palliative care.

As family physicians are in a privileged role with patients due to holistic care 
they provide, they have the possibility to deliver palliative care integrating this 
knowledge into their day-to-day practice. If palliative care is provided by family 
physicians, this will leave a room for the organization and establishment of more 
specialized palliative care services. With this collaboration in hand, it is possible to 
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distribute tasks more effectively, allowing community palliative care teams to 
address and support the cases that have a more demanding management.

In order to facilitate implementing palliative care teams in primary care, the 
European Association for Palliative Care (EAPC) Taskforce in Primary Palliative 
Care developed a Toolkit for The Development of Palliative Care in The Community 
[26]. To this list, one also has to take into account the public health strategy of WHO 
that is upheld on four pillars: adequate policies, availability for education, access to 
medication, and implementation at all levels of society.

With these resources it is possible to build a strong, personalized palliative care 
network at the community level that guarantees the best quality of life possible.

21.7  Conclusion

Family doctors’ role is crucial in understanding patients’ preferences and detect 
whether patients and family would prefer “at home.” Nevertheless, this is less effec-
tive or ineffective if home palliative care services and networks are not established 
and functioning. A possible solution would be the development and spread of pallia-
tive care in the community.
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Integrating Spiritual Care in the Frame
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Abstract

The recognition of the place of spiritual care in healthcare has been growing in 
recent decades and complements a growing awareness of the importance of 
person- centred care. There has been increasing evidence of the place of spiritual-
ity in the overall wellbeing and health of patients. While for many historically 
spirituality and religious faith were synonymous, it is accepted that spirituality is 
a broader reality which for many does not include religious expression. For the 
older person, the recognition of and attention to their spiritual reality provide an 
important opportunity to acknowledge their values, perspective and approach to 
life and illness. To include spirituality in the overall care of the older person is to 
provide a comprehensive approach to medical care, caring for the person rather 
than simply treating the illness. This chapter provides an introduction to the 
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place of spirituality in the care of older persons and also provides an introduction 
to spiritual assessment for healthcare professionals working in general practice.

Keywords

Spiritual care · Wellbeing · Older · Values · Person-centred approach

22.1  Introduction

Spirituality can be described as the essence of ‘who we are’ as human beings. As a 
core dimension of identity and purpose, the acknowledgement and care of the 
human spirit should be an integral part of the overall care of all patients. Spirituality 
should, at its best, be integrated and woven through the tapestry of all interventions 
and care for older persons and their families by the whole healthcare team. 
Recognising the spiritual dimension of the person being cared for is to provide a 
truly person-centred approach to medical care. Much has been written in the litera-
ture in recent years concerning the role and influence of spirituality and belief on the 
lifestyle choices, medical decisions and wellbeing of patients. There has also been 
a greater understanding and appreciation of the global breadth of spirituality that 
includes both religious and nonreligious perspectives and influences and how these 
come to bear on health and wellbeing.

The aim of this chapter is to provide a rationale for the inclusion of spirituality in 
the medical care of older patients and to provide an introductory outline to spiritual 
assessment for healthcare professionals in their care of older patients and ser-
vice users.

22.2  What Is Spirituality?

There has been much discourse concerning the nature of spirituality and seeking 
to define the concept of spirituality. At its broadest, spirituality encompasses an 
existential understanding of the nature of how we as human beings make sense of 
who we are. Spirituality contributes to how we find meaning in our life, relation-
ships, values, purpose and for many the approach to the end of life and what hap-
pens after death. For some, spirituality and religion are synonymous; however, it 
is important to remember that while religious faith is important for many, spiritu-
ality is a broader concept which may include religious faith but is not confined to 
it. For others, spirituality is experienced and expressed in secular and humanistic 
ways without reference to the sacred. For all, spirituality characterises the 
‘essence’ of who we are.

There has been a growing desire to arrive at a common understanding and defini-
tion of spirituality in healthcare. A 2009 national consensus conference in the USA 
defined spirituality as ‘the aspect of humanity that refers to the way individuals seek 
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and express meaning and purpose and the way they experience their connectedness 
to the moment, to self, to others, to nature and to the significant or sacred’ [1]. This 
was further developed at a later meeting in Geneva in 2014 with international con-
sensus to give a more global perspective and also to include the expression of spiri-
tuality and was defined as ‘Spirituality is a dynamic and intrinsic aspect of humanity 
through which persons seek ultimate meaning, purpose and transcendence and 
experience relationship to self, family, others, community, society, nature and the 
significant or sacred. Spirituality is expressed through beliefs, values, traditions and 
practices’ [2]. The European Association of Palliative Care has also focussed on the 
importance of spirituality with the establishment of a spirituality reference group. 
These consensus definitions have gained widespread global respect as working defi-
nitions of spirituality across the lifespan but in particular in palliative care and end- 
of- life care. In many ways the discipline of palliative care has led the way in naming 
and integrating spirituality in the formal definition of palliative care adopted by the 
World Health Organization (WHO) in 2004 and further expanded by resolution of 
the 67th WHO Assembly in 2014 to ‘palliative care is an approach that improves the 
quality of life of patients (adults and children) and their families who are facing the 
problems associated with life-threatening illness, through the prevention and relief 
of suffering by means of early identification and correct assessment and treatment 
of pain and other problems, whether physical, psychosocial or spiritual’ [3, 4]. This 
resolution also emphasised the ethical duty of healthcare professionals ‘…to allevi-
ate pain and suffering, whether physical, psychosocial or spiritual, irrespective of 
whether the disease or condition can be cured…’ [4].

While palliative care has included spirituality as an essential component of care, 
spirituality has also been recognised in the wider medical field not least in psychia-
try. In an increasing secularisation of society, some see spirituality as a very per-
sonal or private matter that should not be the business of healthcare professionals. 
However, to see spirituality in this way is to misunderstand an essential nature of the 
human person for whom spirituality and meaning are core dimensions of who there 
are and how they view life and their vision of health which in turn can impact on the 
healthcare choices especially when it comes to care directives, intervention and end- 
of- life care discussions and planning. It may also have a bearing on compliance with 
healthcare treatment and overall quality of life. So, if spirituality is important to 
patients and families, then it should be important to healthcare professionals too.

A 2019 meta-synthesis of spiritual care understanding and needs in the final year 
of life highlighted the importance of spiritual care in the published literature for 
both patients and family members/caregivers [5]. This review highlighted the 
importance of relationships, managing remaining life, dealing with dying and after 
death and finding meaning in illness. However, the literature also points to chal-
lenges for healthcare professionals and their lack of comfort in addressing spiritual 
needs [6]. Not to include spiritual matters is to deny a whole dimension of our 
humanity which in turn may have negative implications for overall health and well-
being. Spiritual wellbeing is also recognised as contributing to better overall health 
outcomes, quality of life and wellbeing [7–9].

22 Integrating Spiritual Care in the Frame



370

22.3  Assessing Spiritual Need

At its most basic level, to assess spiritual need in general practice is to get to know 
the person of the patient: ‘Who are you?’. In addition to providing good spiritual 
care, this approach also fosters a trusting therapeutic relationship between the phy-
sician and the patient. This therapeutic relationship when based on trust and respect 
provides a supportive environment where the patient feels valued, and this includes 
the spiritual dimension of who they are and what is important to them. Out of this 
relationship the physician—indeed the whole healthcare team—can and should 
integrate spiritual care alongside physical and emotional care to support the older 
person and their family/loved ones as they adjust to increasing frailty and old age. 
This approach is captured well in the narrative approach to medicine promoted by 
Charon as being essential for fostering empathy, reflection, professionalism and 
trust between physicians and patients [10].

Navigating the natural processes of growing older places many spiritual reali-
ties on the journey for older patients. These include the areas of loss, hope, identity, 
joy, faith, fulfilment, frailty, purpose, pride, meaning, purpose, transcendence, 
function, relationship and dependence to name but a few. These named spiritual 
concerns provide both burden and benefit to older persons as they deal with illness 
and loss of function. Indeed the loss of function can also increase isolation and the 
withdrawal from the usual supports of community. Where physical and mental 
function decreases, the capacity for challenging spiritual feelings to surface and 
remain present is increased with the associated impact on self, wellbeing and over-
all health. For a physician to be mindful of spiritual dynamics is to open up a fur-
ther and important dimension of care as well as identifying potential burdens and 
resources associated with spirituality that can be drawn upon for overall care and 
wellbeing of the older person. This can be easily integrated into the medical con-
sultation and review of and with the older person by the physician and the wider 
healthcare team and where indicated, by drawing on the expertise of spiritual care 
practitioners/pastoral carers. The increasing realities of periods of isolation associ-
ated with seasonal infection outbreaks and global pandemics also pose challenges 
requiring novel ways of remaining connected to older and more vulnerable popula-
tions to care for their spiritual health alongside their physical and emotional 
needs [11].

While for some, spiritual practice is closely linked with religious and cultural 
practice, it is important not to make assumptions about spiritual/religious practice 
and tradition but rather to invite patients or family members to share what the par-
ticular practices and preferences of the patient/service user are. For patients where 
religious or cultural practice is important, these can be important resources to be 
accessed in times of frailty or illness. For those with a secular/humanistic under-
standing of life and wellbeing, various practices such as mindfulness, reflection and 
yoga, to name but a few, take on a spiritual dimension and practice. As older persons 
with increasing frailty can become more isolated from their peers, religious, spiri-
tual and secular practices can help them to remain connected in non-physical ways 
to communities of faith/practice and in this way to feel less isolated. It is also the 
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case that older patients often experience a renewed perspective on life as physical 
capacity reduces and find new meaning and perspective in spiritual practices.

22.4  Know Your Patient: Know the Person

The key to good overall care is getting to know the life story of the person you are 
caring for. Taking time to get to know the story of the patient from their younger 
years helps to weave a rich spiritual tapestry which can then be continued into the 
older years of life. This approach to care helps to set the person in their broader life 
context that is not defined by the challenges of older age, increasing frailty or ill-
ness. It also honours the fullness of the life of the older patient and maintains their 
dignity and sense of self. In addition to the information shared by the patient, it is 
helpful to gain collateral information from close family members who can paint a 
rich picture of the patient as an individual. From a spiritual perspective, it is helpful 
to gain insights into the particular preferences, resources and traditions (if any) of 
the patient, a number of which may influence lifestyle, medical and ethical choices 
in healthcare. Some have argued in the past that enquiring about spiritual matters is 
too personal or intrusive in medical practice. However, the evidence highlights that 
spiritual needs are important to patients [5]. To help a patient to share their story 
requires a trusting relationship where a patient feels safe that their story will be 
heard without negative judgement. This requires a readiness for the professional to 
practice compassionate presence, to listen compassionately and to be sensitive to 
the subtleties of spiritual distress or concern that are shared in the story of the patient 
and then to interpret how to respond to these concerns appropriately or to refer to a 
spiritual care professional. As a general practice point, it is helpful to remember that 
enquiring about spiritual needs is just that: an inclusion of what is important to the 
patient. When framed in this way as part of overall care, the patient retains the 
autonomy to share as little or as much as they wish about what is important to them. 
For this author, the experience is that patients and their families appreciate the 
opportunity to share their story. So how does one do this?

22.5  Spiritual History Tools

As the physician listens attentively to the story of the patient, it is likely that spiri-
tual issues will arise as part of the overall narrative conversation and rarely as a 
separate ‘spiritual section’ of a conversation or consultation. Alongside the profes-
sional intuitive assessment of the professional, generally speaking it is more helpful 
for the healthcare professional to ask open ended questions of a conversational 
nature such as ‘How have you been coping with […your situation, illness, etc.] 
recently?’ ‘Has anything been helping you?’ ‘What do you enjoy in life?’ ‘What 
gives you meaning, strength, etc.?’ ‘Are there any particular relationships that are 
supportive or that are a concern just now?’ ‘Is there anything that you feel it would 
be helpful for us to know in terms of your spiritual life/practices so that we can care 
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better for you?’ As the relationship with a general practitioner is likely to be over a 
period of time, the importance of non-verbal cues and changes in behaviours should 
also be noted as possible indicators of spiritual/existential distress. In addition to the 
above narrative questions, it is also helpful to use a spiritual history tool, to help to 
get a clearer overall picture of a patient’s possible spiritual or existential concern(s).

There are a number of recognised spiritual history/screening tools available for 
general use by healthcare professionals use (healthcare chaplains are trained to use 
more in-depth spiritual assessment tools). One such tool is the FICA Spiritual 
History Tool© developed by Professor Christina Puchalski of the George Washington 
Institute for Spirituality and Health [12]. This tool provides a helpful conversational 
guide for the healthcare professional as part of a spiritual history and is included in 
Appendix [13].1

While tools are helpful, they should not be used rigidly and work best when 
applied sensitively to the needs of each individual patient/service user. It is recom-
mended to receive some training in their use. In recent years the George Washington 
Institute for Spirituality and Health has also developed an innovative and respected 
Interprofessional Spiritual Care Education Curriculum (ISPEC) which has sought 
to provide robust spiritual care training for clinicians and other healthcare profes-
sionals [14]. (There are also other broad spiritual care programmes available for 
healthcare professionals and provided by clinical pastoral education supervisors/
educators; the ‘Introduction to Clinical Pastoral Education for Healthcare 
Professionals’ run at University College Cork, Ireland, is one such example https://
www.ucc.ie/en/cpd/options/medhealth/cpd1621/).

22.6  Responding to Spiritual Need

Using a spiritual screening tool such as FICA© as part of overall clinical assess-
ment, issues of spiritual concern or distress as well as spiritual resources can be 
identified. The information that is received should be recorded in the medical record 
and care plan of the patient. When issues of spiritual concern are identified, a refer-
ral can be made to a spiritual care provider or chaplain who is trained to assess and 
respond to spiritual need or distress. In community settings, the provision of spiri-
tual care may very much depend on local resources. However, the therapeutic and 
supportive impact of the recognition of spiritual concern through the interest, 
inquiry and conversation of the healthcare professional should not be underesti-
mated. Simply asking the question as a physician conveys interest and person- 
centred care as well as giving the physician a richer understanding of the person 
they are caring for. Primary care spiritual care initiatives have identified some prom-
ising results concerning the value of spiritual care in promoting overall wellbeing in 
community practice settings [15–17].

1 The FICA Spiritual History Tool© has been included with the kind permission of Professor 
Christina Puchalski and is included at Appendix.
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22.7  Spirituality in End-of-Life Care

Naturally as we get older, we reflect on the reality of mortality and therefore end-of- 
life issues. Spirituality can have an influential role in how we approach the end of 
life, and in particular it is important that end-of-life preferences can be discussed 
and established in advance so that all care that is planned and provided can be in 
accordance with the expressed wishes and preferences of the patient. Regardless of 
religious expression or not, facing and experiencing the dying process and death is 
a profoundly spiritual and existential experience for most people and their families 
and caregivers. The importance of spiritual sensitivity in this area cannot be overes-
timated. Spiritual sensitivity provides a valuable level of human comfort as part of 
good medical care. A point of good practice is to provide an opportunity for end-of- 
life wishes and preferences to be recorded so that caregivers and healthcare staff 
know what a particular patient’s wishes are for end-of-life care, rituals, practices 
and customs in advance so that they can be sensitively provided at end of life. This 
also prevents inappropriate interventions.

22.8  Spirituality in Dementia

Spirituality can have an important role to play in dementia. As cognitive function 
declines, the place of spirituality and previously known and familiar rituals can 
provide a comforting routine and can help to access habitual patterns of relating. 
It is often the case that older practices, both religious and spiritual, remain rec-
ognisable in dementia for the patient. This is particularly the case with music, 
prayer and ritual practices which can provide a familiar and comforting solace 
amidst the distress of uncertainty associated with dementia as cognitive function 
declines. Enabling a patient to access these spiritual practices also helps to main-
tain their dignity and value as well as providing valuable spiritual support and 
wellbeing.

22.9  What Is the Role of General Practitioner in Spiritual 
Needs of the Patients?

The general practitioner (GP)—which is taken in this context to include all health-
care professionals in the general practice team—has an important first point of con-
tact with patients usually in a community setting. The nature of the therapeutic 
relationship between patients and their GP in a community setting provides a valu-
able opportunity for longer-term care as well as a broader appreciation of the patient 
and wellbeing in their community setting. The GP is particularly well placed to 
know her/his patient over a longer time frame and to know intimately the life story 
of their patient. This places the GP in a good position to have an appreciation of the 
spiritual dimensions and expression of a patient and how they might impact on their 
wellbeing and health. In addition the GP is well placed to observe more subtle 
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changes in the overall wellbeing of a patient and to be able to appreciate in depth 
what the individual strengths and resources are for a patient to access for their 
recovery and treatment. This should naturally include the spiritual resources and 
concerns of the patient. In this way the GP perhaps is uniquely placed amongst 
healthcare professionals to recognise the integrated care of a patient physically, 
socially, spiritually and emotionally. As a GP relates to other professionals to sup-
port her/him in their role, this should also apply to spiritual matters and experience 
from other sectors can make a case for the development of these relationships as 
part of the overall suite of services and care that a GP can access for her/his patients. 
Where a GP identifies spiritual or existential distress or concern, in addition to the 
acknowledgement of this distress through compassionate listening and presence, a 
referral should be made to a spiritual care provider for more in-depth accompani-
ment, intervention and care. This is best done alongside the continuing care by the 
GP. In places where access to professional spiritual care is not available, it can help 
to refer the patient to their own spiritual/religious advisor.

22.10  Conclusion

The provision of good medical care to older persons includes good spiritual care. 
Building on a global awareness and recognition of the importance of spiritual care 
in overall healthcare and wellbeing, to recognise and include spiritual care is to 
offer a truly person-centred approach to comprehensive medical care that honours 
the needs, values and unique dimensions of each patient in a holistic way in both 
general practice and in residential care settings. Good spiritual care upholds the 
autonomy of the older person and recognises the unique gifts and strengths of her/
his life story and spiritual/existential/humanistic beliefs as a resource for their ongo-
ing care. Building on a trusting therapeutic relationship, the healthcare team by 
including spiritual care provides an opportunity for an older person to experience 
dignified, respectful and affirming person-centred care that is attentive to their over-
all needs and the promotion of their wellbeing.

 Appendix: FICA Spiritual History Tool©™

The FICA Spiritual History Tool was developed by Dr. Puchalski and a group of 
primary care physicians to help physicians and other healthcare professionals 
address spiritual issues with patients. Spiritual histories are taken as part of the regu-
lar history during an annual exam or new patient visit but can also be taken as part 
of follow-up visits, as appropriate. The FICA tool serves as a guide for conversa-
tions in the clinical setting.

The acronym FICA can help structure questions in taking a spiritual history by 
healthcare professionals.
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 F: Faith and Belief

‘Do you consider yourself spiritual or religious?’ or ‘Is spirituality something 
important to you’ or ‘Do you have spiritual beliefs that help you cope with stress/
difficult times?’ (Contextualize to reason for visit if it is not the routine history).

If the patient responds ‘No’, the healthcare provider might ask, ‘What gives your 
life meaning?’ Sometimes patients respond with answers such as family, career 
or nature.

(The question of meaning should also be asked even if people answer yes to 
spirituality.)

 I: Importance

What importance does your spirituality have in your life? Has your spirituality 
influenced how you take care of yourself, your health? Does your spirituality influ-
ence you in your healthcare decision making? (e.g. advance directives, treat-
ment, etc.)

 C: Community

‘Are you part of a spiritual community? Communities such as churches, temples, 
and mosques or a group of like-minded friends, family or yoga can serve as strong 
support systems for some patients. Can explore further: Is this of support to you and 
how? Is there a group of people you really love or who are important to you?’

 A: Address in Care

‘How would you like me, your healthcare provider, to address these issues in your 
healthcare?’ (With the newer models including diagnosis of spiritual distress, A also 
refers to the ‘assessment and plan’ of patient spiritual distress or issues within a 
treatment or care plan).

© C. Puchalski, 1996.
Puchalski, C., & Romer, A. L. (2000). Taking a spiritual history allows clinicians 

to understand patients more fully. Journal of palliative medicine, 3(1), 129–137.
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An Introduction to Dignity Therapy

Giovanna D’Iapico

Abstract

The life expectancy of people at birth has lengthened, and chronic diseases that 
require constant care by the team of professionals, family members, and friends 
of the person-patient have appeared on the threshold of the world. The dignity 
therapy approach, in this sense, offers the person that space to reflect on their life, 
its value, the meaning, and the significance of their existence. Dignity is a nebu-
lous term, a very elusive and changing concept. The term dignity refers to every-
thing that deserves honor, respect, and esteem. Harvey Chochinov attempted to 
define the term dignity for people in palliative care, leading to the construction of 
the model of dignity. The intervention that arises from this model embraces all 
areas of interest of the person and is the map to guide the interventions in support 
of the sense of dignity of the person.
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23.1  Introduction

The promotion of well-being and the best possible quality of life, the protection of 
dignity, and respect for the person must be the primary objectives of those who work 
for the care of people who are frail due to the aging process or an incurable disease. 
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Person-centered care has the potential to increase the perception of dignity of the 
person requesting care. The logic means that the person can choose to value his last 
days, despite the illness and/or terminality. This is the goal of a holistic approach 
centered on the person who also deals with the psychological and spiritual aspects 
and needs to characterize the path of the disease and the approach to death [1]. 
Thanks to the improvement in the quality of life and with scientific and technologi-
cal progress, the life expectancy of people at birth has lengthened, and chronic dis-
eases that, by their nature, cannot be eradicated from the person’s body have 
appeared on the threshold of the world, but they require constant care by the team 
of professionals, the family, and friends of the person-patient [2]. Palliative care 
refers precisely to the reception and care of the person as a whole, and usually the 
main target is the frail elderly person [3]. Therapeutic interventions in favor of these 
fragile people must be imbued with dignity, so that they are effectively dignity- 
conserving cures [4]. The approach of dignity therapy (DT), in this sense, offers the 
person that space to reflect on their life, its value, the meaning, and the significance 
of their existence.

23.2  The Concept of Dignity

Dignity is a nebulous term, a very elusive and iridescent concept. It is a fluid con-
struct, closely related to the culture in which it is used. The term dignity relates to 
everything that deserves honor, respect, and esteem, and healthcare personnel who 
work with fragile people must imbue their therapeutic actions with dignity to trans-
mit consideration, respect, and kindness to patients [4]. It is not possible to speak of 
dignity without trying to define it. This is what Harvey Chochinov did when he 
arrived at the construction of a model of dignity that had a good empirical basis. 
This model investigates what dignity represents for people whose lives are threat-
ened or limited by an incurable disease. Many patients, interviewed by Chochinov 
et al. [5], when asked “What is dignity for you?”, replied that this concept is closely 
linked to the quality of the care offered and the support provided by the network in 
which these treatments are provided (social dignity). Others have replied that dig-
nity is linked to the severity of the disease (illness-related issues), while still others 
believe that the sense of dignity is linked to personal characteristics and to one’s 
philosophical and existential beliefs [4]. Dignity, therefore, is strictly connected 
with the deepest sense of oneself and of one’s own nature as a person. The good 
management of symptoms and pain, feeling accepted and supported, and seeing 
personal needs recognized and satisfied reduce the likelihood that the person feels 
their dignity is threatened. Dignity is respect for oneself, for one’s values, and for 
what makes us ourselves: dignity is the freedom of choice. The person who at that 
moment is the patient of palliative care does not stop being a subject and therefore 
cannot be reduced to an object: he is the source of the information that guides the 
path of palliative care and cannot be ignored in any way. It is the reference point for 
every decision made by the team of professionals and must be listened to. This indi-
cates that there are no sociodemographic factors (gender, marital status, education, 
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ethnicity, origins, religion) that a priori influence the perception of the sense of 
dignity [5]. The only significant difference between those who had an intact sense 
of dignity and those who felt they had lost it was where they were interviewed: 
people with a low sense of dignity were more likely to be hospitalized than those 
who still had one good perception of one’s dignity. This suggests that hospitaliza-
tion or, on the contrary, the possibility of staying at home assisted by professionals 
greatly influences the sense of dignity and, in turn, also psychophysiological indica-
tors. This study also showed that people with lower levels of perception of dignity 
were those at greatest risk of experiencing distress and the desire to die [5]. This 
research also demonstrates that the concept of dignity is closely linked to personal 
history and cannot be subjected to standardization, as it is an extremely complex 
concept. Finally, dignity is a flexible and resilient concept even in the face of the 
most important and difficult challenges such as a terminal illness (ibidem). Dignity 
is a concept that transcends time: it depends on how the person sees himself in the 
past, in the present, and in the future. Knowing that something of us can go beyond 
death and that it can remain with the people we love increases the sick person’s 
sense of dignity [6]. Furthermore, dignity is a concept that is expressed in the rela-
tionship with the other and derives from how I perceive that the other sees me [7]. 
In fact, it is embodied in the person’s experience and is influenced by the experi-
ences of decay and decay of one’s own body [8]. The profound transformations 
caused by the disease or by the therapies change the physical appearance of the 
person who can no longer recognize his own image reflected in the mirror [4]. This 
experience risks arousing in the person a sense of loss of their own self, the true 
target of the disease, which can be further diminished by the looks of the people 
around the patient who are unable to go beyond the present image and remember the 
intrinsic value of the person despite the disease (ibidem). If the professional can 
only see a sick patient, the person will also feel only a sick person, and the part of 
his identity linked to the disease will take over, canceling all the other facets of his 
identity. However, if the professional works within a perspective of global personal 
care and is interested with genuine curiosity in the personal history of the person in 
front of him, he will also be able to see emerging identities linked to other roles of 
spouse, parent, and child, and this will allow to expand the possibilities of the per-
son and the perception that he has of himself. This will give the person the certainty 
that his identity, in all its facets, has been heard, accepted, and affirmed [9].

