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Description 
The care of increasingly weak nursing home residents who have 

medically difficult illnesses is at risk due to the marginalisation of doctors 
in the facility. The authors argue that the development of a nursing home 
medicine specialty, which acknowledges the nursing home as a distinct 
practise site, would significantly improve the quality of care provided in 
skilled nursing facilities and would best meet the needs of people who 
currently reside in nursing homes in. Reviewing the research on medical 
staff organisation in nursing homes and hospitals, and taking inspiration from 
the hospitalist movement, the speciality would be defined in terms of three 
factors: the level of physicians' dedication, their practising competencies, 
and the organization's structure. Issues with the fact that nursing homes 
are not recognised as legitimate medical practises by mainstream medicine, 
the need for the nursing home industry and policymakers to understand 
the connections between physician practise and quality, and assurance of 
financial viability are some of the reasons to adopt a nursing home specialist 
model. This article discusses the implications for research needs, health 
policy, and care quality [1].

An alarming trend of a net decline in the number of board-certified 
geriatricians and a decline in the number of doctors enrolling in geriatric 
fellowships is highlighted in a new Institute of Medicine report. The Institute 
of Medicine advises extending the role of midlevel providers, such as nurse 
practitioners, to alleviate the scarcity of geriatricians in nursing homes. 
Geriatricians frequently hold clinical and leadership responsibilities in nursing 
facilities. Rather Instead of assuming that physicians' disengagement from 
nursing home practise is unavoidable, we argue here that it is. We also argue 
that the only way to adequately meet the needs of residents with complex 
post-acute issues who are burdened by multiple comorbid conditions, 
chronic illness, and functional limitations is to move toward a nursing home 
specialist model.

By the year, the number of nursing homes in the country will have 
doubled. The lifetime risk for nursing home admission remains high despite 
falling disability rates and expanding housing options. Because they can 
accommodate increasingly frail patients whose hospital stays are prolonged, 
nursing homes have emerged as an essential and distinctive aspect of the 
health care continuum in the functional dependency, comorbid diseases, 
and utilisation of high-tech therapies in both short- and long-term nursing 
care residents are some manifestations of this sicker-but-quicker trend. 
Nursing home deaths make up a significant portion of all deaths, and current 
spending exceeds what Medicaid is expected to cover by the end of the 
year. Nursing facilities receive the majority of the Medicare fee-for-service 

dollars [2].

Despite this development, nursing home care continues to be uneven 
and, in many ways, subpar. One-third of the doctors who work in nursing 
homes are internists, and nursing home practise takes up all of their work 
time. Nurse home doctors' impressions of too much regulation, paperwork, 
professional liability, and nursing shortages are frequently grounded in 
truth. The development of a widespread nursing home expert culture still 
faces obstacles from support. Perhaps more importantly, despite higher 
reimbursement for nursing care visits, many doctors still struggle to surmount 
logistical obstacles. Many doctors would find it impossible to provide nursing 
home care without remuneration from the administrative tasks involved 
in being a medical director. Than felt well prepared to offer nursing home 
care, according to a study of residents who were graduating. Finally, the 
nursing home administration may not provide support due to fear of expense 
increases and a lack of understanding of the connection between physician 
care and quality.

Following in the footsteps of the adult and paediatric hospitalist 
movements, we suggest that Problems in skilled nursing facilities would be 
treated by a nursing home medical speciality. We suggest that the speciality 
be defined in terms of three factors: the level of doctors' dedication, their 
practise competencies, and the makeup of the medical staff organisation 
where they work. This is based on the body of existing knowledge. 
Understanding the connections between the standard of care and the 
amount of time spent in a specific nursing facility and with specific residents, 
commitment is defined as the physicians' level of involvement in nursing 
home care. We believe that a variety of practise arrangements, from a 
full-time practitioner to a community primary care physician who dedicates 
one day a week to nursing home patients, are possible for nursing home 
specialists. However, our suggestion is that nursing home experts at least a 
portion of their time to nursing home care. Given that doctors may visit many 
sites, at least 4 hours should be spent in each one on a weekly basis. This 
could be considered the bare minimum of time required to feel comfortable 
with care procedures and local culture.

Being trained or having experience managing complex medical care in a 
highly regulated, interdisciplinary care system that supports both post-acute 
and long-term care would be considered to be competent in nursing home 
medicine. Because limiting initial recognition to board-certified geriatricians 
or to certify medical directors would needlessly exclude other eligible 
practitioners, training should be flexible enough to draw the widest cross-
section of primary care physicians. A further year of instruction could be 
included in the future. Residency training, adaptable fellowships for nursing 
homes that would accept early- or mid-career applicants, or a certification 
procedure akin to that for medical directors are all options. For training and 
certification, specific competency domains may include managing problems 
with quality enhancement, care transitions, frailty, polypharmacy, and 
cognitive and behavioural disorders [3].

A highly organised, closed medical staff model, which limits privileges 
to a small number of providers, would likewise be necessary for nursing 
home medicine. The work of Roemer, Friedman, and others who have 
demonstrated a link between structured medical staff and quality of care 
provides evidence in favour of a structured paradigm. When it comes to 
our own research, which looks at the effects of medical staff organisation 
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in nursing homes, doctors who use a closed staff model they appeared 
more available, educated about long-term care procedures, and committed. 
Programs for formal certification of medical directors, as well as existing 
policies, laws, and care standards that specify the roles of the attending 
physician and medical director in the nursing home support this paradigm.

Only if organised medicine addresses a number of concerns will nursing 
home medicine practise change. The nursing home must be supported 
by mainstream medicine as an acceptable location for medical practise. 
Incentives and assurances of financial viability are necessary for the 
recruitment and retention of a qualified, trained workforce. There are nursing 
home physician specialists in and the completely funds them. Although 
American health care reimbursement is undoubtedly more complicated 
than that in the, there are still choices, such as expanding. Medicare 
reimbursement for cognitive services, the development of organisational 
efficiency under the current reimbursement system, the implementation of 
new policies that reward providers for improved quality and cost savings, and 
making pay-for-performance both fair and practical in nursing homes without 
electronic medical records are some of the issues that need to be addressed. 
Market forces may eventually operate as a motivator to pay nursing home 
specialists for the intrinsic worth of their work, which is particularly relevant 
to improved nursing home care and care transitions [4].

The significance of the doctor to the nursing home is defined by groups 
like the medical directors association and the Geriatrics Society. But they 
must support the work of larger medical groups like the Medical Association, 
College of Physicians, and of Family Physicians. These groups, which 
include the majority of primary care physicians in the country, can improve 
the standing of the nursing home specialist, assist in establishing career 
paths and curricula, and create pertinent policies and rules that protect 
medicine's place in nursing home care. In keeping with the demands of 
younger physicians for a work-life balance, nursing home practise allows 
for a flexible rounding schedule and requires less overhead. The potential 
to manage a diverse patient population with post-acute and long-term 
care demands in a user-friendly setting might be promoted alongside the 

specialty's attractive attributes. Many of the same qualities served as an 
incentive for physicians to enter hospital practise and accelerated the 
development of hospital medicine as a speciality [5].
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