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As the size of our nation’s older population continues to increase, it is vital that
our health care workforce receives the necessary education and training in
geriatrics—which is the special body of medical knowledge dealing with older
people. Unfortunately, this is currently not the case, and as a result older people
often receive inadequate or inappropriate health care. In order to improve the
health and well-being of older persons in the United States, we must develop a
cadre of between 1,400 and 1,450 academic geriatricians, enabling each allopathic
and osteopathic medical school in the country to have ten geriatricians on its
faculty. This is a minimum. Realistically, some of the larger schools will be able
to support more positions, so a total goal of 2,400 academic geriatricians for our
nation’s medical schools is ideal. These academic geriatricians will ensure that
no person graduates from medical school and completes a residency, regardless

of specialty, without receiving education and training in geriatrics.

A modest but incremental investment by the federal government averaging less
than $22 million per year would establish at least 1,400 academic geriatricians,
and private support could contribute the remainder toward the goal of 2,400.
The funds generated by this public/private partnership would ensure the
establishment of a foundation of knowledge and leadership sufficient to improve
our health care system’s capacity to care for an aging population. Such a funding
effort by the federal government could be modeled on the wise bipartisan
approach Congress took a few years ago with regard to the National Institutes
of Health (NIH) funding, although the federal funding involved in this initiative

would be much more modest.

A strong commitment by the government to a regular stream of financial support
for geriatrics would encourage medical centers to establish or expand programs,
enhance their ability to attract funds from private sources, and ultimately produce
a sufficient number of academic geriatricians. Given the impending retirement
of the baby boom generation, this process should begin as soon as possible. This
Issue Brief will highlight the critical need for academic geriatricians and present

a realistic proposal to help address the problem.



The Need for Academic Geriatricians

Currently there are about 35 million people 65 and
over and this number will roughly double over the
next 25 years. Unfortunately, despite this demographic
trend most medical students and residents currently
receive little if any training in geriatric medicine.
There is a critical need to develop a cadre of academic
geriatricians to address this situation.

An academic geriatrician is a physician who has the
combination of clinical and scientific training to
teach geriatrics. On average, a qualified academic
geriatrician requires four years of additional education,
research, and clinical training after completing an
initial residency in family practice, internal medicine,
or psychiatry. It has been reported that there are
currently fewer than 600 faculty members who list
geriatrics as their medical specialty’. The ILC
estimates that a minimum of about 1,400 to 1,450
academic geriatricians are necessary to prepare the
physician workforce for our aging population. This

is a modest number out of a total of almost 100,000
medical school faculty members, but it would

be sufficient to place academic geriatricians at every
medical school, allopathic and osteopathic,

and incorporate geriatrics into the entire medical
education and training process.

The United States has a total of 125 allopathic medical
schools, yet only three have full departments of
geriatrics. Moreover, in the academic year 1998-99,
only 12 schools included geriatrics as a separate
required course in their curriculum, and one-third of
medical schools did not even offer it as a separate
elective’. Several medical schools offer small programs
in geriatrics, but this limited status has precluded

the subject from receiving the resources and prominence
necessary to be mainstreamed into the curriculum.

A similar shortage also exists in our 19 schools of
osteopathic medicine.This serious shortcoming
continues beyond medical school to the residency
programs. Medicare’s graduate medical education
program (GME) helps finance 98,000 residencies

each year, including a one-year fellowship in geriatrics
for residents who have completed their initial residency.
In 1999, there were less than 500 individuals in

this geriatrics fellowship, comprising 0.4 percent of
all residencies’.

As a result, very few physicians are well prepared

for the particular issues and complexities associated
with caring for an older patient, nor are they able to
perform an effective geriatric assessment. Older
Americans often have three or more medical
conditions, both chronic and acute. In addition,

they have symptoms that often differ from those of
younger persons with the same illness. For example,
an older person who has a heart attack may not
experience crushing chest pain, but only dizziness
and confusion. Or an individual with hypothyroidism
may appear to be suffering from dementia. Older
people also commonly exhibit responses to medications
that differ from those of younger patients, with
people 85 and older particularly sensitive to typically
prescribed drug dosages. It has been estimated that
medication problems may be involved in as many

as 17 percent of hospitalizations of older Americans
annually, and another study has estimated that drug
misuse by older persons costs approximately $20
billion a year in hospital stays®. In addition to dealing
with the unique physical needs of older people,
geriatrics also entails attention to care management
and coordination, with particular attention paid to
social, environmental, and psychological issues.

