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ANZSGM Position Statement  

 

Education in Geriatric Medicine 
 

About the Australian and New Zealand Society for Geriatric Medicine (ANZSGM) 

 

The ANZSGM is a society of medical practitioners engaged in the practice of Geriatric Medicine or related 

disciplines. Membership of the Society is open to registered medical practitioners who demonstrate a 

commitment to clinical practice, research, education and administration in Geriatric Medicine and allied 

specialties and to those undergoing training in these fields. 
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KEY RECOMMENDATIONS  

Education in Geriatric Medicine is essential for all medical students, given the unique challenges the older 

population present for the health care system. Older people have complex and sometimes competing 

health care needs. Recognition of clinically significant deterioration in older patients can be challenging, 

decisions around diagnostic processes are complex and full recovery after acute illness can be difficult to 

achieve. Addressing these needs often requires interventions from multiple disciplines, necessitating 

effective and coordinated teamwork. Therefore, a workforce of doctors competent in the care of older 

people is necessary to manage both the current and projected need. The Australian and New Zealand 

Society of Geriatric Medicine (ANZSGM) recommends that all medical graduates have specific training 

and clinical experience in the assessment and management of older people, delivered by clinicians with 

expertise in Geriatric Medicine. The ANZSGM provides a framework on the essential areas of knowledge, 

skills and attitudes required by graduates. Individual medical schools should maintain a formal Geriatric 

Medicine curriculum and provide adequate learning opportunities and assessment to meet these 

competencies.  

 

INTRODUCTION  

The importance of Geriatric Medicine in medical school curriculums is underpinned by three principles: 

1. Australian and New Zealand population is ageing - In 2017, there were 3.8 million Australians aged 

65 years and over (comprising 15% of the total population), increasing from 319,000 (5%) in 1927 

and 1.3 million (9%) in 1977 [1]. The number and proportion of older Australians is expected to 

continue to grow. By 2057, it is projected there will be 8.8 million people in Australia (22% of the 

population) aged 65 years and over [1]. Similarly, New Zealand also has an ageing population with 

711,200 people aged 65 years and older in 2016. This number will roughly double to 1.3-1.5 million in 

2046, equating to 23% of the total population, an increase from 12% in 2016 [2]. In 2016–17, there 

were 1.6 million Emergency Department presentations among people aged 65 years and over—

around one- fifth of the total 7.8 million presentations. Furthermore, in 2016-17, people aged 65 years 

and over accounted for 2.8 million same day hospitalisations (42% of the total 6.6 million) and 1.8 

million overnight hospitalisations (41% of the total 4.4 million) [1].  

 

2. Older people have particular health needs - As the population ages, the health care system is treating 

an increasing number of older patients who have multiple comorbidities and functional limitations. 

Medical problems in older age are often characterised by a complex amalgam of physical and 

cognitive issues with unmet social needs, which require specific skills and expertise to manage. 

Diseases often present atypically with non-specific symptoms, such as falls, and can have multiple 

aetiologies. Advanced chronic conditions resulting in functional decline predominate in older age. 

Communication issues and physical frailty are also common and training is required to undertake 

clinical assessment in this setting. The appropriate use of diagnostic and therapeutic interventions 

often requires specialist judgment of the risks and likely benefits. In particular, optimal and 

appropriate prescribing in the older adult is paramount to avoid iatrogenic adverse events. Shared 
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decision-making and advanced care planning help inform appropriate, person-centred management 

strategies. Above all, a positive approach to older people and to their medical issues is essential. 

Management requires a model of care where there is collaborative teamwork, a focus on function, 

diagnostic acumen, skills in managing a broad range of illnesses and an openness to flexible problem 

solving that engages the older person, their family and health professionals from a range of 

backgrounds. 

 

3. The training of medical students in the medicine of health and care of the older person needs to be 

mandatory. Akin to other mandatory undergraduate rotations such as paediatrics and obstetrics, all 

doctors working with older people need to be equipped for a medical practice where there is an 

increasing prevalence of complex presentations, comorbidities and frailty. In the early 1980s, 

education in Geriatric Medicine in medical schools was rarely comprehensive. This has changed, 

particularly in the last decade, with most medical schools having a dedicated Geriatric Medicine 

curriculum, clinical rotations to units demonstrating a Geriatrician-led model of care, and the 

appointment of academic Geriatricians. However, the coverage, dedicated time and intensity of study 

for Geriatric Medicine vary greatly across these programs and needs further evaluation. 