23.3  The Therapy of Dignity

The basis of dignity therapy (DT) is the model of dignity, Chochinov started from 
reality, from people’s needs to understand the factors that affect the sense of dignity. 
The intervention that arises from this model embraces all areas of personal interest 
and is the map for guiding interventions in support of the person’s sense of dignity 
[9]. According to the empirical model developed by Chochinov et al. [5], there are 
three sources of primary influence on dignity: physical factors linked to illness, 
psychological and spiritual factors, defined by the authors as a “catalog of indicators 
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of the conservation of dignity,” and external factors dependent on the “social envi-
ronment” defined as an “inventory of social dignity” [4]; these themes are com-
posed of further subcategories that add complexity to the model, mirroring the 
complexity of human reality [9].

Dignity therapy (DT) focuses on the generative tasks of dignity: concluding 
unfinished business, sharing words of love, and leaving a final document for loved 
ones [1]. Dignity therapy, in fact, is a brief and personalized psychotherapy that 
aims to reduce existential, psychological and spiritual stress, and to promote the 
quality of life of the last days of people whose life is limited or threatened by incur-
able diseases. This therapy investigates the personal concept of dignity of those 
facing terminal illness, wondering what determines the quality of the person’s 
remaining days, offering them the opportunity to reflect on their own lives and tell 
it to a person genuinely interested and ready to listen. The resulting story will 
become the legacy that the person will be able to give to their loved ones, as a 
reminder of a life worth remembering and words of encouragement, warning, or 
love for those who remain [4].

Originally, Chochinov carried out this intervention in 2002 as a short psycho-
therapy to increase the sense of dignity in patients with low levels of distress; later 
the application was also extended to other areas.

The person who is approaching the end of his life often experiences existential 
fears and faces spiritual and psychological difficulties that may not be recognized 
by health personnel and consequently are not subject to intervention [4]. The per-
son, or at least a part of him, is thus abandoned to the anxieties related to the 
unknown, and an important part of him, especially the spiritual and emotional one, 
is not embraced and welcomed in the treatment path. In this sense, DT is an approach 
that reinforces the perception of value of the person in a supportive context and 
offers the possibility of sharing the moments of one’s life that are considered most 
significant and talking about topics that you want to be remembered by friends and 
family members [10]. DT aims to promote self-affirmation, supporting the person 
in recognizing himself within his story [4], thus also changing the way in which 
family members look at the sick person, remembering that it is above all the person 
who is part of their family and their lives, worthy of respect and value. In random-
ized controlled trials (RCTs), participants who also received DT intervention in 
addition to standard palliative care (SPC) reported DT as the best tool for reducing 
suffering and depression [11], possibly because the generative document allows the 
person to give himself and give his words and experiences to the most important and 
significant people. Dignity therapy does not intervene on external reality: it is not an 
intervention for the healing of the person, it does not prevent death, but it offers a 
space for reflection on one’s own existence, successes, and failures and promotes 
awareness and autobiographical awareness that it allows the person to return to be 
in control of his own actions in his own environment [4]. The reflections concern the 
person’s past, rather than the future; in this dialogue on one’s own history, the dif-
ficulties and failures are reread through new eyes and inserted into a new perspec-
tive, allowing one to look at one’s life as a global and original unit as well as how 
she lived. The person feels important and appreciates that someone cares about 
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them and their conditions in a genuine and disinterested way. DT fits into the vein 
of existential therapeutic interventions such as reminiscence therapy (RT), life sto-
rybooks, ethical testament, or narrative medicine. However, it differs from it since it 
has an experimental basis [4] and does not aim to collect all the memories and 
details of the person’s life but to highlight and bring to light the most significant and 
important experiences and memories for the person [12]. A study conducted by 
Vuksanovic et al. [13] showed that DT is superior to life review (LR) interventions 
as it increases the generativity and integrity of the ego. LR’s intervention favors the 
vision of death as part of the life cycle and as an antidote to depression and death 
anxiety that arise from the encounter with death [1]; however, it lacks the aspect of 
generativity represented from the generative document. From these studies it 
emerges that DT is perceived as more supportive and helpful not only to the people 
involved in the path but also to family members both when they receive the genera-
tive document and after the death of the loved one [13]. However, both DT and LR 
were considered helpful and supportive, and both were recommended by partici-
pants to other patients, as people perceived an improvement in their levels of well-
being, sense of dignity, and worth. Both of these interventions have a high 
acceptability and satisfaction; they have helped people feel more active and impor-
tant in their world of love. DT has the potential to reduce aspects of stagnation, 
apathy, low contribution, and participation in relationships, despair, guilt, and regret 
[13]. It is positively associated with psychological and emotional well-being and 
reduces levels of anxiety, depression, and distress, especially in the short term, for a 
period of 30 days [10, 13]: perhaps the levels of depression and anxiety decrease 
thanks to the creation of the generative document [10].

Where there is very great pain, DT can help the person recognize past pain and 
try to soothe it by sharing that experience. However, the therapist must never forget 
that DT is not psychotherapy; therefore, it is unthinkable to use it as a path that can 
lead to the origin of pain, traumatic event, or emotional block, since it is not suitable 
for this purpose: this could be one of the limits of DT, but in reality it simply defines 
its range of action. It must be understood that some stories can be too painful to be 
told and the therapist, but also family members, must have respect for the person’s 
history and give them permission to keep the memories that they consider too inti-
mate, which can make them feel too vulnerable [4]. The story can be composed of 
narratives and silences, and this makes the generative document that will be born 
unique (ibidem). Participants use therapy for more personal purposes: some express 
their love for family and friends while others describe regrets and remorse for some 
of their actions (ibid.). For most people, therapy is a way of remembering special 
and important events to be passed on as an inheritance (ibidem). DT is an opportu-
nity available to the person; it serves to tell them what they need to be remembered: 
it may happen that the person does not want to reconstruct their story, but only 
remember the mistakes made, and ask for forgiveness from family members wish-
ing them the good fortune to stay away from the same mistakes [4]. For this reason, 
the intervention, although it has a stable frame, cannot be standardized but must be 
tailored around the person and tailored for her.
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Dignity therapy can be carried out at the person’s home, in nursing homes, hos-
pices, and in the palliative care departments of hospitals and mainly concerns the 
physical, psychosocial, existential, and spiritual issues that worry the person or are 
a source of stress [6]. Some subsequent research suggests that DT may be of greater 
benefit to patients with a high level of psychological distress at baseline [10], 
although Chochinov does not recommend DT to people with severe depression, as 
they may present with vision distorted of oneself and one’s life and generate “hor-
rible stories” [4]. In conclusion, DT is an intervention that starts from the needs, 
desires, and values of the person and recognizes and supports them, promoting bet-
ter communication with loved ones.

23.4  The Therapist

The questions of the DT protocol provide the framework within which the capaci-
ties and abilities of the therapist who guides the interview are revealed and act, who 
is capable of welcoming people’s confidences and organizing their intertwining into 
a coherent generative document and significant [4]. Guiding the person means help-
ing him to structure the story and organize it through questions on the temporal 
sequence and the connections between events, asking to better contextualize the 
scene, and favoring the memory of details [6]. This is why training is important, 
because the therapist needs to be trained and at ease with existential questions and 
the issues related to them; must be able to be a good active listener and a worthy 
interlocutor aware of the range of emotions that can manifest themselves during the 
interview, from joy to gloom; and must be able to manage the silences and emotions 
that will emerge [4]. Another key skill of the therapist is the attention he places in 
making sure that the person has been given all possible opportunities to say what he 
wanted to be remembered: this is the therapist’s greatest responsibility towards the 
person he relies on him [4].

The therapist’s role is to facilitate the revelation of an important life worthy of 
being told even just because it was lived and to underline the profound meaning of 
sharing this unique story.

Having said that, which professional figure could include the DT in his daily 
practice and which figures could not effectively complete the task? According to the 
meta-analysis by Fitchell and colleagues [1], psychologists, nurses, and spiritual 
fathers could be the right figures to guide the person along the path of therapy, as, 
thanks to their profession, they welcome the person in toto, have a holistic approach, 
and are familiar figures in constant contact with the person. Despite these specific 
skills, all health and care personnel that gravitate around the sick person must be 
trained so that their behaviors and attitudes towards the person are supportive of 
their dignity, and every therapeutic action is impregnated with dignity [1, 4]. The 
training must have as a reference point the experience of the person who will con-
duct the interview in such a way as to arouse that sense of authenticity that will 
allow the interview to be truly generative of meaning and not a trivial checklist [14].
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23.5  The Protocol

First of all it is important to understand which people to propose the therapy to.

Inclusion criteria. Careful evaluation is necessary because although the person may 
appear to be in a condition of physical and mental well-being; he is not necessar-
ily at peace with himself [4]. An idiographic approach must be adopted, which 
allows knowledge of the person in such a way as to understand and recognize 
their needs. DT can be offered when you think you can give people comfort and 
serenity to face the final days of their life.

Exclusion criteria. DT is not a panacea, it cannot be offered to anyone, because not 
everyone benefits from it. This does not mean that a person will never be able to 
access DT but that being in that particular situation and with certain characteris-
tics, it is better if you do not participate. How anyone who is too sick and can die 
before 2 weeks and shows a cognitive impairment that limits the ability to give 
sensible and reasoned answers.

Introduction meeting In the first meeting between the therapist and the patient, 
DT is presented and described. Chochinov [15] recommends that DT be presented 
as a positive opportunity for subjective reflection, offered to people to tell each other 
and tell their story. The therapist must ensure that the person decides freely and 
without pressure; furthermore, he must remind the participant that he is the protago-
nist of the therapy and therefore is free, if he deems it necessary, to withdraw from 
the path at any time because the consent must always be current and valid for the 
present moment. The therapist leaves a copy of the protocol of the questions to the 
person so that they can prepare for the next meeting. Knowing the questions that 
will be asked allows you to feel as calm and comfortable as possible with the 
approach of the interview meeting and evaluate if there are any thematic areas not 
investigated by the questions but that the person would like to address [4]. The per-
son, in this first meeting, decides to whom to allocate the generative document. This 
will allow the DT to be directional and meaningful and not just an autobiographical 
tale. Personalizing the document, thinking of addressing someone in particular, 
helps to create a true and original document, without it appearing impersonal and 
vague [4]. In addition, the person can decide whether to do the therapy alone or 
together with a friend.

The interview Before the interview, it is important for the therapist to take care of 
preparing the setting, in order to make the DT similar to a chat in a welcoming, 
intimate, and safe environment that maximizes privacy and comfort. Of course, this 
goal is more likely to be achieved when DT takes place in the person’s home rather 
than in a hospice or institutional setting. Before turning on the recorder, the thera-
pist must make sure that the person no longer has questions for clarification to ask 
him [4]. At this point, the interview can begin; it is audio-recorded so that, on the 
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one hand, the therapist can be genuinely and completely listening and, on the other 
hand, the words are really those spoken by the person (ibidem)/human experience 
and are closely linked to the sense of being a person, to the essence and deep self of 
the person [4]. The first questions refer to the person’s biography and personal 
history:

• Tell me something about your history; in particular, the parts that have remained 
with her or which she considers most important.

• When did you feel most alive?
• Are there specific things you want your family members to know and specific 

things they would like them to remember?
• What were the most important roles in your life (e.g., family, professional, vol-

unteer roles)? Why were they so important to you, and what results do you think 
you have achieved within these roles?

• What are your most important goals? What are you most pride of?

The following questions, on the other hand, investigate the most emotionally 
demanding part:

• Are there specific things that you feel the need to say to loved ones or things to 
repeat that you would like to take time for?

• What are your hopes and dreams for the people you love?
• What have you learned about life that you would like to pass on to others?
• What advice or address words would you like to convey to your/her/his/hers 

[son, daughter, husband, wife, parents, others]?
• Are there important words, or even instructions, that you would like to offer to 

family members?
• In creating this permanent legacy, are there other things you would like to see 

included?

During the interview, the “photo album technique” can be used to put the person 
at ease and promote memories. Choosing this visual approach creates a bubble of 
time around the person, in which she can immerse herself to recall the episodes and 
emotions of the memories of her life. This imaginary and mental photograph allows 
people to more easily describe the moments they remember and want to tell [4]. It 
is important that both the person and the therapist remain focused on the goal of DT, 
in order to create a cohesive and harmonious document. In addition, the therapist 
must make sure that the story is clear for those who will read it and, therefore, ask-
ing for some more details can favor contextualization and greater clarity of the 
events narrated. In conclusion to the interview, it is important to collect feedback 
from the person. We must always thank the person for the honor and privilege of 
having had the opportunity to hear those words: this is also a behavior in support of 
the dignity of the person. The exchange of memories with family members can take 
place before the interview meeting or after the interview but before the final (or 
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almost) printing of the generative document. If the family member or friend is pres-
ent during the interview, the therapist must be trained to manage the situation, so 
that the protagonist of the DT receives the necessary space to express himself and 
that the family member/friend only has the role as a facilitator [4].

Transcription and editing It is the editor’s task to organize the person’s speech 
into a complete and cohesive text [1, 4]. The editing process is divided into four 
tasks or “primary phases” [4]:

 1. Cleaning the transcript. It consists in eliminating the phrases that make the text 
more similar to conversation than to prose, for example. The unclear phrases 
typical of spoken language and the therapist’s interventions are deleted.

 2. The improvement of narrative clarity.
 3. Correction of time sequences. Reading chronologically inconsistent text can 

threaten understanding.
 4. The identification of an adequate conclusion.

Usually the generative document contains only the words spoken by the person, 
consequently the questions are also integrated into the text, in such a way as not to 
break the narrative and make it more like a story told than an interview. The editor 
must never forget that the last word belongs to the person, the protagonist of the 
path of DT and of the generative document; in this way the empowerment of the 
autonomy and self-determination of the person is supported, and nothing of the 
content of the document generative will be against his will [1].

Delivery meeting and corrections. In the third meeting, the edited text is pre-
sented to the person. The therapist reads the text aloud and then leaves room for the 
person to make any changes, corrections, clarifications, or additions, always listen-
ing to their wishes. Once the document is completed, the person can request as 
many copies as they wish. It may also happen that the person has no desire to leave 
it to someone in particular and therefore the document is added to the person’s 
papers, together with documents, diaries, letters, etc.

Final meeting In the fourth meeting, the completed and refined generative docu-
ment is delivered to the person. The person delivers it to the recipient, and the feed-
back, impressions, and thoughts about the path just concluded are collected.

23.6  The Generative Document

The generative document preserves the most precious memories of the person. The 
generative document is something that remains and allows the person to leave a part 
of himself to his loved ones, the part they consider most important. Through this 
tool, the story of the person, as told by the person himself, remains alive in the 
memories of family members, and over time the words that he himself spoke echo. 
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The generative document is an opportunity to tell someone what you cannot express 
in person; it is a dialogue in which the person talks about what is most important to 
them, an opportunity for communication to introduce loved ones to new parts and 
different perspectives in the life of the author of the document. The generative docu-
ment is usually created thinking about the person it is intended for. It happens, 
therefore, that the author may be worried about the reaction that the recipient might 
have. It is the therapist’s job to help the person reread the document, perfecting and 
refining it, so that it adheres to the author’s wishes and does not threaten the rela-
tionship he has with the loved one [4]. It is important that the therapist is trained and 
skilled in guiding people to avoid the possible negative consequences of DT, who is 
always vigilant about the contents that could cause suffering to those who remain 
(ibidem). The fact that the generative document is a written legacy offers the advan-
tage of separating the person’s words from the his image, which can be deteriorated 
by the course of the disease [4]. The DT and its final product give special words to 
the loved ones of the protagonist. The generative document is a tangible sign of the 
person’s value and gives him the certainty that his thoughts and words are still worth 
listening to [9].

23.7  Acceptability and Satisfaction of the DT

The person’s perspective. DT has proved to be a simple and useful tool in reflecting 
on the sense and meaning of the existence of the person involved in the therapy. 
However, it is not clear how it acts on the various characters who participate in 
it: first of all the person and then the family members and health personnel [11]. 
Research shows that most of the participants feel satisfied (91%) and consider 
DT useful or very useful for themselves and their families. More than 50% say 
that DT’s intervention has increased their perception of well-being, dignity, 
hope. and purpose in life. About 47% report that DT has increased their desire to 
live [11]. People are welcomed into a safe space where they remember their life, 
an existence that has not always been characterized by suffering and illness. 
They remember their journey, the challenges they faced, and the values that 
guided them. They reflect on their history, and the development of themselves 
and share it with loved ones. The existential reflection that emerges from the 
interview and from the story of one’s own story increases the sense of direction 
and purpose in the life of the person who takes part in it. Although the feelings 
and fears of being a burden to loved ones do not diminish, the person feels wor-
thy of value and has the opportunity to “close one’s business” and prepare to 
leave the world peacefully. DT allows you to capture the crucial moments of life 
and share them with those you love.

The perspective of family members. Most of the family members whose loved one 
participates in DT affirm the usefulness of the intervention for the patient. Nearly 
70% say that DT increases a person’s sense of dignity, the perception of a pur-
pose in life, and general well-being [11]. Family members find a source of satis-
faction and help in the generative document. This object is a comfort both in the 
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present moment in which it is given to the family and in the future to face the 
death of the person; it becomes an anchor and a symbol of the life of a loved one, 
a beacon that gives meaning to an unspeakable and incomprehensible event such 
as the death of a loved one.

The generative document transmits the love and value of a life that was worth living; 
this therapy legitimizes life and gives an opportunity to put on paper what the 
person hopes is his legacy [4]. Through the generative document, the deceased is 
able to give support for the elaboration of mourning, because the recipient 
receives words from him that he can keep for life as a special gift (ibidem).

The therapist’s and healthcare professional’s perspective. DT not only supports 
end-of-life individuals and their families but helps care professionals perceive 
their work as meaningful and valuable [14]. Therapists benefit from DT as the 
path brings them emotionally closer to the person followed and promotes better 
understanding, increasing satisfaction with the chosen profession. All this 
increases the awareness of their work and the quality of the care provided.

23.7.1  PDQ (Patient Dignity Question)

Dignity can be increased by respecting the person’s values and preferences, i.e., 
when importance is given to the person’s voice and decisions through the patient 
dignity question (PDQ). This is a simple and open question: “What do I need to 
know about you as a person to give you the best possible care?” Research has shown 
that this single question can identify problems and stressors that may be important 
to consider when planning care. The intent is to reveal “invisible” factors that may 
not otherwise come to light and identify the patient’s concerns early in the care 
process. The question about the dignity of the patient is useful during every phase 
of care and treatment, and anyone who works in health care can consider the ques-
tion as it helps to provide adequate care to people and their families. The intent is to 
involve everyone in the healthcare community by thinking of patients as unique 
human beings, rather than just focusing on a specific disease or set of symptoms. 
Dignity care does not just refer to interventions and actions that may involve inter-
action, but it also extends to the way the healthcare professional thinks about the 
patient and the attitude with which they carry out these support actions [8]. Care can 
never be standardized, because each person is unique, and it is important to value 
their personal path, but it is important to find guidelines that can help health profes-
sionals in their delicate accompanying work (ibidem). Interventions in support of 
the dignity of the person should be calibrated after a careful analysis of which 
stressors influence and weaken a person’s sense of dignity, and each action must be 
tailored around the person to whom it is addressed. It is important that in the plan-
ning of the interventions, the person has a voice to express their ideas about the 
treatment path of which he is the protagonist. Relieving symptoms with drug and 
nondrug therapy (such as meditation, massage, and relaxation) and taking care of 
the person’s general comfort, for example, through hygiene and bed position, are 
effective strategies to reduce the impact of symptoms on the suffering of the person 
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(symptom distress) (ibidem). Clear communication on the type of intervention and 
the possible outcomes decreases the psychological distress resulting from medical 
uncertainty and fear of death, so that both the patient and family can anticipate and 
prepare to face illness and death without losing hope and serenity [8]. The balance 
between truthtelling and therapeutic hope is important and, therefore, understand-
ing how much the person is willing to listen and accept (ibidem). Contrary to what 
one might think, open and sincere communication, without exceeding in frankness, 
helps people to reflect and express their experiences regarding diagnosis and prog-
nosis (ibidem). Dialogue, the exchange of ideas and concerns and empathic listen-
ing promote a person’s awareness of existential issues, reassuring and allowing 
them to calmly face the last phase of life. It is good to remember that familiarity is 
a strength for maintaining and enhancing the independence of the person (level of 
independence). Words, places, people, and family routines help the person not to 
feel stranger in his environment and offer a quiet, familiar, silent place, with the 
possibility of keeping a pet, improves the person’s sense of privacy [8]. At the base 
of these interventions, there is a deep knowledge of the person and his history, pos-
sible only thanks to a genuine interest and curiosity that lead to communication and 
careful and person-centered dialogue (ibidem). To maintain and support the inde-
pendence of the person, it is important to find the right balance between the active 
care of the person by the healthcare staff, and the space cut out within the daily 
routine so that the person himself actively takes care of himself, balancing the risk 
of taking the place of the person by making him feel passive experiences and the 
opposite risk of neglecting him, arousing in him feelings of abandonment. Living at 
home or in hospice has proved not to be a determining factor: familiarity and hospi-
tality can also be achieved in healthcare facilities, as, moreover, the risk of passivity 
and the feeling of “being cast aside” can characterize even the home environment if 
family members are not first trained and adequately informed [8]. Helping the per-
son to maintain their role (maintenance of pride) means allowing patients to partici-
pate in activities that are meaningful to them, and this is possible only if one 
undertakes to know the person’s history, tastes, hobbies, and interests [8]. Whenever 
the health and care staff approaches the person-patient, it is important that they 
transmit respect for the person and for his age, fostering a sense of personal pride 
and dignity; these attentions make the person feel important and worthy [8]. In fact, 
in the life of people with a disease that threatens their lives, small things matter a lot: 
the name by which the person wishes to be called, the courtesy of the medical staff, 
and the possibility of chatting and laughing in company increase the sense of impor-
tance. of the person, the perception of control helping to maintain a routine of “nor-
malcy” (ibidem). The person can exercise control (autonomy/control) as often as he 
has a “say in the matter,” choosing to accept interventions and requesting the assis-
tance of others and organizing his activities on the basis of new priorities [8]. As for 
the aspect of spirituality, physical contact and attention on the part of the health and 
care staff favor the person’s reflection on their relationship with spirituality. This 
also means the ability to forgive and be forgiven, to settle meaningful relationships, 
family, and friends. In the field of spirituality, it is important to listen to the patient, 
to be curious and interested in his history and the most significant aspects of his life, 
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and to be with him on his existential journey [8]. In order to address this, healthcare 
professionals must be trained and prepared to have conversations with patients 
about existential issues and the meaning and significance of life. Staff training, 
therefore, is of fundamental importance so that they are able to stay close to the 
patient even during the last months or days: in fact, lower levels of “vital exhaus-
tion” and depression of staff derive from the awareness of their role, at the same 
time increasing the perception of self-efficacy (ibidem). To favor the proximity of 
friends and relatives, it is important to adopt an organization that facilitates contacts 
thanks to wide and flexible visiting hours and through technologies such as letters, 
telephone, and the Internet. The possibility of having photographs of people or sig-
nificant moments for the person also increases the feeling of belonging to a com-
munity [8]. To increase social support, it is important to favor the presence of the 
family and support in care, to be available to provide information on the patient’s 
health, and to work with the family to favor the elaboration of the situation and 
reflection on death, as well as communication of emotions and feelings regarding 
the situation and fear of death between family and patient (ibidem).

