ORIGINAL INVESTIGATION

A Negative Trial of Inpatient Geriatric Consultation

[ essons Learned and Recommendations for Future Research

HEWnierad, MDD Meghan B Gevety, MID: Nawy A La

Furpese: [ o determine the ellecnveness of inpaticnt in-
Focrphnzy genatne consultanon provided dunng hos-

doanon o ral, elderly sulyects

Subjects and Site: “\Jdmissian cohort of 197 men ad-
S o T9ES thibugh 1989, aged 63 vears or more,
g oy erteria lor frmley. hving within follow-up
cihiont termmal illness. and withou pralonged nurs-
~omte Testdence.
“iethods and Measures: [Landomized controlled
[ pnatent gernatrie consullauon ar o ervary care
v Abars hospial Dilferences were determined
voct geonps e Phvswaal Sell-Maienance Scale,
pemental Activities ol Daily Living, ANimi-Mental

State Examination, Morale Scale, and nursing home
and health care wtilizavon.

Results: No differences were seen between groups im any
measure after the intervention or during 1 vear ol follow-
up. Intervenuon mmplementation may have been mcom-
plete due 10 comphance and resource availability.

Conclusions: Thistrialis not defimuve in determining whether
genatric consultationis effective orinellective, Lessons learned
from this research indicate that future studies should tiarget
frail subjects, include intervention-specific measures. and be
conducted with direct control of comprehensive resonrces.
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IL RAPIDLY growing popula-

tion of adults older than 63

vearsereates increased demand

an an overburdened health

care system. Toatlempt Lo re-
(e this burden. nany strategies have been
developed w improve the health and func-
tonmg ol the fral elderlyand thereby decrease
health care wtilization ' An mpatient interdis-
ciplmary geriatric consultaton cannot anly
oller gertatne expertise to larger numbers of
hosputlized elderty thana dedicated mpatient
unit, but may also serve wo enrich the geri-
atne knowledee base of health prolessionals
frany many disciphnes.

Toexammine the impact of inpatent ge-
riatre consultaton, we conducted arandom-
ized conurolled trial ol an interdisciphinary con-
sultaton team at the Veterans Affairs Medical
Cemter, Palo Ao, Calil. We chose to evaluate
hicalth eutcomes rather than educational im-
pact Hypotheses were that mterdisciplinary
mpatient genatrc consultation would ¢ m-
prove the phiysical and mental function of sub-
ject=at the time of hospital discharge and over

a L-year follow-up penod, and (2} reduce nurs-
ing home and health care uulization of sub-

Jects compared with controls,

BN RESULTS e

Over the perod of the 1nal, 2728 admis-
sions of persons aged 65 vears or more were
screened for eligibility (Figure) Sixty-

ble because of admmistrative exclusions,

cg. shart hospual stays, geographic dis-
tance from the Palo Alto Veterans Affairs
Medical Center. or enrollment in an on-
going geratric or rehabilitation program
lhe remaming 37% ol adnssions were el-
iible for elinical sereerung. Of these 1009
subjects, 25% were eligible alter the clin-

See Methods on next page
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METHODS

All male patients 63 years of age and older admitted to the
acute Medical and Surgical Services at the Palo Alto Veter-
ans Atlairs Medical Center, a tertiary care teaching hospital
affilated with Stanford (Calif) Unmversity Medical School,
between October 1985 and January 1989, were screened
within 96 hours of hospual admission (Figure).

Subjects with the following charactenstics were screened
tor incluston inthe tnal: (1) anticipated length of stay 96 hours
or more. {2) residence within 2 hours’ drive from the Palo
Alto Veterans Affairs Medical Center, and (3) not enralled in
a geriatrie or rehabilitation program . Patients were consid-
ercd chgible {or the tnal if they were functionally impaired
and aged 65 years with one of the tollowing previously pub-
lished and vahidated proxy crtena for fradty: contusion, de-
pendence in achivities of daily living, pelypharmacy (more
than six medicanons), disabling chronic illness(es), orastressed
caregiving system. ' Patients were excluded if they were in-
dependent in all activities of daily living prior te hospital ad-
misston (“too independent ™), were a permanent nursing home
restdent; and had a terminal illness with life expectancy of
less than 6 months by report of primary physicians (*too im-
pared”). Patients admitted directly Lo imtensive care units were
screened after transter to the general wards.

