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Dear Colleagues,
The mission of Cleveland Clinic’s Center for Geriatric Medicine is to improve care for the 
oldest and frailest members of society. This is why we are so pleased to be bringing you 
Geriatric Times. Its aim is to provide timely and useful information on topics related to  
the full spectrum of care for the aging population. 

I am honored to be taking over as medical editor of Geriatric Times from my colleague  
Dr. Barbara Messinger-Rapport, who has moved on to work on a large-scale demonstration 
project to improve nursing home quality of care at several facilities.

As individuals age, there can be a general acceptance that most health issues are part  
of the normal aging process. But we have an extensive body of evidence showing that this 
is not always true. In fact, I often tell my patients they should not explain away a symptom 
or event as “normal aging” lest we miss something that can be corrected. We want to 
encourage patients to talk to us right away when a health event happens. The topics  
in this issue focus on planning and preventive care as follows: 

•	 New research trials for Alzheimer disease, featuring Dr. Jeffrey Cummings, Director  
of Cleveland Clinic Lou Ruvo Center for Brain Health 

•	 Screening elderly patients for cancer and the need for a multidisciplinary treatment 
team, by Dr. Dale Shepard in the Department of Hematology and Oncology 

•	 News on the shingles vaccine for people over 60 and what’s on the horizon, by  
Dr. Michael Rothberg, Vice Chair for Research in the Medicine Institute, and  
Dr. Phuc Le, a Fellow in the Medicine Institute

•	 A new process of detecting dementia and providing dementia care for hospital 
inpatients, featuring Dr. Leo Pozuelo, Section Head of Consultation Liaison Psychiatry  
and a staff psychiatrist 

•	 Insomnia in the elderly, recognizing it and treating it, featuring Dr. Jessica Rundo  
of the Cleveland Clinic Sleep Center 

•	 Finally, I have penned the last article about the hot-button issue of the elderly being 
victims of financial fraud — what to look for and resources to help our patients. 

The diseases and concerns addressed in this issue have interventions meant to reduce  
risk of occurrence, because when a problem arises the consequences can be quite dire.

We appreciate our partnership with you. Please don’t hesitate to contact me at 
216.444.8091, or factorr@ccf.org, with any questions, concerns or suggestions  
on how we might improve future services to you and your patients. 

Sincerely,

 

Ronan Factora, MD 
Director, Geriatric Medicine Fellowship Program 
Center for Geriatric Medicine 
Cleveland Clinic Medicine Institute

Ronan Factora, MD

c l e v e l a n d c l i n i c . o r g / g e r i a t r i c m e d i c i n e
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From Wrong Turns to the Right Stuff: 
A Strategy for Clinical Trial Success in Alzheimer Disease
Featuring Jeffrey L. Cummings, MD, ScD

That’s the inescapable conclusion of a comprehensive 

review published in July 2014 by researchers at Cleveland 

Clinic’s Lou Ruvo Center for Brain Health (LRCBH). The 

analysis (Alzheimers Res Ther. 2014;6[4]:37) found that 

between 2002 and 2012, 99.6 percent of AD drugs that 

entered the clinical trial pipeline failed. 

“Traditionally, most clinical trials have studied drugs to 

treat AD once an individual has signs of dementia,” says 

the study’s lead author, Jeffrey L. Cummings, MD, ScD, 

Director of the LRCBH. “By that point, it may be too late  

to make a significant impact.”

Focusing on the ‘Right Stuff’

Armed with that insight, Dr. Cummings and his col-

leagues are shaping the LRCBH’s clinical trial program  

for AD — one of the largest such programs in the nation — 

to help change the trajectory of success in AD trials. 

The multisite program (with four locations — in Las 

Vegas; Weston, Florida; and Cleveland and Lakewood, 

Ohio) is pursuing a bold three-pronged mission of devel-

oping strategies to transform the clinical trial process, 

improve the quality of trials and develop new therapies  

for AD. 

Central to the program is a commitment to improve  

the track record of investigational therapies for AD by  

doggedly focusing on the “right” things, including:

•	 The right patients

•	 The right drugs (or other interventions)

•	 The right outcomes and biology

The Right Patients — at the Right Time

Although AD trials historically have focused on patients 

with Alzheimer dementia, researchers have come to 

realize that AD has a long existence in the brain before 

signs of dementia manifest. “We now believe that treat-

ing patients in the dementia phase is too late because the 

neuropathological changes are already well-established,” 

Dr. Cummings explains.

Therefore, much of the LRCBH’s current AD research is 

focused on:

•	 Prevention in individuals who are overtly normal but  

at high risk of developing AD

•	 Earlier intervention in patients who are symptomatic 

for mild disease but do not yet meet the criteria for 

Alzheimer dementia

The table profiles a sampling of prevention and early-inter-

vention studies now underway at the LRCBH. Two of the 

major prevention studies are outlined below.

TOMMORROW. The largest worldwide AD prevention 

study to date, TOMMORROW focuses on age and genetics 

to determine AD risk among 65- to 83-year-olds who are 

still cognitively normal. It is recruiting more than 5,000 

healthy participants across three continents. Individuals 

at high risk for AD are randomized to placebo or piogli-

tazone (currently FDA-approved to treat type 2 diabetes)  

to determine whether the latter therapy can delay or 

prevent AD. 

T here’s no sugarcoating it: Alzheimer disease (AD) researchers have been unsuccessful in the quest for new therapies  

to prevent the disease or delay its onset, slow its progression or improve its symptoms. 
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“We now believe that treating patients 

in the dementia phase is too late 

because the neuropathological 

changes are already well-established.”

– Jeffrey L. Cummings, MD, ScD
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The study is also investigating whether gene-based  

biomarkers can determine the risk of developing mild  

cognitive impairment due to AD within five years. One 

of the genetic biomarkers being studied is TOMM40, a 

protein encoded by the TOMM40 gene, which inspired  

the study name.

Anti-Amyloid Treatment in Asymptomatic Alzheimer’s 

Disease (A4) Study. In this three-year investigation, cogni-

tively normal 65- to 85-year-olds with evidence of amyloid 

plaque in the brain are receiving placebo or the experi-

mental monoclonal antibody solanezumab, which attacks 

the abnormal protein. The LRCBH is participating in the 

study through the Alzheimer’s Disease Cooperative Study, 

a cohort of 40 top U.S. academic medical centers. “This 

is the most advanced neuroscience trial in AD currently 

being conducted,” Dr. Cummings notes.

