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ABSTRACT
Background and Objectives: Demand for geriatric care is increasing due to aging
population. Trends in maintaining certification in geriatrics are unreported.

Our objective was to describe the historic trend of family physicians who certified
in geriatric medicine (FPs-GM) since 1988 and to assess differences in practice
patterns between FPs-GM and family physicians (FPs).

Methods:Weperformed a retrospective descriptive study using administrative data
collected by the American Board of Family Medicine (ABFM). The study population
was family physicians registering to continue their ABFM certification from 2017
to 2019. Medicare public use billing data was linked to ABFM administrative data on
certificationhistory.Weusedunivariate analysis fordescriptive analysis and logistic
regression to identify contributors of recertification in geriatrics.

Results: We identified a total of 3,207 FPs-GM between 1988 and 2019. More than
half maintained GM certification since 2009 (57%), with male gender, White race,
and urban practice associated with maintaining GM certification; 61% of their
patients were older adults. FPs-GM were more likely to be in an academic practice
setting with nearly half (53%) also practicing in hospitals or nursing homes. In the
adjusted regression model, younger FPs or FPs who treat more older patients were
significantly more likely to be recertified in geriatrics whereas other demographics
and practice characteristics were not significant.

Conclusions: Most FPs who recently earned GM certification tended to retain
certification since the required accredited fellowship started in 1995.

INTRODUCTION
The United States is undergoing a demographic shift with the
population over age 65 years projected to reach 73 million
by 2030, 1 with more than 47% of older adults vulnerable to
high rates of frailty, decreased physical function, and complex
comorbidities that can co-occur with cognitive impairment.
These trends will increase the demand for geriatricians2,3

whose comprehensive geriatric assessment and management
are associatedwith lower 30-day readmission rates,4 improved
detection of geriatric syndromes,5 better quality of life, and
more appropriate medication use.6 Currently, however, only
3.8% of patients 65 years and older are managed by a geriatri-
cian.4

To develop a structured system for training geriatricians, it
is important to understand the practice pattern of geriatricians
and needs of older adult patients in primary care. Since
85%-90% of family physicians’ (FPs) patients are adults,
of whom 45% are age 65 and older, FPs play an important

role in providing accessible care for older adult patients.7,8

American Board of Family Medicine (ABFM)-certified FPs can
earn a certificate of added qualification (CAQ) in geriatric
medicine (GM). From 1988 to 1994, physicians could enter GM
certification via a practice pathway but currently, certification
is only available to physicians who complete an accredited
fellowship.9 In 2014-2015, about 13.1% of FPs who intended to
do a fellowship indicated interest in geriatrics and only 52%
of geriatric fellowship training slots were filled in 2021. 10,11

Despite the need for geriatricians, there is limited evidence
about the practice pattern of FPs who certified in GM and long-
term trends of CAQ in GM attainment among FPs. Therefore,
this study set out to assess trends in GM certification among
ABFM-certified FPs. A secondary aim of this study was to
examine whether the practice pattern of FPs who certified in
GM (FPs-GM) differs from FPs.
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METHODS
Data

We used ABFM administrative data to determine whether an
FP was ever certified in GM since 1988 and whether an FP
maintained an active GM certificate in 2019. We used practice
demographic questionnaires completed by FPs who registered
for their FamilyMedicineCertificationexamination to continue
their certification to examine practice patterns of FPs-GM. 12

We used the Medicare Physician and Other Supplier Public Use
File (Physician and Other Supplier PUF) to assess the type of
services provided by FPs-GM.

Study Sample

We identified FPs-GM among all FPs who were board certified
in 2019 if an initial GM certificate year was found for the
physician. Given that board-certified FPs need to pass the
GM examination administered by the ABFM every 10 years to
maintain GM certificate, FPs were deemed as having an “active
GM”certificate in2019 if their lastGMcertificate yearwas2009
or later, and having an “inactive GM” certificate otherwise. We
used this sample to plot the historic trend of GM certification
among FPs. We used a subsample of FPs who responded to the
practice demographic questionnaires in 2017, 2018, and 2019,
and provided direct patient care to examine scope of practice of
FPs-GM.We also used this subsample to linkwith the 2017 (the
latest)MedicarePhysician andOther Supplier PUF todetermine
service provision by FP-GMs.