The legislation establishing the National Institute

on Aging did not provide the means to develop
academic geriatricians. By contrast, the National Heart
Institute was able to support the development of about
16,000 cardiologists during the first 22 years of its
existence. This federally-sponsored effort no doubt
contributed to the 60 percent reduction in deaths from
heart disease. An effort to ensure that academic geria-
tricians are on the faculty of every U.S. medical school
will also improve the health and well-being of older
people and ultimately, as mistakes and misdiagnoses are
reduced, save our health care system money.
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How It Can Be Done

The federal government can address this critical
situation by financing a geriatrics faculty development
initiative. Currently, a program is operated by the
Health Resources and Services Administration
(HRSA) called the geriatric academic career award
(GACA) that is specifically intended to promote

the career development of academic geriatricians.

It is very new and very limited, with only 15 award
recipients in 2001. However, it serves as a good model
for how the federal government can establish

a commitment to the development of a cadre of
academic geriatricians.

Table 1 represents a revised algorithm by the ILC

to summarize the development and financing of
roughly 1,400 academic geriatricians over 20 years.
This program would attract individuals who complete
the one-year Medicare GME fellowship in geriatrics
and choose to pursue a career in academic geriatrics
instead of going into private practice. The algorithm
is a simplified approach intended to provide a basic
blueprint for a geriatric faculty development effort.

According to the algorithm’s projections, initially
about 35 individuals would enter the program

each year for the first five years. This is based on

an estimate that about 35 medical centers currently
have the resources to train individuals as academic
geriatricians. (Note: One simplification here is that
initially one person would enter one of the 35

centers each year. Realistically, in any given year some
institutions would attract two or three candidates,
and others would not attract any. Over time, the
simplifying assumption is that there would be on
average one new candidate at each of the 35 schools
each year.) As the initiative develops and begins to
produce academic geriatricians, additional schools
will be able to establish their own programs and
attract new candidates, eventually building up to 145
new candidates per year, based on the assumption that
every medical school in the United States will have a
program or department in geriatrics significant

enough to supply the proper training to an individual
studying to be an academic geriatrician. After 20
years, the United States will have produced about
1,400 academic geriatricians at an average annual cost
of about $22 million. In the early years, the initiative
would cost less than $10 million per year!

Table 1

Number

completing Number

3 years in program

New (cumulative) each year

Year candidates (16% attrition)  (16% attrition) Cost per year
1 35 0 35 $2,625,000
2 35 0 64 $4,830,000
3 35 29 94 $7,035,000
4 35 59 94 $7,045,500
5 35 89 94 $7,045,500
6 70 118 129 $10,315,200
7 70 148 158 $12,678,400
8 70 207 188 $15,030,400
9 70 266 188 $15,030,400
10 70 325 188 $15,030,400
11 140 384 258 $21,919,800
12 140 444 317 $26,941,600
13 140 562 376 $31,939,600
14 140 680 376 $31,939,600
15 140 799 376 $31,939,600
16 145 917 381 $34,268,400
17 145 1,035 385 $34,648,200
18 145 1,158 389 $35,026,200
19 145 1,280 389 $35,026,200
20 145 1,403 389 $35,026,200

Total number of qualified individuals produced after 20 years: 1,403

Total investment per year on average: $22 million

The funding for each candidate would be similar

to the NIH’s K23 awards, which support the career
development of clinicians focused on patient-oriented
research. An amount of $75,000 would be granted
annually to support each individual position.

(Note: The current GACA award is about $50,000.)
This amount of $75,000 is increased modestly in the
algorithm to adjust for inflation, so that after five
years the awards are $80,000 per year; after 10 years,
they are $85,000, and so on. The calculations are
based on each trainee completing three years of
training, which is the minimum additional training
needed to become an academic geriatrician after
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completing the Medicare GME fellowship. The
algorithm also includes an annual attrition rate of 16
percent, which is not evidence-based but is consid-
ered a reminder that some attrition is expected in any
training program. The attrition can occur in any year
of training, but, again for the sake of simplification,
it is assumed in the calculations to occur in the first year.