Along with the priority given to prevention, other studies 

in patients with diagnosed AD are trending toward an 

increased focus on mild to moderate disease, where early 

interventions may have a more significant impact. For 

c l e v e l a n d c l i n i c . o r g / g e r i a t r i c m e d i c i n e

Study name/ 
descriptor

LRCBH 
location(s)

Subject profile Subject age 
(yr)

Intervention Duration

TOMMORROW Las Vegas and 
Weston, Fla.

Normal cognition 65-83 Daily dose of 
pioglitazone

5 yr

A4 Las Vegas Normal cognition 65-85 Monthly infusion 
of solanezumab 
(monoclonal 
antibody)

3 yr

Donepezil Cleveland Normal cognition 
but has first-
degree relative 
with AD diagnosis

60-75 Donepezil 
(cholinesterase 
inhibitor) 5 mg/d 
for 4 wk, then  
10 mg/d

9 visits over  
7-8 mo

NOBLE Las Vegas Mild to  
moderate AD

55-85 Daily oral tablet 
(T-817MA)

52 wk

Rasagiline Las Vegas, 
Cleveland, and 
Lakewood, Ohio

Mild to  
moderate AD

50-90 MAO inhibitor  
(1 mg/d)

28 wk

A complete list of AD clinical trials offered by the Lou Ruvo Center for Brain Health (LRCBH) is at  
clevelandclinic.org/BrainHealthTrials. Read the AD Case Study about a NOBLE trial participant on p. 7.

Table. Selected Cleveland Clinic AD Trials Focused on Prevention or Early Intervention
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example, a randomized trial is evaluating transcranial 

magnetic stimulation to improve cognitive functioning 

in patients with early-stage disease (Table). The therapy 

stimulates targeted brain areas affected by AD to make 

them more receptive to cognitive training. 

The Right Drugs

Current treatments for AD, which include cholinesterase 

inhibitors and memantine, do not modify the underlying 

disease process. There is an urgent need to identify thera-

pies that slow disease progression as well as drugs that 

further improve AD symptoms. 

The LRCBH is investigating novel drug therapies, including 

antibodies administered intravenously or subcutaneously, 

oral medications to improve mitochondrial function,  

and other agents that impact AD pathology.

The center’s researchers also are embracing a “multiple 

shots on goal” strategy. For example, a rasagiline study  

is testing this multifunctional molecule (currently  

FDA-approved for Parkinson disease) to determine its 

potential to affect several aspects of neurobiology in  

AD. “This approach promises to be very important in  

identifying therapies that eventually will be effective,”  

Dr. Cummings says.

Additionally, LRCBH immunotherapy studies are looking  

at ways in which the body’s immune response can be 

stimulated or antibodies can be developed artificially  

to potentially reduce AD’s effects on the brain.

The Right Outcomes and Biology

Measuring the success of therapies hinges on measuring 

the right clinical outcomes, including cognitive-behav-

ioral assessments and biomarkers.

Researchers at LRCBH are collaborating with the FDA’s 

Coalition Against Major Diseases to develop new cog-

nitive-behavioral assessments to measure outcomes in 

patients with very mild AD. “Just as we need to move to 

studying and treating patients with more mild disease,  

we also need to adjust the instrumentation so we can 

capture changes induced by the drugs,” Dr. Cummings 

says. “If the FDA accepts the recommendations, they  

could become new standard outcome assessments for 

clinical trials.”

Thinking is also evolving around which biomarkers 

provide the most useful information in AD research.  

For the first time, two studies at LRCBH are focusing on 

pathologies reflected by tangles of tau protein on brain 

scans, rather than plaques shown by amyloid imaging. 

“We are finding that tau may be more closely related to 

cognition than plaques are,” Dr. Cummings notes.

Hope for a New Era

“Collectively, these clinical trials and studies represent 

an exciting new era in AD research,” Dr. Cummings 

observes. “We are helping transform the approach to 

clinical trials through innovation, with an ultimate goal 

of finding more — and more effective — options for 

patients with AD.” n

Dr. Cummings, MD, ScD, is Director of 
Cleveland Clinic’s Lou Ruvo Center for Brain 
Health (LRCBH). He can be reached at 
cumminj@ccf.org or 702.483.6031. 

A Strategy for Clinical Trial Success in Alzheimer Disease
continued
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This article is updated and reprinted from the Cleveland Clinic 
Neurological Institute 2014 Year In Review.
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An initial conversation with Harvey and Jane Levy reveals 

little about the fact that Mr. Levy, 71, is battling Alzheimer 

disease. Both husband and wife have a good sense of humor 

and an obvious love of life. After nearly 50 years together, 

Mr. Levy’s diagnosis is one of the biggest challenges they’ve 

had to face. When Mr. Levy, a retired electrical contractor 

in Los Angeles, was diagnosed five years ago, they turned 

to Cleveland Clinic Lou Ruvo Center for Brain Health in 

Las Vegas. “The disease affects everybody differently. With 

Harvey, it’s unfortunately his speech,” says Mrs. Levy. “He 

knows what he wants to say, but he can’t always get it out.”

PAVING THE WAY FOR NEW TREATMENTS

Today, numerous clinical trials are underway to help 

patients like Mr. Levy. He is currently participating in 

the NOBLE study at the Lou Ruvo Center for Brain Health, 

coordinated by the Alzheimer’s Disease Cooperative 

Study. This study is evaluating an investigational oral 

drug for patients with mild to moderate Alzheimer 

disease. The study includes 450 patients at research sites 

across the country. Total participation time is about 14 

months, during which Mr. Levy is being carefully moni-

tored. Studies have shown that this investigational drug 

may work by protecting brain cells, which could result in 

slowing the progress of the memory loss. 

Clinical research coordinator Yolande Mucharbach at the 

Lou Ruvo Center for Brain Health says clinicians speak 

with patients and caregivers about clinical trials and 

encourage them to think about participating if they are 

 eligible. “It’s people like Harvey and Jane Levy and  

others in the study who are paving the way to find a new 

treatment for Alzheimer disease,” she says. 

Caregiver Support

At the Lou Ruvo Center for Brain Health, there are 

weekly caregiver support groups available to help family 

members of individuals with Alzheimer disease in dealing 

with the significant changes their loved ones face. Led by a 

psychologist, the meetings are confidential, free and open 

to the community. Meetings are structured so members 

can share their experiences with others and exchange 

ideas and resources for coping with challenging situations 

that may arise in their role as care partners. 