 

LEARNING OPPORTUNITIES  

What training is required?  

Medical school graduates should acquire specific knowledge, skills and attitudes to provide competent 

care to an increasing number of older people (see appendix for core competencies). Most doctors will 

spend a significant portion of their careers managing older patients, and this responsibility is not limited to 

the role of Geriatricians [3].  

There is broad consensus on the curriculum content for geriatric university education internationally 

[3,4,5,6,7]. Individual university programs should ensure students are provided with learning opportunities 

and assessment to meet these competencies. Standardised competencies provide a framework that can 

be adapted to specific sites and evolve over time. Their application and monitoring requires involvement 

of clinicians with expertise in Geriatric Medicine.  

 

When should teaching in Geriatric Medicine take place?  

A vertically integrated approach is ideal, with the health needs of older people being a longitudinal theme 

throughout the university course. Early exposure creates a foundation allowing students to build on this 

as they progress through to clinical teaching.  

 

The physiology of ageing can be introduced in pre-clinical modules. Teaching on the demography, 

psychology and sociology of ageing provides an understanding of models of care to address increasing 

frailty and comorbidity. This teaching may reduce the issues of ageism within the medical system and 

profession [8,9,10]. It is important for students to have exposure to active and healthy older people early 

in the medical course as this helps foster a positive view of ageing.  
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Teaching in Geriatric Medicine should also be horizontally integrated, with opportunities to include these 

themes in other system-based modules [8]. For example, when studying the cardiovascular system, 

common cardiovascular issues in older people and the specifics of the approach to assessment and 

management should be emphasised.  

All students should have the opportunity to learn during a dedicated teaching block in Geriatric Medicine 

under the supervision of Geriatricians during the clinical years of the course, when specialist issues such 

as dementia, falls, and delirium are better-appreciated [11]. The attachment should be sufficiently long for 

students to see patients respond to treatment and progress with a multi-disciplinary approach to 

management. It is likely several weeks would be preferable to allow students to learn through 

experiences from admission to discharge [4].  

Learning opportunities for inpatient hospital care of older patients can be incorporated into various acute 

medical and surgical clinical attachments. As future ward based junior doctors, learning to identify 

potential risks of hospitalisation (medication errors, hospital acquired infections, delirium, falls, 

malnutrition and pressure injuries), as well as planning for a safe discharge will be key aspects of future 

work [12]. Opportunities for exposure to older patients in community and residential aged care facilities 

should also be sought, for example with Aged Care Assessment Teams or hospital-led nursing home 

outreach services.  

 

How should Geriatric Medicine be taught?  

Knowledge is typically obtained from textbooks, journals, lectures, and online learning resources. This 

can be consolidated in small group teaching activities such as tutorials, case based learning, simulation, 

role-play and bedside teaching. If case based learning is utilised, cases of older people and people with 

chronic and complex conditions ought to be included.  

Long-cases and case-based discussions promote the development of problem solving skills. Students 

should perform comprehensive geriatric assessments in both an inpatient and outpatient setting. By 

discussing these cases with someone who has expertise in Geriatric Medicine, students have an 

opportunity to integrate the medical, functional and cognitive problems identified and develop a patient-

centred management plan.  

Optimal care of older people requires the involvement of patients, family and whānau, carers and other 

professionals. Their involvement should be reflected in learning experiences that emphasise the 

importance of collateral history taking helping to provide an insight into carers’ needs.  

