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Aim Covid-19 is a true gerontological pandemic, with frailty, multimorbidity and geriatric syndromes being of great

importance.

Finding There has been a lack of geriatrician involvement in planning and delivery of care for older people with Covid-19 in
many arenas. Lack of mobilisation of geriatric expertise has led to inconsistent policy responses and ageism. The pandemic
has shown that medical education and health systems have failed to align training, resources, and systems with current

demographic and health usage realities.

Messages We must take the specific needs of older people into account to position ourselves to provide better care for this

group during Covid-19 and beyond.
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Introduction

The importance of age and frailty in the population affected
by Covid-19 has been well described [1], including the dis-
proportionate impact on vulnerable groups such as nursing
home residents [2]. Few diseases so epitomise the need for
a holistic, age-informed care approach: Covid-19 targets
multiple organ systems, preferentially affects older adults
with multimorbidity [3], and leads to long-term sequelae
including geriatric syndromes of cognitive and functional
impairment with the resulting need for rehabilitation [4].
Covid-19 has exposed pervasive ageism in society [5] and
negatively affected the mental health of the older adult popu-
lation, even those without the disease [6]. In short, it is a true
gerontological pandemic.
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Lack of geriatrician involvement

For older patients with Covid-19, respiratory, infectious dis-
ease or intensive care skills may be necessary but are not
sufficient to optimize outcomes. This is true from diagnosis
through recovery. The extensive literature on comprehensive
geriatric assessment shows it is capable of effectively explor-
ing multiple domains to determine the clinical profile, the
pathologic risk as well as the short- and long-term progno-
sis to facilitate clinical decision-making on the personalized
care plan of older persons [7]. Applying this evidence-based
model, optimal hospital and after care for Covid-19 in older
adults requires general medical skills, shared decision-mak-
ing, functional and prognostic evaluation, communication of
realistic choices, advance care planning, and competence in
physical, functional, and cognitive assessment, management
and rehabilitation. These skills are well developed in geri-
atricians, yet they have not been included in the pandemic
response in many arenas. Indeed, a significant proportion of
older people in hospitals and nursing homes with Covid-19
could be cared for entirely by a geriatrician, or co-managed
by a geriatric specialist in areas with limited numbers of
geriatricians.

This lack of mobilisation of geriatric expertise has led
to inconsistent policy responses, and ageism, with some
espousing narratives that misrepresent and devalue older
people [8]. Clinical guidelines in some institutions were
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rapidly instigated for children and adults with Covid-19, but
the specific needs of older people were generally ignored [9].
Older adults were excluded from most Covid-19 clinical tri-
als, including for vaccines [10], which has limited equitable
access to evidence-based treatments and vaccines for the
population at highest risk.

Underutilisation of evidence

Throughout the pandemic, clinicians and health policymak-
ers have underutilised the established geriatric medicine
evidence base and missed opportunities to apply proven
principles of good geriatric care. It is well established that
older people derive benefit from comprehensive geriatric
assessment [11]. This is even more relevant in those affected
by the pandemic, as geriatric syndromes are highly signifi-
cant in this group. In Covid-19, frailty has been shown to be
associated with earlier death and longer time in hospital, and
increasing frailty is associated with increasing rates of mor-
tality [12]. Comorbidity levels are higher in non-survivors
compared to survivors, and mortality increases exponen-
tially with each point on the Charlson Comorbidity Index
[13]. Dementia is another important factor; in one study,
over 75% of Covid-19 cases in persons with dementia had
severe or critical illness on admission and in-hospital mor-
tality was over 60% [14]. Expertise in frailty, multimorbid-
ity and dementia should be standard of care in Covid-19.
However, too much focus on age or multimorbidity risks
under-treatment, overtreatment, and the slippery slope of
valuing some lives over others; a specific approach for older
people, involving appropriate multidisciplinary expertise, is
highly relevant [15].