Mrs. Levy says the group meetings provide a safe and 

nonjudgmental place. Thanks to the group, she says she 

has made friends with other people who understand what 

she’s going through. “We met this fabulous couple, and we 

go out with them all the time,” she says. “Her husband has 

trouble with short-term memory, and Harvey has trouble 

with speech, but we get along great.” Mrs. Levy also has a 

weekly lunch date with some of the women from the group. 

Other programs and classes at the center are designed to 

keep patients engaged in life. For the past year, the Levys 

have been attending an art class where they learn about 

various pieces of art. Now, they’re signed up for another 

art class in which they’ll be creating the art. “Cleveland 

Clinic has been a godsend for us on so many levels,” Mrs. 

Levy says. “The support, the interaction and the hope that 

it might actually work make it well worth it.” 

And Mrs. Levy goes on to say that she and Mr. Levy have 

three sons who could potentially inherit the disease. The 

couple wants to do everything it can to further research 

and help others. n   

As part of the AD trial he is in, Harvey Levy has a monthly checkup with 
his physician, Charles Bernick, MD, Medical Director of the Lou Ruvo 
Center for Brain Health in Las Vegas.

Ad Case Study:  
Finding Support and Furthering Research

c l e v e l a n d c l i n i c . o r g / g e r i a t r i c m e d i c i n e
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The approach to testing and  

determining treatment

It is important that primary care physicians and geriatri-

cians develop a standardized approach to cancer screening 

in the elderly. Most cancer screening guidelines for solid 

tumors recommend screening until age 75. As the popula-

tion ages, and with many of these patients still relatively 

healthy at age 75, an alternative approach is to screen until 

patients have an estimated 10-year life expectancy. 

It is important that patients and their families under-

stand that guidelines to stop screening at age 75 means 

not looking for cancers in patients with no symptoms 

of disease. This does not mean that if a patient develops 

symptoms suggestive of a cancer that we should not do 

the necessary diagnostic testing to try to identify a cancer. 

It also doesn’t mean that any cancers that are identified 

shouldn’t be treated. Patients, their families and, unfortu-

nately, some healthcare providers are often confused  

by these distinctions. 

Too many elderly patients have a cancer identified by 

screening, who are then told that they are too old for treat-

ment. If a provider commits to screening an elderly patient 

and a tumor is diagnosed, the patient must be referred to  

a surgeon or medical oncologist for a discussion of treat-

ment options. While there is often controversy over what 

age to start screening for cancer when guidelines are pub-

lished, we should adopt more consistent ways to address 

screening parameters in the elderly.

Once a tumor is identified in an older patient, it is impor-

tant that he or she be treated by a surgeon and medical 

oncologists who are experienced in dealing with the 

unique needs of this population. An initial consideration 

is the importance of using physiologic or functional age 

and not chronologic age to determine whether a patient 

is fit enough to receive chemotherapy. There are many 

patients in their 70s who are more fit than patients 20 

years younger. 

The field of geriatric oncology over the past couple of 

decades has been dominated by tools to assess patients for 

their fitness to receive treatment with little consideration 

for how to actually treat these patients once they are identi-

fied as good candidates for systemic therapy. There are 

now good tools that are gaining more widespread accep-

tance among geriatric oncologists, including one published 

by the Cancer and Aging Research Group (CARG) that can 

predict the likelihood of toxicity based on easy to determine 

factors. These include standard blood tests, tumor type, 

type and dose of chemotherapy, and some simple geriatric 

assessments and patient characteristics. 

Communicating to understand patient goals

While determining the patient’s goals from therapy is 

important for all cancer patients, it is crucial for elderly 

patients. Elderly patients may agree to treatment because 

they think that their family or their oncologist wants them 

to, but they may also refuse treatment due to concerns 

about losing independence or becoming a burden to their 

families. It is important to remember that the 76-year-old 

man who is being seen by the oncologist for his metastatic 

colon cancer may not be the sickest one in the home. He 

may be the primary caretaker for a spouse with even more 

debilitating medical conditions. 

So a tumor is diagnosed, the patient is fit enough for  

treatment, and he or she has agreed to proceed with 

therapy — all the work is done, right? What can be done 

to optimize success? One consideration is treating the 

patient with the proper chemotherapy at the proper dose. 

Too often, oncologists will start an elderly patient with 

Cancer Screening and Treatment 
Optimizing care of patients whose chances of solid tumor increase with age

By Dale Shepard, MD, PhD

As the population ages, we will be faced with a significant increase in the number of patients with cancer, mostly among 

the elderly. Cancer is a disease of aging with a 1 in 2 chance of a man developing an invasive cancer in his lifetime and 

a 1 in 3 chance in women. With a projected 400 percent increase in Americans over age 85 by the year 2050, this will lead 

to many more cases of malignancy. Cancer screening and the proper approach to treatment in the elderly are topics that need 

special consideration. 
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a reduced dose of chemotherapy due to concern about 

toxicity. The patient has already been evaluated and is fit 

enough to get treatment. It has been established for many 

different tumors that reducing the dose of chemotherapy 

by just 20 percent can significantly impact the overall sur-

vival benefit. If the patient needs a dose reduction due to 

toxicity, this is appropriate. But if not, the patient is still  

at risk for toxicity with far less likelihood for benefit. 

A multidisciplinary approach to care 

Elderly patients are also likely to get through therapy more 

effectively when treated by an oncologist who adopts a 

multidisciplinary approach. Ideally, elderly patients with 

cancer will be treated by a team that includes an oncolo-

gist, an advanced practice provider, and a nurse to help 

with administration of the chemotherapy and man-

agement of the toxicities of this treatment. Additional 

providers who also have crucial roles in their care include 

a nutritionist, physical therapist, social worker and geriatri-

cian or primary care provider skilled in managing geriatric 

syndromes. This is because it is well-established that a 

patient’s diet, mobility and mental health all play large  

roles in the assessment of fitness to receive chemotherapy. 

One example is that an elderly patient can have impaired 

mobility from the cancer, a previous chemotherapy 

(which may have caused neuropathy) and/or age-related 

osteoarthritis. A risk factor for toxicity in the CARG 

assessment mentioned above is a fall in the previous six 

months. Working with a physical therapist to increase or 

maintain mobility may help a patient successfully receive 

chemotherapy. Geriatricians who can help identify geri-

atric syndromes before and during treatment can have a 

tremendous impact on the outcome of an elderly patient 

with cancer. 

