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Background and Objectives: The dramatic increase in the elderly population expected over the next few
decadeswill place a heaw gtrain on the current health care system. Family practiceresdentsneed to be
preparedto take care of thisgeriatric population. | nthisstudy, we document the pagt, current,andfuture
trendsof geriatric educationin family pradiceresdencyprograms. Methods A survey wasmailed to all
family pradice resdency directorsin the United States (n=471). Reaults: The response rate was 75%.
Ninety-two percent of family practiceresidencieshavea required geriatricscurriculum Nursng homes,
assged living facilities, andhome care arethe predominant training sitesfor geriatrics. Training ismost
oftenofferedin a longitudinal format. The mean number of physician faculty availableto teach geriatrics
is2.6 per program (.83 full-time equivalent). Conflicting time demands with other curricula was ranked
asthe most sgnificant barrier to geriatric education. Directors rated geriatrics as one of the three most
important curriculum topics. Conclusons Faculty devdopnent to enhance the number of faculty who
canteachgeriatricsandbroadening the exposure of resdentsto the elderly in a variety of settingswill be
important to ensure that future generations of family physicians are adequately equipped to carefor the
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geriatric population.

(Fam Med 2003;35(1):35-41.)

Our nation faces a potential crissin physician expe-
tisetocarefor our aging population. The baby boomers,
persons bornfollowingWorldWar 11 between 1946 and
1964, begin to turn age 65 in 2011. By 2030, therewill
be about 70 million older persons, more thantwicetheir
number in 1999. The proportion of the population over
65 will increase from 13% to 20% between 2010 and
2030.' Those over 85 are expected toincrease 220%in
the40yeasfrom 2010(5.7 million) to 2050 (18.2mil-
lion).2 Although Americansareliving longer, they also
bear theburden of increased chronic diseases, such as
arthritis, atherosclerotic vascular disease, cancer, hea-
ing and visual loss, anddementia. Theseillnesses may
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impar function® and require ongoing expert manage-
ment for optimal outcomes. Consequently, the elderly
population uses the heath care sysem more than
younger populations. For example, persons ages65 and
over averaged more contacts with physiciansin 1999
(6.8 contacts) than did persons of all ages (3.5 con-
tacts).

Family physicianscan anti cipate that in 2020 at least
30% of their outpatients, 60% of their hospitalized pa-
tients, and 95% of their nursng home and home care
residentswill beindividualsages65 andolde.**Well-
trained family physi cians, alongwith general internists
andgeriatricians, are essential to provideprimary care
to the future generation of older adults. Unfortunately,
a resdency-practice mismatch exists whereby new
physicians are typically not adequately prepared dur-
ing residency training to care for the many complex
olde adults who will bein their practices® A 1998 na-
tiond survey of graduating family practice resdents
confirmed this mismatch.” Graduates did not feel well
prepared to manage the terminally ill, the chronically
ill, nursing home patients, or other elderly patients.”
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Today’s family prectice resdents will, therefore, need
focused trainingthat impartsthe attitudes, knowledge,
and kills required to provide superior geriatric care.

Exigting reports that document and track the status
of geriatricstraining are either outdated or concentrated
on only one aspect of geriatric education.®® This study
reports on a comprehensive survey of current efforts
and trends in geriatric education for family practice
residencies.

Methods

This project was submitted to the Ingtitutional Re-
view Board (IRB) of both the Univerdty of Cincinnati
and Thomas Jefferson Univerdty. Both IRBs deter-
minead the projed to be exempt from review.

Sudy Participants

The survey was mailed to the471 resdency direc-
torsof eachUSfamily practice residency programlisted
intheAmericanAcademy of Family Physicians(AAFP)
November 20001ist of Accreditation Council for Gradu-
ate Madical Education (ACGME) Allopathic Residency
Programsin Family Pradice.” Osteopathic resdency
programs are not accredited by ACGME and were not
included in this study.

Survey I nstrument

The survey addressed aspects of past, current, and
future geriatric medicine curricula in family practice
resdencies. It wasdividedintoeight parts: general pro-
gram information, required geriatric medicine experi-
ences, alocationof curriculum time, knowledge of re-
cently revisedACGM E requirements, faculty resources,
barriers to curriculum development and implementa-
tion, assessment of all family practice residency cur-
riculum priorities, and an open-ended request for de-
scriptions of best prectices.