23.8  Dignity Therapy Outside Palliative Care

When dignity therapy is applied outside the context in which it was born, particular 
attention is needed to the inclusion criteria of the people to whom it is addressed to 
ensure that the therapy does not cause harm. Below are some researches that have 
led DT beyond the oncology field. There are usually no impediments of an emo-
tional or mnemonic nature that hinder the completion of DT: people, whose disease 
is in the early stage of development, know how to remember the important things 
they want to talk about and give as a personal inheritance to loved ones [12]. 
However, the help of family members acquires importance in the event that there are 
communication difficulties, for example, the family members of people diagnosed 
with advanced dementia can help shape some answers [4].

DT with elderly people in a nursing home. Starting from the evidence that low 
levels of perception of one’s dignity are associated with high levels of psycho-
logical and spiritual distress and the loss of the will to live, some studies have 
proposed DT to elderly people living in a care facility, with an objective of veri-
fying the effectiveness of DT in improving the quality of life of institutionalized 
elderly people [7, 11]. The results show that the sense of dignity increases after 
a week after surgery, although it does not remain constant over time, while the 
levels of hope and quality of life remain high. In conclusion, the dignity therapy 
is a feasible, effective, and desirable intervention to improve the quality of life 
and well-being of both the elderly person and his family (ibidem).

DT with older people with mild cognitive impairment (MCI) or with an onset 
of dementia. Some studies affirm that it is desirable to propose palliative care 
starting from the diagnosis, that is, from the moment in which the person with a 
poor prognosis is taken care of. Dementia is a disease that limits the life of 
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individuals and for this reason the person suffering from it can benefit from a 
path of palliative care. DT offers the possibility to the person to feel himself 
again, be understood, be accepted, and accept himself for who he is, increasing 
the perception of purpose and meaning of his life [12]. The well-being of the 
person with early-stage dementia can be threatened by changes in relationships 
with family and friends, the sense of loneliness, the inevitability of the course, 
and the loss of hope that lead to an ever-increasing and terrifying perception of 
detachment, both from the true self and from significant others (ibid.). Dignity 
therapy can offer these people the opportunity to enclose their values and impor-
tant memories in a “time capsule,” which escapes the inexorable deterioration 
brought about by the disease (ibidem). Johnston et al. [12] investigated the effi-
cacy of DT in reducing the psychophysical and spiritual stress of people in the 
early stages of a diagnosis of dementia, improving their quality of life. Research 
demonstrated its feasibility, acceptability, and effectiveness. The World Health 
Organization (WHO) declares that people with dementia are extremely fragile 
and too often their rights are overruled [12]: the culture you want disseminating 
through the models of palliative care is a culture attentive to people in the most 
fragile and vulnerable phases of their lives, affirming the intrinsic value of the 
human being [4]. Some participants in the study [12] stated that if DT had been 
conducted while they were still at home and not in a facility suitable for welcom-
ing people with their disease, they would probably have felt more at ease and 
more willing to do the introspection that DT requires. They would have found 
themselves in a familiar and protected environment, surrounded by objects that 
witness their history. For this reason, it could be important to propose DT in the 
very early stages of dementia disease, thus going against the common thought 
that DT is aimed at those who are about to die [4, 12]. Despite this, DT was wel-
comed positively by the people invited, by family members, and by health per-
sonnel as it improved communication and relationships between people. 
Participants spoke freely about themselves and the most intimate and precious 
details and were willing to be guided in the exploration of their history [12]. In 
these cases, as people diagnosed with dementia are not at the end of their life, it 
happens that the generative document is not the final document: the person has 
the opportunity to add photos, letters, additional material, and new thoughts to it 
[12]. In this way the generative document can be seen as an evolving document, 
available to the person to fix and bequeath the most important thoughts.

In conclusion, many family members, after experiencing DT, pointed out that if 
DT had been proposed in the early stages of the disease, when the care-recipient 
was able to better communicate their thoughts and emotions, perhaps the person 
would have benefited more [16].
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Abstract

Contemporary Western society resists any form of existential reflection on the 
fact that we are mortal, whereas the media represent death as an exceptional 
event that takes place in situations that are very far from everyday realities. Some 
negative effects derive from this cultural removal. In the last decades, the debates 
surrounding death have taken on greater importance in both clinical and aca-
demic fields. Older people often die in retirement homes. The cultural denial of 
death means that tools and structured paths are rarely prepared to equip them 
with appropriate instruments. This chapter presents the concept of the last devel-
opmental task, which is a time when the elder people should reconstruct their 
sense of existence. In particular, it is considered how the dignity of the older 
persons can be enhanced by the general practitioner. In fact, the general practi-
tioner is a central figure in the care of older people, because he knows their medi-
cal history and has often established a relationship of trust with them. Dignity 
therapy represents a valid instrument for helping terminally ill patients. The pos-
sibility for the general practitioner of utilising it with elder people has been 
hypothesised. In fact, the psychological literature has already shown how narra-
tive methodologies facilitate talking about the past as a function of the future, 
even when one is facing death. Being able to narrate the trials that one has already 
overcome and remembering how the difficulties that have been overcome have 
affected the future may help one think beyond death.
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24.1  Introduction

The general practitioner is often a crucial reference point in the lives of older people, 
even when they are approaching death. However, the relationship with people 
approaching death requires special attention and the ability to manage the relation-
ship with competence and empathy. Psychology may offer important suggestions to 
help general practitioners in this task, first of all explaining some aspects of individ-
ual transformation in the cycle of life. In fact, the problem is that in contemporary 
culture, the last phase is always considered a mere decline, because of the general 
resistance to any form of existential reflection on the fact that we are mortal [1]. All 
this has been abundantly illustrated by the researchers who posited terror manage-
ment theory (TMT) to explain why individuals and societies are so psychologically 
focused on producing situations and artefacts that distract them from reflecting on 
transience. TMT’s explanation is based on the assumption that humans, like all forms 
of life, are biologically predisposed toward self-preservation in the service of sur-
vival. However, they are equipped with two particularly important adaptive capaci-
ties: a high degree of self-awareness and the capacity to think in terms of past, present 
and future. On the one hand, these characteristics give people a high degree of flex-
ibility that helps them stay alive, but on the other hand, they also produce the extraor-
dinarily unsettling realisation that death is inevitable and that it is generally 
unpredictable and uncontrollable. The awareness that death is inevitable and makes 
people psychologically vulnerable because of their consciousness that they are tran-
sitory creatures in a passing universe in turn produces potentially paralysing existen-
tial terror and despair. Therefore, humans banish death from their consciousness and 
shield themselves from existential terror by embracing cultural worldviews that help 
them keep death anxiety under control, removing it at an unconscious level [2].

Moreover, after the Second World War, thanks to peace and the increasingly 
systematic respect for fundamental human rights, the levels of well-being in the 
West have grown exponentially compared to previous centuries, and people’s life 
expectancy has proportionally expanded. The result is that our capacity to postpone 
death grows in direct proportion to our inability to cope with it and then the conceal-
ment of death runs parallel with a notable increase in the preoccupation with physi-
cal perfection and in the scientific urge to explain, measure and control everything. 
People want to live longer, but they also want to remain youthful, so death is increas-
ingly considered a failure, and the weakening of the body, the natural consequence 
of ageing, has been interpreted as an imperfection. In this milieu, the denial of death 
is also distanced from social life through the displacement of cemeteries from inter-
urban areas to the outskirts of cities and the increased practices of ash dispersion 
after the cremation of the body [3].
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All this means that general practitioners work in a community that has lost the 
sense of solidarity with those who grow old and those who die. Indeed, when people 
become seriously ill or have to cope with the effects of old age, they are abandoned. 
As Norbert Elias ([4], p. 10) clearly pointed out, nowadays, one of the more general 
problems is our inability to give dying people the help and affection they need, 
because another’s death is a reminder of our own. As TMT points out, people build 
a wall against the idea of their own deaths by distancing themselves from the dying. 
Behind an overwhelming need to believe in one’s own health, beauty and success, 
there is the need to deny the foreknowledge of one’s own death, which the vision of 
the sick and the elder persons calls into question, forcing people to remember that 
‛I was what you are and you will be what I am now’.

24.2  Harm Reduction of Ageing

The harm reduction model is a public health policy designed to reduce the negative 
consequences associated with various human conditions. Usually it is related to the 
management of social behaviours that can create negative effects in people who 
adopt risky behaviours such as recreational drug use and sexual activity. We use 
such an expression in this context rhetorically to evoke the generalised perception 
that ageing is the result of an unhealthy way of managing life. However, it is one 
paradoxical effect arising from the systematic denial of death. In the last few 
decades, the debates surrounding this problem have taken on greater importance in 
both clinical and academic fields. In fact, this phenomenon has produced genera-
tions of families who have abandoned the rituals of the memory of their ancestors 
and at the same time are unable to manage serious illnesses, the elder people and 
dying processes at home. This mentality has made it common to abolish old age, for 
either health or aesthetic reasons, as if eliminating this period would permit us to 
live forever, or at least to live within that illusion [5] (Box 24.1).

Box 24.1 Geropsychology
Geropsychology focuses on the study of ageing and the provision of clinical 
services for older adults, expanding knowledge of the normal ageing process 
and designing interventions to help older persons and their families overcome 
problems, enhance Well-being and achieve maximum potential during later 
life. Traditionally, this field has focused on solving late-life difficulties that 
can result in depression and anxiety arising from coping with physical health 
problems and caring for a disabled spouse or grieving the death of loved ones 
[6]. In fact, addressing these problems results in decreased emotional suffer-
ing and improved quality of life for older adults and their families. 
Geropsychologists usually provide services to older adults in a variety of set-
tings, including healthcare facilities, community-based private or group prac-
tices and places where older adults reside. Geropsychologists collaborate with 
other professionals, including medical and mental healthcare service provid-
ers, to ensure their clients are given comprehensive care.
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However, one of the most important and recent areas of research is inherent to 
the management of death-related thoughts in elder persons, especially when they 
are recovering in long-term care and assisted-living facilities or hospices. The gen-
eral practitioners have to intervene with a particular ability in managing death- 
related topics, which have been widely shunned in everyday communication and 
relationships. Indeed, in the families they have to face the phenomenon called ‛con-
spiracy of silence’, which indicates an incapacity of relatives to raise the issue of 
death with people who are at the end of their lives [7]. The main concern that causes 
this effect is the fear of activating death anxiety and dynamics that cause depression 
in elder and dying people. This is the consequence of the removal of the memento 
mori, which means ‛do not forget that you have to die’. It has been practised 
throughout the history of humanity, thanks to which the concepts inherent to the 
relationship between life and death were transmitted to the individual by the group 
through rites of passage. The elimination of all this has also removed the task of 
taking responsibility for educating individuals about the concepts of death and 
dying. Nowadays, retirement homes are not only places of healing—they have 
begun to have the secondary function of receiving the dying as places where death 
has lost much of its ritual and ceremony. They are often places where older people 
die, and, because of the cultural denial of death, they are rarely prepared to equip 
them with appropriate tools.

Indeed, what TMT studies further highlight is that although such removal dynam-
ics allow people to live more peacefully and be more productive, since death is 
inevitable, the systematic exclusion of reflection on finitude produces unconscious 
outcomes that are not always adaptive. Among these is the social inability to give 
meaning to the last phase of life. The key concept that Western people have lost is 
inherent to the last developmental task, which it is necessary to restore.

24.3  The Last Developmental Task and Suicide Among 
the Elder People

Psychology adopts an ontogenetic perspective, according to which individuals 
change incessantly until their deaths, respecting phases influenced both by inter-
action with the environment and by individual genetic and psychosomatic compo-
nents. Each stage keeps track of the previous ones, so that the transformations of 
childhood precede those of adolescence and old age retains in itself the traces of 
the child, the adolescent and the adult as a background. According to Erik 
Erikson’s bio-psychosocial perspective, each step is an opportunity for growth, 
made possible by the resolution of crises that from time to time arise from the loss 
of certainties. Maturity is guaranteed by the ability to face new challenges [8] 
(Box 24.2).
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Society is unable to manage the issues inherent both to the last developmental 
task and to death because healthcare professionals worry about provoking negative 
thoughts in people, especially in the elder people. On the contrary, in this age group, 
the search for the meaning of existential issues involving death is very heated, and 
the inhibition that is the consequence of the social inability to consider such issues 
does not help them [10]. The lack of a participatory language that can prepare arte-
facts suitable for supporting those who are heading towards retirement from the 
world takes away from them the symbolic tools necessary to reach the last goal of 
their biography with a full sense of self-realisation and completeness. In the pres-
ence of the impossibility of communicating with others about significant issues of 
life, the objectives of the last evolutionary task can be difficult to pursue. In this 
scenario, life may therefore appear to be meaningless, and suicide may suddenly 
acquire a salient value.

Furthermore, because of their evocation of mortality, elder persons are often 
alone, and among the factors that inspire the desire to die are loneliness, a sense of 
abandonment, existential fatigue and loss of dignity [11]. The risk of suicide in this 
group of people is widely described in the literature [12]. Recent studies have shown 
that there is a strong correlation between isolation, loneliness and mortality. It has 
also been shown that those who are isolated feel lonely, but those who perceive 

Box 24.2 Developmental Tasks
Erikson explains this idea by taking up the concept of the ‛developmental 
task’. Proposed for the first time by Robert J. Havighurst [9], the developmen-
tal task posits that in certain periods of growth, there are specific trials, the 
overcoming of which allows individuals to reach a higher stage of maturation. 
Havighurst’s research developed a highly influential theory of human educa-
tion, and the crown jewel of his research was his taxonomic model, which 
defines the stages of maturation throughout the cycle of individual life. 
Erikson further states that, preceded by seven phases that allow achieving the 
ability to trust, to hope, to want, to set goals, to learn, to build identity and to 
love, the final goal of old age is to complete the narrative plot of one’s per-
sonal history. Indeed, the last stage depends on the previous one, the adult age, 
characterised by ‛generativity’, the ability to overcome selfishness and har-
monise the needs of personal well-being with those of others. This is the lon-
gest phase in which intimate relationships, work and social network 
continually impose new duties and responsibilities. But at the turn of one’s 
sixties, at the peak of personal realisation, the last stage begins, marked by the 
inevitable decline. Many previously unresolved issues may reoccur, jeop-
ardising the success of the most difficult and important evolutionary task, 
which, according to Erikson, consists of knowing how to maintain one’s own 
identity and resolve moments of despair to arrive at the most significant port 
of self-transcendence: wisdom.
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loneliness isolate themselves, and those who are and feel lonely die first or prefer to 
die more than those who have a network of significant relationships [13]. Another 
risk factor for suicide is the result of isolation and poor communication with others 
that causes depression, which is linked to disorders with various effects: reactive 
anxiety caused by awareness of being on the way to the sunset or as a result of 
fatigue caused by active therapies accumulated over time or in progress, metabolic 
disorders, physiological deficiencies and so on.

For older people, all this is experienced in conjunction with the perception of 
loss of dignity, resulting from the lack of autonomy and identity crisis. A fundamen-
tal objective of psychosocial intervention is therefore above all preventing such a 
level of discouragement, allowing the maintenance of a possibility of dialogue with 
others that guarantees the elder persons the recognition of their own identity and of 
belonging to a significant network of relationships. It is therefore important to know 
that to promote an authentic prevention of the suicidal desire of the aged people, it 
is necessary to work specifically on this psychosocial dimension, which is charac-
terised by an intrinsic complexity that should not be underestimated.

To the extent that it is important to keep the older people from falling into depres-
sion, it is necessary to promote their agency through the valorisation of their identity 
and biography. The model of patient engagement may help in this regard.

24.4  The Relational Dimensions of Dignity

At the end of life, people want to die instead of prolonging their lives because living 
is unbearable. In the area of oncology, Harvey Max Chochinov wanted to investi-
gate the phenomenon of euthanasia requests in relation to depression, the conse-
quences of somatic transformations, pain and lack of social and family support. His 
studies have demonstrated the significance of these elements in the perception of 
loss of dignity and the desire for death [14]. The essential aspect for the protection 
of dignity and positive self-representation of oneself is the protection of personal 
identity. To the extent that it is maintained, it makes possible the final attainment of 
wisdom, that is, of the capacity generated by the relationship between what has been 
learned in the experiences already lived and the meaning of suffering, without this 
affecting the sapiential heritage previously conquered.

It is therefore necessary to know how to recognise the factors that put the identity 
of the sick in crisis to intervene with appropriate psychological support. Broadly 
speaking, three styles characterise the perception of dignity: the dynamic equilib-
rium, after an initial decline in the sense of dignity due to decay caused by illness or 
age, is followed by a process of adaptation to the situation through the redefinition 
of objectives and the enhancement of aspects of daily life that can still be managed; 
the downward trend is instead characterised by the inability to restore a satisfactory 
level of dignity, a strong regret for lost abilities and the desire to accelerate death; 
and stability is achieved when the sense of dignity remains intact because personal 
identity is anchored to values not necessarily linked to performance or physical 
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characteristics. These paths therefore highlight how much the concepts of identity 
and self-esteem play a central role in the advancement of the evolutionary tasks that 
lead to the last stage of self-transcendence. Chochinov et al. [14] have focused pre-
cisely on the causes that in these three trajectories lead the sick to choose death 
instead of life. By conducting qualitative studies with patients with advanced can-
cers, the Canadian psychiatrist investigated the factors that threaten their sense of 
identity and personal dignity. Dignity-conserving care, i.e. the model of the dignity 
of the terminally ill, is composed of three themes: illness-related concerns; dignity- 
conserving repertoire (catalogue of dignity conservation); and social dignity inven-
tory (inventory of social dignity) [14] (Box 24.3).

Box 24.3 Chochinov’s Model
Chochinov’s model can be very useful for the general practitioner. In fact, 
Chochinov highlights the relationships between causes related to the condi-
tion of the patient and those related to intimate and social relationships, 
showing how suicidal ideation develops in those who perceive themselves as 
hopeless, do not accept physical change and feel that they are a burden to 
others and depend by them and that they are treated without respect [14]. The 
importance of Chochinov’s contribution is related to the valorisation of the 
biographical narratives. Indeed, sick persons often do not accept their loss of 
power over themselves and their own world [15], especially when they have 
developed a sense of intrinsic dignity based on abilities, self-esteem and 
autonomy [16]. The loss of certain constituent traits of the self is in fact inter-
preted as a disintegrative loss of individual identity. The theory of self- 
discrepancy [17] shows how the contrast between the real self and the ideal 
self (what people would like to be) and the normative self (what they per-
ceive themselves as ‛having to be’) inevitably causes negative effects on psy-
chological well-being. The difference between the three dimensions is a 
source of anxiety (discrepancy between the real and normative selves) or 
sadness and depression (discrepancy between the real and ideal selves). 
When ill persons no longer recognise themselves because they no longer feel 
valued by others, they feel mortified because of the loss of continuity with 
their own biography. Then, the role of social support and confirmation in 
preventing this outcome is very important. In fact, society can support or 
make possible the construction and maintenance of a positive identity even 
in the most severe conditions of illness. The community can intervene espe-
cially when the sense of dignity is jeopardised by the identity crisis caused, 
on the one hand, by dying or elder persons’ loss of functionality and control 
over their own bodies and therefore over the common actions of daily life 
and, on the other hand, by the fact that all this is also perceived by others, 
who can treat them as if they are children. All this is inevitably humiliating. 

24 The Role of the General Practitioner in the Last Developmental Task of the Elder…



402

The general practitioner should recognise moments of rupture and turning points 
of their patients, helping them face the transition between continuity and existential 
discontinuity, to perform the task of recomposing and redefining their current iden-
tity. In particular, this kind of relationship can help develop an authentic dialogue 
with the elder persons to permit them to reconstruct the line of all their life in the 
past and to open the trajectory of spirituality, through which it is possible to think 
about the future in another dimension.

Chochinov coined an effective acronym to orient the components of health-
care professionals towards the patient: the abecedary/ABCD. ‛A’ stands for 
the appropriate attitude, not influenced by prejudices, opinions or subjective 
deductions. ‛B′ stands for the good behaviour that transmits attention, 
respect, kindness and humanity. ‛C′ stands for compassion, understood as a 
deep awareness of the suffering of the other. Finally, ‛D′ stands for the dia-
logue that must be characterised by authenticity. The ability to communicate 
is therefore always the basis of a supportive care relationship with respect to 
the experience of loss of the older persons, and for the relationship not to be 
mortifying, people must know how to enter into its existential context by 
recognising the biographical depth [14]. Chochinov borrowed from Erickson 
the concept of constructing identity, understanding it as a process that con-
tinues throughout life through the consciousness of being oneself and the 
perception that others also recognise it. The maintenance of individual iden-
tity is essentially acquired through two types of recognition: primary social 
(determined by intimate emotional, family and friendly relationships on 
which personal and social trust depend) and secondary social (determined by 
social relationships based on roles, rights and duties) that is linked to the 
ability to cooperate and develop relationships of trust [18]. If, on the one 
hand, the construction of identity is a process that continues through various 
phases of life and does not concern a set of traits or characteristics perma-
nently belonging to the person but rather a flexible organisation within which 
the self develops through crises and resolutions that occur in more or less 
relevant domains of life never definitively concluded, on the other hand, the 
ability to give meaning (meaning-making), especially in the face of negative 
experience, plays a crucial role. Jerome Bruner [19] shares this idea that 
identity is always a narrative process that unfolds within autobiographical 
reflection through a tale about the self that integrates the changes that have 
taken place over time and brings them back to a congruent logic.
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24.5  Narratives of the Past for the Future to Improve the Last 
Developmental Task

Chochinov’s model could help general practitioners reduce psychosocial-existential 
suffering, reactivating agency and the sense of dignity of their dying and elder 
patients. In particular his contribution may be very useful to support people who 
have to face death by redefining the essential features of their biographies. It is an 
approach that has taken its cue from different orientations, in particular from the 
psychology of life stories, with the aim of reviewing past experiences and successes 
to give meaning and purpose to the current condition, pivoting on the strong point 
of the narrative to strengthen self-esteem and start in the direction of the last step. 
Chochinov has named this intervention ‛dignity therapy’ (DT), which is a dialogue 
based on Carl Rogers’ patient-centred approach [20] that specifically emphasises 
the therapists’ ability to show themselves as authentic and real persons, able to 
reflect (mirroring) to the patients a complete image beyond their current condition 
of suffering. It is structured on 11 answers, and all the sessions—which run between 
30 and 60 min—are transcribed and edited by the therapist together with the patient/
elder person. The fully transcribed text must be read and modified according to the 
will of the sick person whenever necessary until its final edition. After this process, 
the ‛generativity document’ is returned to the patient/elder person to bequeath to a 
friend or family member. This procedure is particularly relevant because it activates 
the ‛generativity/leaving’ factor because the conversation is recorded and its con-
tents are transcribed to create a final document that must be handed over to someone 
as a moral legacy. A very delicate moment of the therapy is when the text is deliv-
ered to the designated persons. If the therapist has been able to enter into the life of 
the elder people, orienting them to resolve their suspensions at least with their clos-
est people, the generative document can finally be a valid tool for the further elabo-
ration of the grief of the family members after the exitus [14].

