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In the United States, our society has a scotoma, which
prevents us from seeing the necessity of changing our

health system in the face of an aging population. It also
prevents us from investing in the expertise of geriatric med-
icine, training an adequate number of geriatricians, and
ensuring that all physicians have basic competency in car-
ing for older patients. As we attempt to reform our unsus-
tainable health system, it would be perilous not to recog-
nize and resolve this blind spot.

Geriatricians are experts in helping patients set goals
and providing goal-appropriate medical care to an aging
population (1–4). Over the past 4 decades, geriatric med-
icine has developed a robust clinical and academic knowl-
edge base for identifying, preventing, treating, and allevi-
ating diseases and consequences of aging itself, including
frailty, falls, and delirium; minimizing the hazards of hos-
pitalization and surgery; and providing appropriate care for
vulnerable patients with multiple illnesses, frailty, and dis-
ability (5–7). Geriatricians have pioneered models of care
for the effective and efficient implementation of best prac-
tices on the basis of this evidence. These include methods
for identifying and targeting frail older adults; team-based
care for patients with multiple and complex illnesses; sys-
tems for effective transitions in care across settings and
providers; and the development of a coordinated contin-
uum of care, including home, long-term, and palliative
care (8). Further, geriatric medicine has identified the com-
petencies that all physicians who care for older adults
should master, such as medication management, age-
associated atypical presentations of disease, and patient-
specific strategies for prevention (9), as well as the skills
and expertise geriatricians must develop to care for patients
with multiple and complex illnesses (10).

Evidence of the effectiveness of these approaches in
improving outcomes for older patients is compelling.
Comprehensive geriatric assessment in hospitals increases
patients’ cognition and their likelihood of being alive and
in their own home at up to 12 months after discharge (11).
The Hospital Elder Life Program decreases the incidence
of delirium from 30% to 50% while also reducing falls,
institutionalization, and functional and cognitive decline
(12, 13). Dissemination of a multifactorial falls interven-
tion to large parts of Connecticut decreased the rate of
serious fall injuries and fall-related use of medical services
(14). The Improving Mood-Promoting Access to Collab-
orative Treatment program doubles the effectiveness of de-
pression treatment in older adults in primary care practices
(15).

Work as a geriatrician is vital, engaging, complex, nu-
anced, and intellectually challenging—and is deeply and

humanistically rewarding. In fact, data suggest that geriat-
rics is near the top of all subspecialty fields in physician
career satisfaction (16). However, at the very time that our
population is living longer and increasingly could benefit
from geriatric care, the number of board-certified geriatri-
cians is decreasing. The field is failing to attract young
physicians (17).

The decline in the geriatrician workforce results from
many factors. National investment in compensating geriat-
ric physicians for the demanding care that they provide has
been vastly inadequate. Geriatrics is the only specialty
where less is earned by doing a fellowship than if training
had ceased after internal medicine or family medicine res-
idency (18). Most geriatric patients have several illnesses,
medications, physician specialists, and caregivers. These
patients can be challenging to care for, particularly in time-
constrained settings. Geriatricians’ “procedures,” such as
communication, coordination, and sophisticated clinical
decision making, are critical to the well-being of the pa-
tients and their families. Yet, Medicare does not reimburse
these time-consuming and skill-demanding activities. Ge-
riatric fellowships provide training in high-impact systems,
such as those previously described, but under fee-for-
service, these systems are available only in select settings
(19, 20).

The U.S. health care system needs geriatric knowledge
and skills to deal with the Medicare crisis. This is the time
to strengthen geriatrics expertise and the field itself. Geri-
atricians’ leadership in our health system, clinical care, and
evidence generation are essential as we move into the de-
cades during which aging baby boomers will dominate
health care use. We propose the following strategies to
improve health outcomes for our aging society.