Assessment of the older patient at the ‘front door’
requires specialist skills. They are more likely to present
with ‘atypical symptoms’ with delirium, asthenia or falls
being the main admission complaints in older people, yet not
appearing on most Covid-19 symptom lists [16, 17]. Under-
lying comorbidities mask symptoms, such that older peo-
ple with Covid-19 reported fewer symptoms than younger
groups and this added complexity to diagnosis and treatment
[18]. Communication issues have been made more challeng-
ing during the pandemic with few health systems recognis-
ing the need for transparent masks and hearing or vision aids
to support effective communication, prevent delirium, and
enable participation in care planning. Restrictions in visit-
ing have had a disproportionate effect on older patients with
underlying cognitive impairment. This may have contributed
to observed increased prescription of chemical sedation [19].
The under-recognition of the specific needs of older patients
remains concerning and the failure to use best practices may
have contributed to some of the disproportionate impact of
Covid-19 on older patients.
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Potential benefits of a geriatric approach
during the pandemic

At presentation, geriatricians can support triage of
patients, through applying diagnostic skills in atypical
presentation and management of multimorbidity and
polypharmacy. Expertise in evidence-based, prognosti-
cation-informed, person-centred goals discussions can
improve care and ensure resources such as ventilators are
appropriately used without rationing [20]. Compassionate,
evidence-based, clear communication and shared decision-
making are vital, since both the Covid-19 infection and its
associated treatment can have long-term adverse impacts
on quality of life that may be incompatible with a patient’s
goals. Skills in delivering rehabilitation with a holistic,
interdisciplinary approach across medical, functional,
social and psychological domains and settings and mobi-
lization of community care resources are also necessary
[21]. Rehabilitation should begin on admission to hospital
and continue throughout rather than waiting until patients
are “medically fit for discharge”.

From a public health perspective, the risk of decon-
ditioning in older people is an under-recognized adverse
effect from social distancing measures with significant
potential to further burden overwhelmed health sys-
tems [22]. In healthcare settings, infection control pol-
icy restricted many patients to their own room without
visitors, but did not adequately acknowledge the risks of
reduced mobility or depriving patients from their usual
carers. It also lacked integration of a framework to sub-
stitute for previous activities such as group exercise
programmes. The prevention of deconditioning through
physical exercise is a fundamental tenet of geriatric care.
Furthermore, the provision of family and paid caregiving,
whether funded by the state or privately, was affected dur-
ing the pandemic and led to difficulty providing for care
needs [23]. This has resulted in preventable falls and other
conditions that can seriously harm individuals and lead
to unnecessary hospitalisation. The absence of geriatrics
expertise in public health and policy often meant no one
advocated for the hidden workforce of caregivers, without
whom many older adults could not remain at home.

Examples of best practice

Geriatric medicine has a long history of development of
novel, evidence-based, cost effective care models. This
has continued during the pandemic, as many units estab-
lished innovative approaches to facilitate urgent assess-
ment. Examples include telephone services for general



European Geriatric Medicine (2021) 12:597-600

599

practitioners (GPs) to contact a geriatrician directly for
advice, hot clinics (with an appointment available within
24 h) and acute frailty units. Delirium prevention pro-
grammes with innovative approaches using remote tech-
nology have been put in place, including staff training,
remote interventions, and delirium prevention toolkits
delivered to patients’ rooms [24]. Services have also been
created that bring timely multidisciplinary care directly to
the older person’s home and care homes [25], also provid-
ing emotional support [26].

We must continue to develop innovative ways to support
our nursing homes such as using multiphase emergency
response [27], identifying and managing acute illness in the
nursing home, facilitating admission when appropriate, and
assuring advance care planning with regular updates for all
residents [28]. Financing of facilities also needs to be con-
sidered in view of inadequate funding and staffing [29]. A
series of recommendations has been made for welcoming
back visitors [30].

Meeting the new reality of care

So far during the Covid-19 pandemic, many frail older
patients did not receive care from a provider with the geri-
atric medicine skillset they deserve. Imagine a pandemic
in which most patients were children and most clinicians
were adult specialists. No one would be surprised by excess
preventable suffering and deaths in that context, yet some
healthcare professionals and system leaders accept poor care
and deaths of older people from Covid-19 as the result of
old age, not the failings of our medical care, training, and
research. Despite decades of concern about our rapidly age-
ing population, medical education and health systems have
failed to align training, resources, and systems with current
demographic and health usage realities. To provide care for
older patients equivalent to that already provided to younger
adults, we need not only more geriatric specialists but also
generalists and specialists with the geriatric knowledge and
skills to treat Covid-19 and all other health conditions appro-
priately in older people.

Looking to the future, we must use this opportunity to
further develop our health and social care services not only
to align with the needs of the majority of high-risk Covid-
19 positive population but to generally improve care for the
group that is the biggest user of health and social care ‘in
normal times’: older people. We cannot pretend to be doing
population health without addressing the needs of this popu-
lation. We need to navigate and work seamlessly across com-
munity and secondary care so that people are able to access
quality health care in whatever location optimizes health
outcomes and minimizes healthcare costs. In making these

changes, we will position ourselves to provide better care to
older people during Covid-19 and beyond.
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