As the population continues to age, the proper diagnosis 

and treatment of cancer in elderly patients is becoming 

more of a necessity. While there has been progress in  

the past few years, good screening guidelines, validating  

the best way to predict who will benefit from chemother-

apy, and more research on the appropriate doses  

and schedules of chemotherapy for elderly patients  

with cancer are needed. n

Dr. Shepard is Director of Cleveland Clinic’s 
Taussig Cancer Institute Phase I Program in 
the Department of Hematology/Oncology and 
on staff with the Center for Geriatric Medicine. 
He can be reached at shepard@ccf.org or 
216.445.5670.

Ideally, elderly patients with 

cancer will be treated by a team 

that includes an oncologist, an 

advanced practice provider, and a 

nurse to help with administration 

of the chemotherapy and  

management of the toxicities  

of this treatment.  
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News on the Herpes Zoster (Shingles) Vaccine  
and What’s on the Horizon
By Michael Rothberg, MD, MPH, and Phuc Le, PhD, MPH

The initial episode, characterized by clusters of clear 

vesicles in a dermatomal distribution, generally lasts two 

to four weeks. Patients usually experience pain, itching  

or tingling. About 10 percent of patients develop herpes 

ophthalmicus, which can result in vision loss. Infection  

of the ear (herpes oticus) can cause deafness, as well as 

facial paralysis. 

The most common complication is post-herpetic neuralgia 

(PHN), defined as a persistent pain for greater than three 

months from the onset of the rash. PHN is often described 

as a spontaneous aching or burning pain and can be debili-

tating. Risk of developing PHN is between 8 percent and 

32 percent and increases with age. A small percentage of 

PHN patients have symptoms that last for years and have 

serious adverse impact on quality of life.

Prevention of herpes zoster and  

post-herpetic neuralgia

Treatment for HZ includes prompt initiation of antivirals 

(acyclovir, valacyclovir or famciclovir). If administered 

within 72 hours of rash onset, antivirals can reduce the 

acute symptoms of HZ, but they do not reduce the risk  

of developing PHN. Efforts to prevent PHN have focused 

on vaccination. 

The Food and Drug Administration (FDA) approved the 

first HZ vaccine in 2006. The shingles vaccine (Zostavax®), 

which contains the live attenuated Oka strain of VZV, 

works by boosting VZV — specific cellular immunity. 

The vaccine is licensed to prevent HZ and PHN in immu-

nocompetent people aged 50 years and older,  based on 

results of two large phase III clinical trials.  

In the Shingles Prevention Study (SPS), conducted among 

more than 38,000 people aged 60 and older,  the vaccine 

reduced HZ incidence by 51 percent and PHN by 67 percent. 

The efficacy of the vaccine for preventing HZ decreased with 

age, but the efficacy against PHN remained high even after 

age 70.  Recently, long-term follow-up data revealed that the 

vaccine efficacy wanes sharply after the first year, and the 

vaccine is no longer effective after 10 years. Vaccine adverse 

reactions were mild and mostly at the injection site.

Zoster vaccination in clinical practice

Although HZ vaccine prevents HZ and PHN among 

adults aged 50 and older, the Advisory Committee on 

Immunization Practices (ACIP) recommends the vaccine 

only for immunocompetent people 60 and older. Medicare 

covers the vaccine as a medication under Part D, but the 

cost to the patient will vary depending on the patient’s 

Part D coverage. 

One million Americans experience shingles every year. Overall lifetime risk is about 30 percent. The incidence of HZ 

rises sharply after age 50 and ranges from 8 and 11 per 1,000 person-years among people over age 65. Incidence 

appears to be increasing, although the reasons are unknown. Following HZ infection, individuals have a 6 percent lifetime 

chance of recurrence.
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According to the ACIP’s recommendation, all people aged 

60 years and older, including those who have had shingles 

in the past, should receive a single dose of HZ vaccine 

subcutaneously. The vaccine should not be used for the 

prevention of primary varicella infection (chickenpox)  

and should not be given to children or adolescents. 

Contraindications to vaccination include history of 

allergic reaction to any vaccine component, immunosup-

pression or immunodeficiency conditions, and pregnancy. 

The vaccine should not be administered in the presence 

of acute illness (e.g., fever) or active untreated tuberculo-

sis. Zoster vaccine can be given concomitantly with the 

trivalent inactivated influenza vaccine without any effect 

on the antibody response. However, zoster vaccine should 

not be administered at the same time as the 23-valent 

pneumococcal polysaccharide vaccine (PNEUMOVAX® 

23). Concurrent use of these two vaccines leads to a lower 

antibody level of the VZV.

Future of zoster prevention

There are currently no recommendations to add a booster 

dose.  However, recent data on vaccine duration suggest a 

booster may be necessary after 10 years. A clinical study on 

the safety and immunogenicity of a booster dose of zoster 

vaccine among adults older than 70 found that a booster 

dose administered more than 10 years after a previous 

dose was safe and immunogenic. Antibody responses 

were similar between the boosted group and the newly 

vaccinated group, but cell-mediated immunity was higher 

in the boosted group. Because prevention of HZ is gener-

ally via cell-mediated immunity, the booster may be more 

effective than the original vaccine, but longer clinical 

trials will be necessary to prove that. 

At the same time, a new two-dose HZ has been tested in 

a phase III randomized trial. The trial enrolled 15,000 

people aged over 50, and the vaccine had an efficacy of 97 

percent in preventing HZ. The efficacy did not vary by age; 

however, only 23 percent of recipients were aged 70 years 

or older. The vaccine was well-tolerated, but had a higher 

rate of grade III adverse reactions than the live attenuated 

vaccine. The rates of serious adverse reactions were similar 

in the two groups.

Because of its greater efficacy, the new vaccine has the 

potential to change practice, but it has not yet been 

licensed. The initial trial lasted only three years. Long-

term efficacy will not be known for some time. A clinical 

trial is currently being conducted to compare the HZ/su 

vaccine to the live attenuated vaccine. 

In addition, a trial of the HZ/su vaccine among 70-year-

olds is underway to evaluate its impact on PHN and 

hospitalization, the two most common HZ-related compli-

cations. Given the apparent superiority of the new vaccine, 

patients under the age of 70 may wish to wait until the new 

vaccine is licensed and priced before deciding on which 

vaccine to receive. For older patients, who are at higher risk 

of PHN and who have shorter life expectancies, it may be 

prudent to vaccinate with the current vaccine. n

Dr. Rothberg is Vice Chair for Research in 
the Medicine Institute at Cleveland Clinic. 
He can be reached at rothbem@ccf.org or 
216.445.5556. 

 
Dr. Le is an AcademyHealth Delivery System 
Science Fellow currently working in Cleveland 
Clinic’s Center for Value-based Care Research 
in the Medicine Institute. She can be reached at 
lep@ccf.org. 