Taking up the psychological contribution of Erikson and Bruner, other authors 
developed the idea that the elements that make up the identity of the self harmonise 
with each other, assuming the structure of the myth that the person recognises as his 
or her own and thanks to which he or she can feel unique [21]. The psychology of 
life stories helps us understand these narrative structures and listen to them without 
taking for granted anything of their semantic significance because they permit 
reflection on the personal history and past experiences in relationship to the present 
and the future. The geropsychologist is able to recognise different narrative styles to 
follow in a coherent way the narration by older people, who could use an informa-
tive style, typical of those who still try to reflect on themselves in the surrounding 
world; a normative style, assumed by those who strictly orient the meaning of life 
on the basis of certain values; or a widespread or avoiding style, typical of those 
who do not want to deal directly with problems and who make clear decisions [22] 
(Box 24.4).
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24.6  Conclusions

Dignity therapy and the methodologies of narrative psychology may be useful to 
help general practitioners talk to their patients about the past as a function of the 
future even when they are facing death. Being able to talk about trials that have been 
overcome in the past and remembering how difficulties that have been overcome 
have had a future helps us think beyond death. In particular, dignity therapy has 
proven effective with cancer patients, but this model is increasingly used in other 
fields. In fact, some studies confirm that the narrative methods and in particular 
Chochinov’s dignity model have the potential to improve well-being in older people 
in care homes, although this context is very different compared to the one in which 
dignity therapy was developed [25]. The few studies that have used DT in these 
contexts have demonstrated its feasibility, adequacy and acceptability for the elder 
person, caregivers and nurses [26] and its effectiveness in reducing the stress related 
to the loss of dignity and depressive symptoms, thereby improving the quality of 
life. DT helps elder patients regain the meaning and purpose of their lives and is a 
useful tool for their families [26]. Offering the opportunity to focus on the most 
significant episodes of their lives and emotionally charged events, DT contributes to 
rediscovering the meaning of existence, helping participants describe their percep-
tion of dignity. However, despite DT having such positive effects, one important 
issue should be considered with respect to this population of patients. In fact, the 
high prevalence of cognitive problems and the different timing of deterioration and 
disease trajectory may interfere with the elaboration of memories. Of course, it is 
important to consider this limitation in the elaboration of the generative document. 

Box 24.4 Hero’s Journey
A good strategy that can help the narrators reconstruct their own identity at a 
time of crisis can be that of the ‛hero’s journey’, which is widely used in cre-
ative writing. This narrative structure represents the symbolic path of the self 
to achieve self-realisation. The term was introduced by scriptwriter Christopher 
Vogler [23], who is searching for the success story for the construction of his 
own film plots. He came across Joseph Campbell’s book [24] The Hero with 
a Thousand Faces, the result of research into fairy tales and legends. Vogler 
assumed such a structure, the archetypal one that allows outlining a 
‛monomite’, i.e. a way in which, starting from an ordinary situation, a charac-
ter recognises a call to change or is forced to abandon normality, falling into 
a situation of crisis in which he or she suffers pain and despair (catabasis) and 
then finds the way to liberation through various tests that, once overcome, 
allow him or her to begin the ascent (anabasis) until he or she reaches the true 
identity. In this narrative scenario, it is possible for the elder person to recover 
the deepest roots through which humanity has represented dying, within 
which they can recognise themselves and undertake the path of ascent.
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At the same time, it is necessary to evaluate accurately the applicability of the 
method to certain patients.

Furthermore, particular attention should be paid to the kind of biographies 
emerging from the generative document. In fact, when cognitive problems emerge, 
it is important to help elder persons transform their biographies into an evocation of 
a fully lived life, therefore rendering them capable of transmitting gratitude, good 
wishes and hopes to those who will receive the text. In fact, sad and painful narra-
tives, which bring into play regrets and disappointments, could be linked to false 
memories and perhaps to recent and generalised negative experiences. In these 
cases, the role of the psychotherapist is to help the elder people understand what are 
really the last words he or she wants to leave in memory of him- or herself to those 
who will come after.
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Abstract

The general practitioner is increasingly called upon to deal with complex bio-
ethical issues arising from chronic life-limiting illnesses or the chronicization of 
once rapidly lethal diseases. Among these, oncological, neurodegenerative, and 
cardiovascular diseases emerge for importance, but those linked to infections 
with a long terminal period, such as AIDS, cannot be underestimated. The end- 
of- life conditions of older people or of patients with sicknesses that have become 
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advanced, progressive, and/or incurable require a range of decisions that general 
practitioners should be able to manage.

The chapter considers the role of the family doctor in relation to the self- 
determination of the elderly and palliative care, also taking into account the role 
of the nurse. Particular attention is given to the international norms that place this 
field of care within the space of inalienable human rights, while the bioethical 
dimension is taken into account in relation to the legislative one, taking Italian 
legislation as an exemplary case.

Keywords

General practitioner · Family doctor · Nurse · Palliative care · Self-determination  
End of life

25.1  Introduction

The end-of-life is a condition of great suffering for the patients and presents an 
important complexity for the general practitioner to manage. In fact, it imposes to 
the physician to face the decision-making process, the transfer of the patient to the 
palliative care system, the recognition, and the respect of the patients’ right to self- 
determination [1, 2]. Often the challenge for the physicians consists especially in 
the management of ethics problems related to extraordinary or hazardous interven-
tions [3]. This complex of issues is often linked to chronic or lethal diseases that 
therapies have chronicized, such as cancer, heart disease, AIDS, and neurodegen-
erative diseases, but it also involves the elder persons [4, 5]. Furthermore, in these 
situations, it may happen that the general practitioner has, on the one hand, to face 
dysfunctional or fragmented families unable to make decisions that respect the 
patient’s wishes and values. Furthermore, today, there are not popular traditions that 
help people to manage the end of life, and then family members are uncertain what 
they can do when a beloved person is dying. On the other hand, one of the greatest 
difficulties is to understand whether, for example, patients with a serious neurode-
generative disease suffer and whether or not want to continue to be treated [6]. The 
resolution of these difficulties requires a careful management of the long therapeu-
tic path from the very first steps of the treatment after the inauspicious diagnosis or 
during the same assessment of the aging decline [5].

To better manage all these kinds of problems, recently, in Western countries the 
enhancement of individual autonomy in medical decision-making at the end of life 
is widely growing. In fact, advance care planning (ACP), also named living wills, 
that are designed to document patients’ preferences in case of the loss of their 
decision- making capacity, are legally admitted in the most civilized countries. The 
legal devices adopted for their promotion have been advocated as a means to 
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enhance patient autonomy. This perspective was born as a need in the most techno-
logically advanced countries, where the boundary between life and death is no lon-
ger natural and increasingly assigned to medical technologies. In Europe the cultural 
choice to defer decisions to the patient the willingness to undergo any medical treat-
ment has been enshrined by the so-called Oviedo Convention, that is, the “Convention 
for the Protection of Human Rights and Dignity of the Human Being with regard to 
the Application of Biology and Medicine: Convention on Human Rights and 
Biomedicine” (ETS No 164), opened for signature on 4 April 1997  in Oviedo 
(Spain). This convention is particularly important because it is still the only interna-
tional legally binding instrument for the protection of human rights in the biomedi-
cal field, and its focus is on fundamental and inalienable respect of individual 
dignity. The first aim is the protection of the dignity and the identity of all people, 
guaranteeing them respect for their integrity and freedoms with regard to the medi-
cal interventions. The countries which recognize this document officially declare 
that a patient’s advanced request for a death with dignity should be respected and 
that persons forgoing and terminating life support are immune from legal lia-
bility [7].

The discussion on the rights of people at their end of life runs in parallel with the 
worldwide development of palliative care (PC), which interests not only patients 
with terminal severe illnesses but also older people.

The World Health Organization (WHO) definition of PC affirms that it is an 
approach that improves the quality of life of patients and their families facing the 
problem associated with end of life [8]. It is important to underline that PC provides 
liberation from pain and other distressing symptoms, considering death and dying 
as a normal process, neither hastening nor postponing its advent. A particular atten-
tion is paid to the dignity of patients or older people, and the intervention is espe-
cially focused on psychological and spiritual aspects, offering a parallel support 
system to help patients live as actively as possible until death. Furthermore, a spe-
cific support should be offered to help the family cope during the patients end of life 
and in their own bereavement [9].

Despite in the last decades PC is widely considered as a human rights issue that 
should be available for anyone suffering from moderate or severe pain or at the end 
of life, unfortunately many PC programs are either unavailable or inaccessible for 
some categories of patients. In particular, the United Nations Committee on 
Economic, Social, and Cultural Rights states a special attention should be paid for 
older people in parallel with chronically and terminally ill persons enabling them to 
die with dignity [10]. As this population grows incessantly in size, PC programs and 
ACP management will have to be developed to address their specific needs. Despite 
its importance, this kind of intervention is still guaranteed only to a limited number 
of sick persons, because of some cultural barriers, among which the ignorance of 
how they work, how they are arranged in health services, and how to access them. 
Among those who still benefit less from this service are the older and among the 
healthcare professions that more properly can remove this limit are family doctors.
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25.2  The Family Physician’s Role in the Management 
of Palliative Care and Advance Care Planning 
with Older People

The older persons and children, as well as other groups of people defined as vulner-
able (prisoners, people with psychiatric problems, people living in economic pov-
erty, LGBT people, etc.) have little access to PC.  This difficulty depends on 
sociocultural issues, systemic difficulties, and partly organizational models. In 
Europe, still uneven training in PC often remains worker-dependent even in the 
countries of the Global North, with modern legislation. Rooted in the belief that this 
form of treatment is a perfect synonym for end-of-life care, this often implies late 
care that does not involve multidimensional interventions as well as insufficient 
symptom control. Indeed, the provision of PC in older non-oncological patients liv-
ing with dementia and/or advanced renal failure and/or advanced heart failure is still 
largely deficient, because of the lack of well-defined prognostic criteria and studies 
specifically oriented in this direction.

The Special Rapporteur on the Right to Health of the UN Human Rights Council 
[11] highlights the necessity to overcome the inequity caused by the fact that older 
persons are less likely to receive palliative care. Despite literature on death educa-
tion [12–20] and on the general public’s growing interest in death and dying [21, 22] 
showing the growing interest in discussing the end-of-life issues, health systems of 
many countries are not yet able to guarantee an appropriate competence to physi-
cians and nurses in this field in order to remove the obstacles that impede the provi-
sion of and access to palliative care to all those facing the end of life. Recently, 
scholars highlighted the central role of topics regarding death and dying, not only 
from a technical and operational point of view [23] but also from a first-person 
elaboration of stressful experiences for both physicians and nurses [24]. Indeed, the 
study of Noguera et al. [25], which considered PC courses in European Universities, 
showed how the situation is quite variegated and irregular. Some problems arise 
from this uncertainty, because it can negatively affect the professional coping skills 
[26]. Specifically, in the field of end of life and ACP, it is important that the ground 
competencies offer some elements pertaining to the psychological field. Among 
them, as indicated by the European Association for Palliative Care recommenda-
tions [27], issues concerning existential distress and suffering, psychosocial needs, 
religious beliefs, communication, teamwork, and self-reflection ability emerged [28].

Running in parallel with PC, the ACP is composed, on the one hand, by a docu-
ment that provides instructions for the medical caregivers as to medical care desired 
by people incapable of advising the doctor due to lack of consciousness or other 
reasons, and, on the other hand, by the path of elaboration that produces this docu-
ment, possibly in collaboration with the family physician. The document usually 
contains directions to cease providing or not provide life-sustaining medical treat-
ment or equipment, and when the person is conscious, it does not supersede the 
instructions of the person. If such a document is absent, the health system is ethi-
cally and legally required to provide all means possible to keep a person alive, 
always respecting the principles of proportionality, fairness, and not malice. But 
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often people don’t want to deal with it when they ignore the prospect of death, 
because they consider it remote. Especially with older people, it is important to 
remove this obstacle and start planning with them in advance the possibility of man-
aging the end-of-life contingencies.

The importance of the psychological preparation of physicians and nurses to 
manage end of life and ACP has been underlined by many authors, among whom 
Masuda et al. [29], who surveyed concerns about ACP from the physicians’ point of 
view and who mentioned both positive and negative effects of the reflection on liv-
ing wills. The most common concern that they described was inherent to the physi-
cians’ feelings that they needed to take into account. In particular they felt not 
completely able to recognize the patient’s state of mind at the end of life, pointing 
out that patients might change their mind in the face of impending death and raised 
concerns about the stability of such advance decisions [29]. From their point of 
view, it was first of all necessary to ensure an excellent information with family 
members in order to set up a genuine positive relationship in the management of 
their loved one’s end of life, and this was not always easy. Unfortunately, it has been 
widely pointed out that doctors elude the arguments that deal with death and that 
they are in great difficulty when they have to manage the breaking bad news [30, 
31]. The ability to manage shared care planning such as the ACP implies first and 
foremost the ability of the doctor to communicate both diagnosis and prognosis in a 
correct and comprehensible way. The relationship with the older requires the same 
skill and the ability to prepare the older for the loss of function that will progres-
sively lead to death [32]. In fact, the document expressing willingness to manage 
care at the end of life is not the sole objective of the ACP. Indeed, the planning of 
care may respect the patient engagement model, promoted by WHO [33] and replac-
ing the outdated compliance model. The PEM is based on the active involvement of 
patients in their care process. It provides for the active involvement and empower-
ment of patients or the older as well as their family members, who must be made 
aware of every step in the care process and also manage their choices. The ability to 
accompany and guide patients, older, and family members in this negotiation pro-
cess requires great attention and empathic sensitivity, as well as preparation with 
respect to the management of the therapeutic path.

Masuda et al. [29] evidenced as further significant concern the one related to the 
insufficient communication of the patient’s preference to limit end-of-life care to 
the family and the family’s subsequent insistence on care incompatible with the 
patient’s directive. From this lack of authenticity, some confusion may derive, as 
happened in some cases when family members requested treatments such as cardio-
pulmonary resuscitation even though the patient had requested a natural death. 
Actually, the family doctor is the one who enters people’s homes and is the one who 
can realize the real difficulties in which families can find themselves. This implies a 
particular sensitivity to the problems that both patients and family members may 
encounter in managing the decline of the older and their end of life.

Although people want to die at home, in fact in many cases, the older are at risk 
of being simply abandoned or ignored in relation to their needs. The family doctor 
is precisely the one who can plan the best accompanying pathway with family 
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members, who can also provide for hospitalization in a nursing home, where a sec-
tor dedicated to palliative care has been set up. All this requires a great deal with 
communicative skills. Despite many psychological instruments useful to manage 
the prediction of the decline leading to death, such as the “surprise question” [34], 
and how to prepare the patient and the older to face this path serenely [35], at the 
moment in many countries, it is still very rare for family doctors to take on the task 
of accompanying their patients along this path.

25.3  General Practitioner Between Palliative Care 
and Anticipated Care Planning with Terminal Ill Patients

Palliative care improve the quality of life for terminal patients or with chronic life- 
limiting illnesses, and older persons, who need multiple more or less specialist 
interventions. Since they are often the first point of call for this kind of patients, GPs 
play a key role in providing palliative care and support in the end of life. Indeed, 
they are the closest to family life, since they have built up a significant relationship 
with them for years. Such a form of relationship permits to family physicians to 
provide maximum support and care, in every kind of pathologies and settings. In 
fact, they can constantly follow-up their patients until the end of life, assuming the 
role of bridge in the different places of care, from home to hospital, hospice, and 
nursing home [36, 37], whereas ineffective communication may result in a bad pain 
and symptom management, in increased psychological distress, and insufficient 
knowledge concerning patients’ preferences; on the contrary, good end-of-life com-
munication permits patients understanding of their condition and treatment options, 
facilitating informed participation in decision-making, and involving the family 
members [38]. Furthermore, this capability is particularly significant because gen-
eral practitioners can communicate and coordinate with other medical specialists, 
who are able to develop a time-limited relationship with the patients. Often, this 
time limit adversely affects the relationship and the psychological dimension of the 
patient, so the family doctor’s mediation can be extremely valuable to optimize the 
specialistic treatments and the palliative care. In this perspective, they can provide 
extended care through the coordination of other resources between the different 
hospital wards, the hospice, and home, involving nurses, physiotherapists, psychol-
ogists, and social workers [39].

However, patients with chronic life-limiting illnesses experience complex symp-
toms and care needs.

The end-of-life decision-making process requires that psychological distress, 
which is common among people needing palliative care, is correctly managed by 
someone who has earned the trust of the dying patient and his family. The various 
trajectories of physical decline are very difficult to plan for in advance because of 
its unpredictability. However, patients want to discuss these issues with their health-
care professionals and often find the reluctance of doctors who dislike to raise the 
issue of planning for death because of fear of destroying hope. The relational history 
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set up with the family allows general practitioners to know both the patients’ per-
sonality and the way they view death, tailoring on their psychological instances the 
discussion on the treatments.

If all this characterizes especially the oncological pathologies, the situation in 
neurology diseases is really more complicated. Certainly, end-of-life decision- 
making in the context of advanced neurology disease is a complex challenge for 
patients and health professionals [40–42]. In such situations, advance care planning 
should be encouraged through the discussion with patients on their preferences in 
some form of an advance directive as soon as the diagnosis is communicated, that is 
before their physical and cognitive decline. Since not all countries have legislation 
allowing life- sustaining treatments such as nutritional support or noninvasive venti-
lation to be suspended, even when patients so wishes, it would be better that this 
operation occurred prior to starting them. Also in these situations, the issues should 
be primarily discussed with the general practitioners, since they know in the best way 
their patients. The ACP discussions may facilitate the offer information reflecting the 
evolving course of the neurology disease and permit patients to become aware of the 
more desirable solutions [43, 44]. The situation is more difficult in the case of demen-
tia. The typical evolution of patients suffering from dementia follows a period of 
progressive decline in functional and mental capacity before death. However, the 
long-term relationship between general practitioners and their patients is the ideal 
context for introducing the subject and starting the decision-making process before 
the patient loses the self-awareness, that is, before time-critical situations occur [45].

25.4  Nurses’ Collaboration with the Family Doctor 
for the Patient Engagement

Some well-established models for the functioning of the care provided by the family 
doctor require him/her to be supported by one or more nurses, who are able to pro-
vide care to patients according to his/her indications. The importance of this figure 
is essential, as the assistance and the care work in the home are particularly valu-
able, especially with the older and the chronically ill approaching the end of life. In 
fact, palliative care networks guarantee a specific home intervention, but given the 
current lack of functioning in this area, at the moment it is still and mainly the fam-
ily doctor and his nurse who can make up for basic palliative interventions. Being 
also the family doctor who knows the medical history of his patients is also the one 
who can act as a link between specialist services for active care and the second-level 
palliative care team. This requires that the work of family doctors and nurses who 
work with them be set up as part of a network of interventions able to offer home 
care to the older, the chronically ill, and the dying. In fact, the specialistic PC team 
may find in this basic nucleus the fundamental ground of knowledge to approach the 
sick person and his family. Patient engagement is already considered as a funda-
mental part of healthcare and a critical component of safe people-centered services. 
Engaged patients are better able to make informed decisions about their care options 
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[33]. In most Western countries, primary care is often the first point of contact of 
patients with the healthcare system. This means that the family doctor offers are the 
starting point for any possible engaging patients throughout their further contact 
with the health system. Since patients have well-being as a primary aim considering 
this as a priority in the healthcare they receive, a good process of engagement may 
promote mutual accountability and understanding between them and the physi-
cians’ work. In this process, the work of nurses who collaborate with family physi-
cians may be a valid resource that can facilitate the management of responsiveness 
and transparency in the ACP process. They can engage older and terminally ill 
patients in the decision-making process, paying attention to the possible substantial 
variations in preferences for such involvement. Indeed, following the contact of 
family doctors, nurses can be ideally placed to engage patients in a dialogue about 
their health conditions, needs, and personal values and preferences. Whether the 
previous communication with the physician was clear, and reliable, older persons as 
patients are more likely to feel confident to report both positive and negative experi-
ences and have increased concordance with mutually agreed care management 
plans [33].

As indicated by literature [46], the work nurses with family doctors for the pro-
motion of the patient and family engagement not only improves health outcomes 
but also advances learning and improvement, while reducing adverse events and the 
following critical incidents.

25.5  A Bioethical Note

A final reflection must be made with respect to the bioethical discussion on this 
topic, understood as an ethical reflection that aims to promote the humanization of 
the health field by placing the person, his values, and the choices that derive from 
them at the center [47, 48]. In this context, bioethics focuses on the centrality of the 
person and the meaning of the choices related to the individualized care path, mak-
ing as an integral part of the clinical judgment the ability to make a choice and to 
justify it from a moral point of view. Specifically, Italian legislation is very attentive 
to this aspect, and law 219/2017 (art. 1) states that “the relationship of care and trust 
between patient and doctor (…) in which the patient’s decision-making autonomy 
and the competence, professional autonomy and responsibility of the doctor are 
met” [49]. Therefore, the care relationship does not presuppose a simple meeting of 
two “absolute” moral agents but a relational autonomy (where) instead of practical 
reason, communicative reason takes over [50]. We cite this law, because it is able to 
take on the most delicate and complex aspects of the healing relationship before 
death. Actually, it takes as its foundation the Barcelona declaration, according to 
which the concept of absolute autonomy does not hold up in the face of the fragility 
and vulnerability of existence affected by illness. Faced with illness, in fact, “auton-
omy cannot express the full meaning of respect for and protection of the human 
being. Autonomy remains merely an ideal, because of the structural limitations 
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given to it by human finitude and dependence on biological, material and social 
conditions, lack of information for reasoning etc.” [51]. In the clinical context, the 
principle of self-determination should therefore be thought of as “a capacity that 
requires reasoning through complex sets of circumstances to reach the most appro-
priate autonomous decision” [52]. In other words, it is a question of considering 
autonomy within a real, concrete, lived process, in which the patient is supported in 
revealing his own reference values and in reaching decisions capable of reflecting 
his own concept of quality of life. Making precisely this assumption, Italian law is 
based on vulnerability as “object of a moral principle requiring care for the vulner-
able. The vulnerable are those whose autonomy or dignity or integrity are capable 
of being threatened” [51]. In clinical practice it means introducing a model of care 
where the people involved collaborate with each other in clarifying and co- 
constructing the meaning of what is happening [52].

On this basis, article 5 of L.219 [49] dedicated to the definition of advance care 
planning as a decisive tool to pursue the aim of taking seriously the rights of the 
most vulnerable people. Advance care planning is carried out “in the relationship 
between patient and doctor” and “with respect to the evolution of the consequences 
of a chronic and disabling pathology or one characterized by unstoppable evolution 
with an inauspicious prognosis.” What is described in the ACP is binding, as “the 
doctor and the healthcare team are obliged to comply if the patient is unable to give 
consent or is incapacitated”. It also presupposes that the patient (or the person indi-
cated by him/her) receives adequate information “on the possible evolution of the 
pathology in progress, on what the patient can realistically expect in terms of quality 
of life, on the clinical possibilities of intervention and on palliative care” but differ-
ent from the advance directives (AD) [53]; through the CPC the patient not only 
leaves his or her own consent with respect to what the doctor proposes with respect 
to possible treatments but also and above all “his or her own intentions for the 
future, including the possible indication of a trustee,” where the reference to inten-
tions means a very broad spectrum of concepts, including the concept of quality of 
life, autonomy, health and well-being, dignity, and so on. By focusing on the 
patient’s meanings, the CCP serves to adapt (and orient) the course of treatment 
with respect to those meanings and to his needs and wishes if he is no longer able to 
identify them in the future due to the evolution of the disease [54]. In other words, 
the ACP “enables individuals who have the decisional capacity to identify their 
values, to reflect upon the meanings and consequences of serious illness scenarios, 
to define goals and preferences for future medical treatment and care, and to discuss 
these with family and health-care providers.” ACP addresses individuals’ concerns 
across the physical, psychological, social, and spiritual domains. It encourages indi-
viduals to identify a personal representative and to record and regularly review any 
preferences, so that their preferences can be taken into account should they, at some 
point, be unable to make their own decisions [55].

Although it is now widely adopted as a tool to enforce patients’ rights in situa-
tions of future and/or possible unconsciousness and/or incompetence, gray areas 
remain in the use of CCP.  Among these, the most significant concerns the 
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identification of the “right moment” in which to start planning, a question closely 
linked to the physician’s ability to involve his patient as soon as possible in the 
decision- making process. Early and early recognition of the pathology and a solid 
communication competence on the part of the professional to also manage the emo-
tional burden connected to the diagnosis of the disease play a fundamental role at 
this juncture. The clear and comprehensible communication of the diagnosis 
becomes a fundamental and delicate moment for the physician who finds himself 
caught between the professional duty to inform the patient and a moral feeling that 
pushes him to have an eye on the often devastating effects that that communication 
brings with it, an approach that often leads to paternalistic attitudes [56]. On the 
other hand, there is also a lack of training on the part of professionals not only on 
the contents of a fundamental law such as L.219/17, but also on the specific methods 
and skills needed to build a path of this kind with their patients. Given the delicacy 
of the issues at stake, in fact, not only communicative skills are needed, but also 
other skills, cultural, spiritual, and ethical, to know how to manage the meanings at 
stake in the most competent way possible.

