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n 2006, members of the “baby boomer” generation
egan to turn 60, establishing population aging as one
f the most significant trends of the 21st century. Be-
ween 2005 and 2030, the number of older adults in the
nited States will increase 90%, from 36.8 million to
0 million.1

Leaders in geriatric medicine have warned for
ecades of a geriatrician shortage.2-7 Of additional
oncern is the lack of new physicians to replace those
etiring or otherwise leaving geriatrics.8-10 The de-
ree of the geriatrician shortage is staggering. An
nticipated 36,000 geriatricians will be needed by
030, whereas the absolute number of geriatricians
ctually decreased from 9256 in 1998 to 6435 in
005.2,11

Primary care physicians and subspecialists will
ikely take on the responsibility of caring for an aging
opulation. As a result of a limited geriatrician work
orce, geriatric medicine has attempted to focus on the
ighest priority roles, such as academic missions of
ducation and research, in addition to direct care of
argeted populations who benefit most from geriatric
anagement.8,12,13 Even with a focused approach, it is

nclear whether there will be an adequate supply of
eriatrician faculty.8,14

An increase in the number of geriatrician faculty in
oth internal medicine and family medicine programs

Requests for reprints should be addressed to Victor A. Hirth, MD,
ivision of Geriatrics, University of South Carolina School of Med-

cine, 3010 Farrow Road, Suite 300A, Columbia, SC 29203.

dE-mail address: victor.hirth@palmettohealth.org
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as not alleviated program director concerns of geria-
rician faculty shortages as a barrier to training.8,14,15

ecent studies estimate the necessary minimum of ac-
demic geriatricians at 1450, but an ideal goal is
400.3,16

Geriatricians have the highest job satisfaction rat-
ngs among all specialties.17,18 Several studies iden-
ified reasons residents chose to enter the field of
eriatrics, including positive experiences in training
nd exposure to mentors; high interest in primary
are; desire for optimal level of patient-care chal-
enge; complex patients, maturity level of student in
ge, self-concept; and personal medical experience
ith family members.10,19-21 Despite high job satis-

action rates, it remains difficult to recruit adequate
umbers of candidates to the field of geriatrics. The
auses of the geriatrician shortage include low remu-
eration, inadequate reimbursement for clinical prac-
ice, lack of professional recognition/value, insuffi-
ient research and academic opportunities, scarcity
f mentors, and lack of infrastructure within geriat-
ics divisions.3,10,22-26

RIOR INITIATIVES TO ADDRESS THE
HORTAGE
everal initiatives were undertaken in the 1980s to

ncrease the number of geriatrician faculty. Of partic-
lar note, the John A. Hartford Foundation has funded
aculty development in geriatrics since 1983 through
he Hartford Centers of Excellence. The Centers of
xcellence program continues to focus on attracting,

eveloping, and retraining geriatrician faculty.28 How-

dicine. All rights reserved.
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ver, the impact of this and other programs is largely
ependent on having qualified applicants apply to ge-
iatrics fellowship programs.

The number of geriatrics fellowship programs in-
reased from 92 in 1992 to 131 in 2005, and the number
f first-year fellowship po-
itions rose from 163 in
993 to 468 in 2006.29,30

owever, the increase in
rogram numbers has
een tempered by an in-
bility to fill the available
lots. Indeed, data from the
ost recent graduate med-

cal education (GME) sur-
ey by the American
edical Association indi-

ates that of 442 geriatrics
ellowship positions, 146
33%) were unfilled and 230 (65.5%) were filled by
nternational medical graduates.31 A 2004 survey of ge-
iatrics fellowship program directors found that the
ain reason first-year fellowship positions were not
lled was that qualified applicants did not apply to the
rograms.22

Another strategy to increase the numbers of geria-
ricians and the attractiveness of geriatrics fellowship
raining was to decrease the length of fellowship pro-
rams from 2 years to 1. However, the number of
eriatrics fellows has increased only minimally, to an
verage of 300 per year, since the change was imple-
ented in 1998. One serious unintended consequence

f the change from 2-year to 1-year fellowships was the
oss of funding for second- and third-year fellows.
ME funding for second- and third-year training was

liminated because funding through the Medicare GME
rogram is limited to fellows eligible to take the certifying
xamination. Therefore, the number of second- and third-
ear training positions fell from 96 in the last funded year
o 55 today.29 The loss of funding for second- and third-
ear fellows has resulted in a disproportionate effect on
cademic geriatrics, because most of these positions were
ntended to train future academicians.