During a 6-month ptlot penod, mcluston and exclusion
crteria were standardized and operationally delined. For the
first 3 months of the wal, interrater reliability of the inclu-
sien and exclusion critena weve assessed for screened sub-
jects between two investigators enrolling subjects. This re-
vealed 92 5% simple agreement regarding chnical categon-
zation of patients Differences in eligibility determination were
adjuchicated by one of us pror w randoemizaton Entey into
the study and randomizaton were perlormed according to
the following procedures developed by Lincoln Moses, PhD,

the stanstician for the project. Prospective patients were en-
tered nto a log consecutively. When found eligible for the
study. and alter gving consent, patients were registered as
entered into the study. Baseline data were collected prior w
randomization. The number ofthe next envelope was entered
inta the log and then opencd. Opayue, scaled envelopes se-
rially numbered had been prepared. Euch envelope contined
ashp of paper marked either treatment or control The treat-
ment or control condition was assigned using a table of ran-
dom numbers, with the balance in alternating blocks of six
or eight envelopes prepared by the statistician

Baseline and follow-up assessments with the lollowang
measures were performed by atrained research assistant blinded
to treatment assigniment, Mini-Mental State bxamnation (MMSE.
possible scores O through 30; higher score, better function),
Physical Self-Maintenance Scale (PSM5, possible scorest) through
6; lowerscore, better lunctiwon). Instrumental Activities of Daily
Living (LADL, possible scores O through &, lower scare, better
function), and the Philadelphia Geriatnc Center Morale Scale
(Morale, possible scores O through 18 lower score. better [unc-
tion)."" Subjects were assessed at admussion, discharge, 3 months,
6 months, and 1 year. All evaluations were performed face-
to-face with subjects. except the -month assessment, which
was performed by telephone and did not include the MMSE

Length of stay of the index hospialization, discharge
level of care, level ol care over the year of follow-up, num-
ber of hospitalizations, total hospital days, number of nurs-
ing home admssions, total nursing home days, outpatent
and home health care services, and mortality were also eval-
uated. Levels of care were assigned a score and used as ca-
eporcal dutaas lollows: commumty dwelling, T congregate
or sheliered living, 2, and skilled nursing, 3 Health care
utilization data were obtained by panent and/or caregiver
interview and from the Patient [reatment File, the central-
1zed inpatient database for the Veterans Affans Medical Cen-
ter Nursing home urihzanon dara were obtamed from the

ial screening process. Of those ineligible, 566 did not
meel any proxy criterion for frailty ("too independent”)
(75%). and 194 met the exclusion criteria for terminal
illness or nursing home residence (“too impaired™ (25%).

The most common inclusion criterion was disabhng
chronic illness (eg, arthritis, chronic obstructive pulmo-
nary disease, congestive heart lallure, diabetes mellitus),
present in 147 subjects (75%). The caregiving system was
stressed in 101 panents (519%), and impaired moblity was
present in 90 patients (46%). Other common clinical con-
ditions in the sample included polypharmacy in B3 pa-
tients (42%), malnutrition in 58 (294%), falls in 50 (25%),
confusion in 47 (24%), cerebrovascular accident in 45
{23%), and incontinence in 38 (19%).

Filty-two eligible subjecis either relused 1o partici-
pate (n=49) or were transferred to other hospitals (n=3)
prior to randomization. One hundred ninety-seven eld-
erly male patients (99 experimental and 98 control) aged
65 years or more were enrolled in the trial. No significant

dillerences in age. tunction, cogninon. morale, number
ol diagnoses, or level of care existed between the control
and expenmental groups at baseline (Table 1).

Table 2 shows health care utilization and sug~
vival. No differences existed in length of stay for vhe
index hospital admission between the experimental and
control groups by t test using a square oot transfor-
mation (P=.9). Discharge disposition [rom the imtial
hospitalizanon was not dillerent for the two groups
(P=134). No signilicant differences were lound between
the experimental and control groups with respect 1o
number of rehospitalizanons or nursing home admis-
stons (P=46 and P=+47, respectively), nor did the
number of days spent in hospital or in a nwrsing home
differ. Tevel of care at dischurge (P= 34) or in the vear
following the index admission was not ditterent be-
tween the two groups (P= 35 No dilferences were
found in the wilization of vutpatient care, home health
care, Or respite care
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Patient Freatment File and records of the community nurs-
mg home program ar the Palo Alio Veterans Aftairs Medical
Center Level of caie was abtamed by patent and/or care-
wiver interview. Monahry data were ohiained by caregiver
mterview and from the Cahformia Automated Morality List-
ing, which searches Calitorma death dara and the Nartional
Death Index