Procedure

The survey insrument was developed with input
from members of the Society of Teachers of Family
Medicine (STFM) Group on Geridaric Education and
was endorsed by the Association of Family Practice
Residency Directors(AFPRD). A cover letter acknow!-
edging this support and endorsement was mailed with
the survey to the 471 US family practiceresidency di-
rectorsin February 2001. The survey was also avail-
able in a Web-based format. Reminder e-mails were
sentto all resdency directorsat 1 week after theinitial
mailing and again to nonrespondents at 2 weeks. At
3 weeks, nonrespondents were sent a postcard with a
second copy of the survey. A final e-mail request for
survey completion was sent to those gtill not respond-
ing 4 weeks after the initial mailing.
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Statigtical Methods

Data were described using the mean or median as
measures of central tendency and standard deviation
(SD) orinter-quartilerange asmeasuresof spread. As-
sociations between variables were tested using
Spearman’'sRank Correlation Coefficient. Theaccept-
able Typel error ratewasset at 5%. Characteristicsof
responding and nonresponding programs were com-
pared with chi-square gatigics. Andyses were per-
formed using SPSS for Windows v10.1® (SPSS Inc,
Chicago, IL) and the SAS® System Version 8e (SAS
IndituteInc, Cary, NC).

Reaults
Charaderigtics of Responding Residency Programs
Of the 471 surveys, 352 were returned, for aresponse
rate of 75%. Twenty-five percent of the respondents
completed the survey on-line, while 75% completed it
on paper. The size and organizational type of the re-
sponding programs were similar to those of the
nonresponding programs (Table 1). There was no dif-
ference in the digribution of nonrespondents and re-
spondents by census region (chi-square=4.661,
P=.863). Twany-eight (8%) of the responding programs
indicated that they offered fellowship training in geri-
atric medicine, and 19 (68%) of thesefellowshipswere
accredited by the ACGME.

Geriatric Medicine Curriculum

Of the programsresponding tothe survey, 321 (92%)
required geriatric medicine training, 19 (5%) had an

Tablel

Size and Organizational Type of Responding
and Nonresponding Family Practice

Residency Programs
Responding Nonresponding
Programs Programs
(n=352) (n=119)
Residents in each program* 2257 (9.19) 22.07 (7.11)
Program orgenizaional type**
Communi ty based 18 (5%) 6 (5%)
Communi ty based and medical
school affiliated 206 (59%) 69 (58%)
Communi ty based and medical
school administered 73 (21%) 25 (21%)
Medicd school based 43 (12%) 17 (14%)
Military 12 (3%) 2 (2%)

* Datapresented as mean and standard deviation; Sudent'st test: P=.589

** Data presented as number and percent; chi-square=1.201, P=.878
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elective experience only, and 10(3%) had neither are-
quired nor an elective experience.

One third of the programs required 25-36 half days
of geriatric medicineclinical trainingduring the 3-year
residency. Twenty-two percent of the programsrequired
more than 36 half days, and 15% of the programsre-
quired 12 half daysor less of clinical training during
the 3 years of resdency (Figurel). Similarly 21% of
the programs required more than 36 hours of instruc-
tion, and only 10% of the programs reported 12 hours
or less of ingruction (Figure 2). Programs with more
half days of clinicd ingruction tended to have more
didectic training (Spearman’s rho=.252, P<.001).

Family prectice resdency programs depended on
nursng home or assisted-living facilities (97%) and
home care (93%) astraining Stesfor geriatrics. How-
ever, traning also occurred at a variety of other Stes,
such ashospices(62%), hospital-based skillednursing
facilities (58%), outpatient geriatric assessment cen-
ters (51%), and inpatient consultation (42%).

Nursing homesand home careexperienceswere most
frequently offered in alongitudinal forma (Figure 3).
For example, nurang home rotations were in longitu-
dind formatin 86% of the programs and in block for-
mat in 40%, with 26% of the programs reporting both
formats. In home care, 81% of the programs offered a
longitudinal experience while 33% offered a block ro-
tation, and 14% used both formats. In other clinicd
venues, the block and longitudinal formats were more
equally divided, with the exception of outpaient geri-
atric assessment centers, which were more often of-
fered in block format.