Measures

We counted the number of FPs-GM by year of initial GM cer-
tification and calculated the percentage of those with active or
inactiveGMcertification in 2019.We captured practice patterns
by practice organization and scope of practice. Practice orga-
nization factors included primary practice site (eg, academic
health center, hospital, independent practice), secondaryprac-
tice site (eg, nursing home, hospice, patient home), practice
size (eg, solo, small [two to five physicians], medium [6-20
physicians], large [more than 20 physicians]), and practice
ownership (eg, zero, partial, or full ownership).Weusedurban-
rural continuum codes (RUCC) to distinguish urban (RUCC=1-
3) from rural (RUCC=4-9) practice locations. For practice
patterns,wemeasured scope of practice bywhether a physician
provided a certain type of care, including behavioral health
care, end-of-life care, intensive care, integrative medicine,
adult hospital care, delivery, prenatal care, newborn hospital
care, pediatric hospital care, and pediatric outpatient care.
Additionally, FPs reported the percentage of their patients
aged 65 and older and estimated their patient panel size. We
also included physicians’ demographic information such as
age, gender, and race. We linked each physician to the 2017
Physician and Other Supplier PUF to identify services billed
to Medicare. We used Berenson-Eggers Type of Service codes
to classify primary care services into office, hospital, nursing
home, home visit, emergency room care, and procedures.

Statistical Analysis

We first plotted the number of FPs-GM and the percentage
of those with an active GM certificate in 2019 by year of
initial GM certification. We presented the numbers for each
year but omitted the percentages for 2009 and later years
because their GM certification was still active in 2019. We
then compared demographic factors, practice organization
characteristics, and scope of practice, as well as health care
services provided to Medicare beneficiaries of FPs-GM to
FPs. We applied χ2 and analyses of variance to determine
whether any difference among FPs with active GM certificate,
FPs with inactive GM certificate, and FPs was statistically
significant. We also conducted logistic regression to identify
contributors to GM recertification among FPs. The outcome
was dichotomous of being recertified in geriatrics or not and
the variables of physicians’ demographics (ie, age, gender
and race/ethnicity) and the practice pattern such as practice
ownership, patient panel size, primary practice site and other
practice site were included. We used age of respondents and
percentage of older patients as a continuous variable. We used
every year of age and every percentage point to interpret
odds ratios. In descriptive analysis, the value of each cell of
the tables was calculated using observations with nonmissing
data. In regression, observations with missing data on any
of the variables were dropped automatically. We conducted
all analyses using SAS 9.4 (SAS Institute Inc, Cary, NC). The
Institutional Review Board of the American Academy of Family
Physicians approved the study.

RESULTS
A total of 3,207 board-certified FPs were ever certified in GM
from 1988 to 2019 (Figure 1 ). While the practice pathway
was open, 51% of all FM-GM’s attained initial certification.
However, after the practice pathway closed in 1994, the total
number of new FPs-GM decreased. Among those who were
certified before 2009 and needed to continue certification prior
to 2019 (n=2,248, or 70%), 57% maintained an active GM
certificate in 2019. The initial GM certificate for all of the 959
FPs certified in 2009 or later years was still active in 2019,
rendering a 100% retention rate. The percentage of FPs with
active GM certificate was much higher in the 2000s than in the
1990s.

From 2017 to 2019, 26,699 FPs registered to continue their
family medicine certification. In 2019, 625 FPs had active and
296 FPs had inactive GM certificates (Table 1 ). FPs never
certified in GM were younger than FPs-GM. Compared to FPs,
FPs-GM were more likely to be male, White, and practice
in urban rather than rural locations. FPs-GM reported the
smallest patient panel size (1,366 vs 2,068 by FPs) but the
largest proportion of older patients (61% vs 33% by FPs).

