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Adding life to the elder years 

John F. Kennedy once said, "We have added years 
to life, now we must add life to those years."! 
These words have guided the mission of geriatric 
clinical, educational, and academic programs 
nationwide. The "geriatric imperative" of the 
1970s, a concept promoted through the National 
Institute on Aging under the direction of Robert 
Butler, MD , presented compelling reasons for 
our nation's health professions schools to respond 
to unmet healthcare needs of the elderly. 2 This 
imperative cited a demographic, economic, aca­
demic, and attitudinal basis. 

The demographic and economic aspects of the 
geriatric imperative are evidenced by the "gray­
ing of America," that is, the rapid rise of the geri­
atric population, who are the highest users of 
our healthcare resources at a time when the Unit­
ed States is recognizing that its healthcare 
resources are not endless. The old old, persons 
older than 85 years, are the most rapidly grow­
ing segment of the US population. They have the 
highest degree of functional limitations and the 
greatest use oflong-term care.3 By the year 2050, 
there will be an estimated 1 million centagenar­
ians in the United States. 4 

The academic basis for the geriatric impera­
tive is seen in the need for important clinical 
information of geriatric medicine to be appro­
priately included in the curriculum of medical 
schools, graduate medical education programs, 
continuing medical education courses, and the 
successful establishment of training programs 
to train geriatricians to teach geriatric medicine.5 

Likewise, the academic justification of the geri­
atric imperative is apparent in the need for long­
neglected research in healthcare of the elderly, 
particularly chronic illness that is now causing 
functional decline. 

Finally, the attitudinal dimension ofthe geri­
atric imperative calls for the need to dispel myths 
about medical interventions among the elderly. 
These myths frequently lead to ageism, a preju­
dice against the elderly and an attitude thought 
to be prevalent in healthcare. Such prejudice 
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places the elderly at risk for rationing health­
care resources nationwide. Stemming from this 
geriatric imperative of the late 1970s, many piv­
otal developments have emerged that respond to 
the unmet health care needs ofthe elderly. These 
developments include the establishment of aca­
demic geriatric medicine programs in medical 
schools, the creation of geriatric fellowship pro­
grams, the development of the certificate of added 
qualifications in geriatrics, advancements in 
gerontologic research, and the creation of geri­
atric assessment programs. 6 The osteopathic 
medical profession has made significant contri­
butions in these areas. Great advances have been 
documented in the incorporation of geriatrics in 
the curriculum of the colleges of osteopathic med­
icine (COMs). Also, two of the nine federally 
funded geriatrics fellowship programs emanate 
from COMs. 

Despite these significant strides, the research 
and education goals in geriatrics are far from 
being achieved. Beginning on page 712, ''Functional 
abilities of elderly survivors of intensive care," 
by Dr Broslawski and colleagues, addresses two 
important issues in geriatric care. Specifically, 
this prospective, randomized study identifies 
functional outcomes of elderly patients treated 
in an intensive care setting. Along with other 
conclusions, the study indicates that poor func­
tional outcomes are directly related to the length 
of stay in the intensive care unit, as well as total 
hospital days. Poor functional outcomes were not 
found to be related to the patients' age or sever­
ity of illness . 

These data offer the potential to identify 
strategies that would lead to improved function 
after hospitalization, as well as the decreased 
need for long-term care institutions and home 
care services, and with that, the potential for 
cost savings. By demonstrating that older per­
sons have as good a functional outcome to criti­
cal care interventions as do younger persons, this 
study supports the potential benefits of critical care 
intervention-even among the aged. These data 
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are important in a socioeconomic environment 
where age is being used as a potential mecha­
nism to limit increasingly scarce healthcare 
resources on the basis of ineffectiveness without 
data to support such conclusions. 

A tremendous need exists for more geronto­
logic research to document beneficial outcomes 
of interventions that improve function, as well 
as to provide data to disprove several miscon­
ceptions regarding healthcare issues for the elder­
ly. In this way, the goal of "adding life to years" 
can be achieved.. .,.../ 

~ 
Thomas A. Cavalieri, DO 
Professor of Clinical Medicine 
Director, Center for Aging 
University of Medicine and Dentistry 

of New Jersey-School of Osteopathic Medicine 
Stratford, New Jersey 
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