The consultation intervention consisted of a compre
hensive functional, mental. medical, and soaal evaluanon
and recommendations by an interdisciplinary tean con-
<sting of an atendimg faculty genarrican. a genatric lel-
low, an mternal medicine house officer. a sooal worker,
and a chrmcal nurse specialist. Memhbers of other disci-
phnes e, psychology, nurmen’ were available 1o the
consult 1team as needed. Alter imual evaluauon, the team
met as a group W discuss the panent and formulate rec-
ommendatiens Recommendations were directed prima-
nly at fve ancas: (11 medical issues including diagnostic
testing and medications, (2) referral for rehahilitation, (3)
evaluation and management of gerarric syndromes; (4]
discharge planming; and (31 psychosoval 1ssues. Care was
taken 1o hmit recommendations to as few as possible o
enhance the hkelihood of implementauon. A formal con-
sultation note owthning recommendations was placed in
patients” charts and discussed with the primary care
team. Pauents were seen by physician members of the
team a munimum of three times per week thronghouat the
hospatal stay and follow-up notes were written on art least
a weekly basis When necessary, memhers ol the team
provided lhimited direct patient care. Direct patient care
was provided only when regular ward stafl were unuble
o provide services because of madequare stallmg, prima-
rily social services. When stall knowledsge was dentified
as inadequate 1o carty out speailic tremment of geriatric
syndromes, such as incontunence, decabuius uleers, and
malnuinnon, the consult wam provided in-service edu

ol expenmemtal subjects) were evaluated with respect to each
recommendanon. Comphance was dehned as an order or

and cognition. To determmine if death had an influence on

with maximum likelihood estmation techmques  Length
o index hospital stay and postdischarge hospual and

camt covariates was performed using a Cox propuortional

cation. Alter hospital discharge. no further care was pro-
vided. Conurol subjects received vsual care and were not
cvaluated by the consultanon team.

Compliance with recommendations hy the primary ward
team was assessed for a 1-year perod midway through the
mtervention trial. The medical records of 60 subjects (62%

note 1 the chart that indicared that the recommendation
wis ordered or plarmed. Determination of full tmiplemen-
mtion of recommendanons such as panent repositiomng,
feeding, assisted ambulation, and activity orders would have
required 24-hour ohservation ol patients by research stalf
Such observanon was beyond the resources of the research
Lear.

Baseline characterisiics of the control and expen-
mental subjects were compared using ¢ tests for contin-
uous variahles and 7 tests for categoncal data. Repeated
measures of analysis ol variance controlling o for muli-
ple compansons was used 1o ascertam differences be-
tween groups i activities of daily living, TADL Morale.

functional results, analyses were performed first with sur-
vivors (who had complewe data lor the entire fallow-up
period? and then wsing all available data for all subjeas

nurstng home utilizanem were compared between groups
using ttests after square root translormation lor posi-
tively skewed distmbutions. Dhilerences between groups
in level of care required over the (wllow-up vear were
compared using repeated-measures categoncal analysis,
survival differences between groups were comparced us
g Kaplan-Meter techniques, and adpustment tor sigrli-

hazards model.

At the T-year follow-up, 41 (41% mortaliny) per-
sons were dead in the experimental group and 35
L36% mornality) were dead in the control group.
Fawventy-two percent of both expermmental and control
abjects had died within the first 100 days after adms-
aon Using Kaplan-Meter techniques, no differences m
survival existed between the groups during the
[ollow-up perod (P=43), During the [ollow-up year all
participants survived a mean of 274=27 days. The
Cox proportional hazards model, adjusting for age,
FSMS, TADL, MMSE, and Morale showed no difter-
enees in survival between groups.

Analysis ol vananee with all subjects. using max-
imum likelihood estimation techniques, showed no sig-
niticant dillerences between groups i PSMS (P=.91),
IADL (P=6U). or Morale (P=23) scores over the vear
ol follow-up (Table 3). Analysis of covanance using
mitral PSMS, TADL, Morale, and MMSE scores as
cariates showed ne significant differences between

groups with respect to PSMS (P=7), IADL (P= 32} and
Morale (P=.7), With respect 10 the MMSE scores, the
experimental and control groups did differ from each !
other over the year of follow-up (P=.02). Results did'.~
not differ when only survivors were used in the anal-
VSES,