Herpes zoster (HZ), or shingles, is caused 
by a reactivation of the varicella-zoster 
virus (VZV), which can occur decades after 
the primary infection. The most prominent 
manifestation of zoster is a unilateral 
vesicular rash, often accompanied by 
radicular pain and discomfort. 
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Everyone Owns Delirium: A Comprehensive Approach to 
Diagnosing and Minimizing Its Impact  
Featuring Leo Pozuelo, MD

It is sometimes associated with hallucinations and hyper-

activity, with the patient becoming inaccessible to normal 

contact. Delirium can be caused by a number of condi-

tions, including infection, drug use, seizures, brain tumor, 

poisoning, head injury and metabolic disturbances.

Unfortunately, delirium is a grossly unrecognized and 

poorly managed problem in acute care hospitals across 

the country. Busy clinical settings, lack of knowledge and 

training, and the rapid transfer of patients are some of the 

reasons delirium can be missed, with patient behavior 

often attributed to depression or a normal progression  

of aging.  

Not only is it distressful for the patient and caregivers, 

delirium increases morbidity, mortality and neuropsycho-

logical impact as well as patient length of stay and patient 

readmissions. 

“We can and must do better,” says Leo Pozuelo, MD, Section 

Head for Consultation Liaison Psychiatry at Cleveland 

Clinic and a staff member in the Center for Geriatric 

Medicine. He believes every healthcare discipline has a 

role in the prevention, identification and treatment of 

delirium and an interdisciplinary approach is required. 

Creating a delirium care path

In 2012, Cleveland Clinic created a multidisciplinary delir-

ium task force to tackle this complex problem at all levels. 

The idea was that “everyone owns delirium,” and the goal 

was to take a comprehensive approach to delirium across 

the health system. The task force wanted to raise aware-

ness, implement regular screenings, and provide easily 

accessible tools for clinical interventions. 

Dr. Pozuelo led the multispecialty delirium task force, 

which has created a delirium care path and a comprehensive 

delirium tool kit. The care path rolled out across the system 

in 2014 after research and pilot tests were completed. 

Today the effort focuses on four key areas:  

1.	Preventing delirium in high-risk individuals

2.	Routine screening using evidence-based tools 

3.	Standardized management using pharmacologic  

and nonpharmacologic measures

4.	Delirium through the continuum of care

Prevention 

Preventing delirium begins by fully understanding it. In 

2014 a full-scale education campaign began for bedside 

clinicians, nurses and physicians of all levels and inpatient 

specialties. The task force created a dynamic online learn-

ing module with video vignettes as well as an abundance 

of classes and real-time learning emphasizing risk factors, 

recognition and strategies for prevention. 

Regular screening

Because the prevalence for delirium is so high and so 

often unrecognized, nurses throughout the Cleveland 

Clinic health system began screening all adult acute care 

patients with standardized tools at least once a day. The 

Confusion Assessment Method for the ICU (CAM-ICU) tool 

was expanded to all intensive care patients. It is the widely 

recognized gold standard tool for this environment.

Outside the ICU, the task force looked at several evidence-

based tools, with bedside nurses trialing three different 

screening tools. They eventually decided on the Brief 

Confusion Assessment Method (bCAM) because they 

found it to be the easiest to use with the closest relation-

ship to the CAM-ICU tool. Nurses and physicians alike 

preferred the bCAM. 

Beginning in late 2014, the bCAM went live on Cleveland 

Clinic’s electronic medical record system and nurses 

began completing it daily. Now all adult patients in ICU 

Delirium has been referred to as the “geriatrician’s code blue.” It is a medical emergency that requires prompt recognition 

and intervention to minimize or prevent serious consequences. It is recognized as a brain dysfunction characterized by an 

acute and fluctuating disturbance of consciousness with a change in cognition or the development of perceptual disturbances. 
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and medical/surgical areas are screened on admission,  

a change in condition or a change in the level of care.  

To aid in the review of the screens, a delirium accordion 

report was developed to give clinicians a snapshot view  

of prior delirium screens, abnormal lab values and high-

risk medications.

Management 

“Early on, the task force realized the importance of stan-

dardizing the management of delirium,” says Dr. Pozuelo. 

“We were all over the map as to how we treated delirium.” 

In any setting, treatment of delirium consists of taking 

care of the underlying medical condition and removal or 

discontinuation of the precipitating factors, whether envi-

ronmental or medication related, he notes.

Through much collaboration among psychiatrists, geri-

atricians, hospitalists, intensivists, neurologists, nurses 

and pharmacists, two order sets where developed — one 

for the ICU patient and one for the non-ICU patient. These 

order sets give guidance to physicians about diagnostic 

evaluation and select medications to use to control symp-

toms of agitation and psychosis. 

The order sets limit variation in testing and prescribing, yet 

allow for flexibility and individualization in a controlled 

fashion. They also include evidence-based, nonpharmaco-

logic interventions such as uninterrupted sleep, adequate 

hydration and ambulation.

Ongoing Care

Delirium has traditionally been considered a short-term, 

benign and transient cognitive disorder. But we have 

found that this is not the case. Delirium is a leading cause 

of preventable conditions in elderly patients who are hos-

pitalized, and patients with delirium fare worse than their 

counterparts who do not suffer from delirium. 

Research tells us that the longer the duration of delirium, 

the greater the chance for long-term cognitive impairment. 

This is because delirium itself can cause cognitive decline 

due to long-term psychological distress and other behavioral 

issues such as poor nutrition, sleep disturbances and falls. 

This has implications in terms of post-discharge follow-up 

for patients who developed delirium while hospitalized. 

Through improved documentation and coordinated care 

programs, delirium also is being watched more closely 

during post-acute care. These efforts are gradually chang-

ing the culture of Cleveland Clinic to make everyone aware 

of delirium and individuals at high risk for it. 

“Delirium is finally being seen as an acute brain dysfunc-

tion with possible long-term consequences,” says Dr. 

Pozuelo. “Via collaborative efforts at various institutions, 

we are learning how to better detect, prevent and treat 

delirium. We owe this to our patients and their families.” n

Special thanks to Ronan Factora, MD, and Anne Vanderbilt, MSN, 
RN, CNS, ANP-BC, from Geriatric Medicine for their contributions to 
this article. 

 
Dr. Pozuelo, MD, FACP, is Section Head  
of Consultation Liaison Psychiatry and a  
staff psychiatrist. He can be reached at 
pozuell@ccf.org or 216.445.3583.