Ethical issues frequently occur in clinical practice. Techniques such as role modelling, role-play, 

hypotheticals, experiential learning, case reflections and small group discussions provide opportunities for 

real time feedback and promote attitudinal and reflective learning [13]. Video resources of the patient and 

carer experience are an alternative for reflective discussion. Above all, it is the quality of the experiences, 

and the influence and engagement of role models that has an enduring impact on attitudes.  
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Learning objectives should include cultural safety and awareness of disparity in outcomes for Aboriginal 

and Torres Strait Islander Australians and those who identify as Māori and Pacific peoples. This group 

experiences higher rates of age-related health conditions, often at a younger age than their non-

Indigenous counterparts. Cultural competency training must acknowledge the delivery of services be 

equitable and culturally appropriate for this diverse population group [14].  

 

Where should Geriatric Medicine teaching occur?  

Students should be exposed to Geriatric Medicine in both hospital and community settings. This provides 

students with an understanding of the specific needs and services available to older people allowing for 

effective patient-centred discharge planning.  

Hospital based settings include the emergency department, acute and subacute wards, outpatient 

departments and day hospitals. Exposure ought to be provided throughout the patient admission 

experience (for example, the emergency department to the Aged Care ward to rehabilitation and then 

discharge) and longitudinal care where possible [3].  

Community settings may include home visits, hospital outreach programs and residential aged care 

facilities.  

 

Who should provide Geriatric Medicine teaching?  

Medicine of ageing is a broad topic. All clinicians who care for older persons are encouraged to teach the 

specifics of the issues relevant to this population and how their management and care is adapted. In 

addition to Geriatricians, core components in the curriculum may be covered by Psychiatrists, 

Neurologists, Palliative Care Physicians, Pain specialists, Rehabilitation Specialists and General 

Medicine Physicians. Learning about Geriatric Medicine provides a good opportunity for inter-disciplinary 

education.  

Geriatricians should focus their teaching on areas of knowledge, skills and attitudes that are less likely to 

be addressed by others. There are advantages in having input from Geriatricians into the pre-clinical 

program to ensure its clinical relevance.  

Good quality care of older people requires a multi-disciplinary approach and so it is important students 

have an understanding of each health professional’s skill base and role. Allied health professionals and 

interprofessional learning with students from other health care faculties, eg nursing, physiotherapy, social 

work and occupational therapy can provide valuable exposure to teamwork. Patients, families and their 

carers also provide a valuable contribution to the learning process.  

 

ASSESSMENT  

How should competencies and proficiency in Geriatric Medicine be assessed? Defined competence-

based learning objectives are the basis of a standardised, competence driven curriculum. Students 

should demonstrate they have met the curricular objectives, and can apply their knowledge to patient 

care, through a combination of formative and summative assessments [3,15].  
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At least one experienced assessor, calibrated to the expected competencies and trained to give 

feedback, should perform direct observation of student performance. The mini-Clinical Evaluation 

Exercise (mini-CEX) or alternatively the Observed Structured Clinical Examination (OSCE) allows for 

formative work-based competency style assessments. These assessments can take place at the end of 

an attachment/module that includes Geriatric Medicine, and/or in the final examinations for a primary 

medical qualification. Stations can examine professional skills, core competencies, communication, 

delirium assessment or aspects of complex discharge planning. Case presentations, both written and 

oral, can be incorporated in a structured learning activity or assessment. It is important these 

assessments not only focus on the medical aspects of care but also the role of the multidisciplinary team, 

carers and social support structures in managing older patients particularly in the community.  

Factual knowledge alone may not translate to better patient outcomes. For instance, studies have 

demonstrated that by only improving knowledge and skills, rates of delirium diagnosis have remained low 

[16]. Consequently, the inclusion of attitudinal competencies may help to improve the management of 

geriatric syndromes. The mini-CEX or 360-degree assessment allows direct observation of behavioural 

skills and students’ attitudes towards not only older patients but also the wider multidisciplinary team. 

 

APPENDIX  

Essential Areas of Knowledge  

a. Ageing process and physiology of ageing  

Medical students should appreciate i) the nature of ageing; ii) its time of onset; iii) physiological decline in 

organ function over time; iv) the consequences of ageing; v) the difference between chronological and 

biological ageing; and vi) knowledge of theories of ageing. The importance of pathology rather than the 

physiological decline as a cause of illness should be understood, physiological change merely forming the 

backdrop against which disease occurs. Medical students should understand the concept of frailty and its 

relation with the ageing process causing impaired/altered homeostasis.  