Analysis of the compliance data showed that, using
our limited definition of compliance, 67% of all recom
mendations were ordered. Recommendations for which
there was greatest compliance (>80%) were those re-
parding diagnostic lesting (laboratory and roentgeno-
gram) and referral for physical therapy or inpatient re-
habiluation, Compliance with recommendations lor changes
in medication regimen were complied with the least tre-
guently {229%). Recommendatons for treatment of geri-
atric syndromes were followed 30% of the time, These
included nutritional recommendations, skin care. and de-
cubitus prevention, and diagnostic and therapeutic inter-
ventions for unnary imcontinence.
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Adrissians n=2728
(1985-1985)

Admimstrative Screening

|

Lo

Eligible
n=1009 {37%)

Ineligible
n=1719 (63%)

Short Stay Chinical Screening
n=1089 |
Too Far Away
n=233 Ehgible Ineligible
In Genatric Pragram n=249 (25%) =760 {75%)
n=120
Female Participants Too Impaired
n=82 n=197 n=194
Otner Retusals Too Independent
n-149 n=49 n=566
Left Before Enralled
n=3
Screening process.

— .

Our study found that the interdisciplinary geriatric con-
sultation did not have an effect on improving discharge dis-
positiorn, lunciional status, level of care in the year of follow-
up, utihzation of hospitals, nursing homes, or other health
care services. The single positive outcome was an improve-
ment in mental status of the experimental group. Although
this 15 an impoertant positive finding, it was not accompa-
nied by any functional improvement. Thus, its significance
15 uncertain. Since none of the major hypotheses were ful-
filled, we conclude that the trial was negative.

The possibility exists that our treatment may have
been effective, bur our sample size was inadequate to de-
tect change. a type 11 error” This is unhkely, however,
due to vur sample size. Original power caleulations (pow-
er of B0% with an a of .05) showed that a sample size of
200 would detect a difference of 25% in nursing home
placement. Caleulations were based on effects observed
on planned discharge locauon during the authors’ un-
controlled trial in 1984, Post hoe power calculations also
suggest that adequate power was present. Using an anal-
ysis of variance design, the observed means, SDs, corre-
lanions of change, specilying a 20% improvement, setting
o at .05 andd power at 30% a sample size of 12 (Morale),
138 (IADL), 46 (discharge location), 47 (MMSE), 201
(PSMS). and of more than 500 (nursing home days) would
be required, respectively, in each group.” With the ex-
ception of PSMS and nursing home days, an ample sam-
ple size was achieved in our study to detect even smaller,
yet climcally significant changes.

Results of randomized controlled trials of genatrie
consultation have heen mixed.™ " Two trials by Hogan
and colleagues™ and Hogan and Fox!'" have demon-

strated improvements in survival, use of metlications, men-
tal status, and function ""* One study suggested that the
patients’ emotional function and general health ot the
caregiver may be positively allected by geratric consul-
tation."”'" The remainder, including the present tnal, how-
ever, have been negative,'™'117 1

A variety of explanations have been oftered for the
negative results in the past.'""*"" The Duke study attrib-
uted their negative results to lack of direct clinical control
over patient care.'"" ' In addition, their intervention was
not targeted Lo a frail patient population, but rather o all
persons older than 75 years. Several investigators have
suggested that the efficacy of consultation may be limited
when applied 1o an unselected group ol older pa-
tients, "7 Our wargeting criteria have been shown 1o
identity a group at high risk for prolonged hospital stay,
nursing home placement, and death *?

However, criteria that idently pauents at risk for poor
outcomes may not identify potential for benefit. Our study
population 1s similar to the successlul trial of Rubenstein

Our study found that the
interdisciplinary geriatric
consultation did not have an effect
on improving discharge disposition,
functional status, level of care .

utilization of nursing homes,
or other health care services

and coworkers' of an inpatient geriatric evaluation umi,
making it unlikely that this patient population could not
henefit from an interventuon. While the similarities of our
sample and that of the successhul trial of an inpatient ge-
riatne evaluation umt make 1t unlikely that we targeted a
low-benehit population, we recommend that future stud-
ies continue to target ligh-nisk mdividuals, Indeed., the
multiceniter geriatric evaluation and management trials
planned by the Veterans Affairs Health Services Research
and Development Service will employ an almost identical
targeting strategy 37

