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History of Geriatric Medicine
Mary Ann Forciea, MD

Commentary

From the years following the founding of the United 
States up to the period before World War II, the majority 
of ongoing care of the elderly in the United States and 
Great Britain was provided in three sites:

• homes of those older adults or the homes of family 
members

• grouped with the poor (poor homes or work farms)
• grouped with the mentally ill (asylums).

Placement within these sites was determined primarily by 
economics rather than by medical illness or functional 
status. Physicians made little distinction between the care 
of older patients and treatment of any other adult, other 
than to spend less time in diagnosis and therapy of older 
patients, especially if those patients were suffering from 
chronic diseases. The achievement of longevity was 
unusual; surviving to retirement slowly became more 
common throughout the twentieth century.

Along with increases in longevity during the twentieth 
century, several other developments contributed to 
changes in the care of older adults:

• increased professionalism in medicine and nursing
• standards in training of physicians and nurses
• increasing standards of research into clinical problems 

of older patients
• large numbers of WWI wounded veterans who needed 

chronic care were forced into existing institutions
• large numbers of conscientious objectors assigned to 

chronic care hospitals began to write about and lobby 
for improved care.

In the United States, the Flexner report had revolution-
ized the training of physicians away from “apprentice-

ships” toward formal curricula in accredited universities. 
Academic physician teachers and researchers began to 
look critically at the care of all patients, even occasionally 
at older patients. Similarly, nursing training began to 
move toward academic centers. At the same time, younger, 
mentally intact patients and their families who demanded 
more than custodial care challenged institutional facili-
ties. The observations and activism of staff assigned to 
these facilities as alternatives to military service were 
positive forces for change.

In the 1940s in Great Britain, Marjory Warren began 
publishing papers describing her transformative work 
for elderly patients in a hospital for the chronically ill. 
She summarized her process of assessment of patients in 
that facility and the development of her “Geriatric Unit” 
in a paper in 1948 (1). She described the categories of 
patient that she felt belonged more appropriately 
together:

The chronic “up-patients” (ambulatory patients)
Chronic continent bed bound
Chronic incontinent bed bound
Senile, quietly restless (not noisy or annoying) and
Senile, demented (noisy and/or annoying).

She strongly advocated, for the fi rst time in major medical 
journals, for careful assessment of patients on entry into 
institutions of care, for special training of medical stu-
dents in the assessment and care of those patients, and 
for strong links to hospitals or teaching centers. She 
shared information on design, equipping, and staffi ng her 
units, and she provided data on admissions, mortality and 
discharge rates. The enduring quality of some of the chal-
lenges of care for these frail, older patients was captured 
in the passage:
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In the beginning, the Geriatric Unit was regarded by most of 
the medical staff as a convenient unit to which to transfer all 
their unwanted patients, medical and surgical, old or young 
and usually without consultation. This old tradition has died 
slowly  .  .  .  (1)

Her advocacy for assessment of the older patients in her 
care greatly infl uenced the generation of British physi-
cians whose members established Geriatric Medicine in 
the National Health Service after World War II. Geriatric 
evaluation of the older adult began to develop in the 
United States in the 1960s and 1970s. This protocol of 
initial evaluation, usually by a team of professionals and 
often linked to function status complaints and outcomes, 
spread to nursing homes (2), offi ce practices (3), and 
housecalls (4). Williams and colleagues (5) published a 
protocol of evaluation for patients referred for long-term 
institutional care and documented unnecessary loss of 
autonomy without careful evaluation prior to placement. 
In the United States, the commitment of the Veterans’ 
Administration to specialized care of older veterans 
allowed the development, testing, and training of special-
ized programs focused on older patients. The fi rst con-
trolled trial of a program of initial geriatric assessment 
and subsequent care appeared in 1984 (6). Rubenstein 
and colleagues demonstrated that specialized evaluation 
and care resulted in improved function that was main-
tained longer than usual care.

While techniques of assessment and care have been 
developing over the last thirty years of practice (see later 
chapters in this volume), education in the interdisciplin-

ary team practice, which is the foundation of that assess-
ment, has been evolving more slowly. The Hartford 
foundation has invested funds and support to develop 
instructional methodologies to promote team practice 
(7). Certainly the blossoming of the fi eld of education in 
the skills involved in successful practice of medicine and 
nursing should aid efforts to prepare health professionals 
for the world of practice with older adults in the twenty-
fi rst century.
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