According to the American Delirium 
Society, more than 7 million hospitalized 
Americans suffer from delirium each year. 
The incidence varies depending on the 
patient population but has been reported 
to be 10 to 30 percent in hospitalized 
medically ill patients, 42 percent of 
hospice patients and 56 percent in 
hospitalized geriatric patients.1 

1. Rudolph, JL, et al. Delirium: A Strategic Plan to Bring an Ancient Disease 
into the 21st Century. Journal of the American Geriatrics Society, 
2011;59(s2):S237-S240.
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Recognizing insomnia

Some 40 to 50 percent of adults aged 60 and older experi-

ence insomnia, compared with 10 to 20 percent of younger 

adults,1 according to Dr. Rundo. 

“Even so, insomnia is easy to miss if you don’t ask older 

patients about it. They might believe poor sleep and 

daytime fatigue are normal with aging,” she says.

 Sleep in later life is characterized by less slow-wave sleep 

(deepest stage). Sleep latency — the time it takes to fall 

asleep — tends to increase, and more awakenings occur  

at night. Despite these changes, people do not need sub-

stantially more or less sleep as they age, Dr. Rundo says. 

 She suggests three screening questions for insomnia, 

which is defined as difficulty falling asleep or staying 

asleep for as long as desired:

1.	Are you having difficulties with falling or staying  

asleep at night?

2.	How much sleep do you think you’re getting at night?

3. 	Do you have daytime fatigue or sleepiness?

You could ask a family member similar questions about 

an individual with Alzheimer dementia who may be 

sundowning. This syndrome of increased confusion and 

agitation in the evening can interfere with sleep through 

the night.

“Think of insomnia if someone reports taking longer than 

30 minutes to fall asleep or waking too early and being 

unable to go back to sleep,” Dr. Rundo says. 

The seven-question Insomnia Severity Index2 can help 

quantify the severity of symptoms such as daytime fatigue 

and struggles with chores, work, concentration, memory 

or mood. This validated self-reporting scale also can help 

monitor treatment over time. “If insomnia is affecting a 

person’s daytime functioning, it should be treated,”  

Dr. Rundo says.

Step one: Identify medical factors

Begin by identifying and managing medical conditions 

that may be interfering with sleep, Dr. Rundo recom-

mends. Common underlying factors include chronic pain, 

asthma, gastroesophageal reflux, obstructive sleep apnea 

(OSA), restless legs syndrome, anxiety, depression and 

medications that affect sleep.

Bowel problems and frequent urination also can interrupt 

sleep. “A pattern of getting up frequently and having  

difficulty falling back to sleep can develop. Even if the 

problem resolves, the disrupted sleep pattern may remain,”  

Dr. Rundo says. Similarly, frequent awakenings by indi-

viduals with Alzheimer disease or other dementias can 

perpetuate insomnia.

Psychological stress manifests as several insomnia pat-

terns. “Anxious people tend to report ruminating thoughts 

and excessive worry that cause difficulty with falling 

asleep, whereas depressed people report sleeping for  

four or five hours and then having a hard time going  

back to sleep,” according to Dr. Rundo.

Loss of muscle tone with aging contributes to collapse  

of the oral pharyngeal airway and OSA. “Probably 40 to  

50 percent of individuals over age 60 have some sleep- 

disordered breathing,” Dr. Rundo says. In her experience, 

OSA that develops after menopause is a frequent cause  

of insomnia in women.

“Individuals with OSA may complain of difficulty falling 

asleep, but more frequently we hear about difficulty staying 

asleep. They awake multiple times at night, may have been 

told they snore or stop breathing, and feel excessively sleepy 

during the day,” Dr. Rundo says. She recommends referral 

to a sleep specialist for further testing.

Insomnia in the Elderly  
Recognizing the signs and addressing the issue for better quality of life

Featuring Jessica Vensel Rundo, MD, MS

W hen an older person has difficulty sleeping, the causes and treatments may be different than for a younger adult, 

according to Jessica Vensel Rundo, MD, MS, staff physician at the Cleveland Clinic Sleep Disorders Center. For geriat-

ric insomnia, medical conditions play a greater role as triggers, and hypnotic medications play a lesser role in treatment. 

14



c l e v e l a n d c l i n i c . o r g / g e r i a t r i c m e d i c i n e

Step two: Modify behaviors

After managing medical causes, Dr. Rundo addresses 

behaviors and beliefs that may reinforce insomnia in 

patients of all ages. “People with insomnia often lie awake 

in bed for hours. This conditions them to think it’s OK  

to be awake in bed. It also conditions them to expect  

poor sleep,” she says.  

Dr. Rundo advises patients to leave the bedroom if they do 

not fall asleep after 20 minutes and to read a book or listen 

to relaxing music. When drowsy, they can go back to bed. 

“One of those times they will fall asleep, and that is the new 

conditioned response. The body eventually will go into the 

bedroom and remember to fall asleep,” she explains. 

She also recommends trying these sleep hygiene behaviors: 

•	 Controlling stimuli: No TV or computer in the 

bedroom, no excess noise or light at bedtime

•	 Going to bed only when drowsy

•	 Getting up at the same time every day

•	E liminating caffeine after 2-3 p.m.

•	 Avoiding exercise within 3-4 hours of bedtime

Patients with insomnia often try these behaviors briefly 

without success. “It takes weeks to months to condition 

your body to behave differently,” Dr. Rundo explains. 

Referral to a psychologist for cognitive-behavioral therapy 

(CBT) can help people persevere in their efforts to change 

sleep behaviors and negative thoughts about sleep.	

Medication options

Medication is an option for patients who decline CBT or 

who have severe insomnia. Dr. Rundo advises caution with 

sedating histamines, such as diphenhydramine, which 

can cause memory and cognitive problems in the elderly.  

As first-line medication, she suggests a sedating agent 

to treat a coexisting problem, such as mild depression, 

anxiety or chronic pain. Options include doxepin, which 

is indicated for depression and insomnia; other sedating 

antidepressants such as trazodone or amitriptyline; or the 

anticonvulsants gabapentin or pregabalin for neuropathic 

pain and insomnia.

“Ultimately, I wouldn’t be against using a small dose of a 

hypnotic, but I would monitor closely for side effects,” she 

says. Potential risks include daytime sedation, falls and 

cognitive impairment. For older people, she recommends 

one-half the usual starting dose (e.g., zolpidem tartrate, 

2.5 milligrams). Avoid combining hypnotics with other 

sedating agents, such as antidepressants, antihistamines, 

antinausea medications, opioids and benzodiazepines,  

Dr. Rundo advises. 