QOuicome measures were chosen to measure ‘global
rather than intervention-specitic eftects, as changes+in glo-
bal funcuon were our aim, Although these global mea-
sures may not be sensitive enough 1o detect intervention-
specific change (such as change in physical performance
produced by physical therapy), they have been successtul
in detecting change in other interdisciplinary interven-
tion trials.”'¥* We suggest, however, that Tuture studies
incorporate measures specific to their most common rew
ommendations along with global measures ol lunction
Ome strategy that may be useful tor mulifactonal er
veritions 15 goal attamment scaling, used tn other studies
of geriatric rehabilitation
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Another important lonitation of this study is the lack
ol primary data regarding mmplementation of consulta-
non recommendations. Compliance-enhancing strategies
were emploved, and compliance with recommendations
appears 10 be similar m magnitude w that reported in
other inals, ' Comphance was poorest. however, lor rec-
pmmendations that requived stalf time, elfort, or under-
standing ol gename syndromes. We recognize, however,
that the measure of comphance used i thus study could
not assess actual implemenation of recommendations. Fu-
ture studies should plan direct daa collecnon regarding
smplementanon ol recommendations
Extremely Irail, high-risk patients may require geri-
atnie posthospital care eitherin a more controlled inpatient
setting such as a geriatric evaluation unit, or by a geria-
trician in an outpanent clime,' 77 We expected that the
treatment plan recommended by the geriatric consultation
tearn might not achteve maximum henefit at the tme of
hospital dischirge. The benelits of drug reduction may not
become apparent for weeks. Other services, such as reha-
bilation, might produce benefits during hospitalization
but require a maintenance phase alter hospital discharge.
In bath examples, a physician with geriatric expertise would
he necessary alier dhscharge to continue the treatment reg-
imen tmuated in hospital. Future trials should consider in-
~orparating posthospual care (either auipatient geriatric
we orn a dedicated penatrie unnd imto the imtervention

| Table 1. Baseline Characteristics of Patients*®
Experimental Control
(N=99) (N=98) P
Age. y (range, 65-106) 75.7+9.0 76697
Age distribution, No. (%)
65-74, y 55 (56) 54 (55) 96
| 75-B4, v 23 {22) 22 (23
85+ y 21 (21) 22 (22)
PSMS {0-6) 25+21 26+19 .68
IADL (0-8) 4227 45+25 53
MMSE (0-30) 20375 21.7+68 a7
Marale (0-18) 1356223 140+26 19
Admitting service
Medicine 57 (58) 57 (58)
Surgery 42 (42) 41 (42)
No of diagnoses 44+20 43=17 8
Residence at admissiont
Community 88 (88) 85 (86)
Sheltered care 8 (8) 12 (13) 62
Nursing home 2(2) 00

“PSMS indicates Physical Self-Maintenance Scafe, IADL, Instrumental
Activitties of Daily Living MMSE, Mini-Mental State Fxamination. and
Morale. Phitadeiphia Geriatric Center Morale Scale. Numbers in
parentheses after these four items represent the range of possible scores
See "Methods” toe details,

tResidence at agmission not available for one experimental and one
confrol sibject.

strategy. Cost-ellectiveness analyses are needed to docu-
ment the impact of such models of care.

Gayton and associates'* suggested that their trial may
have been negative because of dilfusion of the exper-
mental intervention by rotating house stafl and the strong
rehabilitation orientation of their hospital. Our comphi-
ance data, which reflect that recommendations for “gen-
atric syndromes” were unlikely 1o be implemented, make
diffusion an unlikely explanation for our negative resulis
To avord contamination, this trial was performed shortly
after the service was created, In choosing to avoid con-
tamination, we may have sacrificed elficacy. Ideally, the
consult team would have been mature, smoothly oper-

Future trials should consider
incorporating posthospital care . . .
into the intervention strategy

ating, and well accepted by the hospital staff prior to eval-
vation. We recommend that future tnals evaluate only
well-established services

Swudies of geriatric consultation to date have been
carried out in different health care systems. For example,
negative trials have been largely performed in the United
States at university-affiliated Veterans Affairs Medical Cen-
ter and community hospitals, while the positive studies
were carried out in Canadian teaching hospitals.™ ' ' Hos-
pitals in the United States and Canada may have differing
patent populations, dilferential access to services, and hiks
with community-based health care that affect out-
comes.”* Freedom from reimbursement constraints the-
oretically allows Veterans Alfairs hospitals 1o confligure
resources in such a way as to allow longer lengths of stay,
inpatient rehabilitation, and a spectrum of care that is more
comprehensive and (lexible than i the private sector. How-

Table 2. Health Care Utilization and Survival Over
1 Year of Follow-up*
Experimental Control
(N=99) (N=98) P
Index length of stay 24.8+22 26.7+33 91
Discharge location, No. (%)
Community 59 (60) 65 (66)
Sheltered 9(9) 9(10) 24
SNF 17 (16) 18 (18)
Died in-hospital 14 (14) 6 (6)
Hospital readmissions, No. 1.0+1.3 1.2+1.7 46
Hospital days 15.0+27.0 20.0-39.0 44
SNF admissions, No. 03+06 03«05 47
SNF days 359+745 25.8+631 33
One-year survival, No. {%) 58 (59) 63 (64) 43