Faculty Resources

The meannumber of faculty teaching geriatric medi-
cinein family practice resdencies was 1.05 full-time
equivalent (FTE) (Table 2). Theseincluded family phy-
gcians(71.32%), internists (10.24%), and other health
care professions (18.44%). There wasamean of 1.44
individual physicianfaculty with acertificate of added
qualifications (CAQ) in geriatrics per program and an
additional 1.16 individual physician faculty with an
interestin geriatrics. Thisaddsup to2.6available phy-
sicianfaculty toteach geriatricsper program. However,
72 programs(23%) have nofaculty with CAQs. Of the
faculty with CAQs, 75% received their CAQ through
the practice pathway ; the remaining 25% receivedtheir
CAQ after completing ageriatric fdlowship. Most pro-
grams (83%) reported using a multidisciplinary ap-
proach (ie, ateam of physicians and other nonphysi-
cian hedlth careworkers such as nurses, social work-
ers, physical therapists, and/or phamadgts) to teach
geriaricsin one or moretraining venues.

Trends
Residency directorswere askedto report onchanges
in their geriatric medicine curriculum between July
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Figure 1
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Figure 2

Required Time (Hours) Devoted to Didactic
Ingructionin Geriatric Medicine During
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1997 and the present. The ACGME program require-
ment wording for geriatric education in family prac-
ticeresidency programswaschangedin 1997 by down-
grading continuity experienceinthe nursnghomefrom
a“must” to a“should” recommendation. In addition,
the Residency Review Committee for Family Practice
(RRC) also removed therequirement for geriatric edu-
cation to occur throughout the curriculum. These ac-
tionswereinterpreted by many educatorsasaweaken-
ingingeriatric requirements* When askedif these RRC
requirements had an effect on their program, 48% of
program directors responded that these changes had
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Figure 3

Block or Longitudinal Required Geriaric
Experiencesin Family Practice Resdency
Programs, July 2000-June 2001
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Some programs use both block and longitudinal formats for geriatric
experiences. Thisresulted in totals greater than 100%.

Table?2

Faculty Availableto Teach Geriatric Medicine
in Family Prectice Resdency Programs

Mean FTE
Total family practice program faculty 10.76
Physicians 8.77
Other health care professionals 1.99
Faculty teaching geriarics 1.05
Physicians .83
Other health care professionals 22

FTE—full-time equivalent

influenced their geriaric medicine curriculum, 39%
denied they had had any effect, 3% wereunsure of the
effect, and the remaining 10% were unaware of the
changein requirements.

Required lecture and seminar time dedicated to ge-
riatric medicine had remained stable in 57% of the
programs, inareased in 38% of the programs, and de-
clined in only 3% of programs, 2% of programs did
not requiregeriatric lectures or seminars. When asked
to project whether the geriatric education curriculum
time (dinical or didactic) would change over the next
3 years (July 2001-June 2004), directors anticipated
substantial (8%) or modest (43%) increases, nochange
(47%), oradecrease (2%). The 48% of program direc-
tors gating tha the 1997 RRC changes had affected
their curricllum were significantly more likdy to pre-
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dict an increase in geriatric curriculum time over the
next 3 years(July 2001-July 2004) than the other fam-
ily practiceresdency directors (P=.004).

Barriersto Implementation
of a Geriatrics Curriculum

When asked torate seven potential barrierstoimple-
menting their geriatric medicine curriculum using a7-
point Likert scale, directors listed conflicting timede-
mands (with other curricular topics) as the most sg-
nificant barrier (Figure4). Nearly onethird of programs
furtherlisted low resident interest, insufficient clinicd
faculty availability, and reimbursement condraints as
barriers to devdoping a geriarics curriculum. Com-
ments included:

Family medicinetraining is so broad, and thereis so
much to cover as prescribed by the RRC, it isdifficult
tofitin more geriatrics.

The faculty members spend most of their time
precepting and signing charts (to satisfy Medicarehill-
ing guiddines) withlittletimeleft to teach or deve op
improved curriculum.

While our residents recognize that many of their pa-
tients will be over age 65, they dso have learned (due
to Medi carereimbursement level s and patient complex-
ity) that they cannot afford to care for ahigh percent-
age of older adults and maintain a financidly viable
prectice

Figure 4

Significant Barriers to Implementing a Geriatric
Medicine Curriculum as Reported by
Family Practice Program Directors
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Respondents were asked to rate each item onascale of 1-7, where 1=never
a barrier and 7=major barrier.
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Resdency directors were also asked to rank theim-
portance of sevenareasaf resdency curriculathat were
lisged alphabetically on a 7-point Likert scale from 1
(not at all important) to 7 (extremely important). Only
pediatrics ranked higher than geriatrics. Pediatricsre-
ceivedascoreof 5 or higher from 94% of the program
diredors, whereas geriatrics received this score from
93% of the program directors (Figure 5).