However, given the exponential increase in chronic and degenerative patholo-
gies, the challenge of the near future is to guarantee individualized and attentive 
accompaniment to the personal dimension of each one, combining it with ethically 
and clinically correct choices, with an optimal care integration and with criteria of 
economic sustainability, so that “the terminal phase of life can be perceived by all 
as a further and last occasion of meaningful existential experience and not as a silent 
and distressing wait for death” [57].

The bioethical reflection on Italian legislation that we have taken as an example, 
since it is particularly adherent to the demands of the Oviedo Convention and the 
Barcelona Convention, shows how the path that integrates the principles of the pal-
liative model with that of self-determination in respect of human rights is the basis 
of an essential discourse for the work of family doctors and nurses who collaborate 
with them.

25.6  Conclusions

The relationship between palliative care and early care plans is a constant challenge 
for health practitioners because the different expressions of disease and aging make 
it very difficult to predict the course of decline. Since death is the most terrifying 
thought, it is inevitable that patients will try to keep the thought of the end far away. 
This fear makes it very difficult to manage the decision-making process, especially 
after the communication of the unfortunate diagnosis or critical events that signal 
the inevitable terminal path. Since historically we have come to the social aware-
ness that it is necessary for individuals to prepare themselves responsibly to manage 
the last tract of life, they must be given the opportunity to talk about it with profes-
sionals they trust. The general practitioner is this figure, because he/she is the one 
who knows the patient’s history and has developed a long relationship with him.
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Abstract

Outcomes, guidelines, and clinical trials are at the forefront of the current medi-
cal training. However, we observe well-trained technological physicians with a 
reduced humanistic perspective which leads to attitudes that lack ethics and pro-
fessionalism. There is a growing concern about the human dimension of the 
future physician and how it can be taught or reinforced in the educational envi-
ronment allowing to integrate technical science with the humanism that medical 
practice requires.

Although human suffering and death are a constant presence in medical prac-
tice, it is quite common to observe healthcare professionals having difficulties to 
deal with this subject. A training that goes beyond technique is needed, on know 
how to face death professionally. It takes attitudes, values, how to deal with the 
meaning of life, understanding the vital moment, as well as modern techniques, 
procedures, and resources for the proper performance of this function. Palliative 
medicine is the modern approach to managing human finitude, and it should be 
incorporated into medical education. Family doctors, as specialists in people, 
have deserved participation in palliative training, because of their focus on con-
tinuity of care, prevention, and family study. Narratives in the suffering context 
led trainees to recognize how doctors can create and make the entire difference, 
and they learn that there is always something to do.

Empathy has a broad and varied spectrum and has two main attributes: emo-
tional and cognitive. A prerequisite for developing both affective and cognitive 
empathy is that an individual should not be overly preoccupied with himself and 
his own concerns, because the willingness to help the other person decreases. 
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Empathy could bridge the gap between patient-centered medicine and evidence- 
based medicine. Role modeling and caring carefully for the emotional dimension 
of medical students are possible resources for preventing the erosion of empathy.

Humanities and arts help in building a humanistic perspective of doctoring 
because they enable doctors to understand patients in their whole context. The 
inclusion of humanities in the curriculum occasions deep rethinking of what it 
means to be sick and what it means to take care of the sick. They also portray a 
tremendous spectrum of attitudes required for building ethics and professional-
ism, and they illustrate complex moral choices and stimulate comments and 
reflection.

Because usually feelings arise before concepts in the learners, the affective 
path is a critical way to the rational process of learning. Medical educators need 
to recognize that learners are immersed in a popular culture largely framed 
through emotions and images. Life stories and narratives enhance emotions and 
therefore lay the foundation for conveying concepts. Cinema is useful in teach-
ing the human dimension of medicine. Movies provide a quick and direct teach-
ing scenario in which specific scenes point out important issues, emotions are 
presented in accessible ways where they are easy to identify, and students are 
able to understand and recognize them immediately. The purpose of the film 
methodology is not only to evoke emotions but to help the audience reflect on 
these emotions and figure out how to translate what they learn into attitudes and 
actions. Reflection is the necessary bridge to move from emotions to behavior. 
Our experience affirms the effectiveness of using the movie clip methodology 
because of their brevity, rapidity, and emotional intensity. Bringing clips from 
different movies, to illustrate or intensify a particular point, fits well with this 
modern living state. By allowing reflections on emotions, participants in these 
sessions can learn to develop their reflective abilities and attitudes. These skills 
and attitudes, in turn, can help create more humanistic, and presumably more 
ethical, physicians.

Keywords

Medical humanism · Empathy · Palliative care · Narrative medicine · Cinema 
education · Humanities

26.1  Technology and Humanism: Finding a New Balance

We live in an era where outcomes, guidelines, and clinical trials are at the forefront 
of medical training. We observe well-trained technological physicians with a 
reduced humanistic perspective which leads to attitudes that lack ethics and profes-
sionalism. Maybe this is because objective knowledge is considered scientific and 
valuable, whereas subjective information is thought to be “soft” and second-rate. 
For the relief of suffering, that conflict is not only false but an impediment [1].
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Doctors exist to care for patients. Nevertheless, the frequent dissatisfaction of 
patients points more to the human deficiencies of medical professionals than to their 
technical shortcomings. Complexity comes mostly from patients, not from diseases. 
While technical knowledge helps in solving disease-based problems, the patient 
affected by these diseases remains a real challenge for the practicing doctor.

There is a growing concern about the human dimension of the future physician 
and how it can be taught or reinforced in the educational environment [2]. Emerging 
technology tends to monopolize students’ attention and learning efforts, often at the 
expense of other important aspects of medicine. In addition, medical students are, in 
general, young people who are learning to be physicians at the same time as they are 
developing their adult personas. Medical educators must recognize this and provide 
ways for students to reflect on general subjects related to culture and the humanities 
from the medical perspective. Although technical knowledge and skills can be 
acquired through training with a little reflective process, it is impossible to refine 
attitudes, acquire virtues, and incorporate values without reflection.

Researchers on this subject [3] comment on the balance that always existed in 
medicine, between the two inseparable facets that compose it: medicine as science 
and medicine as an art. The vertiginous scientific advances would require, to main-
tain that balance, an extension of the scope of humanism, that is, a humanism at the 
height of scientific progress. And it would be this expansion of humanism, adapted 
to the current days, in a modern version.

When this humanist update is missing, it falls into a disproportion that is reflected 
in technically trained professions but with serious human deficiencies. Deformed 
professionals, with hypertrophy, without balance, who naturally do not conquer the 
confidence of the patient who expects a balanced doctor. It would be, therefore, a 
function of the university and the academic institutions, to expand the humanist 
concept in modern molds, without the aroma of mothballs, knowing how to open 
horizons and new perspectives. For achieving this goal, methodology, systematics, 
and relearning to do things are required; specially when these things are too many, 
wrapped in high technology, and commanded by the scientific progress that advances 
for seconds [4].

The French thinker Gustave Thibon [5] brings together in a volume a set of 
essays, to which he gives the title “Balance and Harmony.” The balance is the com-
position of opposing forces, compromise solution, resulting from vectors that can-
cel each other out. Harmony is the perfect fit of the parts into a whole, so that they 
collaborate for the same purpose. And, quoting Victor Hugo, he comments: “Above 
balance is harmony, above the balance is the harp.”

When we look at the actions that seek to humanization—without achieving it—
we realize that the mistake is, perhaps, in seeking balance and not harmony. The 
balance assumes that the forces are antagonistic and that modern science supported 
by evidence has to be seasoned with humanitarian attitudes, for example, hearing 
the patient’s history with love and feeling compassion. We recognize that this is 
already an enormous progress and an advance on what, unfortunately, we contem-
plate daily, where the patient is a mere adjuvant that often disturbs the doctor’s 
practicing. But that balance is insufficient; it lacks consistency. They are still two 
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attitudes that do not mix, like water and oil: the clear water of the evidence, and the 
comforting oil. But each of them with its own density and applied each to its time 
and in its moment. This “medical performance schizophrenia” is unsustainable in 
itself, it lasts for a short time, and when the doctor gets tired, he will pay attention 
to one to the detriment of the other.

Medical science, cutting edge medicine, demands a new humanism [6]. A posi-
tion that knows how to place liver function and neurological sequelae in the same 
reasoning, with the meaning of life, transaminases and albumin combined with 
humiliation, suffering, and loss. A science that is art and therefore manages to place 
in the same equation dimensions so different that apparently do not mix. In truth, 
they are completely mixed in life: prothrombin and discouragement, neurotransmit-
ters and tiredness of living, and hepatocytes and indignation.

This seems to be the time to invoke the construction of harmony, and know 
how to play, with different strings to get the perfect chord. Balance is to assume a 
monotonic composition, science, art, a bit of albumin, and measured doses of 
affection. Harmony is to put each competence in its place and have the soul of an 
artist to know how to play in the harp of life—of that person who is unique—the 
strings of different shades. These are the chords that allow the doctor to travel the 
path between the sick person and the meaning that the disease has for the patient, 
which is way of being in life. A way of life that has its own language and must 
find, in the sensitive physician, the receiver necessary to properly decode the 
meanings. This implies for the doctor to have an attitude of active anthropology: 
humanism and anthropology are possibilities of his self-demand, challenges to his 
rational thought, levels of knowledge in style, and ascending aspiration of non-
conformity [7].

Humanism is thus a source of knowledge that the doctor uses for his profession 
[8]. Knowledge as important as those acquired by other paths that help you in the 
desire to take care of the human being who is sick. Humanism in medicine is not a 
temperamental question, an individual taste, not even an interesting complement. 
All that would lead to place “humanist attitudes” on the scale, to compensate for the 
excesses of science. Humanism as harmony, as musical virtuosity, is, for the doctor, 
a true work tool, not a cultural appendix. It is a scientific attitude, weighing the 
result of a conscious effort of learning and methodology [9, 10].

The doctor’s inspiration will often come from the cord of compassion that 
vibrates easily in a heart willing to help. That will be the note that will give the 
tonality for the further development of its performance, for the harmonic chords of 
clinical reasoning. Gregorio Marañón, a humanist doctor and a profound connois-
seur of this harmonic symbiosis, warns: “The doctor, whose humanity must always 
be alert within the scientific spirit, must first count on individual pain; and although 
he is full of enthusiasm for science, he must be willing to adopt the paradoxical 
position of defending the individual, whose health is entrusted to him, against his 
own scientific progress” [11].

In this context, the narratives and life stories, now complete and harmonious—
transaminases and distresses, albumin, and heartbreak—have their true space and 
function: to approach the human being who suffers and awaits our care. Once more 
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Marañón gives us a reflection in perfect chord: “On several occasions I noted to 
those who work by my side, that a pure diagnostic system, deduced exclusively 
from analytical data, dehumanized, independent of the direct and endearing obser-
vation of the patient, it implies the fundamental error of forgetting the personality, 
which is so important in the etiologies and to stipulate the prognosis of the patient 
and teach us doctors what we can do to alleviate their sufferings” [11]. We know 
well from our own experience how difficult this harmony of action is: how to govern 
technique and humanism with expertise so we can offer a true symphony of health 
care [6].

The first step that the doctor must take if he wants to humanize medicine is 
admitting that he must humanize himself first. And for this, he cannot give up his 
efforts to reflect, to look for solutions, and to find resources that allow him to inte-
grate technical science—which grows every second—with the humanism that med-
ical practice requires [12].

Hans Jonas, with his ethics of responsibility [13], points out that what distin-
guishes human beings from animals is a tripod constituted by the tool, the image, 
and the tumulus. The tool is the technique, and in this there is no doubt that we 
distinguish ourselves from animals, because when we are born, we quickly incorpo-
rate all the techniques accumulated in the history that precedes us. Animals lack a 
scientific heritage, and each one has to be built from scratch, without taking advan-
tage of the experiences of the ancestors of their species. We can evoke Ortega [14] 
when he says that the current tiger is the same tiger of thousands of years ago and 
that only the human being is born on a history that precedes him, a history that sets 
together the technique and the corresponding progress.

The second element that distinguishes us from animals is the image, which 
includes the ability that mankind has to represent reality through art. Art and 
humanities are ways to better know the reality in which the human being is immersed 
and to know himself, in his bodily and spiritual dimension. Finally, the third leg of 
the tripod is represented by the tumulus. Only the human being has an awareness of 
transcendence, and the representation of death is what puts him in contact with a 
dimension that extends beyond his own being.

It is not difficult to conclude that if, as far as technique and progress are con-
cerned, being noticeable the distance between mankind and animals, the other two 
elements of the tripod have been atrophied; and if not for that reason we necessarily 
become animalized; there is no doubt that the human equilibrium presents itself 
with dangerous instability. The man—the doctor, in the case at hand—stops fre-
quenting the arts and humanities and deprives himself of ways of knowing the world 
and loses the ability to admire and feel that most of the phenomena that surround 
him are independent of him. And, not least, he loses the sense of transcendence, the 
spiritual dimension, the sense of eternity, and the duration of time around him and 
his own. The consequences are alarming, because of not frequenting “the tumulus, 
door of transcendence,” it becomes difficult to maintain the sense of mission, and 
the need to feel useful in this world, as part of the happiness we pursue. This reflec-
tion opens the way to the next point: the necessary contingency of the human being, 
surrounded by suffering and death.
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26.2  Regarding Suffering and Death: Are We Educating 
Doctors for Immortal Patients?

Human suffering and death are a constant presence in medical practice. However, it 
is quite common to observe healthcare professionals having difficulties to deal with 
this subject. Death is a phenomenon that disrupts medical practice. However, it 
can’t be seen just as an unhappy event that keeps doctors from having a good per-
formance [15]. Doctors commonly forget that death is a real possibility and usually 
consider it a failure. We can observe physicians that, although able to use high-level 
technology, do not feel comfortable in dealing with incurable patients, in which the 
scientific knowledge does not work and their technical skills are not enough. As a 
result of our predominant model of teaching and practice of medicine, the idea that 
there is nothing to do for terminal patients can be deeply rooted in some medical 
students and doctors. Nevertheless, clinical experience with such patients is essen-
tial in medical education because doctors will commonly face this situation in their 
activities [16].

While we ask ourselves why this happens in medical education, the reflection 
raises a paradoxical theme: will we be training future doctors to take care of immor-
tal patients, in which the possibility of suffering and death are contradictions that 
are not considered?

This paradox leads us to the classical aphorism that represents the doctor’s 
mission. “Heal a few times, relieve often, always comfort,” a famous statement, 
repeated countless times and credited to professors, leading exponents of medi-
cine, and even Hippocrates himself. However, it is reasonable to think that the 
father of medicine would not have simplified the function of the physician, much 
less spelled out the known postulate in that order. In ancient Greece there was 
little that could be healed and much that could be relieved with comfort. I like to 
imagine that Hippocrates would have formulated the aphorism in reverse order: 
always comforting, relieving when it is possible, and sometimes—very few—pro-
vide the cure, a more Copernican than Hippocratic turn that sheds light on these 
considerations.

Of course, people keep dying. This is the destiny of the human being. However, 
technical progress inevitably makes us think that we have gained ground in the fight 
against death. In fact, it is true. We won more battles, we postponed the invasion, but 
in the end, we will always lose the war. It’s a matter of time. After all, who is the 
doctor to whom patients do not die? Death is the only certain thing about human 
happening, and the doctor is in the way of this obligatory exit. All his skill will be 
in knowing how to “dilute his technique” in a humanitarian vehicle so that every-
one—patient, family, and himself—can digest, with meaning and transcendence, 
the natural contingency of life, for which the more accurate science will always be 
insufficient [15].

Let’s return to our aphorism. What can one expect when the doctor’s recom-
mended order is to heal, relieve, and ultimately comfort? It is logical to think that I 
am moving from the most important to the least, to the detail. When I can’t heal, I 
must relieve. And when I can’t even relieve, I have just to provide comfort. 

P. G. Blasco et al.



427

Proceeding in this sequence inevitably presents relief and comfort as a consolation 
prize (to the doctor) that has come across an incurable, painful, terminal illness.

The basic mistake is not to contemplate the epidemiology (incidence, preva-
lence) of these terms. While comfort is something that should always be done, due 
to the very high prevalence, healing has a much lower prevalence. It would be logi-
cal then that the process of medical practice contemplates this proportion to produce 
better doctors. Doctors who always know how to comfort—because they have 
learned that this comes first—and depending on the case and the illnesses they face, 
also know how to cure when it is possible. That is to say, since healing is not so 
frequent and life is inexorably moving to its end, it would be necessary to demand 
from the doctor the other skills, which are much more frequently used. A doctor 
who does not know how to comfort or relieve cannot be credited as such, should not 
have a medical degree, or cannot be able to act professionally. In short, the order in 
which the factors are taught does alter the final product [17].

A recent work [18] explains these shortcomings in the education of medical stu-
dents and, consequently, of the doctors who enter the labor market. The author, a 
renowned surgeon, talks about the misunderstanding of the medical student who 
joins college wanting to take care and over time forgets the patients because he is 
too busy with medicine. Gawande explains the reasons for the distraction: “What 
concerned us was knowledge. Although we knew how to show compassion, we 
could not be sure that we would be able to properly diagnose and treat our future 
patients. We paid college tuition to learn about the body’s internal processes, the 
complex mechanisms of its pathologies, and the wide range of discoveries and tech-
nologies accumulated throughout history to prevent them. We had no idea we 
needed to think more than that. (…). Be helpful to others, but also technically com-
petent and able to solve intricate problems. Competence brings us security, a sense 
of identity. I dedicate myself to a profession whose success is based on its ability to 
fix. If your problem can be fixed, we know exactly what to do. But what if you 
can’t? The fact that we do not have adequate answers to this question is disturbing 
and causes insensitivity, inhumanity and great suffering.”

Medicine is not an exact science and necessarily has flaws that can only be 
repaired with love and dedication. When this is not understood, when a doctor pres-
ents medicine in its technological fantasy as an exact science, it must also pay the 
consequences of failure. In the case of an engineer, a bridge he builds will not fall 
(unless earthquakes or unforeseen occur) if his calculations are accurate, and such 
accuracy is not difficult to achieve. If the doctor wants to present himself as a tech-
nician, such as a people mechanic, he must accept the punishment if he does not 
make the right calculations to “fix the damage.”

Medical error is above all a shortcoming in the humanistic field. What protects 
the doctor is the patient’s confidence; but the patient loses it when the professional 
appears as a brilliant technician but unable to approach the patient and tune with his 
affection. When the patient notices that the doctor lacks the human dimension and 
presents himself as an expert concerned solely with repairing the malfunctions, he 
will ask for satisfaction and demand compensation if the practitioner cannot keep 
his promises. When we explore the patient’s complaints about the doctor’s attention, 
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we always find insufficiency in the affective ground. We then found that all that 
“medical error” started because “the doctor didn’t even examine me” or “the doctor 
didn’t explain anything about what could happen” and “didn’t pay attention to what 
I was talking about.” The blow that is accused is always in the soul, not the technical 
deficiency: this comes later, to embody the process. It is worth recalling an example 
cited by Mendel in his classic book, Proper Doctoring: “The patient may stop tak-
ing a medication because he realizes that it is bad for him. We must take into account 
these intuitions of the sick. The doctor who is not humble and does not pay attention 
to patients is the best candidate for a lawsuit.” [19]

In a correct synthesis, Marañón [20] clarifies the theme further: “The sin of doc-
tors in recent years has been to abdicate all that our mission had of fullness, gener-
osity, and priesthood—to use a commonplace—and try to convert it in a scientific 
profession, that is, as exact as that of the engineer or the architect. […]. In the end, 
everything will turn against the doctor himself, because, even if he wants to, his sci-
ence will be embryonic, full of gaps and inaccurate aspects. These flaws can only be 
filled by love. Its exclusively scientific prestige will inevitably be subject to serious 
and continuous breakdowns. And that is why the doctor will be deprived of the cor-
dial respect of his patients and of society itself, who will not accept his mistake 
generously but will peek at his flaws, pursuing him wherever he is.”

A training that goes beyond technique is needed, to know how to face death pro-
fessionally. It takes attitudes, values, how to deal with the meaning of life, under-
standing the vital moment, as well as modern techniques, procedures, and resources 
for the proper performance of this function. The physician must have a “healthy 
nonconformity” with the technique, an attitude that pushes him to seek, in his train-
ing and professional practice, other dimensions that will be essential to face situa-
tions that are beyond technical boundaries. This is how the structure of the 
professional, technical, and humanist is built at the same time, capable of taking on 
these challenges.

Death management is a technical function of the physician to prepare for and the 
wrong order in which the factors of the aphorism previously mentioned are usually 
presented does not help. This is a peculiar technique as it should not modify the final 
outcome of the intervention. It does change the process of how the situation evolves. 
In other words: everyone will die someday; the difference is in the way they die. 
Then comes the technical, managerial function of the doctor [21].

Death management always means asking yourself what is best for the patient 
before taking “usual” measures such as unnecessary hospitalizations, ICU transfers, 
obstinate, and naturally ineffective therapies when the dying process occurs. Ask 
yourself, before taking it, what I expect from this measure, this prescription. And, in 
dialogue with the family, make the decision personally, without dividing responsi-
bilities, assuming the conduct with professional character. Managing death implies 
the simultaneous care of the patient and the family. The family raises questions that 
are “of little technical character” but of vital importance. They want to know, for 
example, if the patient is suffering and if anything else can be done. And they always 
require explanations of what is happening.
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The physician cannot get tired of repeating the explanations knowing that it takes 
time for the family to digest the situation [22]. The doctor’s words are a resource 
that facilitates this process of adaptation, and he cannot spare them. It is not a ques-
tion of explaining a pathophysiological problem but of making a vital understand-
ing, with all the burden of normal feelings in the situation, which is happening to the 
dying relative. It takes time and patience. Letting the family participate in the pro-
cess of dying with the patient eliminates many doubts and burdens of conscience a 
posteriori. When the family is participating, seeing, and touching the patient, one 
does not wonder after he passed away if he could have done anything more for him, 
as they experienced the whole evolution. Consider here a reflection on the unneces-
sary distance from the family in ICUs, limited visits, and all this universe that 
deserves a particular approach.

Patients know more than the doctor thinks they know. It is an added sense of 
vital realism that the condition of dying gives them. That’s why you expect from 
the doctor realism, comfort, and professional support. Both the patient and the 
doctor are harmed by their attitude that they “give up” because it is a “terminal 
case,” as well as the one who intends to deceive the patient as if nothing serious 
was happening. The physician requires a thoughtful, realistic attitude, imbued 
with the virtue of prudence in true paradoxical balancing. And, considering that, 
be active, participate in the process. That is why it is worth remembering the 
words of a humanistic doctor, an expert in ethical questions: “A truly dignified 
death is not only the absence of external tribulation. Dignity in the face of death 
is not conferred by something external but arises from the greatness of mood 
with which one faces this unique situation. Therefore, to die with dignity means 
not just being patient, but being an agent. Be active, participate in the pro-
cess” [23].

It is not superfluous to warn that, curiously, those who technically try all the 
resources to prolong life, “even against common sense,” are the first to give up the 
patient when he/she goes into terminal phase and “refer the case to someone else.” 
It is increasingly rare to see “super specialists” with the dying patient when there are 
no more therapeutic resources to employ. This attitude can be justified by feeling a 
certain discomfort of “not doing anything for the patient,” which is not true. In fact, 
with their presence the doctors are doing a lot. It turns out that simply doing some-
thing that, while not being quantifiable, seems not to be useful. This is logical, as the 
utility was wrongly evaluated with purely technical parameters. The fact that this 
attitude cannot be measured in milligrams and therapeutic doses does not speak 
against the importance of it. A mother’s love for her sick child cannot be represented 
in therapeutic dosages, but its efficacy is undeniable. The doctor should be there 
with love, but as a doctor—not like the mother—and here is the key to his 
professionalism.

To perform this function professionally requires realism and competence: com-
petence to eliminate pain, control symptoms, and offer a quality of life. These are 
the elements that introduce us to palliative medicine, a modern approach to 
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managing human finitude, which presents itself as the best antidote to the easy and 
unethical solution of euthanasia. When a patient who suffers says, “Doctor, I don’t 
want to live,” he is basically saying, “Doctor, I don’t want to live this way.”

26.3  Palliative Care: A Humanistic Approach 
to Human Contingency

Palliative medicine is the study and management of patients with illness in which 
cure is no longer possible and an end point of death is expected within a finite period 
of time. The focus is on the control of symptoms and maximizing patient’ self- 
defined quality of life [24, 25].