“When you start medication or CBT for insomnia, follow up 

within a month or two. If an office visit is not possible, at 

least do a phone follow-up,” she says. n

Dr. Rundo of Cleveland Clinic’s Neurological 
Institute is on the staff of the Sleep Disorders 
Center and serves as the Fellowship Program 
Director and a Quality Officer. She can be 
reached at 216.444.0917 or venselj@ccf.org.
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As geriatricians, our ultimate goal is to keep a person residing in the community as independently as possible. Financial 

strains or a decline in financial management can threaten this ability, leading to significant stress on older persons. All 

of this can add to the effects of chronic illness on our patients. By paying attention to patients’ functional status and possible 

financial concerns, geriatricians can recognize clues that a person’s independence is at risk.

Financial Exploitation of the Elderly Is on the Rise  
Looking for signs and offering resources to avert problems 

 By Ronan Factora, MD

Since the Great Recession, retirees have become frequent 

targets for those who see them as easy prey. In fact, finan-

cial exploitation has become the most common form of 

reported elder abuse. Recent national surveys have found 

that around 5 percent of older adults have experienced 

some form of financial exploitation. This prevalence is 

similar to that of heart attacks and even higher than that 

of systolic hypertension. Considering the number of 

patients we are used to treating for hypertension, we 

have to wonder how many of these patients are missed  

in practice. 

Many physicians have reported in surveys that their  

training in the area of elder abuse was poor or nonexis-

tent, particularly when compared with their training in 

recognition of child abuse or domestic violence. Given  

the prevalence of this problem, disseminating any infor-

mation that could increase the detection of financial 

exploitation could help preserve the quality of life of  

our older population.

Identifying patients

There are several characteristics we can look for to help 

identify those patients most vulnerable to exploitation. 

Older persons who are socially isolated, who suffer from 

bereavement or depression or any mental illness, or who 

have a history of alcohol or drug abuse could be at risk. 

Detection of any new impairments in ability to perform 

basic activities of daily living, change in appearance or 

hygiene, or accompaniment of the patient by a caregiver 

who seems overly protective or domineering should also 

be “red flags” prompting a closer look. 

Patients who have been diagnosed with mild cognitive 

impairment have been observed to have higher risk-taking 

behavior, and as cognitive impairment advances to clini-

cal dementia, risk also increases. People suffering from 

dementia may provide personal financial information 

such as credit card numbers, Social Security numbers and 

bank account information to strangers or callers masquer-

ading as friends or family. They may also withdraw large 

amounts of cash only to misplace it or leave the monies  

in unsecured areas. 

The physician’s role

We can be proactive. As physicians, we can help facilitate 

discussions with patients to help them plan for the future. 

We can detect subtle differences in our patients’ behaviors 

and begin the discussion about seeking financial guid-

ance when and if necessary. Often we can refer patients 

to a number of community resources that are available to 

help formalize assignment of responsibilities in the form 

of financial powers of attorney or a conservator.

The consequences for victims of financial exploitation can 

be long lasting and in the worst of circumstances can lead 

to the inability to pay for food, medications and housing 

expenses. But very frequently, physicians only see the 
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later ramifications of financial exploitation in the form 

of progressive weight loss, uncontrolled chronic illness, 

recurrent emergency department visits or hospitalizations. 

In retrospect, the risk factors that brought the patient to 

this point may be more apparent.

Much like addressing many of the other geriatric syn-

dromes encountered in clinical practice, a proactive and 

collaborative approach to dealing with this problem can 

be effective in identifying, investigating and, when neces-

sary, prosecuting financial exploitation. 

Everyone from the bank teller to the pharmacist to a 

patient’s volunteer organization needs to step up today. 

But often individuals in the community have such brief 

encounters with a victim of elder fraud or they say “it is not 

my problem.” More often than not, the problem goes on 

without anyone taking responsibility until it is too late.  

As physicians, we can help change this. 

All states have a list of mandated reporters who are tasked 

with reporting suspicions of elder abuse to the local adult 

protective services for investigation. The mistake that 

many people make is believing that proof is required 

in order to file a report. The truth is that a report can be 

made even if there is just a suspicion that abuse is occur-

ring, as long as the report is made in good faith.

Once the process gets started, social workers at adult 

protective services can work with physicians, attorneys 

and law enforcement to investigate a report. Physicians 

are often tasked with evaluating the victims of elder abuse 

and financial exploitation to determine whether the indi-

vidual had risk factors for abuse/exploitation, particularly 

if there is any sign of significant cognitive impairment. 

Beyond caring for the individual and understanding  

the resources available, physicians can assist in increas-

ing the attention of practicing clinicians to this problem 

by discussing cases of elder abuse and exploitation 

with trainees. We can also participate in didactics or 

workshops with colleagues in practice to increase our 

knowledge and awareness of the topic. n

There is a wealth of information and tools available 
to practicing clinicians to learn about elder abuse 
and financial exploitation. Here are a few:

National Center on Elder Abuse has links to 
additional state directories of helplines, hotlines  
and elder-abuse prevention resources in all 50 
states and the District of Columbia.

National Academy of Elder Law Attorneys 
(703.942.5711) offers a search for lawyers 
specializing in durable powers of attorney, 
conservatorship, estate planning, elder abuse  
and other concerns.

National Adult Protective Services Association 
provides a national map with links to abuse-
reporting hotlines by state.

AARP’s Scams and Fraud page offers information 
on the latest frauds against older people.

Better Business Bureau Scam Stopper has 
information on common scams and instructions on 
reporting a scam. You can sign up for scam alerts 
on the site.

Community Resources

Dr. Factora is Director of the Geriatric 
Medicine Fellowship Program and on staff 
with the Center for Geriatric Medicine. He 
recently edited the book Aging and Money: 
Reducing Risk of Financial Exploitation and 
Protecting Financial Resources. He can be 
reached at 216.444.8091 or factorr@ccf.org. 
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Blog

Geriatric Times Medical Editor Ronan Factora, 

MD, writes a monthly blog post on the U.S. 

News & World Report website to provide aging 

consumers with timely health information. 

To read Dr. Factora’s consumer blog, go to 

usnews.com/topics/author/ronan-factora-md.

Center for Geriatric Medicine 

Staff Publications For Your Information

A blog for healthcare professionals

Get your daily dose of insight and perspectives from Cleveland Clinic experts.

Join clinicians and researchers to discuss the latest advances and best practices 

in clinical care, research and technology. Visit today and join the conversation.

consultqd.clevelandclinic.org

The Cleveland Clinic Way
By Toby Cosgrove, MD 

CEO and President of Cleveland Clinic

Great things happen when a medical center puts 

patients first. For details or to order a copy, visit 

clevelandclinic.org/ClevelandClinicWay.

