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Perioperative geriatric medicine has cinder-color
hair, but not due to the advanced age: in the current
time and in the majority of the European institutions
dealing with health, this issue is in fact — like Cinder-
ella was — a neglected subject, not invited to dance in
the ballroom of the hot topics to be effectively orga-
nized and managed in a modern hospital (1,2). This,
despite the fact that this patient group currently repre-
sents half of the surgical population in the majority of
the advanced countries.

In Italy, a part from the 49 dedicated orthogeriat-
ric centres registered by the GIOG (Gruppo Italiano
di OrtoGeriatria, a subsection of SIGG) (1,3) no pri-
vate or public hospital has so far started up a Depart-
ment of Geriatric Surgery or developed a diagnostic
and therapeutic clinical path (PDTA) dedicated to the
older surgical patient. However, although present in a
limited number of hospitals, the concept and practice
of ortho-geriatrics are well-established realities (4-6),
whereas — except for the Geriatric Surgical Area at the
INRCA during the years it was directed by the author
(2008-2012) and a Unit of Geriatric Surgery operat-
ing at the Campus Biomedico University Hospital
in Rome — no elderly-dedicated program, based on a
structured model or in accordance with the system ap-
proach methods, results to have been implemented in
any national hospital with reference to surgical condi-
tions other than orthopaedics. As a consequence, wide
epidemiological areas such as oncologic or cardiovas-
cular surgery remain deprived of organizational mea-
sures specifically conceived exactly for the widest part
of their actual users.

Causative factors for such a situation are many.
First, the population aging occurring in the last de-
cades caught off-guard the medical establishment,
forced to cope with an increasing number of older, co-
morbid and not rarely frail subjects; moreover, having
geriatric medicine been introduced in public Italian
hospitals in the ’50s-‘60s, and being the Departments
of Geriatric Medicine only operating in major and ac-
ademic hospitals, a routine availability of appropriate,
updated and patient-focused standards of care for ge-
riatric patients often remains an unmet need in many
hospitals and in many clinical areas.

Secondly, the majority of professionals currently
operating in the surgical departments of our hospitals
didn’t receive education in geriatrics neither during
their graduation nor their post-graduation training;
this implies that in many cases, far from being con-
ceived in accordance with the assets, patterns and ex-
pectations presented by the elderly patients, both the
criteria and the approach adopted to treat them are
often borrowed from the standards of care that are
usually adopted in the treatment of adult, more fit and
less complicated patients.

Third, even though it is well known that in geri-
atric surgery there is a high rate of postoperative com-
plications (most of them preventable but rarely pre-
vented through appropriate measures) and that related
economic and human costs are high, a set of structured
improvement actions has so far almost never been un-
dertaken by any Medical Services Management, any
Hospital Direction Panel or any institutional body in
charge of the public healthcare. Thus, a datum that
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should lead to a rational redesign of the existing praxis
only results in a cautionary approach from surgeons
and anesthetists (7,8), who often invoke advanced age
as a valid motivation to refuse surgical treatment to
geriatric patients. Scientific societies too are not fully
exempt from responsibilities, none of them having so
far issued a set of recommendations or a synopsis of
best practice principles; up to now, the only text on
this subject made available to its fellows is the Ital-
ian translation of the two US documents issued by the
American College of Surgeons & American Geriatric
Society (9,10), that have been recently circulated by
the Italian Society or Geriatric Surgery.

Last but not least, interdisciplinarity, inter-pro-
fessionalism and collaborative models of assistance,
that are substantial to perioperative geriatric medicine
and imply that surgeons, anesthetists, nurses and geri-
atricians work every day side by side, require a complex
path to be obtained, aimed to reconcile professional
differences and conflicting visions and to define a
shared knowledge (11) as a premise for the implemen-
tation of a team-based clinical practice (12)

The history of Geriatrics in Europe finds in the
leading position the United Kingdom, that first con-
ceived an organizational model for this specialty, from
which - years later - many countries took inspiration.
Among many who contributed to the birth of geriat-
rics in the UK (13,14), two researchers also assisted
in the birth of geriatric surgery: Marjory Warren and
Lionel Cosin. Warren (1897-1960), the “mother of ge-
riatrics”, operated at the West Middlesex Hospital for
a long time. She first reported about the scarce inter-
est and inappropriateness of care toward the older pa-
tients in the surgical department, condemning the lack
of rehabilitation treatment and of multidisciplinary
approach; it is to her that we owe some fundamentals
of geriatric care, such as the need of individually based
patient’s assessment, the definition of care programs
matching to patients’ needs and the importance of an
elder-friendly environment both at home and in hos-
pital buildings. Also, she among the firsts individuated
that the patterns of geriatric patients include multiple
pathology, cryptic or non-specific presentation, rapid
deterioration if treatment is lacking, high incidence of
secondary complications, vulnerability to adverse en-
vironment and need for active rehabilitation (15). Re-

markably, she was also the first who stated that “geriat-
rics is an important subject for the teaching of medical
students and should form part of their curriculum”.

Lionel Cosin (1910-94), one of the eight founder
members of the British Geriatrics Society and pioneer
of ortho-geriatrics (16), started working at the Orsett
Hospital, where he soon became responsible for 300
chronic sick beds in addition to his surgical commit-
ment. In accordance with the standards of care of that
period, older chronic patients were kept in bed, with
no expectation for improvement and no attempt at
rehabilitation. He decided to submit to surgery some
older patients, who not only survived but also left the
hospital within a reasonable time interval. Two of his
statements went down in history: “These patients were
suffering not from chronic sickness but from chronic
neglect” and “Bed is bad”. In 1950 Cosin was asked
to develop a geriatric service in Oxford, where he put
to good use his previous experience, arriving to reduce
significantly the postoperative hospital stay. His most
original idea was the Day Hospital for the Elderly; his
principal interest was rehabilitation.

When in 1948 the National Health Service came
into light, many of the concepts devised by Warren and
Cosin were inserted in the program, mostly with reference
to the improvement of medical services for older people,
the training of those caring for them and research into
their needs. When in 1978 the Italian National Health
Service started to operate, the British experience served
as a reference model, however the problems related to
the elderly population remained unrecognized till 1994,
when the Progetto Obiettivo Anziani was instituted.

In the meantime, the volume of surgical activi-
ties for the elderly has increased remarkably, but nei-
ther with the needed clinical governance nor with the
due system approach. Available tools for improvement
can be found in two recent guidelines issued from the
European Society of Anaesthesiology (17,18),where
indications are provided about postoperative delirium
prevention, diagnosis and treatment and about preop-
erative evaluation and surgical risk assessment in these
patients. Also, a paper from an Italian interdisciplinary
panel on outcomes after colon surgery in the elderly
(19) is in press, and a summary of best practices in
perioperative geriatric medicine is under development
by the same multidisciplinary expert panel.
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Perioperative geriatric medicine is a complex field,
where surgeons, anesthetists, nurses and, whenever
possible, geriatricians interlace their knowledge, their
methods and their approach. Given the enormous dif-
ferences between acute and chronic care, the task of
combining multimorbidity, frailty and reduced resis-
tance to stressors with the range of sharp situations
accompanying the acute occurrence of surgical stress
requires a fine tuning among contrasting demands, ap-
proaches and solutions. Like a challenging score where
high and low sounds properly overlap, conducting this
phenomenon requires to be orchestrated with knowl-
edge, passion and chemistry: so, the topic waits for
champions. But we should never forget that the verb
“to neglect” becomes - at the future tense - “to lose”.
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