The complex goal of relief suffering can’t be one-dimensional but must include 
the four human dimensions of human experience: physical (pain, dyspnea, cough, 
constipation, delirium), emotional (anxiety, depression, grief), social (financial con-
cerns, unfinished business), and spiritual (guilt, sadness, worthlessness). To provide 
this complete assistance, palliative care is usually made by an interdisciplinary 
team [24].

According to World Health Organization, palliative care is an approach that 
improves the quality of life of patients and their families facing the problem 
associated with life-threatening illness, through the prevention and relief of 
suffering by means of early identification and impeccable assessment and 
treatment of pain and other problems, physical, psychosocial, and spiritual. 
Palliative care provides relief from pain and other distressing symptoms; 
affirms life and regards dying as a normal process; intends neither to hasten or 
postpone death; integrates the psychological and spiritual aspects of patient 
care; offers a support system to help patients live as actively as possible until 
death; offers a support system to help the family cope during the patient’s ill-
ness and in their own bereavement; uses a team approach to address the needs 
of patients and their families, including bereavement counseling, if indicated; 
will enhance the quality of life and may also positively influence the course of 
illness; is applicable early in the course of illness, in conjunction with other 
therapies that are intended to prolong life, such as chemotherapy or radiation 
therapy; and includes those investigations needed to better understand and 
manage distressing clinical complications [26].

The evidence shows that the lack of palliative care training can be negative to 
doctors and patients. Medical educators agree about the need of teaching such a 
discipline, which has been introduced in some medical schools’ curricula around 
the world. In the USA a survey had demonstrated that most medical schools do not 
provide palliative care knowledge during graduation. The researchers suggested the 
implementation of a palliative guideline in the medical curriculum [27]. In our 
country, Brazil, palliative care is an “emergent specialty,” that is performed by clini-
cians, a few oncologists, or family doctors. We believe that, because of the inherent 
characteristics of family medicine, the training of residents of this specialty in pal-
liative care is indispensable [28].
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Experts agree that experientially based and developmentally appropriate ethics 
education is needed during medical training to prepare medical students to provide 
excellent end-of-life care [29].

Because many doctors did not receive any kind of formal training in communi-
cating skills and palliative care, they are not able, for example, to give bad news 
properly. Medical students don’t learn anything about how to deal with the feelings 
that emerged in such a context. On the contrary, they are told to keep distance from 
the patient and relatives, never touch or kiss them, not sit on their beds, and just use 
technical gesture [30]. Realizing that such attitude does not work, the trainees 
became receptive to the new approaches they were presented to and could, day by 
day, learn to face death, pain, and suffering as naturally as possible, as events related 
to human life, but without losing a respectful attitude.

The medical educators noted a necessity or the importance to teach palliative 
care and are trying to improve this in medical school. There are evidences showing 
that the lack of palliative care training can be negative to doctors and patients. For 
example, an ineffective doctor-patient communication can affect the patient’s satis-
faction [27]. The barriers for an adequate care are from three types: no specific 
training, personal attitudes against death, and political disinterest [31].

26.3.1  Family Doctors and Life Stories in Palliative Care: 
A Successful Educational Scenario

The reason to have a family doctor in a palliative care service becomes clear if we 
understand the principles of family medicine that is a specialty focused on the per-
son. The field of action of family medicine is primary care, medical education, and 
leadership. The family doctor is a specialist in people [32]. Family medicine partici-
pation in palliative care occurs because both specialties focus on continuity of care, 
prevention, and family study. Family medicine’s philosophy promotes doctors that 
have the objective to improve health and quality of life. The doctor-patient relation-
ship doesn’t end with some incurable and death disease, even with the patient’s 
death, because the relationship with the family goes on after that [31].

Medical students and residents usually do not learn how to deal with the feelings 
that emerge when caring for dying patients. On the contrary, they are more likely to 
be told to keep a certain distance from the patient and their relatives [33]. Realizing 
that this kind of attitude is harmful, the trainees are usually receptive to new 
approaches.

A lived experience in a didactic palliative care ambulatory clinic (PCAC) 
addressed to medical students and residents showed us that such a clinical setting 
can provide a unique training apprenticeship. The teaching involved specific issues 
like controlling pain symptoms but went beyond to include the more subtle aspects 
of caring for dying patients. Residents and students could learn that family physi-
cians need skills in palliative care since they frequently encounter dying patients. 
They realized that family members play an important role in a patient’s end-of-life 
period and must also receive support. They could learn to face death, pain, and 
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suffering as naturally as possible as events that are part of human life but without 
losing a respectful attitude.

The young doctors usually started the training in the PCAC in a fearful way, feel-
ing that there was nothing to do in the situations they are about to face. Nevertheless, 
their evolution in such scenery was surprising. The PCAC promoted a very special 
apprenticeship and brought deep and wide insights for SOBRAMFA’s educational 
projects. Such an apprenticeship could be also extended to other settings of practice 
and improved the student’s and resident’s performance in circumstances not so 
complex. The learning was related to technical issues like the control of symptoms 
but went far beyond. This included being attentive to the subtle aspects involved in 
patients’ care. Residents learned that, concerning family doctors, to get skills related 
to palliative care is a very important task since they frequently must face patients in 
such conditions. They developed discernment for recognizing the proper moment to 
send terminal patients to hospital or hospice and could realize that family members 
play an important role in patient’s end-of-life period and must receive the proper 
support in order to help them effectively [34].

It was evident that the outcomes outlined here, in some way, were a consequence 
of the application of a narrative approach at the PCAC. Beyond the technical and 
pharmacological support offered to patients, the application of narrative as a thera-
peutic and didactical tool is one of the resources explored. A text recommended for 
reading was considered fundamental and clarifying—“Just Listening: Narrative and 
Deep” Illness by Arthur Frank. In this article, the author teaches us that by listening 
to terminal patients with empathy and compassion, we can make them feel they are 
not alone, a frequent sentiment they experience, which allows them to transform 
their chaos stories into quest stories, in which their illness becomes a teaching con-
dition for all involved in the situation. For him, quest stories are stories of transcen-
dence. When terminal patients find an attentive listener and a compassionate 
witness, they have the opportunity to organize the chaos produced in their lives by 
the illness and to find a meaning that allows them to accept life unconditionally. At 
the first readings of the mentioned article, some of the trainees manifested an appar-
ent doubt and thought that those conceptions could not be effective in real life. But, 
in the course of time, they could realize that Frank’s ideas are actually applicable in 
palliative care. And, for them, the author became very appreciated, a model to be 
followed [35].

For all participants in that scenario of practice, it was difficult to deal with so 
many emerging chaos stories, exactly the ones that the doctors would like to ignore, 
because such stories make them feel a sensation of incapacity and emphasize the 
questions that have no answer. After such experiences, the students and doctors 
often need to share narratives and to tell their own stories in order to transcend chaos 
into quests of their own. After a discussion related to the technical aspects of con-
sultations, the activities in the clinic were closed with an exercise of reflective writ-
ing. Such exercise was effective in promoting reflection and an excellent tool for 
dealing with chaos stories [36]. The reflective writing [37]—an element of narrative 
methodology—played a key role in promoting reflection and demonstrated to be an 
excellent instrument for helping trainees to deal with pain, suffering, and death. 
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Nowadays, more and more authors agree that the use of talking and writing in prose 
or poetry to express feelings that one has difficulty to deal with has a healing effect 
[38, 39], which is entirely consistent with our practice in palliative care clinic.

This approach has motivated the creation of many stories during the 3 years of 
palliative care ambulatory’ activities, stories told, written and rewritten by patients, 
students, patients’ family members, doctors, and residents. The feelings, interpreta-
tion, and points of view of each involved in a story certainly influence the way he/
she will present it. The different people involved in a given story experienced it 
according to their own perspectives and interpretations. The same situation can 
acquire unexpected meanings for each one of us and usually provides unbelievable 
lessons of life. When health professionals listen to their patients with empathy and 
compassion, they participate in the creation of a new script in which one can detect 
elements of overcoming and transcendence demonstrating that the course of the 
story was changed. Even though the end of a palliative care story is immutable—the 
inexorable death—it can be written in diverse ways. Certainly, the drift of the 
changes can depend on the way the patient-doctor and family-doctor relationships 
are constructed. And a great apprenticeship was that when there is apparently noth-
ing to do, one can still listen [36].

Narratives in the suffering context led trainees to recognize little facts and 
changes and how doctors can create and make the entire difference. And first of all, 
they need to learn that there is always something to do. Doctors can help their 
patients with their technical knowledge and experiences. But we can do more, being 
really present and interested in patients; use our honesty, humility, and compassion; 
listen with attention; and fight for our patients; they know how to utilize our 
help [40].

The objectives of providing skills for an initial approach to terminal patients and 
families, promoting reflection about difficult themes, and breaking blockages that 
prevent students to deal properly with terminal patients were fulfilled. Trainees 
could learn that when doctors act with goodwill, humility, compassion, and honesty, 
patients and their families always benefit. The medical educators noted the need to 
foster reflection among young doctors, and this could be done through narratives, 
especially in a palliative care setting since the lack of palliative care training can be 
negative to doctors and patients [41]. The technical knowledge provided in pallia-
tive care ambulatory clinic allied to the creation of an ambiance propitious to reflec-
tion made it, in an educational way, a unique setting to a continuum learning that is 
essential for family doctors’ schooling.

The proper management of terminal outpatients in a holistic way; the abolition 
of the idea that palliation is not a failure of treatment and an uninteresting demand; 
the understanding that when prolonging life and healing patients with interventional 
approaches is no longer indicated and palliation is the only possible conduct, to 
work under such a perspective is a very significant objective; and the apprenticeship 
that, concerning terminal patients and their families, there is always something to do 
are the lessons that all participants in this didactic life experience will take to live. 
It is important to remember that for us, SOBRAMFA’s doctors who supervised the 
activity, the learning was also enormous. And over the years, we could get many 
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teachings about life, death, pain, suffering, transcendence, empathy, compassion, 
friendship, peace, and liberation which inspire us still today in the practice and 
teaching scenarios of palliative care in which we work today. And it is necessary to 
emphasize that, over the years, we have been able to incorporate many teachings 
about life, death, pain, suffering, transcendence, empathy, compassion, friendship, 
peace, and liberation, which still inspire us today in the scenarios of palliative care 
practice and teaching in which we act today.

26.4  Meeting Patients’ Needs Through Empathy: 
An Educational Challenge

Empathy, from the Greek empatheia, means understanding someone else’s feelings. 
In the English vocabulary, empathy was used initially to describe the observers’ 
feeling when interfacing with artistic expression. Afterwards, the term was related 
to understanding people, and in 1918, Southard incorporates the word empathy into 
the doctor-patient relationship, as a resource for facilitating diagnosis and therapeu-
tics [42]. Empathy has to do with deeply understanding the other and is a path to 
bridge scientific knowledge with compassion for better caring.

Empathy, one of the most studied humanistic attitudes today, is the cornerstone 
of ethical and humanized behavior and medical professionalism. Empathy has also 
been considered an essential element in any humanization strategy [43]. It is a per-
sonal quality necessary for understanding the inner experiences and feelings of 
patients. It represents the essence of the doctor-patient relationship. Developing 
meaningful interpersonal relationships between patients and physicians is important 
even for improving clinical outcomes [44].

Before entering into the concept of empathy in the context of the patient- 
physician relationship, it is worth pausing to understand the term from a philosophi-
cal point of view. In this field, we cannot fail to cite the work developed by Edith 
Stein (1891–1942), a philosopher who developed his doctoral thesis on empathy. 
Macintyre [45] in his book on the philosophical action of Edith Stein comments that 
an essential feature of empathic awareness is the awareness of the feelings of others. 
The relationship we have with the feelings of others is analogous to the relationship 
we have with our own past feelings. We may notice what the other is feeling, but we 
don’t have to feel the same as him/her. The same is true; when we remember our 
own feelings—even clearly—it does not mean that we will feel the same way we 
have in the past. A deep understanding, real understanding, no need to incorporate 
it. We can fully understand what we feel on one occasion, but we do not have to feel 
it equally at this time.

It takes caution to state that “I am putting myself in another’s shoes.” Yes, it is 
possible to do so but with our own patterns (our feelings, our reactivity, our under-
standing of vital reality, our own biographical history) and not his own, so that I 
cannot truly understand. It is not enough to put ourselves hypothetically in the oth-
er’s place and continue to be ourselves experiencing this place in which I place 
myself. One must also be detached from one’s own standards to arrive at empathic 
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knowledge. Regarding this perspective Stein reminds us that empathy is not simply 
intuition, but an attitude that requires reflection, to turn back and again on ourselves 
and others, a course that enriches one’s own and others’ knowledge. It is not a 
spasm of knowledge but something worked.

In the context of medical education, the concept of empathy has a broad and 
varied spectrum. Some authors consider empathy to be a predominantly cognitive 
quality: it would encompass the understanding of the patient’s experiences and con-
cerns combined with communication skills [46]. Irving and Dickson [47] define it 
as an attitude that contemplates behavioral ability along with the cognitive and 
affective dimension.

Most authors place empathy on the affective dimension, giving it the ability to 
experience the other person’s experiences and feelings. In this case it can be deduced 
that the ability to be empathic implies a spontaneous feeling of identification with 
the suffering person, a process in which emotion is involved.

The majority of the authors with an affective-oriented approach presuppose that, 
during the empathic event, there is something that can be characterized as a partial 
identification of the observer with the observed. This aspect also becomes clear 
especially in Carl Rogers’ definition, which describes empathy as being the ability 
“to sense the client’s private world as if it were your own, but without losing the ‘as 
if’ quality.” According to this definition, the differentiation between one’s own 
experience and the experience of another is the decisive criterion for defining effec-
tive empathy [48].

Other authors [49] stress the importance of making a distinction between sympa-
thy and empathy; in particular, arguing that such a distinction has significant impli-
cations for the relationship between patients and clinicians because joining with the 
patient’s emotions can impede clinical outcomes. Moreover, a clinician who is 
merely sympathetic in the clinical encounter can interfere with clinical objectivity 
and professional effectiveness. The sympathetic doctor cares about the quantity and 
intensity of the patient’s suffering, while the empathetic doctor cares about under-
standing the quality of the patient’s experience [46]. These authors’ general conclu-
sion is, therefore, that sympathy must be restrained in clinical situations, whereas 
empathy does not require a restrictive boundary [50].

In practice, separating emotional from cognitive attributes is very difficult. 
However, two conclusions might be drawn from our discussion of definitions and 
our questions regarding the right location (affective, cognitive, or both) in which 
empathy occurs.

First is that a prerequisite for both affective and cognitive empathy is that an 
individual should not be overly preoccupied with himself and his own concerns, 
because, if the experience is to a greater extent focused on the individual himself, 
then the willingness to help the other person decreases [51]. Only through self- 
awareness is it possible to see the behavior of the observed person as an expression 
of his emotional state and to make a mental distinction between oneself and the 
“other self.” The second conclusion is that empathy could bridge the provide gap 
between patient-centered medicine and evidence-based medicine, therefore repre-
senting a profound therapeutic potential.
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And here we come to the educational issue. Can empathy be taught? Is it possible 
to establish a learning process for empathy? The constant question is always if 
empathy can be taught [52, 53].

26.4.1  Teaching the Non-teachable Issues

A classic study published years ago comes to mind [54]. This study was mainly 
designed to help medical school admission committees to better select college stu-
dents for medical school. The authors of the study emphasized that it is probably 
more important to select college students who will be superior physicians than to 
select those who will be excellent medical students. Based on a previous publica-
tion, subjects were asked to rank order list of 87 characteristics of a superior physi-
cian considering the importance of each characteristic and how easily it could be 
taught. Those ratings were validated by high correlations across several subgroups. 
The importance and the teachability ratings were combined into a non-teachable 
important index (NTII) that provides a rank order of traits that are important but 
cannot be taught easily.

This study aimed to determinate the important qualities of a superior physician 
that cannot easily be taught in medical school or later training. The authors pro-
posed to select college students for medical school not only on the basis of aca-
demic achievements, but also on the basis of characteristics identifiable in the 
college student that predict excellence in the physician who many years later will 
emerge from our educational system.

The NTII generated by this study gives equal weight to the importance and to 
non-teachability. The top of the list comprises qualities closely related to empa-
thy: understanding people, sustaining genuine concern for patients, motivated 
primarily by idealism, compassion, and service; oriented more toward helping 
people than making income; enthusiasm for medicine and dedication to his work; 
and ability to get the heart of a problem and to separate important points from 
details and adaptability. All those qualities score high in the NTTI index, which 
means very important and difficult to teach. This is the real challenge for teach-
ing empathy.

Some neurophysiological studies bring certain clues [55, 56] to solve the 
dilemma of how to teach something that is difficult to teach. Even though empathy 
is a nontraditional teaching content, it might be promoted through examples and 
role-taking through which the neurophysiological indicators of empathy could be 
activated. There are some neurons in the brain which can control certain actions 
(e.g., behavior or emotion) in the body and can even be activated if the same action 
is observed in another person. Known as mirror neurons, these nerve cells respond 
spontaneously, involuntarily, and even without thinking [57]. Mirror neurons use 
the neurobiological inventory of the observer in order to make him feel what is tak-
ing place in the person that he/she is observing by way of inner simulation. Various 
experiments conducted by the so-called “social neurosciences” document the func-
tioning of the mirror neurons with regard to the empathic perception of the other 
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person [58, 59]. The functioning of mirror neurons is, therefore, an essential prereq-
uisite for empathy [60].

Nevertheless, another question rises up in this mirroring role model theory: is a 
subsequently learned empathic ability authentic, or does it give a patient the impres-
sion that it is an artificial and superficial behavior (i.e., a routine checklist of 
empathic actions that a clinician is simply required to go through)? Do clinicians 
need to have previous experience being patients themselves or to witness their fam-
ily/friends being patients in order to be more empathic? These questions can have 
great implications for medical education and medical care considering that empathy 
seems to be a determinant of quality in medical care because it enables the clinician 
to fulfill key medical tasks more accurately, thereby leading to enhanced health 
outcomes.

Those who are involved in medical education know that a broad range of bio-
graphical experiences and situational factors influence the development and promo-
tion of empathy. Part of these experiences could be the role model teaching scenario, 
in which students and young doctors are inspired by the teacher’s attitudes in deal-
ing with patients. The tag-along model allows medical students to incorporate atti-
tudes, behaviors, and approaches to real patients and identify emerging issues useful 
for their professional future [61].

Beside tag-alongs, some authors emphasize the importance of art, literature, cin-
ema, and reflecting over one’s own life in developing empathy [62]. Literature has 
plenty of examples and choosing appropriately is always a dilemma. In A Fortunate 
Man [63], a classic book about the story of a country doctor, there is a broad descrip-
tion of empathy, here called recognition. “The task of the doctor is to recognize the 
man. (…) I am fully aware that I am here using the word recognition to cover whole 
complicated techniques of psychotherapy, but essentially these techniques are pre-
cisely means for furthering the process of recognition. (…) In order to treat the ill-
ness fully, the doctor must first recognize the patient as a person. Good general 
diagnosticians are rare, not because most doctors lack medical knowledge, but 
because most are incapable of taking in all the possible relevant facts—emotional, 
historical, environmental as well as physical. They are searching for specific condi-
tions instead of the truth about a patient which may then suggest various conditions. 
(…) A good doctor is acknowledged because he meets the deep but unformulated 
expectation of the sick for a sense of fraternity. He recognizes them. Sometimes he 
fails, but there is about him the constant will of a man trying to recognize.”

Role modeling, giving the right example to follow, caring carefully for the emo-
tional dimension of medical students, and for that using arts and humanities are 
possible resources for preventing the erosion of empathy. Because, at the end, it is 
not just about teaching how to be empathetic—people that enter a medical school 
already have quite a degree of empathy—but, mainly, to prevent of losing empathy 
through the so-called educational process that in many cases lacks this perspective 
[64, 65].

On the other hand, to teach ethics implies setting rules, guidelines, and rational 
decision-making. But it also requires creativity and acknowledgment of the affec-
tive aspects of our decision-making processes. We need, as teachers, to go beyond 
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instructions and perform a caring model pursuing excellence. Is it possible to get 
together prudence, wisdom, and creativity for a new ethics teaching model? [66]. 
Usually, ethical inquires come involved in emotions, and those emotions cannot be 
ignored. Actually, they should be included in the learning process as an essential 
tool. To share emotions, in an open discussion surrounded by a friendly learning 
scenario, creates the path for affective education and fosters empathy that empowers 
patient care [67].

Teaching reflection is a goal for educators who want to move beyond transmit-
ting subject matter content. These teachers believe that they will better understand 
their students and the nature and processes of learning if they can create more sup-
portive learning environments. Effective teaching is often both an intellectual cre-
ation and a performing art [68]. Excellence in teaching requires innovation and 
risk-taking in dealing with sometimes unanticipated learner response. This is at the 
core of education and where the humanities and the arts have a place in responding 
to the challenge of teaching.

26.5  Why We Need Humanities for Educating 
Patient-Centered Doctors?

26.5.1  Humanities in Medical Education: From Emotions 
to Ethical Attitudes

To care implies comprehending the human being and the human condition, and for 
this endeavor, humanities and arts help in building a humanistic perspective of doc-
toring. They provide a source of insight and understanding and enable doctors to 
understand patients in their whole context. For this reason, arts and humanities are 
not just appendages of the medical knowledge but necessary tools and sources of 
information for proper doctoring. They should be as much a part of medical educa-
tion as training in differential diagnosis or medical decision-making [69].

Without humanism doctors would not be physicians but simply mechanics [15] 
(technicians who try to fix the immediate presenting problem, and nothing else). 
Teaching how to effectively take care of people requires creating methods that 
address the human aspects of medicine [70]. Humanities also offers a counterpart to 
the necessary reductions of the natural sciences. The unit of medicine is the particu-
lar patient, always irreducible. We know that medicine runs into trouble when indi-
vidual persons are examined only with instruments that reduce specific meanings to 
simplistic data [71]. A new balance is needed to incorporate a modern perspective 
in medical humanism.

Arts and humanities, because they enhance an understanding of human emo-
tions, are useful resources when incorporated into medical education. The students’ 
emotions easily emerge through arts like movies, music, poetry; and teachers can 
impact student learning by broadening their perspectives of student development. In 
life, the most important attitudes, values, and actions are taught through role model-
ing and example, a process that acts directly on the learner’s emotions. Because 
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people’s emotions play a specific role in learning attitudes and behavior, educators 
cannot afford to ignore students’ affective domain. Certain types of learning have 
more to do with the affection and love teachers invest in educating people than with 
theoretical reasoning [72]. Usually feelings arise before concepts in the learners. 
Understanding emotionally through intuition comes in advance. First, the heart 
becomes involved, and then a rational process clarifies the learning issue. Thus, the 
affective path is a critical way to the rational process of learning.

To educate through emotions doesn’t mean that learning is limited to values and 
attitudes exclusively in the affective domain. Rather, it comes from the position that 
emotions usually come before rational thinking, especially in young students 
immersed in a culture where feelings and visual impact prevail. Thus, medical edu-
cators need to recognize that learners are immersed in a popular culture largely 
framed through emotions and images [73]. Since emotions and images are privi-
leged in popular culture, they should be the front door for learners’ educational 
processes. Emotions are a kind of bypath to better reach the learners, a type of track 
for taking off and moving more deeply afterwards, which requires fostering reflec-
tion on the learners. The point is to provoke students to reflect on those values and 
attitudes [74], with the challenge here to understand how to effectively provoke 
students’ reflective processes.

Life stories and narratives enhance emotions and therefore lay the foundation for 
conveying concepts. When strategically incorporated into the educational process 
and allowed to flow easily into the learning context, emotions facilitate a construc-
tive approach to understanding that uses the learners’ own empathetic language. 
Furthermore, in dealing with the students’ affective domain, the struggle in learning 
comes close to the pleasure felt, and it is possible to take advantage of emotions to 
point out attitudes and foster reflection over them.

The instructor’s role consists not just in pouring out emotions but in catalyzing 
the process by which the audience moves from the emotions to immerse themselves 
in personal reflection and begin to generate concrete ideas for how, in specific and 
concrete ways, they can incorporate the lessons they’ve learned from the emotional 
experience into their daily lives. These experiences are real educational footprints 
and become open doors for generating attitudes that modulate behavior [75]. The 
first step in humanizing medical education is to keep in mind that all humans, 
including medical students, are reflective beings. They need an environment that 
supports and encourages this activity to refine attitudes, construct identities, develop 
well-rounded qualities, and enrich themselves as human beings.