In addition to the federal contribution to the
initiative, private philanthropy can support additional
research and training fellowships as well as contribute
to the infrastructure needs of institutions, such as
endowing chairs, building labs and facilities, and
developing curriculums. A coordinated public/private
effort is necessary to achieve the overall goal of

2,400 academic geriatricians, thereby ensuring that
geriatrics is mainstreamed into the medical education
and training process.

Obstacles

One reason for the shortage of both academic geria-
tricians and practicing geriatricians is the misperception
that geriatrics is a specialty dealing in dementia,
deterioration, and depression. The reality, however, is
that older people are a dynamic and varied population,
with remarkable coping abilities. Students who are
brought “across the transom” to appreciate the
rewards of geriatrics, such as how even modest inter-
ventions can enhance the quality of their patients’
lives, are more likely to make the decision to enter the
field. An incremental approach to building up a cadre
of academic geriatricians will provide the mentors and
role models needed to attract medical students, which
will further expand the field and help our nation
achieve the goal of 2,400 academic geriatricians. Of
course, other factors must be taken into consideration,
including adequate reimbursement to physicians

for caring for older people and ensuring that current
practicing physicians receive continuing medical
education in geriatrics. But developing a cadre of
academic geriatricians will ensure the creation

of the necessary human capital to build the field.

A bipartisan commitment to incremental geriatrics annual funding
increases for geriatrics is essential. It will provide a relative degree of
funding stability, which is essential to expanding geriatric-oriented
operations and recruiting personnel. Such a commitment could also
be used to leverage additional private funds to complement the
government funding.

This financing plan could be modeled on the bipartisan pledge that
Congress made to double the NIH funding over 5 years, which has
been very successful. The NIH funding increased from $13.6 billion
in 1998 to a proposed level of $27.3 billion for the 2003 budget. The
funding for geriatrics training would be much smaller, in the mere
millions as indicated by the algorithm,but the benefits will be vast.

The greatest challenge in the creation of a geriatrics
faculty development initiative is funding. Both public
and private efforts are needed. Many foundations,
such as the Brookdale Foundation, the John A.
Hartford Foundation, and the Donald W. Reynolds
Foundation, have made significant financial
contributions to developing the field of geriatrics for
physicians and other health care providers. However,
a commitment by the federal government is necessary
to fully meet our nation’s needs. The government-
supported geriatrics training programs that do exist,
primarily the programs at HRSA and at the
Department of Veterans Affairs, are very modest. There
are signs that this may be changing. Funding for the
HRSA geriatrics programs increased from $12.4
million to $20.4 million in 2002. However, this figure
includes two other programs, Geriatric Education
Centers and Geriatrics Fellowships for practicing
physicians and other health providers, so only about
$2 million of this funding will be devoted to the
development of academic geriatrics. As indicated by the
algorithm, training academic geriatricians will require
more than this to meet the minimum goal of 1,400
academic geriatricians. This funding should not be to
the detriment of the other two valuable programs
operated by HRSA, which are also vital to enhancing
geriatrics training for physicians, nurses, social workers,
and other health care providers. In fact, those two
programs should also receive significant funding
increases, but this Issue Brief is focused on the need
for academic geriatricians.
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Conclusion

Given the aging of the baby boom generation, the
U.S. must prepare with all due haste to address

the critical shortage of academic geriatricians. The
algorithm presented in this Issue Brief is intended
to highlight the modest incremental federal funding
required to develop a cadre of academic geriatricians.
Such an initiative would ultimately contribute to
the goal of improving the health and wellbeing of
all older people.

James Nyberg
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The International Longevity Center—USA
(ILC-USA) is a not-for-profit, nonpartisan
research, education and policy organization
whose mission is to help individuals and
societies address longevity and population
aging in positive and productive ways,

and highlight older people’s productivity and
contributions to their families and society

as a whole.

The organization is part of a multinational
research and education consortium,

which includes centers in the U.S., Japan,
Great Britain, France and the Dominican
Republic.These centers work both
autonomously and collaboratively to study
how greater life expectancy and increased
proportions of older people impact

nations around the world.
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