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This month we feature an interview with Dr. 
Catherine Eng, Medical Director of On Lok and 
Clinical Professor of Medicine, University of 
California at San Francisco. The On Lok program is 
a world class model approaching health disparities 
in geriatric patients. 

I spoke with Dr. Eng about the field of geriatrics 
and how we can meet the needs of frail, low income 
elders. 

How did you become involved in the field of geriatrics? 

I became involved with geriatrics by accident, or serendipity, depending on how one 
looks at transforming events.  I was trained as an internist and gastroenterologist with a 
specialization in liver disease.  I had conducted research on bile acid physiology as a GI 
Fellow at New York Hospital/Cornell Medical College.  I relocated to San Francisco in 
June 1981 with my husband, who had taken a position as cardiology fellow at Mt. Zion / 
UCSF Medical Center.  While waiting for my NIH grant to be funded, I took what I 
thought to be a temporary position as a staff physician at a small community organization 
called On Lok Senior Health Services in San Francisco.  They were looking for a 
physician to take care of 248 frail elders who were nursing home eligible but who lived in 
community housing.  Prior to working at On Lok I had no formal training in geriatrics.  I 
had never even visited a nursing home or senior center.  My medical school and 
residency training was at some of the most prominent tertiary university affiliated 
hospitals in New York City.  Geriatrics was just not taught in our clerkships or in our 
residency curriculum.  So On Lok was really taking a big chance on hiring me in 1981. 
 
When did your interest in the elderly begin? 
It began when I started my work at On Lok.  I took the best care of each of my patients, 
by meeting their medical, social and rehabilitation needs.  I honestly did not think of it as 
practicing geriatrics, nor did I consider myself as being a geriatrician.  I was just trying to 
be the best doctor to people who clearly had not received much medical care, or had 
fragmented medical services prior to enrolling with On Lok.  When I was in New York, I 
was very used to taking care of medically complicated patients, many of them old.  But 
once they were discharged from our tertiary referral hospital, I never saw them again.  
My patients at On Lok were equally complicated.  The difference was that when I 
discharged them from hospital after a serious illness, they came back to see me in the 
clinic, sometimes the very next day.  I was always aware of whether my medical 
treatments were successful or not.  I also became aware of the importance of non-medical 
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interventions such as meals, personal care services, overnight home care, and 
transportation to the overall success of my medical treatment plans and medication 
regimens.  I also became knowledgeable about my patients’ families and neighbors, in 
essence the social fabric that kept them going and complemented whatever magic I could 
perform as their physician.  Thus getting my patients over their acute illness was but a 
small, though important, step.  Helping them to regain their function and their spirit to 
thrive in their community environment was much more difficult.  After several months, I 
realized the importance of putting medicine together with all these non-medical services.  
I also learned to work within an interdisciplinary team, and realized that without the team, 
I would never be able to achieve success in treating my patients’ medical conditions.  
Sure, I could treat them and cure them, but without that social fabric they just did not 
thrive, or in some cases, could not survive despite the most sophisticated medical 
interventions. 
 
Did you receive on the job training at On Lok? 
 
No, when I arrived, the last physician who was working for On Lok had left for a private 
practice in Sacramento six months prior.  And the patients were being cared for by 
rotating on call physicians.  Dr. Harry Lee, who was the medical director at the time, 
recruited me. He had his own private practice in San Francisco’s Chinatown community, 
and he sort of kept an eye on me.  But I had to learn a lot on my own. 
 
How did you go about learning things on your own?  That can be a very difficult 
thing to do. 
 
Well geriatrics is actually primary care with an emphasis on elders.  As we age, we have 
more chronic illnesses.  It is not a specialty in the sense of gastroenterology or cardiology 
is a specialty.  What I have is excellent training as an internist, which is a primary care 
specialty.  I was very familiar with taking care of complex patients in hospital and in the 
clinic.  I felt very comfortable with my clinical training and experience.  The other part of 
primary care includes addressing patients’ psychosocial environment and their functional 
abilities.  That’s geriatrics.  Even though the specialty is called geriatric medicine, 
geriatrics is not just medicine.  That is what I discovered.  I had a lot to learn besides 
medicine.   
 