Likewise, faculty members use their own emotions in teaching, so learning 
proper methods to address their affective side is a complementary way to improve 
their communication with students. Therefore, excellent teachers develop their 
teaching skills through constant self-evaluation, reflection, the willingness to 
change, and the drive to learn something themselves [76]. Faculty face challenges 
when they teach and have few opportunities to share them and reflect with their 
peers. Usually when teachers discuss educational issues with their colleagues, they 
often spend most of the time talking about problems instead of nurturing them-
selves. As teachers, we need to state new paradigms in education, learn how to share 
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our weaknesses and frustrations, and find resources to keep up the flame and energy 
for a better teaching performance. Humanities could be incorporated in faculty 
development strategies because they provide a useful peer reflective scenario [77].

26.5.2  Narrative Medicine: Reloading a Millenary Resource 
for Caring

A predominantly biomedical focus attributed to teaching and practice in health sci-
ences contributes to a dehumanization process. Any strategy that intends to address 
the issue depends on the presence of well-educated health professionals from both 
the technical and humanistic point of view. The greatest deficits concern humanistic 
education. Research about the effectiveness of using narratives as a didactic resource 
in humanistic education point out issues related to the concealed curriculum and the 
importance of medical students’ exposure to a patient-centered teaching model that 
gives priority to ethical reflections [78].

It is true that narratives are an important educational topic in the context of fam-
ily medicine. Narrations, life stories, which allow us to contemplate the patient’s 
world, meet him as a person, so that we can take care of him in a competent manner. 
There is also a tendency to think that the narrations are just a complement to positive 
science, which is not possible to measure with laboratory results. Thus, it would be 
just a methodology that broadens a way of aiming to reach out to the person and 
focus on her care, without deterring the illness that affects her. That perspective 
takes the risk of being “complementary,” that is, the soft edge of what really matters. 
The dissociation between science and art remains, as two forces that act synergisti-
cally, but in parallel, and therefore never found themselves. The medical action that 
would fall would be condemned to these complementary positions, in which com-
petency and compassion never meet.

Medicine as art recognizes that each patient is unique. Not only from the per-
spective of the disease that attacks him/her, but in the way that pathology “becomes 
incarnate and concretized”: this is an illness, being sick [79]. The disease is always 
personalized, installed in someone who will become sick “in their own way,” 
according to their personal being. A bifocal perspective is necessary, which man-
ages to unite in artistic symbiosis the attention to the disease—with all the technical 
evolution—and to the patient who feels sick, with the vital understanding that 
entails. This is a person-centered medical performance, simultaneous exercise of 
science and art [9].

To listen carefully is a skill that the doctor needs to heal [80]. This requires the 
rescue of the ancient resources of medical art [81]. Patients show subtle clues about 
their experience with the condition, but doctors often ignore them because we hear 
only “the voice of medicine” and have trained us to ignore the emotional side, that 
is, the “voice of the patient’s life” [82].

Already in the middle of the twentieth century, Gregorio Marañón [11]—para-
digm of art and science—warned off the danger of using purely technical tools 
without knowing the patient, without listening carefully, without really caring about 
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him: “It must be admitted that ordinary medicine is usually reduced, or to problems 
that are easy to solve, or completely insoluble for the most gifted man of wisdom. 
The fundamental thing in any case is that the doctor be with his five senses in what 
he is, and not thinking about other things.” When the doctor sits and listens to the 
patient, he is communicating a humanistic attitude par excellence. Today we have 
sophisticated technology—important—but we are losing the pleasure of sitting 
down and hearing narratives of life. We lack chairs or, perhaps, patience to sit 
and listen.

The inclusion of humanities in the curriculum occasions deep rethinking of what 
it means to be sick and what it means to take care of the sick. They also portray a 
tremendous spectrum of attitudes required for building ethics and professionalism. 
We need to be creative in using arts and humanities to effectively reach our students. 
This is why brief readings, pieces of art, music, and movie clips have a proper place 
in medical educating. They illustrate complex moral choices and stimulate com-
ments and reflection. A well-known researcher in medical humanities quotes: “we 
are midwifing a medicine that makes contact with the mysteries of human experi-
ence along with its certainties—a medicine that appreciates the deep beauty of 
health, the silence of health, the wisdom of the body, and the grace of its genius. It 
is an arch to far times and places, a site for all the living and the dying that go on; it 
is a link to what it means to be human” [83].

Teaching through humanities includes several modalities in which art is 
involved [84]. Literature and theater [85], poetry [86], and opera [87] are all use-
ful tools when the goal is to promote learner reflection and construct what has 
been called the professional philosophic exercis [88]. Teaching with movies is 
also an innovative method for promoting the sort of engaged learning that educa-
tion requires today [89, 90]. For dealing with emotions and attitudes, while pro-
moting reflection, life stories derived from movies fit well with the learners’ 
context and expectations. Teaching with films engages the emotions and could 
serve as a great launching point for discussions of both the emotions and ethical 
scenarios [91–93]. The crucial role of teaching is to help frame these discussions 
in such a way as to foster reflective practice among clinicians and clinicians in 
training.

26.6  Teaching with Movies to Foster Reflective Practice

As film is the favored medium in our current culture, teaching with cinema is par-
ticularly well-suited to the learning environment of medical education. Cinema is 
the audiovisual version of storytelling. Movies provide a narrative model framed in 
emotions and images that is also grounded in the student’s familiar, everyday uni-
verse and stimulates a reflective attitude in the learner. We know that in the clinical 
setting, the life histories of patients are a powerful resource in teaching. Similarly, 
when the goal is promoting reflection that includes both cognitive and emotional 
components, life histories derived from the movies are well-matched with the stu-
dents’ desires and expectations.
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Life stories are a powerful resource in teaching. In ancient cultures, such as clas-
sical Greece, the art of storytelling was often used to teach ethics and human values 
[94]. Stories are one reasonable solution to the problem that most people, especially 
young people, can only be exposed to with a limited range of life experiences. 
Storytelling, theater, literature, opera, and movies all have the capacity to supple-
ment learners’ understanding of the broad universe of human experience. Exposure 
to life experience—either one lived or one lived through story—provides what 
Aristotle called catharsis. Catharsis has a double meaning, each of which deals with 
human emotion. Catharsis literally means to “wash out” the feelings retained in the 
soul. It also implies an organizing process in which the person sorts through orders 
and makes sense of emotions. In short, in the normal course of events, people keep 
their feelings inside, storing them in an untidy fashion, but don’t think about them. 
Catharsis helps empty one’s emotional drawers and reorganizes them in ways that 
provide a pleasant sense of order and relief.

Cinema is useful in teaching the human dimension of medicine [95] because it is 
familiar, evocative, and nonthreatening for students. Movies provide a quick and 
direct teaching scenario in which specific scenes point out important issues, emo-
tions are presented in accessible ways where they are easy to identify, and students 
are able to understand and recognize them immediately.

In addition, students have the opportunity to “translate” movie life histories into 
their own lives, and into a medical context, even when the movie addresses a non-
medical subject. Movie experiences act like emotional memories for students’ 
developing attitudes and remain with them as reflective reference points while pro-
ceeding through their daily activities, including those related to their role as future 
doctors. Students identify easily with film characters and movie “realities” and 
through a reflective attitude gain new insights into many important aspects of life 
and human relationships. The educational benefit also is expanded by the phenom-
enon of students’ “carrying forward” into their daily lives the insights and emotions 
initially generated in response to cinema experience. In other words, the movie 
teaching scenario acts like “an alarm” to make learners more aware when similar 
issues and situations occur in their daily lives.

For teaching ethics and the human matters of doctoring, which implies refining 
attitudes, acquiring virtues, and incorporating values, one can employ the purely 
rational method favored by ethics lectures and deontology courses. But movies offer 
another path: exposing learners to particular examples with strong emotional conse-
quences to either follow or reject. The movie scenes lead the learners to reflect on 
where their own attitudes and responses will lead, not only intellectually but emo-
tionally, both for themselves and others. In this way, bringing examination of emo-
tional responses and their consequences into the discussion serves as an effective 
shortcut that helps reconnect learners with their original idealistic aspirations and 
motivations as physicians.

This learning scenario stimulates learner reflection. In life, important attitudes, 
values, and actions are taught using role modeling, a process that impacts the 
learner’s emotions. Since feelings exist before concepts, the affective path is a 
critical shortcut to the rational process of learning. While technical knowledge 
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and skills can be acquired through training with little reflection, reflection is 
required to refine attitudes and incorporate values. The purpose of the film meth-
odology is not only to evoke emotions but to help the audience reflect on these 
emotions and figure out how to translate what they learn into attitudes and actions. 
Reflection is the necessary bridge to move from emotions to behavior. The goal is 
to move beyond a specific medical solution to reach a human attitude in life that 
requires integrity and wholeness [96]. To foster reflection is the main goal in this 
cinematic teaching set. The purpose is not to show the audience how to incorpo-
rate a particular attitude, but rather to promote their reflection and to provide a 
forum for discussion. And this works for any kind of audience, despite cultural 
background or language [97].

Fostering reflection stimulates discussion about the interaction of health with the 
breadth of human experience, and this discussion often elicits profound conflicts 
and concerns about their future professional roles and as human beings. A new 
learning process is created, and through it the students are involved in an ongoing 
process of learning spread into their daily life. The movie teaching methodology 
stimulates their reflection and, through accessing learners’ emotions, offers new 
paths to the rational process of learning. This is how we can foster reflective practice 
for the future doctors. A process that is at the core of ethical decisions: never giving 
up with reflection and never giving in with mediocrity, which in Hannah Arendt’s 
words leads to the banality of evil [98].

Dealing with cinema education is also useful to lead clinicians and students in 
getting familiar with their own emotional responses, an issue often neglected in 
medical education. Little effort is exerted to develop emotional honesty in medical 
students or residents, either in terms of their own affective responses or in terms of 
their awareness of others’ emotions. When students experience negative emotions 
and nothing is done to construct a real affective education, learners sometimes 
decide to adopt a position of emotional detachment and distance, and this comes to 
attitudes lacking professionalism [99]. Narrative films can provide valuable access 
to viewers’ affective lives by “lighting up” disruptive or disturbing parts of the self 
that might otherwise be ignored or neglected. Because the characters portrayed in 
movies are “not real,” learners can be more honest about their reactions than if they 
were discussing actual patients. This emotional honesty becomes a starting point for 
exploring emotional responses.

Movies allow us to go beyond the illustrations of theories and principles, so that 
we might develop not only a range of rational and analytic skills but also a range of 
emotional and interpretative ones, including those habits of the heart. The standard 
models of ethical decision-making so commonly taught in medical school class-
rooms, the step-by-step approach seeking for an answer, maybe one answer to a 
particular dilemma are someway disrupted by the films, opening doors to multiple 
questions and may never fully resolve an issue [100]. Discussions among and with 
students and colleagues, independent of their level of knowledge and experience, 
are thought-provoking and can be intensely personal, transforming ethics education 
into a pendulous experience that oscillates from scientific debate to an exciting and 
often uneasy voyage of moral inquiry. This educational scenario forces us to reflect 
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on who we are, who we have become, and who we long to be. Before doctors we are 
human beings, and this is what lies at the bottom of any ethical decision.

In this sense, film, as art, can affect the root of our being. Using film clips in a 
structured way allows for new opportunities in ethics education. Here comes the 
specific methodology using movie clips.

26.6.1  The Movie Clip Methodology: Using Wisely Short 
Time Teaching

Which movies are useful for teaching this or that point? This is a common question 
people ask. The answer could be something like this: “What you get out of a film 
often depends upon what you bring to it.” Useful movies for teaching whatever you 
want are those that are valuable to you and those that touched you and lead you to 
reflect. I can share what movies touched me and why, but I am not able to say what 
will impress you and be part of your life. When a movie seems remarkable for the 
educator, we always find the way to incorporate our teaching set. So you need to 
build your own experience before sharing it with your audience. Keep in mind what 
you want to teach, the specific ethical dilemma.

Using medical movies is similar to presenting a specific case—like problem- 
based learning—and discussing it. This is valuable, but not what we are trying to 
achieve. In our method [101], what matters is not the case or the situation that 
demands a particular answer. Our goal is to move beyond a specific medical solu-
tion to reach a human attitude in life that requires integrity and wholeness. We move 
from technical responses to deep reflection on how to call forth the best learners 
have inside themselves. The specific translational process is intentionally left up to 
learners as they encounter their own lives as doctors and as people.

Do you use a whole movie or just some scenes? Here comes another usual ques-
tion. The answer depends on what you want to point out, the time you have at your 
disposal, and the outcomes you expect. Our experience affirms the effectiveness of 
using the movie clip methodology in which multiple movie clips are shown in rapid 
sequence, along with facilitator comments while the clips were going on [102]. 
Teaching with clips in which several, rapid scenes, taken from different movies are 
all put together, works better than viewing the whole movie. Nowadays, we live in 
a dynamic and fast-paced environment of rapid information acquisition and high 
emotional impact. In this context it makes sense to use movie clips because of their 
brevity, rapidity, and emotional intensity. Bringing clips from different movies, to 
illustrate or intensify a particular point, fits well with this modern living state.

The value of instructor commentary during the viewing of clips is a conclusion 
based on our own experience. Although the sudden changing of scenes in the clips 
effectively evoke participants’ individual concerns and fosters reflection in them, 
making comments while the clip is playing acts as a valuable amplifier to the whole 
process. Because learners are involved in their personal reflective process, they may 
at times disagree with the facilitator’s comments and form their own conclusions. 
But this doesn’t matter and may even be desirable. In fact, participants note that 
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divergent comments are particularly useful to facilitate the reflecting process. The 
effect is a rich generation of perspectives and points of view, which in turn trigger 
multiple, often, contradictory emotions and thoughts in the viewers. In this context, 
learners’ have an intensely felt need for reflection about what they have just seen.

A model involving film clips might foster a more holistic approach to ethics 
education. Using films, specifically short clips of films, to prompt and frame discus-
sions would be of value for medical ethics education. By allowing reflections on 
emotions, participants in these sessions can learn to develop their reflective abilities 
and attitudes. These skills and attitudes, in turn, can help create more humanistic, 
and presumably more ethical, physicians. There is a selection of movies, time count-
ing scenes, and comments in the appendix from some of these publications.

The academic community requests proof of the effectiveness of a new technique 
before advocating or even supporting its widespread application. Educators have 
long ago learned that the measurement of success in teaching remains an elusive, 
controversial, and at the least quite an ambiguous goal. We should not confuse qual-
ity teaching with successful teaching, one that produces learning as is understood 
exclusively in its achievement sense. At this point, we can envision why those 
“intangibles” topics, difficult to teach and to assess, in which ethics, empathy, com-
passion, and commitment are included, could be endorsed through the cinema edu-
cation methodology. What we can say is that acquiring a taste for the aesthetic 
provides an additional dimension to medical learning and that even when morality 
is at issue, a reason is an ideal tool for understanding. Maybe, in Pascal’s words, this 
has something to do with those “reasons from the heart, those reasons that our mind 
is not able to understand.”

In cinema education the educational outcomes don’t materialize simply from 
watching movies. People attend cinema all the time, and see the same scenes, and 
while they might have similar emotions, the reflective process is lacking. This is 
where the competence and the teaching skills of the facilitator come into play, that 
is, by putting all the scenes together and fostering reflection through comments and 
personal thoughts, even as unanswered open questions are introduced. That is the 
teacher’s role.

There is still a remaining question. Does this movie teaching methodology 
depend on the charisma of the presenter, or can it be well developed by anyone? 
There is no definitive answer. All we can say is, if you love movies and if you like 
to teach deep from your heart, you deserve to try this. Try it and wait for the 
surprises!
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27.1  Introduction

Systematic reviews and meta-analyses (SRs and MAs), the process of synthesiz-
ing previously published research evidence proposed for answering specific 
questions in clinical practice, are commonly considered as the highest evidence 
in the scientific pyramid [1]. It is widely known that SRs and MAs can signifi-
cantly contribute to clinical practice, since they can increase knowledge and 
identify fields, where current evidence is still lacking. Unfortunately, many SRs 
and MAs have been considered redundant, misleading, serving conflicting inter-
ests or of low quality. These shortcomings, instead of improving actual evidence, 
multiply the limitations of primary studies, rather than objectively and critically 
presenting them [2, 3].

These issues are widely applicable to geriatric medicine [4] and to primary care 
research [5].

In this chapter we will briefly discuss the importance of meta-research of ageing 
for family doctors.

27.2  What Is Meta-research?

In a seminal paper, John Ioannidis defined meta-research as “the study of research 
itself” [6]. Science is the key driver of human progress since it improves the effi-
ciency of scientific investigation leading to more credible and more useful research 
findings that can translate to major benefits for human beings [6]. Meta-research 
tries to use an interdisciplinary approach to study, promote, and defend robust sci-
ence, without any possible bias [7].

27.3  Meta-research in Geriatric Medicine: Specific Issues

Geriatric medicine has some specific points that an investigator should consider 
when approaching a SR and/or MA [4]. The accurate identification/inclusion of 
specific groups (such as older persons pertinent to daily practice) is crucial as well 
as the high drop-out rate of older people observed in several randomized controlled 
trials (RCTs). In addition, the low reporting of older people in RCTs is another 
important shortcoming [4, 8, 9]. Finally, to the best of our knowledge, little is known 
about the interest and competence of physicians interested in older people care 
regarding SRs and MAs, even if the interest in meta-research is great, also among 
physicians interested in geriatric medicine research [10].
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27.4  The Importance of Family Doctors in Meta-research 
Regarding Ageing

Clinically speaking, family doctors, as gatekeepers and first-line professionals, are 
among the first to touch and deal with the problems of older patients. Therefore, 
they have a great importance in geriatric medicine that, however, is so far poorly 
covered in research. We believe that primary care research, applied to ageing prob-
lems, is of great importance, also when talking about meta-research for several rea-
sons. For example, primary care resources are extremely important for some 
problems traditionally related to geriatrics, such as frailty, indicating newer kinds of 
possible intervention for this condition [11]. In the same way, family physician may 
highlight excess of medicalization and provide useful directives for quaternary pre-
vention. Given this background we can purpose some hints for (young) family doc-
tors, potentially interested in geriatric medicine and (or) meta-research.

27.5  Hints for Meta-research on Ageing for Family Doctors

In a nice and topical review, Shenkin et al. reported some basilar concepts for doing 
SR/MA in geriatric medicine that we believe it is correct to briefly summarize for 
family doctors [4].

First, when approaching this argument, the importance of age should be under-
lined. In particular, we believe that in works treating geriatric conditions a formal 
cut-off for defining older age should be decided and, if possible, to use age as poten-
tial moderator of heterogenous data. Second, in older populations, medical condi-
tions can have atypical presentations and not validated diagnoses/definitions. It is 
the typical case of some common conditions, for example, dementia, that can be 
defined as self-reported, through neuropsychological tests, medical records, or vali-
dated interviews. As expected, the choice to include all the definitions of a single 
medical condition can create heterogeneity and, at the same time, to exclude some 
participants for the definition of a condition. Another big problem encountered in 
meta-research on ageing regard the inclusion/exclusion criteria used in the original 
studies. These choices, unfortunately, lead to a significant difference between the 
patients included in the RCTs (and therefore in SRs/MAs) and those that we have in 
our daily clinical practice. Konrat et al. reported that older patients are poorly rep-
resented in RCTs of drugs they are likely to receive, making the prevision of bene-
fits and side effects very difficult and consequently far from evidence based 
medicine [12].
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27.6  Conclusions

In this chapter, we have briefly discussed the importance of meta-research (see also 
Box 27.1 for further indications) in geriatric medicine introducing the role of family 
doctors in this research. We believe that, as in other topics typical of geriatric medi-
cine, the cross-talking between family doctors and geriatricians is only at the begin-
ning, and we hope that our chapter can encourage further steps in this direction.

Box 27.1 Hints for Meta-research for Family Doctors Interested in Geriatric 
Medicine
Meta-research is investigation and can be seen like a sort of treasure hunt, 
aiming to obtain robust evidence or valuable confirmation with specific meth-
odology and rules.

The first thing to do is to find a map, make, provide, or stick to a protocol, 
stating at least which population we are going to investigate, which interven-
tion, which comparison if any, and what is the outcome/s we are looking for.

With our map, the protocol, which is better to register on one of the specific 
databases, we can start our quest to evidence.

In the first phase, we will need to find the documents that can help us find 
our treasure. Usually it is worth asking a librarian or somebody expert in 
searching scientific literature to launch a search on different databases (i.e. 
Medline/PubMed, Epistemonikos, Cinhal) to gather documents.

Many documents will be found, but are they of any use for your quest? 
This depends on your eligibility criteria!

 1. Our suggestion is to, as well, established an explained in papers like the 
one on PRISMA checklist1, to work at least in pairs, doublechecking every 
document you were able to find, first looking at title and abstracts, and 
then checking thoroughly the full paper and supplementary materials.

After this phase you will be able to find the literature you need, you have 
found your treasure!

Now, the hardest part, is all worthy? Does it make any sense to unearth all 
the treasure?

No, so you will have to dig and search just those things you were looking 
for and register them.

After this you will convert your treasure to current currency, and to do this 
you will need the help of a statistician and specific programs.

When all will be set and you have had what you were searching, you could 
also publish your data and tell the world about your quest!

1Liberati A, Altman DG, Tetzlaff J, Mulrow C, Gøtzsche PC, Ioannidis JPA, Clarke M, 
Devereaux PJ, Kleijnen J, Moher D (2009) The PRISMA statement for reporting systematic 
reviews and meta-analyses of studies that evaluate health care interventions: explanation 
and elaboration. PLoS medicine 6:e1000100–e1000100.
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Abstract

Qualitative research represents a humanistic imperative in professional practice. 
Qualitative evidence improves care processes and takes into account the com-
plexity of human experience. In this chapter, we highlight the importance of 
conducting qualitative studies in primary and older people care, clarifying the 
theoretical underpinnings of qualitative methodologies. Phenomena qualitative 
research may deepen include personal experiences and perceptions, behaviours 
within a specific context, and psychosocial processes. We summarize the rele-
vant qualitative research involving older assisted persons and family physicians: 
available qualitative evidence informs clinical practice by identifying needs 
older people are not aware of or repress, understanding the complex treatment 
paths from the patients and physicians’ perspectives and outlining decision-mak-
ing processes dynamics. Finally, we stress listening and participation as pivotal 
features of conducting qualitative research. From the qualitative research lesson, 
family physicians may learn how to listen to the assisted persons and maximise 
patients and caregivers’ participation in treatments.
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28.1  What Is Qualitative Research, and Why Is It Important?

Guidelines in older people care are based on unexceptionable trials and generaliz-
able evidence. Nevertheless, every family physician knows that they are hugely 
valid on selected populations: mainly men, never in old age and often with a single 
pathology.

Diversity is what primary care deals with: the population of patients varies by 
gender, age, ethnicity, and pathologies. Family physicians, therefore, work attempt-
ing to apply guidelines, trying to give them an applicable meaning and balancing 
evidence and uncertainty within their clinical practice. Besides, a “Silver Tsunami” 
is transforming primary care into a territorial geriatrics, especially for those coun-
tries where the older people population is prevalent. In Italy, for example, 8% of the 
inhabitants are over 85 years old and about one in four more than 65 years old [1]. 
Old age implies chronicity, multi-pathologies, multi-morbidity and clinical frailty, 
concurrently emerging and rarely tested together. Finally, the low birth rate is result-
ing in a shortage of young family caregivers which may help older assisted persons, 
leaving space for equally older people’s caregivers, more often spouses or partners.

In this context, how to apply the guidelines in a population where they have not 
been tested? How does chronicity-related polytherapy reconcile with prescriptive 
appropriateness, therapeutic adherence and cognitive decline of the patient? What 
are the care needs of the caregivers of a chronic older patient? What if the decline 
involves the caregiver?