 

b. The presentation of disease in old age  

This includes the convergence of symptomatology into the common geriatric syndromes (eg. delirium, 

dementia, falls, frailty, sarcopaenia, impaired mobility, incontinence, chronic pain, chronic wounds and 

functional decline). There should be an understanding that older people may present in different ways to 

younger people. In particular, that these syndromes are usually an indicator of an acute illness 

superimposed on chronic diseases.  

 

c. The multiple causes of the common syndromes of ageing  

Each of these syndromes is a result of a number of predisposing factors due to disease related 

pathological changes and age-related physiological changes. Acute exacerbations of presentations are 

then due to precipitating factors, such as infection and medications, superimposed on chronic diseases.  

 

d. The assessment, investigation and management of common medical problems in older people  

Detailed knowledge is required of the investigation and management of the syndromes of ageing. In 
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addition, to appreciate the benefits of a comprehensive geriatric medical assessment and subsequent 

management plan (problem-solving skills) detailed knowledge is needed of the management of common 

systemic diseases seen in old age such as chronic heart failure, atrial fibrillation, strokes, peripheral 

vascular disease, chronic lung disease, osteoarthritis, osteoporosis and diabetes as well as neuro-

degenerative diseases such as dementia and Parkinson’s disease.  

 

e. The concepts of impairment, activity limitation and participation restriction  

The World Health Organisation’s International Classification of Functioning Disability and Health provides 

a framework for understanding people’s health status [17]. This is important for determining the need for 

health services, for planning rehabilitation and assessing the benefits of therapy, especially in chronic 

conditions.  

 

f. The principles behind why older patients are investigated and managed in ways that are sometimes 

different to younger patients and patients with single organ problems  

Decisions on investigations and treatments (pharmacological or surgical) in older people often involve a 

more complex weighing up of risk versus benefit. These decisions are made on the basis of comorbidities 

and frailty, rather than chronological age alone.  

 

g. The appropriate and optimal drug prescribing for older patients  

Both over-prescribing and under-prescribing are common in older patients. Optimal and appropriate 

prescribing demands an understanding of pharmacokinetics and pharmacodynamics in older age. In the 

era of evidence-based medicine, treatment should be based on the highest level of evidence. However, 

the generalizability/applicability of clinical trials may be limited because older patients with complex 

diseases are excluded from most studies. Additional age-related factors such as visual and cognitive 

impairment and reduced manual dexterity may influence compliance in some older patients. The risks of 

polypharmacy should be explored. Consideration should be given to utilising the IUPHAR geriatric clinical 

pharmacology curriculum for medical students as a framework [18]. 

 

h. Perioperative medicine for older patients  

The demand for surgical intervention in older people is rising due to the growing older population with 

multi-morbidity. Medical students should be aware of the unique challenges and concepts involved with 

perioperative care including risk assessment, pain management, education about complications such as 

delirium and osteoporosis management (particularly in orthopaedic patients). Medical students should 

also be exposed to the inter-professional and multidisciplinary care of surgical patients.  

 

i. The process of comprehensive geriatric evaluation and management including the role of the 

multidisciplinary team  

This includes an awareness of the need for: i) thorough assessment of physical, mental, functional and 

social status; ii) accurate diagnosis; iii) a problem orientated approach; iv) early intervention; v) a 

multidisciplinary team approach to patient care; vi) the involvement of family and carers. There is high-
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level evidence that this approach produces better outcomes for patients.  

 

j. The role of Aged Care Assessment Teams in the community  

k. Community supports and their appropriate use  

 

l. The role and appropriate use of residential aged care facilities  

 

m. Common ethical and legal issues relevant to older people  

These involve principles of autonomy, beneficence, non-maleficence and justice. Important issues include 

the role of carers and families in making decisions on behalf of older people and the ethical issues 

involved in making end of life decisions, living wills and advanced care planning. There needs to be an 

understanding of the legal framework relevant to Geriatric Medicine e.g. testamentary capacity, fitness to 

drive and capacity to consent to treatment.  