You trained in gastroenterology so you had that training.  The other skills you are 
talking about, you had to learn those without formal training.  How did you develop 
those other skills? 
 
I think those skills came through practice, and using common sense.  When I face a 
difficult clinical problem, I have to ask, “What would I do for my parents or someone I 
knew?   What would I do if I were in my patient’s shoes?”  I’d also ask other team 
members.  One of those team members I called on frequently early in my career still 
works for On Lok.  She also came from New York.  She was a first grade teacher before 
she became a home care nurse.  I would ask her questions such as, “Would this person be 
safe at home?  What would it take for me to discharge this person early from the hospital 



to home?”  That combination is important:  using common sense, asking the question 
“What would I want if I were the patients”, and calling on people who have different 
areas of expertise other than medicine. 
 
Students are very interested in skill development and mentorship. Have you had 
mentors throughout your life or your training as a doctor? 
 
When I think about mentors, I think about people who taught me to work through 
difficult situations and gave me sincere advice unconditionally.  I think my mentors were 
really my parents.  They taught me to be an excellent student, to strive for the highest 
standards, and to be a physician who contributes back to society.  They taught me that 
people can live very simple lives and still be quite influential.  Whenever I looked at my 
patients, I remembered my parents’ teaching. In that sense, they were mentors to me.  Of 
course, I also had formal mentors in medical school, post-graduate training, and in 
practice.  For me a mentor is someone who you can actually admit mistakes to and 
receive advice you may not want to hear.  There are very few times in a medical career 
that a physician can admit mistakes without fear.  It is really difficult to admit mistakes. 
In fact, you were not supposed to admit mistakes.  
 
Do you feel that has changed at all?  About being able to admit mistakes as you go 
along? 
 
Change has occurred, but not a lot.  I think that medical students go in to medicine with 
very high ideals and for some reason, medical school and post-graduate training 
transforms students with high degrees of humanism to technicians of medical care.  That 
is what I was really alluding to in my own experience.  The technical training rarely 
includes instructions on admitting mistakes. 
 
Are there certain things you like to do for yourself to develop that humanity?  To 
get away from the technical aspects? 
 
I do a lot of reading.  I don’t read as often as I should.  I am very interested in stories 
about the human condition and literature about how people develop resilience.  
Resilience is really the recurring theme in geriatrics.  Our older patients come to us, 
having survived a lot of personal experiences including living with chronic illness, 
resolving family conflicts, and difficult work experiences prior to retirement.  Most older 
patients maintain hope while surviving illness and conflict. That resilience is what 
impresses me in terms of treating older patients.   
 
Have you noticed a strong resiliency in the elder patients you work with? 
 
Oh, absolutely! When I first came to work at On Lok, I was struck by the resolve of my 
patients, most of whom had very little.  They literally lived in 8 feet by 10 feet rooms 
with no cooking facilities, and their bathrooms were down the hall.  Yet they were 
grateful for what they did have.  They had survived the immigration nightmare.  They 
had survived years of separation from their families.  They were grateful to be alive but 



they needed help.  People have asked me why I have stayed so long at On Lok.  Those 
human stories that I experienced early in my career were so compelling to me and made 
me want to stay and contribute as a physician.  I appreciate the humanism of people who 
survive to old age.   
 
Why did you decide to stay with geriatrics? 
 
Over time it has been shown that when people become frail it is about a four and a half 
year prognosis.  I see it as an opportunity to not only provide quality of care in that four 
and a half years, but also to undo some of the wrong that has happened to them, if I could.  
For me, what was so interesting was that I could practice medicine and be able to 
improve peoples’ lives knowing that there would be a shorter period of time to make the 
improvement. 
 