The American Geriatrics Society (AGS) devel-
ped several programs to attract medical students to
he field by sponsoring medical school student chap-
ers, medical student training in aging research
rants, and the Boston University Summer Institute
n Geriatric Medicine. Although well-liked by stu-
ents, these activities are the least of what is needed
o address the recruitment shortfall.

Attracting qualified applicants to the field is one of
he most daunting challenges facing the field of geriat-
ics. The number of medical students selecting primary
are residencies in internal medicine and family medi-

PERSPECTIVES VIEW

● Reasons for the geri

● Possible solutions to
trician shortage.

● State legislation that
cial disincentives to
medicine.
ine training has decreased in the past 20 years, from G
9.2% of students in 1987 to 30.3% in 2006.31,32 Fur-
her, as a percentage, fewer US graduates choose geri-
trics as a specialty each year.

OTHER APPROACHES TO
IMPROVE RECRUITMENT TO
GERIATRICS
Encouraging physicians-in-training
to consider a career in geriatrics re-
mains a challenge due to financial
disincentives of the specialty. Finan-
cial concerns are particularly relevant
given the ever-increasing student
loan burden of recent US medical
school graduates.12 In most fields of
medicine, additional training trans-
lates into higher income after the
training, thus offsetting the reduced

ncome necessary to complete the training. However, in
he case of geriatrics, an additional year of training may
ctually reduce the earning power of the trainee. For
xample, in 1999, an additional year of training in geri-
trics was associated with a net yearly loss of $7016 for
very year worked after completing a 1-year fellowship
raining program, and $8592 for every year worked
fter completing a 2-year program.27 This discrepancy
etween a general internist’s or family practitioner’s
nd a geriatrician’s earning potential is primarily due to
he significantly higher percentage of Medicare patients
often approaching 100%).

Few other fields of medicine are faced with the
hallenge of proposing that residents complete addi-
ional training only to have their earning power de-
rease. Perhaps one benefit of this situation is that
esidents who select geriatrics as a career are truly
edicated to the specialty. As one trainee eloquently
oted:

f a private practice geriatrician, caring for the most
rail and high acuity elders, can generate only half the
evenue of a general internist caring for a younger,
ealthier clientele, then only secular saints, missionar-
es, or fools will enter the field.23

A long-term solution to the geriatrician recruitment
risis would include meaningful reform of the reim-
ursement system to guarantee financial incentives for
hose seeking a career in geriatrics. Although a perma-
ent solution will involve changing Medicare reim-
ursement for geriatricians, other major health care
eforms, or other health care system changes, an interim
olution that appears feasible is to offer financial incen-
ives that will partially offset the financial burdens for
hose seeking a career in geriatrics.

Efforts by AGS and the Association of Directors of
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n shortage.

ing the geria-
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ing geriatrics
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egislation to implement educational loan forgiveness
or geriatricians. This legislation, which failed to pass
reviously, was reintroduced to Congress under the
eriatrician Loan Forgiveness Act of 2007 (HR 2502).
s of this publication, these initiatives appear to be

talled in committee. Discussions with leaders in geri-
tric medicine, as well as Internet searches, have
ielded no local or state programs that could be imple-
ented on a nationwide basis to address the geriatrician

hortage. To date, South Carolina is the only state to
ave successfully enacted a loan forgiveness program
or trained geriatricians (similar legislation was intro-
uced in Oklahoma this year but did not pass). The
outh Carolina program, available to graduates of both
ublic and private schools, provides $35,000 of direct-
o-lender loan forgiveness for each year of geriatric
edicine or geriatric psychiatry fellowship completed.

n exchange, the state requires that the recipient prac-
ice for at least 5 years in the state and devote at least
0% of their practice to providing care to Medicare
atients over the age of 65 years.