Geriatric Medicine Fellowship offers diverse training
Cleveland Clinic’s Geriatric Medicine Fellowship is a 12-month clinical program 

designed to provide comprehensive training that prepares internists and family 

physicians to become leaders in geriatric academic settings, nursing homes, 

outpatient centers and hospitals.

Fellows will benefit from the experience of Geriatric Medicine’s interdisciplinary 

team of clinician-educators, who are dedicated to maintaining patients’ quality 

of life as they deal with the chronic medical conditions and comorbidities,  

cognitive issues, and frailty that can accompany aging.

For more information, visit clevelandclinic.org/geriatricmedicine.

For more information about our services, research and career opportunities,  

visit us at clevelandclinic.org.
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Geriatrics 
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Geriatric Psychiatry 
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Fairview Family Medicine

Carl V. Ter Jr., MD, MS

Independence Family Health Center

Ronan Factora, MD

Lakewood Hospital/Lutheran Hospital

Center for Brain Health 
Babak Tousi, MD 
Christine Nelson, MSN, CNP

Geriatric Psychiatry 
Mark Frankel, MD

Lorain FAMILY HEALTH AND  
SURGERY cENTER

Lynn (Chris) Chrismer, MD 
Itri Eren, MD 
Sathya Reddy, MD  
Wanda Williams, CNP

Cleveland Clinic Florida

Diana Galindo, MD 
Bernardo Reyes, MD

Joint Appointments in the  
Center for Geriatric Medicine

Center for connected care

Michael Felver, MD 
Duane Kirksey, MD 
Thomas Linnemann, DO 
Ethel Smith, MD 
Maidana Vacca, MD 
William Zafirau, MD  
Luanne Capone, GNP, MSN, CPHQ 
Sam Palmer, CNP

Digestive Disease Institute

Brooke Gurland, MD 
Tracy Hull, MD 
Matthew Kalady, MD 
Jamilee Wakim-Fleming, MD

Emergency Services Institute

Fredric Hustey, MD

Endocrinology &  
Metabolism institute

Angelo Licata, MD, PhD

Glickman Urological &  
Kidney Institute

Raymond Rackley, MD 
Sandip Vasavada, MD

Head & Neck Institute

Catherine Henry, MD

Neurological Institute

Charles Bae, MD 
Karen Broer, PhD 
Neil Cherian, MD 
Kathy Coffman, MD 
Kathleen Franco, MD 
Richard Lederman, MD, PhD 
Richard Naugle, PhD 
Leo Pozuelo, MD 
Babak Tousi, MD 
Brinder Vij, MD

Brain Tumor and Neuro-Oncology 
Gene Barnett, MD 
Glen Stevens, DO, PhD

Physical Medicine and Rehabilitation  
Frederick Frost, MD 
Vernon Lin, MD, PhD

Ob/Gyn & Women’s Health Institute

Matthew Barber, MD 
Marie Fidela Paraiso, MD 
Beri Ridgeway, MD

Orthopaedic &  
Rheumatologic Institute

Abby Abelson, MD 
Wael Barsoum, MD 
Chad Deal, MD 
Elaine Husni, MD 
Bruce Long, MD

Sydell and Arnold Miller Family  
Heart & Vascular Institute

Karen James, MD 
Michael Maier, DPM

taussig cancer institute

Mellar Davis, MD 
Mona Gupta, MD 
Terence Gutgsell, MD 
Abdo Haddad, MD 
Susan LeGrand, MD 
Armida Parala-Metz, MD 
Dale Shepard, MD, PhD

All physicians in Regional Geriatrics have joint appointments in the Center for Geriatric Medicine.
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Resources for Physicians

Physician Directory. View our staff online at clevelandclinic.org/staff.

Same-Day Appointments. Cleveland Clinic offers same-day appointments to  
help your patients get the care they need, right away. Have your patients call our 
same-day appointment line, 216.444.CARE (2273) or 800.223.CARE (2273).

Track Your Patients’ Care Online. Establish a secure online DrConnect account 
for real-time information about your patients’ treatment at Cleveland Clinic at 
clevelandclinic.org/drconnect.

Critical Care Transport Worldwide. To arrange for a critical care  
transfer, call 216.448.7000 or 866.547.1467. Learn more  
at clevelandclinic.org/criticalcaretransport.

CME Opportunities: Live and Online. Visit ccfcme.org to learn about the  
Cleveland Clinic Center for Continuing Education’s convenient, complimentary 
learning opportunities. 

Outcomes Data. View Outcomes books at clevelandclinic.org/outcomes.

Executive Education. Learn about our Executive Visitors’ Program and  
two-week Samson Global Leadership Academy immersion program at  
clevelandclinic.org/executiveeducation. 

About Cleveland Clinic
Cleveland Clinic is an integrated healthcare delivery system with local, national 
and international reach. At Cleveland Clinic, more than 3,200 physicians and 
researchers represent 120 medical specialties and subspecialties. We are a  
main campus, more than 90 northern Ohio outpatient locations (including  
18 full-service family health centers), Cleveland Clinic Florida, Cleveland Clinic 
Lou Ruvo Center for Brain Health in Las Vegas, Cleveland Clinic Canada,  
Sheikh Khalifa Medical City and Cleveland Clinic Abu Dhabi.

In 2015, Cleveland Clinic was ranked one of America’s top five hospitals  
in U.S. News & World Report‘s “Best Hospitals” survey. The survey ranks  
Cleveland Clinic among the nation’s top 10 hospitals in 13 specialty areas,  
and the top hospital in heart care (for the 21st consecutive year).

Stay Connected with Cleveland 
Clinic’s Medicine Institute

Consult QD 

A blog featuring insights and 

perspectives from Cleveland Clinic 

experts. Visit today and join the conversation.  

consultqd.clevelandclinic.org

Facebook for Medical Professionals 

Facebook.com/CMEClevelandClinic

Follow us on Twitter 

@CleClinicMD

Connect with us on LinkedIn 

clevelandclinic.org/MDlinkedin

On the web at  

clevelandclinic.org/neuro

24/7 Referrals
Referring Physician Center  
and Hotline

855.REFER.123 (855.733.3712) 
clevelandclinic.org/refer123

Live help connecting with our specialists, 

scheduling and confirming appointments, 

and resolving service-related issues.

Physician Referral App 

Download today at the  

App Store or Google Play.
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