 

n. Strategies for healthy ageing  

The role of primary, secondary and tertiary prevention in old age should be understood. This involves an 

appreciation of the rationale for such efforts, strategies for implementation and methods of evaluation.  

 

o. Demographic trends and their implications for health and social services  

 

p. Awareness of racial, cultural and societal issues that impact on the delivery of care 

 

q. Principles of restorative care  

Geriatric Medicine aims to reverse or slow ‘functional decline’ in older people. The goal of this is to 

promote independence to help older people continue living in their own home. This can be achieved 

through short-term restorative care outpatient programs or periods of inpatient rehabilitation.  

 

r. The spectrum and relevance of ageing research  

Medical students have a basic understanding of ageing research from fundamental (e.g. genomics), 

translational (e.g. cholingeric hypothesis) to applied research (e.g. randomised controlled trials, health 

service research and epidemiology).  

 

Essential skills 

a. Communicate effectively with older patients, their carers and other people likely to be involved in their 

care  

Communication problems are common in older patients, whether in hospital or living in the community. 

Medical students need to develop expertise in history-taking and in providing information to patients with 

impaired hearing, speech or cognition. An ability to communicate with a patient’s family and carers and 

with other health colleagues (eg. nursing, allied health and other doctors) is essential to obtain details on 

the medical, functional and social history as well as to effectively institute management plans.  
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b. Work effectively as part of a team  

 

c. Assess medical and functional status of older patients  

Specialised skills are required to obtain an optimal assessment. For example, the ability to 

comprehensively examine a hearing impaired, non-english speaking, delirious, agitated or dysphasic 

patient in a sensitive manner is an essential clinical skill to acquire. Assessment of gait, falls risk and 

mobility should incorporate neurological and musculoskeletal examination skills. Assessment for 

dysphagia should be incorporated into a cranial nerve examination. Assessment of wounds requires skills 

in examining the arterial and venous circulation along with peripheral sensation.  

 

d. Performing cognitive screening tests and assess the mental status of older patients  

Medical students should be competent in being able to diagnose delirium, dementia and depression. 

They should be able to assess cognitive function with the aid of screening instruments such as 

MiniMental State Examination, Rowland Universal Dementia Assessment Scale and the Geriatric 

Depression Scale.  

 

e. Assess and manage older patients with multiple medical problems  

Since multiple pathology often underlies health problems in older people, a problem-based approach to 

diagnosis and management is particularly suited to the practice of Geriatric Medicine. Management 

should be on an individual basis and not protocol driven. The questions to ask in every clinical encounter 

are: “What are the problems?”, “What can be done?” and “What should be done?”.  

 

f. Effectively manage severely disabled older patients  

Medical students should have an ability to formulate and set appropriate management goals for severely 

disabled older patients.  

 

g. Effectively manage dying older patients and understanding the importance of Advanced Care Planning 

Medical students should have an ability to recognise when and understand how palliative management 

may take priority over life sustaining treatments. Medical students should be exposed to discussions with 

older people and their family about their current and future health care taking into consideration their 

values, beliefs and preferences.  

 

h. Critically appraise and apply research findings to older people  

The direct applicability of many research findings to older people is limited by subject selection. Students 

should have developed the ability to decide how generalisable research findings are to older patients by 

answering the following questions: Have older people similar to your patients been included in the 

research? Were their comorbidity, disability and cognition measured? Was the propensity to harm 

measured? Were older people’s views sought?  
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Essential Attitudes  

a. A positive approach to old age and to illness in elderly people together with an awareness of ageist 

attitudes and negative stereotypes about ageing in the community and among health professionals 

Medical students should reflect on personal and societal experience of interaction with older people (eg. 

grandparents and great grandparents, elder statesman) and appreciate the enrichment of society by older 

people.  

 

b. A feeling of competence and self-confidence in one’s professional dealings with older people  

 

c. An appreciation of the role of Geriatric Medicine and Aged Care Services There needs to be an 

understanding that an acute hospital should only be part of a continuum of coordinated services available 

for older people.  

 

d. A holistic approach which focuses on the person rather than on the disease  

 

e. Recognition of the rights of older people, their families and carers in determining their own health care. 
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