HE SOUTH CAROLINA CONTEXT
outh Carolina has the fifth most rapidly increasing
opulation of seniors in the United States and is viewed
s an attractive retirement destination.33 In 2030, the
tate is projected to rank 15th in the United States for
ercentage of the population aged 65 years and older.33

nfortunately, the same cannot be said for the numbers
f fellowship-trained geriatricians or geriatric psychia-
rists. State statistics list 1 geriatrics physician for every
7,000 South Carolina residents over the age of 65
ears.33

Data from the American Association of Medical
olleges indicates medical students finishing at South
arolina state-supported schools have an average edu-
ational debt of $97,631, compared with the national
verage of $105,072.34 In 2005, South Carolina had 1
eriatric medicine fellowship training program, spon-
ored by Palmetto Health and the University of South
arolina School of Medicine, and 1 geropsychiatry

raining program, sponsored by the Medical University
f South Carolina. Both programs faced challenges in
ecruiting qualified applicants to fill vacant fellowship
ositions (personal communication, 2006). Given these
tatistics and a coalition of forces, the time for a push to
nact a loan forgiveness program for geriatricians be-
ame evident.

Since the initiation of the first geriatric medicine
ellowship program in South Carolina, the state’s pro-
rams have struggled to identify methods to improve
ecruitment. The fiscal evidence previously discussed
hows that the greatest barrier to those who would
hoose a career in geriatrics is financial. A loan for-
iveness program administered through the area health

ducation centers had been successful in attracting phy- r
icians to practice in rural South Carolina. Based on
xperience from this and other programs, the use of
oan forgiveness could be an incentive to recruit phy-
icians into the field of geriatrics. This approach is not
nique; under the auspices of AGS, loan-forgiveness
egislation had been submitted to Congress twice
108th Congress—S2075, Geriatricians Loan Forgive-
ess Act; 109th Congress—HR 3046 Geriatricians
oan Forgiveness Act); however, neither bill passed.
lthough this failure on the national level is discour-

ging, South Carolina’s success in passing this type of
egislation may increase the chances of loan forgive-
ess legislation being passed in other states or at a
ational level.

ESSONS LEARNED AND HOW OTHER
TATES MIGHT OBTAIN LEGISLATION
lthough legislatures and environments are different

cross states, several lessons from the successful pas-
age of the South Carolina Geriatric Loan Forgiveness
ct are worth discussing.

artnerships Are Key
ndoubtedly, only with the successful working rela-

ionships of a number of organizations and interest
roups can this type of legislation pass. In the spring
f 2005, an informal meeting was held between the
outh Carolina’s Office on Aging—which had been
oved in 2004 to the Lieutenant Governor’s Of-
ce—and representatives from aging services, med-

cal educators, and advocates to discuss future direc-
ions and priority areas. At that time, the idea of a
oan forgiveness program was discussed and was
ell received. At approximately the same time, ad-
ocates contacted a member of the South Carolina
ilver Haired Legislature to gauge interest in sup-
orting loan forgiveness for physicians entering the
eld of geriatrics. The Silver Haired Legislature’s
ission is to advocate for possible solutions to prob-

ems facing aging South Carolinians, make recom-
endations to the governor and General Assembly,

nd carry out these activities on a nonpartisan basis.
ollowing these contacts, “Debt forgiveness for doc-

ors who specialize in Geriatric Medicine” was ap-
roved as one of 10 resolutions by the South Caro-
ina Silver Haired Legislature.