In these contexts, no trial can answer those complex questions which are pivotal 
for family physicians. Caring for an older adult entails numerous factors which, to 
be understood, require not only deepening clinical skills but also a holistic assess-
ment. Human variability, values, culture, health-related behaviours and relation-
ships could not be adequately described using quantitative methods. Here, the 
importance of relying on qualitative research evidence emerges to the fullest. The 
quickest way to answer the question “what is qualitative research?” would be high-
lighting the line that separates qualitative from quantitative research. The answer 
appears to be self-evident: quantitative researchers and clinical trialists use num-
bers, the data matrix, statistics and qualitative researchers do not. However, this is 
unsatisfactory and does not justify the relevance and significance of qualitative 
research, in particular for health professionals and, explicitly, for family physicians 
[2]. The main difference between the quantitative and qualitative relies on the 
research question and the way researchers deal with the research setting [3].
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The research question circumscribes what researchers are looking for. If the 
research question is “what are specific behavioural indications for preventing the 
spread of infection?”, it is necessary to conduct quantitative studies to inform inter-
national guidelines. In quantitative methodologies, researchers condition the study 
context to adapt it to the method and for hypothesis testing purposes. During this 
process, therefore, researchers manipulate reality so that it is controllable and, 
therefore, can be studied through a clear and shared research method. Quantitative 
research tries to develop generalisations that can be applied to a range of contexts.

Conversely, qualitative research focuses on the context of a phenomenon. If 
researchers want to understand the experiences of people affected by the disease or 
the emotions related to the fear of contagion in a given context, it is necessary to 
investigate and explore these phenomena through a qualitative approach, which 
assumes the participants’ perspective and can address the complexity and singularity 
of human experiences. Phenomena refractory to quantitative methods are individual 
meanings, psychological and social processes, emotions, beliefs and behaviour pat-
terns within life contexts. These cannot be gagged within a rigid hypothetical- 
deductive method of investigation [4]—qualitative research results in the 
comprehension of meanings and experiences representing the prerequisite for shared 
or shareable solutions. On the one hand, therapeutic adherence and chronic diseases 
management regard the meanings patients attribute to what they live and value.

On the other hand, the exploration of the meanings that the physicians attribute 
to patients and caregivers’ behaviours allows investigating how diagnostic and ther-
apeutic choices are shaped by the physicians. In other words, qualitative research 
entails reflection on one’s perspective about the world she/he lives in and trains both 
the participants and researchers’ reflexivity towards themselves and the care actions 
to take [5]. In this regard, the qualitative approach represents a real humanistic 
imperative in a professional practice of family physicians, and the production of 
qualitative evidence to improve the care processes may shed light on the existence 
of the person, in his/her irreducible complexity [6].

28.2  The Underpinnings of Qualitative Research

The initial phase of a qualitative research process is the compelling need to under-
stand a phenomenon from the participants who experience a phenomenon. A grow-
ing methodological literature has therefore been produced, from manuals on 
participant observation, discourse and conversation analysis to handbooks for tex-
tual analysis of documents or focus groups conduction. All these strategies are a 
means to grasp the “voice” of participants concerning what they live and experi-
ence. In this approach, human beings are seen holistically within their social context 
[7]. It is becoming increasingly clear that qualitative research “is a theory-driven 
enterprise” [8] with specific philosophical assumptions underlying each research 
method. The overall logic of qualitative research includes epistemological para-
digms. The paradigms’ ultimate goal is the description and comprehension of 

28 Beyond Quantitative Research: How Qualitative Research Could Affect Our…



462

phenomena rather than their explanation (as it may be noted below regarding phe-
nomenological approach, ethnographic method, grounded theory and the consistent 
data collection strategies like interviews, observations, fieldwork, field observa-
tions, etc.). Patients, family members, friends and professionals’ perceptions, mean-
ings and emotions, the reasons for the decisions taken or to be taken, require 
respectful methods of investigation, capable of not distorting the real occurring 
dynamics. The researchers cannot, moreover, manipulate these phenomena but 
should assume them in their appearance and study them according to adequate 
methodologies that do not falsify or alter them. In other words, it is necessary to use 
strategies to understand rather than to verify hypothesis: in qualitative research, the 
scientific focus shifts from explanation to understanding, from a deductive reason-
ing (useful for hypothesis testing and verification) to an inductive approach (con-
cerned with the generation of new theory and knowledge emerging from the data) 
[9]. Besides, the logic of qualitative inquiry involves also the paradigm of critical 
inquiry, whose intent is investigating how to change settings (action research, femi-
nist research, discourse analysis methodologies and the consistent data collection 
strategies like participative group work, reflective journals, focus groups, policies’ 
analysis, etc.) [10]. The transformative logic implicitly connotates the family physi-
cians’ care process since it requires managing changes both in health conditions and 
personal situations, by means of relationship and proximity with the assisted per-
sons. Evidence from the real problems that “affect” patient care daily [11] helps 
family physicians to achieve the transformative goal of care practice by making 
qualitative-informed decisions.

28.3  Qualitative Approaches and Methods

Qualitative research seeks to study complexity [12] using strategies sufficiently 
descriptive not to lose the richness of the phenomena and still rigorous enough to 
allow intersubjective control of the data collected and their interpretation [13]. 
There are various approaches and methods in qualitative inquiry, ranging from his-
torical, ethnographic to phenomenological methods. “Qualitative” phenomena 
mainly include personal experiences and perceptions, behaviours within a specific 
context and psychosocial processes. Researchers may choose many qualitative 
methods, consistent with the research question and phenomenon. Mainly, but not 
exclusively, qualitative research is used to answer questions about beliefs (but also 
habits and behaviours) of a given social group, personal experiences and psychoso-
cial processes. Researchers should not follow qualitative methods to answer ques-
tions about causes or to verify hypotheses or theories. Below, we explore the main 
qualitative methods that respond to the phenomena listed above: ethnography, phe-
nomenology and Grounded Theory (GT) [11].

Ethnography is a useful research approach to study a group of people, their habits, 
beliefs and behaviours, with their context of life. Ethnography analyses languages, 
symbolic codes, practices, repertoires and in situ interactions, used to describe the 
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behaviours of a given social group as systematically as possible, starting from data 
collected through fieldwork, the main feature of the ethnographic method [14]. The 
fieldwork includes the observation, participant or nonparticipant, of a social group by 
a researcher, who can be an insider or outsider, resulting in a thick description. A 
thick description contains all the evidence observed concerning facts, comments and 
any interpretations of those facts by members of the social group. Geertz [15] thus 
lists the characteristics of an excellent ethnographic description:

• It takes into consideration not only observational data but also the study of the 
meaning-giving processes of individuals and the group.

• It is informative as regards the interpretations of social events.
• It uses the expressions and words of the group studied.
• It describes the behaviours that take place in a micro context.

Ethnographers study people in their life contexts by collecting those data that 
allow them to understand the idioms, the dictionaries in use, the behaviours and the 
actions of the members of a group. These emerge mainly thanks to observation, one 
of the main ethnography data collection techniques. The ethnographers spend a long 
time in the field (the research setting) to experience the group “culture”. Therefore, 
the ethnographers not only observe what is happening but “feel” what it means to be 
part of that particular group. A further tool of this research method is the field notes 
that are the collection of details and descriptions but also comments and analytical 
reflections by the ethnographers. Field notes are a prelude to the thick description. 
When the researchers take the field notes, they do not synthesise, generalise or 
hypothesise. The notes capture and describe the events that, in a second moment, 
will allow inferring the cultural meanings of the circumstances and the behaviours 
of the participants.

When researchers aim at understanding intimate aspects of living specific experi-
ences (the so-called lived experiences), they may conduct a phenomenological 
study. Before being a research method, phenomenology is a philosophical move-
ment dealing with the study of phenomena (and not of objective facts). A phenom-
enon is what the individual (or collective) consciousness signifies. In philosophical 
terms, signifying is possible because of intentionality: the process through which 
the consciousness gives meaning to things. Consequently, phenomenology is the 
method that most coherently answers research questions about experiences as the 
persons perceive and live them [16]. Phenomenology aims to grab the “essence” or 
“structure” of the lived experiences, its fundamental meaning: it is the essence that 
makes the experience what it is, rather than the sum of its variations in everyone’s 
life [17]. The phenomenologists try to reach the most profound comprehension pos-
sible by collecting data, preferentially, through open, semi-structured or in-depth, 
interviews. The sample of a phenomenological study is usually small and very 
homogeneous, to allow the analysis of the essences or invariants in each of the inter-
views collected, valid to describe the experience of that group of participants. 
Defining the results includes the following steps:
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• The phenomenologists read the interviews’ transcripts to retain the underlying 
sense of what the participants experienced.

• By a non-judgemental attitude (epochè), analysts fracture the transcripts into 
meaning units.

• The researchers “translate” the meaning units to make implicit and undeclared 
meanings explicit.

• Finally, based on the transformed units, the structure or essence of the overall 
experience is described [18].

Finally, if researchers need to answer research questions aiming at an explana-
tion of what is going on within a particular setting, GT is a suitable method [19]. 
Conducting a GT allows researchers to construct a theoretical explanation of a pro-
cess whose meanings informants negotiate. In this sense, GT is particularly useful 
for studying care considered a process shaped by the interplay of patients, caregiv-
ers, and professionals. This method was initially conceived by Glaser and Strauss 
[20], systematised in the volume The Discovery of Grounded Theory. The great 
novelty of the method lies in the possibility of operating conceptualisations and 
theoretical models starting from data. Essential characteristics of GT are:

• The immersion of the researchers in the research setting.
• An in-depth analysis, which implements induction, as a qualitative form of 

reasoning.
• The tension to understand the context, through the constant comparison of cases.
• The simultaneous collection and analysis of data.
• Theoretical sampling.

The researchers who want to use GT as a method to answer their research ques-
tion must, first of all, immerse themselves in the research context and be part of 
those relationships that shape the processes under investigation. From the “natural” 
contexts, the researchers collect data, isolate the cases of analysis and define their 
salient features [21]. Coding is the GT data analysis strategy for reaching the gen-
eral levels of theory. Coding includes three stages: open, focused and theoretical 
coding. During open coding, researchers index the interviews’ transcripts using 
“codes” or labels. Then, to perform focused coding, they group the codes into con-
ceptual categories, identifying overarching concepts at a higher level of abstraction. 
Lastly, through theoretical coding, researchers define the explanatory theoretical 
model, highlighting the relationships between the conceptual categories. The col-
lection and analysis of data are simultaneous activities in GT: precisely based on the 
characteristics of the cases and the first conceptual explanations emerging from the 
open and focused coding, the researchers keep selecting the participants by varying 
the characteristics of the sample. This strategy is called theoretical sampling, a strat-
egy for choosing the participants not according to statistical representativeness cri-
teria but to collect data from contrary cases, to confirm or disconfirm the first 
explanatory hypotheses. In doing so, researchers may achieve the saturation of the 
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conceptual categories. The collection and analysis of data are, therefore, at the ser-
vice of theory construction for explaining the process under investigation [19, 21].

28.4  Examples of Qualitative Studies in the Area 
of Chronicity and Primary Care

What is current qualitative research involving older assisted persons and family 
physicians about? Qualitative research investigated the world of older patients, 
revealing itself as an effective means for identifying needs older persons are not 
aware of or repress. Studies concerning depression [22] (e.g. there are still many 
obstacles to the recognition of depression as a disease), sexual functioning (family 
physicians tend not to initiate discourse with older patients on sexuality but rather 
discuss sexuality mostly in conjunction with other medical conditions) [23], alco-
holism [24] and ability to drive [25] are present in the literature. Qualitative strate-
gies of research may help to understand the complex treatment paths, for example, 
of those suffering from rare disease [26]. They may also provide the family physi-
cians with evidence about older patients’ perceptions, experiences and social impli-
cations as in the case of a qualitative study on living with an implanted defibrillator 
[27]. Contextually, qualitative research addressed how diseases differ among men 
and women in terms of prevention, clinical signs, therapeutic approach, prognosis 
and psychological and social impact [28]. Marginalisation resulting from ageing 
with a disability and living in a foreign country or in a rural area is another qualita-
tively discussed topic [29–31].

Moreover, qualitative studies considered access to treatment and care [32, 33], as 
well as reported about the perspective on the acceptability of screening and health 
literacy campaigns. Stakeholders’ participation in the research was essential for 
comprehending how to improve the level of assistance [34, 35]. In this context, 
qualitative research may answer questions about how to support the whole family, 
particularly family caregivers, especially when the assisted persons live with 
Alzheimer [36] or the loved ones recently acquired spinal cord injury [37].

Qualitative research concerning family physicians caring for older assisted indi-
viduals debated the decision-making processes and emotions [38], motivations [31] 
or prejudices [28] involved in it. The use of qualitative research has undoubtedly 
contributed to understanding how professionalism is interpreted [39] and put into 
practice. For example, Kristensen and colleagues [40] investigated patients’ experi-
ences of disease and self-care as well as perceptions of the general practitioner’s 
role in supporting patients with impaired self-care ability and showed that patient 
experiences of self-care could collide with what general practitioners find appropri-
ate in a medical regimen [40]. Therapeutic alliance [41] is another subtopic qualita-
tively investigated as well as managing polytherapy [42, 43] and deprescription 
[44]. Besides, since in the western culture, a growing number of older people live at 
home, family physicians are supposed to play a pivotal role in the organisation of 
integrated care for this patient group: networking within the community, team 
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building and team working [45] and leadership [46] were research topic addressed 
by qualitative approaches in the literature.

Since enhancing the decision-making ability of older people and those with cog-
nitive impairments is an issue every family physician faces, qualitative research 
studies explored experiences in such a delicate area, especially when it involves the 
terminal stages of life [47]. Qualitative methodology was used for understanding 
how to overcome barriers to advance care planning with older people [48], for 
example, and provided an essential contribution in encouraging adaptation pro-
cesses and adherence to therapies in the care pathways [49].

Finally, qualitative research seemed to be the proper methodology to target 
emerging family physicians’ training and support needs [50].

28.5  Conclusion: Qualitative Research as Listening 
and Participation

As it may be noted, many phenomena which can be inquired by qualitative method-
ologies are of interest to the family physicians. The capabilities requested for con-
ducting qualitative research include careful listening to biographies and narratives. 
Family physicians are involved in real stories for their professionalism requires it 
[51, 52]. They may assume a functional and directive relationship with patients 
along with the risk of not being respectful of the meanings of the others. Otherwise, 
learning from the qualitative research lesson, they may listen to the assisted persons 
and improve their awareness and autonomy, respecting their freedom in life choices 
[53]. As to qualitative methodology, researchers listen to the narratives of older 
people, family members and caregivers, and, by seeking the uniqueness of that evi-
dence, they advantage professionals in defining the most effective care strategies. 
Family physicians experience every day the human intertwine between clinical 
aspects and personal and social phenomena. Making the technical knowledge prac-
tice of listening-recognition of the priority of the nonmedical components of the life 
of the people is one of their specific responsibility [54]. The humanising power of 
qualitative research impacts on the care practices of family physicians providing 
them with a sort of “epidemiology of memory” [54], in which the role of protagonist 
and generator of knowledge is given back to the assisted persons. Qualitative evi-
dences may change intervention into accompaniment and bring physicians to 
acknowledging that medical competence is best expressed in a shared, nondirective 
dialogue among persons rather than among a doctor and his/her patients [55]. While 
cure is provided by effective treatments, care is given within the relationship by co- 
construction of meaning [56, 57]. An authentic and circular narrative communica-
tion shapes the process of conducting qualitative studies as they are respectful of the 
meanings and values the participants live and prioritise. Qualitative research 
involves researchers deepening the doctor-patient relationship and treatments’ 
underlying processes.

Hence, qualitative research may maximise patients and caregivers’ participation 
in treatments. Qualitative evidence informs patient engagement that it can be an 
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innovative and viable approach to ensuring appropriate future care. Health organisa-
tions worldwide are committed to expanding patient engagement beyond a token 
level of involvement [58–60].

Qualitative research teaches that clinical choices are constructs negotiated by 
multiple actors (by family physicians, informal caregivers and patients) and that 
qualitative evidence may support a more family-patient centred scientific approach. 
Proper qualitative research in the area of older people and primary care is still scarce 
but more and more desirable.
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Abstract

Since March 2020 and the declaration of pandemic, we may consider that three 
categories of disease are striking worldwide, COVID-19, a surge of noncommu-
nicable diseases which due to COVID-19 are less treated and considered, 
and agism.

COVID-19 is known to be sever in frail older people, with poor outcomes and 
often our older patients are frail. Moreover, frailty and COVID-19 share a proin-
flammatory cytokines cascade which may lead to an increase of mortality in 
these patients.

COVID-19 lockdown also has led and is leading to several psychological dis-
orders, notably in older people and older people with cognitive impairment.

Patients in rural settings, primary care, and nursing homes with frailty were 
severely affected with COVID-19, also in their social and familial relationship. It 
is a crucial task for both general practitioners and geriatricians to assess and treat 
their older patients even in this context, notwithstanding the obstacles and limita-
tions, levering eventually on e-health and ICT.
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29.1  Introduction

In March 2020, the World Health Organization declared the coronavirus disease 19 
(COVID-19) outbreak as global pandemic [1]. At 23 March 2021, more than 124 
million people were officially affected by COVID-19, with more than 2.7 million 
deaths in the world [2]. We can actually consider COVID-19 as a condition typical 
of older people. Epidemiological data, in fact, suggested that the mortality rates are 
extremely high in older persons and that the prevalence of COVID-19 is more ele-
vated in older persons compared to the younger ones [3]. A particular interest was 
given to the COVID-19 outbreak in nursing homes for several reasons [4–6]. First, 
nursing homes commonly include people that are particularly frail (e.g., for the 
presence of severe dementia) or disabled. Moreover, even if less than 10% of all 
COVID-19 cases are observed in nursing home, nursing home and assisted living 
facilities residents and staff accounted for more than one third of the all deaths 
recorded [7, 8].

29.2  Frailty and Agism in COVID-19

COVID-19 has indicated again the importance of frailty and agism in older people. 
Frailty is an age-related clinical condition associated with a decline in energy, 
strength, and function that increases a person’s vulnerability to stressor conditions 
resulting in an increased risk of negative outcomes such as hospitalization, falls, 
admission to long-term care, and mortality [9]. Older adults are characterized by 
heterogeneity of health and vigor. Single aspects, such as chronological age and 
concurrent disease, cannot truly reflect overall health status. To solve this knowl-
edge gap, frailty syndrome has been widely introduced in recent decades. Frailty 
was confirmed to be a predictor of risk with worse outcomes, such as falls, mortal-
ity, and lower quality of life in different populations [10]. Several studies have pre-
sented the association between frailty and mortality in patients with COVID-19, the 
majority of which have shown a clear association between increasing frailty and 
worse outcomes [11]. Although the mechanism relating frailty and mortality has 
been described by previous studies, this association has not been yet fully explained. 
Patients with frailty suffer from various observable deficits, namely, a reduced phys-
iologic reserve, chronic undernutrition, and cognitive impairment, that may increase 
the likelihood of an adverse outcome when patients are exposed to major negative 
stressors, such as COVID-19 or surgery operations. Second, frailty involves the 
process of complex chronic inflammation. Proinflammatory cytokines, such as 
C-reactive protein, tumor necrosis factor (TNF)-a, interleukin (IL), or interleukin-6, 
exacerbate the risk of mortality in COVID-19 [12]. Recently, a huge increase in 
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proinflammatory cytokines was reported in patients with COVID-19 [13]. 
Proinflammatory cytokines cause an inflammatory storm in COVID-19 patients, 
which may lead to lung injury and notably ARDS, heightening mortality risk [13]. 
Third, older adults infected with SARS-CoV-2 have an increased risk of referral to 
ICU and intensive medical care. This may lead to invasive ventilation, more drugs, 
and even extracorporeal circulation support. Critically ill patients with frailty were 
reported to have a 1.71-fold risk of mortality [11].

Another important problem that faced during the 2020 is agism. Agism is a com-
plex phenomenon that encompasses stereotypes, prejudice, and discrimination 
against older adults, old age, and aging [14]. According to World Health Organization 
[15], agism is the most socially normalized of all forms of discrimination and 
COVID-19 perpetuated and triggered several forms of public agism [16, 17]. 
Subjective perceived age discrimination (PAD) has been claimed to produce detri-
mental effects [18] with harmful consequences for physical, mental, and social 
health [19, 20].

Agism and frailty are conditions that share the possibility of being associated 
with negative outcomes for the older people; however, very few studies included 
frailty as a factor potentially related to agism [21, 22], and little is known of the 
possible relationship between these two conditions, even if in the early 2020 some 
works indicated that younger people should be privileged compared to older per-
sons for some interventions such as invasive ventilation, without considering the 
older person in his/her complexity [23].

29.3  Cognitive and Psychological Problems in Older People 
During COVID-19

Confinement and isolation were proven to be highly effective for the control of 
infectious diseases, including COVID-19 pandemic [6]. However, previous out-
breaks of SARS and MERS showed that quarantine has negative effects on mental 
health, with an increase in psychiatric symptoms and syndromes, notably those 
related to stress reactions such as anxiety, depression, and anguish [7]. Considering 
findings from previous outbreaks and preliminary observations during the 
COVID-19 pandemic, an alarm about a possible imminent “pandemic” of psychiat-
ric disorders was launched [8–10]. Factors triggering an increase of post-pandemic 
psychiatric disorders may be multiples. Among those are direct effect of isolation, 
with restrictions on movements, impoverishment of social contacts, affective rela-
tionships, and perceived loneliness. Anxiety may arise from the rapid need to adapt 
to new lifestyle and changes of routines. In addition, an increased state of alert due 
to fear of contagion, grief, or bereavement could impair mental health [10].

These considerations apply to the general population, and very few information 
is available for the most vulnerable persons in society, such as older people and 
those affected by dementia [11, 12]. Individuals with dementia are frail, depend on 
caregivers for daily living activities, and need the support of a network of social and 
health services resources (memory clinics, Alzheimer café, diurnal centers, 
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physiotherapy, etc.). In this scenario, extended lockdown with imposed self-isola-
tion and change or deprivation of usual daily activities may represent a stressor 
event in both patients and caregivers, with high risk to induce anxiety and depres-
sion [13]. Changes in neuropsychiatric symptoms in subjects with dementia may 
exacerbate the psychological effects of lockdown in their caregivers, situation which 
may further worsen patients’ behavioral symptoms, globally increasing psychiatric 
burden. Finally, confinement reduces access to physical exercise or even physio-
therapy, and movement restriction exacerbates symptoms of dementia [13, 14]. In 
turn, the lack of activities and global cognitive and physical stimulation may cause 
delirium in individuals with dementia, contributing further to morbidity. There is 
also increased evidence that psychological symptoms due to stressor events can 
contribute to cognitive decline [15]. In one of the most important studies regarding 
psychological issues during 2020 in older people, it was reported that quarantine 
induces a rapid increase of BPSD in approximately 60% of patients and stress-
related symptoms in two-thirds of caregivers. Health services need to plan a post-
pandemic strategy in order to address these emerging needs [24].

29.4  The Role of Geriatrician and General Practitioner 
in COVID-19

The coronavirus disease 19 (COVID-19) is surging up in older people, and it affects 
especially frail people in primary care settings and nursing homes in which frail 
people, notably with cognitive impairment and behavioral problems, are usually 
admitted. COVID-19 is known to affect not only our older patients’ clinical state but 
also their relationship with families and their social life, impairing globally their 
functioning and eventually speeding up their decline.

GPs have also experienced the challenge of caring for their older patients in rural 
contexts, with a need to balance chronic disease management with the risk of virus 
transmission, either during health care consultations or when traveling from rural to 
urban areas [25].

The recent e-health and communication technologies may help mitigate this con-
ditions, i.e., GPs, geriatricians, and other healthcare professionals may use video 
conferencing tools [26]. Patients should be evaluated and treated also using tele-
medicine and including prognostic tools in daily clinical practice.

Nevertheless, digital divide is indeed an obstacle to the realization of this, and 
seniors that have previously been shown to have higher prevalence of chronic condi-
tions and greater difficulties with healthcare access are also less likely to adopt use 
of e-health tools [27].

29.5  Conclusions

COVID-19 pandemic represents, with its millions dead worldwide, an un prece-
dented tragedy.
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Hopefully, due to the massive vaccination campaign effort with extraordinarily 
effective vaccines, COVID-19 pandemic will eventually end or at least our systems 
will be able to manage the pandemic or co-exist with SARS-CoV-2. Family physi-
cians and geriatricians will participate to the post-COVID-19 healthcare, building 
upon the COVID-19 experience and making use of the new tools in order to provide 
care to frail and older patients, both in nursing homes and community dwelling.
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