First, the health care system must provide adequate
reimbursement to physicians who expertly care for the
complex health needs of older adults. If not, young physi-
cians will opt to become dermatologists, anesthesiologists,
or other highly paid specialists rather than geriatricians. At
the very least, geriatricians must be paid for the multitude
of activities that occur outside of face-to-face patient visits,
which are currently the only care that Medicare reim-
burses. Conversations and coordination with families, care-
takers, other physicians, and health professionals take time,
and geriatricians participate in several of these between ac-
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tual patient visits. In 1 study, geriatricians were found to
spend nearly 8 hours per week doing these unreimbursed
activities (21).

Second, Medicare must invest in bundled payment for
programs, such as the Hospital Elder Life Program, Hos-
pital at Home, and Improving Mood-Promoting Access to
Collaborative Treatment, which have been proven benefi-
cial for older patients, but the dissemination of which has
been limited by a weak business model under fee-for-
service medicine.

Third, to continue to receive Medicare funding, all
graduate medical education programs must demonstrate
that the physicians they graduate to care for adults have
attained competency in geriatric care. After all, Medicare’s
goal is to improve the health and well-being of the U.S.
population aged 65 years and older.

Fourth, we must increase the geriatric workforce to
meet anticipated needs. Estimates are that by 2030 we will
need at least 26 000 geriatricians to care for elders with
multiple illnesses and frailty (1). There are currently fewer
than 7000 certified geriatricians (17). Only a fraction of
this workforce will be provided by fellows in current 1-year
geriatrics fellowship programs, so other pathways to geriat-
rics training are needed. One option would be to encour-
age internal medicine subspecialties to replicate the geriat-
ric oncology fellowship model (22), in which fellows are
board-eligible in both disciplines by the end of the 3 years
of traditional medical oncology training because certain
clinical rotations fulfill requirements for both. If physicians
who treat adults are taught about geriatric care relevant to
their own discipline, many older adults will not need the
specialized care of a geriatrician (23).

Another option is to establish a 4-year Accreditation
Council for Graduate Medical Education medicine–
geriatrics program for internal and family medicine resi-
dents. At least one half of the clinical content of the cur-
rent 1-year geriatrics fellowship could be integrated into
the traditional residency, with a weekly geriatrics ambula-
tory session added in year 2 or 3. The fourth year would
provide the opportunity for additional training in medical
education, health systems, and research and for continued
development of geriatrics clinical expertise.

Some geriatrics fellowships must be expanded to 2 to 3
years to develop leaders in geriatrics research and health
system design and master educators who can teach other
physicians the basic principles of geriatric care (22). Fed-
eral investment is needed, through the Health Resources
and Services Administration or the Centers for Medicare &
Medicaid Services mechanisms, to support these programs,
which are similar to those that established the current cadre
of academic leaders in geriatrics.

Last, we propose that geriatric medicine consider a
nonfellowship pathway for clinical certification in geriatrics
that may be implemented through maintenance of certifi-
cation programs for mid-career physicians who want to
focus their practice on the care of older adults.

These strategies would lay the foundation for a health
system that improves both outcomes and costs of care for
older adults. The clinical skill set of well-trained geriatri-
cians are precisely the tools demanded as we move toward
more bundled payment systems. Expertise in enhancing
quality of care for those with multiple chronic diseases,
reduction of polypharmacy, efficient use of acute hospital
services or alternatives, and seamless transition among mul-
tiple sites of care will produce added value to justify any
enhanced reimbursement to geriatricians. We need a health
system whose leaders understand the numerous factors that
affect the capacity of patients and physicians to sustain
health for older adults, physicians who can see beyond the
patients’ organ systems to their preferences and goals, and
medical schools and training programs with faculty who
can teach this kind of care. We need basic clinical health
services and translational researchers to advance the science
of geriatrics. Young physicians who are exposed to these
types of leaders will find that geriatrics is an attractive ca-
reer choice. In summary, we must resolve the scotoma that
prevents our society from seeing the critical need for a
health system and workforce that embraces the challenge of
providing high-quality, cost-effective, compassionate care
to our aging population.
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