Best Pradtices

We grouped directors regponsesto open-ended ques-
tions about best aspects of their geriatrics curriculum
into 11 categories. The program directors were most
enthusiagtic about outpatient and community-based
experiences, the overall desi gn of their curriculum, and
faculty role models and educators(Table 3).

Discussion

Thirteen years have passed since the last compre-
hensve survey of geriatric medicine education in in-
ternal medicine and family practice residency programs.
Reuben et a found in 1988 that 36% of internal medi-
cine programs and 80% of family practice programs
hadageriatricscurriculum.2 Our survey found that this
numbe had increased to 92% for family practice. Ge-
riatric medicine curriculumhashbeenrequiredinall fam-
ily practiceresidency programsthroughout this period,
and it remains unclear why 8% of the reporting pro-
grams gill report no required training.

Curriculum

Among the family practice resdency programs in
our survey that had required training, it was remark-
ablethat 23% of the programsrequiredgeriatricmedi-
cineclinical raining exceeding 36 half days(the equiva-
lent of 1to2 monthsof curriculum time). Furthermore,
15% of the programs had 12 half days or less of clini-
cal training (less than one-half month over the 3-year
training program). Similar variability andlow rateswere
foundamong programsthat required didactic training:
21% had morethan 36 hours, and 10% reported having
12 hoursor less.

Itisnow recognizedthat measuringresidents attain-
ment of specific competenciesshouldbe usedto assess
training outcomes. Although curriculum timeisnot the
only measure of quality, it appears that many family
pradice resdents may fail to obtain the skills neces-
sary to successfully care for olde adults Smply be-
cause they had inadequate exposure to geridric clini-
cal and didadic experiences.

Longitudinal implementation of new curricula has
been prefered by program directorsas the curriculum
demands of the 36-month training programs have in-
creased. Longitudinal geriatric medicine experiences
have also been popular? In our study, geriatric experi-
ences provided in nurang homes and patient homes

Val. 35, No. 1 39

Figure 5

Program Diredors Rating of the Importance
of Residency Curriculum Areasto the Traning
of Successful Family Physicians
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Respondents were asked to rate each item ona scaleof 1-7,where 1=not &
all important and 7=extremdy important.

were mainly longitudinal. Thisis not surprisng, snce
before 1997, the RRC clearly stated that geriatric ex-
periencesat thesetwo stesmust betaught in alongitu-
dind manner.

Family practice resdency programs(98%) continue
to depend on nursng homes and assisted-living facili-
tiesfor their geriatrics training. Thisreliance on nurs
ing homes as the primary geriatric teaching site has
remained stable over the years. For example, in
Reuben’'s 1988 and Counsell’s 1994 surveys, family
practice resdencies used nursng homes for clinicd
training 93% and 86% of the time, respectively8®

Table3

TheBest Aspects of Geriatric Medidne Curriculum
Cited by Family Practice Resdency Diredors

Number of

Responding

Programs
Categories of Best Aspects (n=257)
Outpatient/community experiences/settings 142
Program design (blodk or longitudinal experience) 104
Faculty role models and educaors 92
Availability and variety of patients 32
Multidi sciplinary team/experiences 27
Support/respect from others 20
Geriatric A ssessment Center 19
I npatient experiences 15
Soecific geriatric curiculum 11
Fellowship program 7
Resident interest 7
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Although using long-term care settings as teaching
dtesis commendable, it isof concernthat some pro-
grams may regard anursing home experience as suffi-
cient exposureto geriatricmedicine. By exposing resi-
dents to older adults in a variety of other dtes, they
cometoappreciatethediversty of these patients func-
tiond problems and health care needs. Encouragingly,
some family prectice residency programs haverecog-
nized this need. Eighty-two percent of family practice
residenciesincluded home caretraining, and more than
50% were aurrently using hospital-based killed nurs-
ing facilities and hospice care geriatrictraining sites.

Multidisciplinary teamsare central to good geriatric
medicine practice, and 83% of family practiceresden-
ciesarecurrently usng thisapproach. The unique pa-
spectivesof many other healthdisciplinescan helpresi-
dents learn about clinical solutions to their complex
patients problemsand health care needsas well asex-
pand the base of expert geriatric faculty in each pro-
gram.?

Faculty

In Reuben's and Counsell’s surveys, the mos fre-
guently cited major obstacle to implementing a geriat-
rics curriculum was lack of faculty®® Thirteen years
later, thiswas ill reported as asgnificant obstacle.