You mentioned that you are able to work on different issues in that 4.5 year window 
can you give me an example. What are some of the things that you and On Lok are 
able to provide? 
 
First of all, they come to us and we give them an integrated and coordinated care system.  
They don’t have to go one place for the doctor, one place for the physical therapist, one 
place for home care.  It’s all here.  The families do not have to do case management one 
by one, service by service.  That is a tremendous burden that is taken off the patients and 
the families.  That means the patients get the care they need. 
 
We also get advanced directives from them.  Physicians sit down with the patient and 
inform them of their medical conditions.  We let them know what we can do to help.  For 
some conditions, we can palliate, but can’t cure.  These conversations are part of our care 
approach.   A lot of times patients already know that something is wrong, but nobody has 
sat down with them, to talk about how they feel about it.  They are able to tell us how 
they would like to be treated towards the end of life.  That is a gift. 
 
Another thing is really having family understand what their loved one is going through.  
Sometimes with dementia patients, the families are just at wit’s end saying, ‘Why is this 
person behaving like this? Why is this person so mean to me?  I am their daughter or 
son!”  We have to explain to families that dementia is an illness that robs a person of 
memory and judgment. We provide an explanation to the family and hope that 
reconciliation is an important part of letting go of their parents when the time comes.  It is 
the sense of closure that families have that they participated in providing as much care as 
they can. 
 
We provide respite.  It is hard to live with the emotional strain of caring for a frail elder 
all the time.  The goal is for families to stay in the picture with their loved one.  Even 
though the loved one may not behave or recognize them, it is the familiar human touch of 
family that is so comforting to the patients.  Sometimes we have elders enter our housing 
for a two week temporary stay so the family can go on vacation. Or we provide homecare 
so that the spouse doesn’t get burned out. 



 
Do you have a personal philosophy of life in general? 
 
My life principles are integrity, honesty, and loyalty.   
 
And how did you come to hold those values? 
 
My parents were very influential role models for me. 
 
What is your personal philosophy towards caring for patients? 
 
I want my patients to know they are coming to somebody who is very open and frank 
with them, someone who they can trust and who will be there to care for them.  I will 
give them the very best care. 
 
In your writing, you mentioned that in some situations, patients are not able to 
comply.  What do you do in those situations?  Do you have a favorite technique you 
like to use? 
 
Patients can be noncompliant.  But patients are independent.  Physicians can give 
treatment recommendations and care direction.  But if the patient doesn’t follow the 
directions, there must be a safety net.  On Lok is a safety net.  We negotiate with patients.   
The patient might say, “Oh, I really don’t want to take this medicine.  And I won’t.”  
Well, you know, the doctor can’t force a person to take the medication, but our staff will 
monitor to see if they are taking the medications.  We are ready to take care of them in 
spite of their noncompliance.  Negotiation is a process.   
 
I’m sure that is something all doctors have to face even if they are not working in 
geriatrics.  How do you work through that?  Is there a technique that you use? 
 
It’s really the ability to negotiate, sometimes to step back, but never to abandon. 
 
What are the characteristics that a geriatrician should have? 
 

• Be an astute diagnostician – think of the usual diagnoses but be prepared to 
consider unusual presentations of common conditions.  Older persons sometimes 
do not manifest the same symptoms of a condition as younger patients.  For 
instance, pneumonia in a younger patient may present with high fever, cough and 
purulent sputum.  In an older patient, fever may only be low grade, and there may 
not be much coughing.  Instead the older patient may manifest poor appetite or 
refuse to eat at all.  For persons with dementia, increased agitation or 
sleeplessness may herald the infection. 