In addition, advocates met with the South Carolina
ARP director as well as AARP lobbyists. After re-
iewing AARP policies, it was determined that the
ssociation could support loan forgiveness for physi-
ians. Loan forgiveness also coincided with the AARP
nitiative to promote access to quality health care for
heir membership. As a result of this support, AARP
obbyists and South Carolina Silver Haired Legislature

epresentatives were available to testify at every legis-
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ative committee meeting and hearing that was open to
he public.

n Expert on the State Legislatures’
perations and Membership Is Invaluable
he director of the Lieutenant Governor’s Office on
ging was instrumental in identifying potential spon-

ors, helping time presentations of the legislation to
hose sponsors, and coordinating information flow
mong the various interest groups who were supporting
he legislation. The other roles of the Lieutenant Gov-
rnor’s Office on Aging included drafting legislation
ith input from the geriatric community, gathering data

nd preparing a fact sheet for legislators, and testifying
n support of the bills once they were introduced.

he Legislation Must Be Palatable
iven that state fiscal budgets are frequently tight, it
as important to draft legislation that would be signif-

cant from an impact standpoint but close to trivial from
budget standpoint. In drafting the legislation, ele-
ents considered to be critical for success included
eaningful amount of debt forgiveness; program cost

o the state that would be minimal to modest; program
dministration that would not be cumbersome or time-
onsuming; inclusion of geriatric psychiatry, because
hat need was even greater than for medicine; and
otential for expansion if the program was determined
o be successful.

hysician Visibility Is Key
hroughout this process, at least one geriatrician was
resent at almost all legislative meetings and hearings
o provide testimony. Legislative support staff and rep-
esentatives were consistently impressed that “the doc-
or is here to discuss the importance of this legislation.”
he consistency in visibility and message was impor-

ant to demonstrate not only the need for this legisla-
ion, but also that there was a commitment to make the
egislation work when passed. This visibility, in com-
ination with AARP, South Carolina Silver Haired
egislature, and community seniors, represented a
trong demographic to the legislature that there was
road-based support for this measure.

ESULTS
he bill, H3741, was introduced and first read March
4, 2005, was ratified unanimously by both legislative
ouses June 7, 2005, and became a law June 14, 2005.
t is important to note that the legislation passed during
very tight budget year. Further, the legislation passed

fter the funding cycle had been approved, which
ould normally prevent funding until the next fiscal
ycle. However, one-time funding in the amount of
140,000 was allocated for 2005, with line-item fund-
ng being obtained in 2006.

The resulting legislation provided $35,000 of “direct
o lender” loan forgiveness for each year of geriatric
edicine or geropsychiatry fellowship completed, 4

oan forgiveness positions per year (more if funding
llowed), and an oversight committee with represen-
ation from the 2 university fellowship programs
University of South Carolina medicine and Medical
niversity of South Carolina psychiatry), the South
arolina Commission on Higher Education, the South
arolina Medical Association, and a fellow in geriatrics
r geropsychiatry.

In January 2006, 10 competitive applications were
ubmitted to the loan forgiveness board. Each applica-
ion was reviewed and the applicants were interviewed,
cored, and ranked. Because of the number and quality
f applications received, the board elected to fully fund
he highest ranking applicant and divide the remaining
unds among the next 7 highest scoring applications.

Each recipient was a US medical graduate. Five
ecipients were affiliated with an academic geriatrics
rogram and each was in a practice that saw a higher
ercentage of older adult patients than the award re-
uired. Progress reports on these 8 awardees were due
n 2007.

While still early in the process, it appears that the
oan forgiveness program is having an impact on the
tate’s 2 geriatrics fellowship programs. The number of
ualified applicants increased in 2006, compared with
revious years; however, there is a significant year-to-
ear variance that makes conclusions about recruitment
remature.

ONCLUSIONS
he critical shortage of fellowship-trained geriatricians
ill be an issue for decades to come. Measures to

orrect the financial disincentives to entering geriatrics
ill be essential, and ultimately, physician reimburse-
ent issues, particularly as they relate to physicians

aring for the frailest and most impaired seniors, will
eed to be updated. The South Carolina Loan Forgive-
ess Program is one step of what should be a multi-
aceted approach toward meaningful reform. Other
tates should consider similar programs and federal
egislation.
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