In our study, we found a mean of 1.44 individual
physician faculty with a CAQ in geridrics and a mean
of 1.16 additional physician faculty with an interest in
geridrics, for atotal of 2.6 individual geriatrics phys-
cianfaculty available per family practice resdency pro-
gram. In 1988, family practice programs reported a
mean of 2.3 availablephysician faculty toteach geriat-
rics.® It gppears that the number of physician faculty
availableto teach geriatric medicinein family practice
residency programshasnot changedsignificantly over
the past 13years. It remainsimportant that existing fac-
ulty memberswith an interest but no formal geriatric
medicinetraining be encouragedto teachresdentsand
help foster enthusiasm for the field.

When we asked resdency directors (who had been
successful in adding geriatric medicineinto their cur-
ricula) to explain their success, one of the most com-
monly cited reasons was that they had afew outstand-
ing teacherswho lovedteaching geriatrics. Comments
such as* charismatic faculty who inspireswhile teach-
ing” and “lucky to have aphysician who lovesto teach
with interestin geriatrics’ arejust afew examplesthat
indicate how muchgeriatric education dgpendsonfac-
ulty rolemodeling. Although expanding the number of
fellowship-trained family practice geriatric educators
remans an important task, many existing family prac-
tice faculty can generate excitement for the field. Pro-
grams should support inareased geriatric training for
physicians who desireincreasing their clinical skills.®

Family Medicine

Trends and Barriers

In the family practice RRC program requirements
implemented in July 1997, the wording for continuity
experience in nursing homes was changed.* This
change concerned thoseinvested in geriatric educdion
in family practice resdencies. They feared that many
programswould eliminate variouspartsof their geriat-
ric medicinecurricula. However, the mgjority of res-
dency directorsreportedthat over the preceding3years
(1997-2000), their geriatric medidne curricula either
sayed the same orincreased. Few programsdeaeased
geriatrics training. In fact, when asked to project
whether their geriatricmedicine curriculumtimewould
change over the next 3 years (2001—-2004), most resi-
dency directorsrepliedthat they anticipated either stable
or increased time. Only afew programs planned de-
creases.

Themog sgnificant barrier citedto improvingtheir
geridric medicine training was an overcrowded cur-
riculum. This complaint is not surprisng given the
breadth of family practice training and the inaease in
RRC requirements. When resdency directors were
asked to rate the regpectiveimportance of several cur-
ricular areas for training family physicians, pediatrics,
geridrics, andinpatient medicinewereraed asthetop
three priorities. Program directors remain critical in
determining the path of geriatric medicine traning for
family practiceresidents.

Limitations

The potential biases of survey research results must
be noted when interpreting the resultsof our survey. In
this study, surveying all family practiceresdenciesin
the United States eliminated selection bias, but re-
gponder bias remains a possbility. Although 75% of
all residenciesresponded, the remaining 25% may have
beenlessinvestedintheir geriatricsprogramsand would
have reported weaker geriatric curriculum experiences.
However, given the strong response rate, the fact that
we found no differencesin the sizeand organizaiond
type between the respondentsand nonrespondents, and
that only residency directors responseswere solicited,
webelieve our resultsare applicabletofamily practice
resdency training in general.

Conclusons

This survey details the geriatric curriculum offered
at residency programs, the commitment of family prac-
ticeresidency programstogeriatrics, faculty resources,
barriersinimplementing an eff ective geriarics program,
and the importance of geriatrics relative to other cur-
ricular demands. Program directors can use thisinfor-
mation in their future efforts to ensure excellence in
geriatricseducationamong all family practice residency
gradudes.
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Our results suggest alarge number of smilaritiesin
geridric education across family practice resdencies.
Mos family practiceresdencies ill depend on nurs-
ing homes and home care as the major stesfor teach-
ing geriatrics. The fact that most programs are antici-
pating stable or increased geriatrics curricula over the
next 3 yearsis encouraging. Faculty resources remain
limited. Family practiceresdency trainingwill always
be faced with balancing many importent educdiond
objectives.

Family physiciansarewell suitedto thelongitudinal
careof aging patients. They must apply their strengths
inlong-term physi cian-patient rel ationships, knowledge
of family systems, and understanding of community
resources to the management of chronic disease and
aging. By promotingexcellencein geriatric education,
wewill ensurethe continued social relevance of family
medicine in the future.
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