*SNF indicates skilled nursing facility. .
tintormation on discharge disposition was not avalable for two subjects
in the expenmental group and four subjects i the controf group
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Table 3. Comparison of Outcome Measures Between Experimental and Control Groups Over Time*

Admission Discharge 3 mo 6 mo 1y P
MMSE
Exp 20375 226x66 241+58 N/A 24371 02
Con 21.7+6.8 225+6.8 23.3+7.0 N/A 21.4+92
PSMS
Exp 25+21 32+19 3.4+20 3420 36+20 91
Con 26+19 31+22 36+21 35+22 40=x21
IADL
Exp 42+27 N/A 5.0+27 42+26 46+28 6
Con 45+25 N/A 52+26 46=28 52+3.1
Morale
Exp 135+23 13.7+24 142+27 N/A 14128 23
Con 14.0+26 13.6x2.2 14328 N/A 14227
Level of care
Exp 1.1+04 1407 14+07 1.5+08 14+08 3
Con 1103 1.3+06 1.3+07 1.3+0.7 1.4+07

*Mean= 50. MMSE ndicates Mini-Mental State Examination, PSMS. Physical Self-Maintenance Scale. 1ADL, Instrumental Activities of Daily Living: Morale,
Philadelphia Genatrics Center Morale Scate, Exp, experimental: Con, control; and N/A. not applicable.

ever, in our expenence, available resources were often un-
predictable. Services ordered were often not provided. Labor-
intensive recommendations, eg, supplemental oral feeding,
incontinence programs, [requent position changes, and
bedside physical therapy, were frequently foiled by stafi-
ing shortages. At the time of the study, a nationwide nurs-
ing shortage and the noncompetitive Veterans Affairs sal-
ary structure had stretched nursing and rehabilitation
resources Lo the limit,

we cannot say whether geriatric
consultation is effective or ineffective

In a scarce resource environment, frail, quiet, older
patients who require low-tech, time-consuming interven-
nons to preserve limited function may not compete well
tor nursing tume with acutely ill, unstable younger pa-
tients who urgently require constant monitoring, intra-
venous medications, or other more invasive procedures.
Older patients must also compere with younger, “more
salvageable™ patients [or bedside rehabilitation and inpa-
tient rehabilitation services At the nme of our trial, only
two physical therapists were available at the Velerans Al
fairs Medical Center for the 177 acute care beds (medi-
cine, surgery, and neurology) and none for Veterans Al-
[airs Medical Center outpatient chmes, In contrast, Stanford
University Hospital had 18 physical therapists to serve
286 similar beds and outpatent clinies. The Veterans Af-
fairs rehabilitation services were often delayed for 5 through
7 days after requests were made, and available only for
patients who could be easily transported to the Palo Alto
Veterans Affairs Rehabilitation Department. Readily avail-
able rehahilitation is a relatively constant feature of pos-
ive multudisciplinary geriatric intervention tri-

als ' LTL22 2 W suggest that future studies ensure access
to comprehensive rehabilitation services for all subjects.

Anecdotal evidence indicates that organizational struc-
ture supportive of genatne consultation may be an ad-
ditional necessary element that [aciluates access Lo re-
sources and implementation of recommendations.*® [ future
studies of geriatric consultation are 10 be performed, care-
ful attention must be paid to resources and structure for
a definitive trial to be possible. If hospital resources are
nadequate to implement recommendations, the geriatric
team must be configured so that required personnel are
members of the team, eg. physical therapists,

In conclusion, we cannot say whether genatric con-
sultation 1s effective or ineffective. We believe that our trial
was an inadequate test ol the intervention and strongly be-
lieve that an adequate test of geriatric consultation has not
yet been carried out We have identified logistic and meth-
odological 1ssues that [uture trials should confront in the
developmental phase We have also identified elements that
may need systematic improvement in many hospital sys-
tems hefore truly comprehensive, continuous, and high-
quality geratnc care can be provided. If, in fact, geriagric
care by consultation can be effective, it may be the leftst
costly af the alternatives for geriatric hospital care. Geri-
atric consultation deserves study with a mature service, and
i an environment with comprehensive resources readily
available to implement the consultants’ recommendations.
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