 
• Be patient – treatment of conditions in older persons take longer to manifest 

success.  Treatment of infections requires a longer time on antibiotics.  The 
antibiotics and the bugs are the same, but how the older person metabolizes the 



drug in their body and how the drug is excreted via the liver or kidneys is 
different than in younger patients.  Once the acute condition is treated, it takes 
twice as long for older persons to recover their function, appetite and strength.  
You have to be prepared to support them through the recovery phase. 

 
• Be a good listener and develop excellent communications skills.  Every 

geriatrician learns to be a good psychologist, even without formal training.  It’s a 
requirement in order to understand complex family dynamics that definitely affect 
how the older patient functions or recovers from illness. 

 
• Have empathy and understanding when older patients exhibit rudeness, non-

compliance or other kinds of irritating behavior. They are just exerting their 
independence.  It’s that independence that has helped them survive.  But the 
geriatrician must intervene and communicate firmly when independence veers 
into reckless non-compliance. 

 
 
The patients at On Lok speak different languages and dialects.  How do you 
communicate effectively with them? 
 
I speak one of the Chinese dialects, Toisonese.  Many of the older immigrants, such as 
my own parents, came from the rural part of southern China where this dialect is spoken.  
I grew up speaking the dialect, so I was able to communicate with many of my patients 
back in the 1980’s.  However, the more recent immigrants from China are Mandarin 
speaking, so I have to rely on translators, usually nursing staff who worked with me in 
the clinic.  I have found that while verbal communication is important, non-verbal 
gestures, facial expression, and body language are also important clues to communication.  
Many of the older generation are not literate in either their primary language or in 
English, so written communication, such as letters or handwritten notes cannot be relied 
on to convey information.  Over the years, we have recruited a physician and nursing 
staff that speak many languages other than English including: Mandarin, Cantonese, 
Spanish, Tagolog, Korean, Vietnamese, and Farsi. 
 
You work with frail, low income elderly.  What is the biggest challenge facing health 
care delivery for elders? 
 

• One of the biggest challenges is finding physicians who will take Medicare or 
Medicaid as reimbursement.  These government payers are ratcheting down 
the payments for services, so many physicians are threatening to opt out of 
even taking Medicare patients. We already know that Medicaid patients have 
a difficult time finding primary care providers, and many have resorted to 
forgoing care or going to the county clinics or hospitals when they get very 
sick.  Now the lack of providers is also affecting Medicare patients.   Older 
person get sick more frequently, and many have a difficult time making their 
way to clinics.  Older patients are very loyal to their physicians, so it is very 



hard to have the physician tell them they can’t afford to take care of them 
anymore. 

 
• Another challenge is the diminishing supply of personal care workers in the 

community.  These are low paying jobs, and there are fewer people who can 
live in an expensive area such as San Francisco.  Yet the elderly themselves 
are on fixed, low incomes so they can’t afford to pay for the help. 

 
 
• The number of nursing home beds in our community and nationally is 

insufficient to meet the needs of the growing numbers of frail elders.   This is 
due to low reimbursements to the nursing homes, and the difficulty in finding 
staff for the nursing homes.  Thus, elders who need nursing home level of care 
can’t get access to nursing homes.  San Francisco is fortunate to have the On 
Lok program, because we take total care of our participant’s needs, even 
finding nursing home access when it is needed. 

 
• The rising cost of healthcare in general and Medicare in particular is very 

worrisome.  People are living longer, but longer life is not necessarily 
accompanied by good health.  Many elders are worried that they will not be 
able to afford the healthcare they need as their chronic conditions progress. 

 
What are some of the key issues all physicians must learn about in order to serve the 
geriatric population? 

We will be old some day, if we are lucky.  How we take care of our elders today will 
serve as an example to future generations who will take care of us.  We are professionals, 
entrusted with valuable training and stature as healers.  It is not enough to be medical 
technicians, plying our craft.  We must strive to be healers of the older person’s spirit as 
we treat their medical conditions.  In geriatrics, “Cure sometimes, Care Always” should 
be our mantra. 

 