Not every physician estimated their patient panel size. The
number and percentage of physicians with nonmissing panel
size was 305 (49%) for FPs with active GM certificate, 137
(46%) for FPs with inactive GM certificate, and 12,083 (47%)
for FPs never certified in GM.
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TABLE 1. Individual Characteristics and Practice Organization Characteristics of Family Physicians With Geriatric Certification Between 2017-2019

Physician Characteristics FPsWith Active GM
Certificate in 2019

FPsWith Inactive GM
Certificate in 2019

FPs Never Certified in GM P Value

N 625 296 25,778

Age, mean (SD) 55 (10) 63 (7) 51 (9) <.01

Gender

Male 62% 77% 57% <.01

Female 38% 23% 43%

Race

White 64% 84% 71% <.01

Black 4% 3% 7%

Asian 24% 8% 15%

Other 9% 4% 7%

Practice Location

Urban 89% 82% 83% <.01

Rural 11% 18% 17%

Patient panel size,∗∗ mean (SD) 1,366 (1,341) 1,706 (1,219) 2,068 (1,420) <.01

% of older patients (aged 65+) 61% 46% 33% <.01

Primary Practice Site (N=625) (N=296) (N=25,778)

Academic health center 17% 9% 6% <.01

Hospital owned 28% 26% 28%

Independently owned 21% 27% 28%

Managed care/HMO practice 7% 4% 5%

Federally qualified health center and rural health clinic 4% 7% 7%

Other 22% 26% 26%

Secondary Practice Site(s)

No other practice site 47% 65% 66% <.01

Hospital 47% 39% 48% .25

Nursing home 72% 54% 30% <.01

Hospice 11% 8% 4% <.01

ER 2% 9% 11% .03

Urgent care 5% 8% 19% <.01

Patient home 34% 30% 17% <.01

Another outpatient clinic 10% 10% 12% .16

Ownership

No ownership, 100% employed 71% 63% 64% <.01

Partial owner 14% 11% 17%

Sole owner 11% 19% 14%

Other (eg, locums) 4% 7% 5%

Practice Size

Solo 11% 19% 13% <.01

Small 29% 32% 34%

Medium 27% 29% 30%

Large 33% 20% 23%

Practice Specialty

Family medicine only 44% 58% 51% <.01

Multiple specialties (not only primary care) 27% 14% 22%

Primary care specialty mix 29% 28% 27%

Abbreviations: FP, family physician; GM, geriatric medicine; HMO, health maintenance organization; ER, emergency room.
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FIGURE 1. Number of Family Physicians Certified in Geriatric Medicine and PercentageWith Active Certificate in 2019

While the percentage of FPs with active GM certificate
who practiced in hospital-owned practices was the identical
to FPs (28%), they were more likely to practice primarily
at academic medical centers (17% vs 6%) and less likely to
work in independently-owned practices (21% vs 28%; Table
1). Compared to FPs, nearly half (53%) of FPs with active GM
certificate practiced at one or more secondary sites, who were
also more likely to see patients in nursing homes (72% vs
30%), hospice (11% vs 4%), and patient homes (34% vs 17%).
Moreover, FPs with an active GM certificate were less likely to
have ownership of the practice andmore likely to work in large
practices of more than 20 physicians.

FPs with active GM certification reported providing care
in all the service areas (Table 2). Compared to FPs, they were
more likely to provide palliative care (66% vs 40%), adult
inpatient care (45% vs 24%), and care in intensive care unit
(14% vs 8%). The percentages of FPs with active GM certificate
who reported providing nursery care, prenatal care, pediatric
inpatient care, and even delivering babies were similar to FPs.
Of the physicians who billed Medicare for services in 2017,
FPs with an active GM certificate were more likely to provide
inpatient care (44% vs 20% of FPs) and nursing home care
(45% vs 9% of FPs) but were less likely to provide office-based
care (76% vs 82%of FPs) and procedural services (27% vs 34%
of FPs). FPs with an active GM certificate were also more likely
to offer home visits (6% vs 1% of FPs).

In the adjusted logistic regression model, younger FPs or
FPswho treatmoreolderpatientswere significantlymore likely
to be recertified in GM. Those who had a secondary practice
site also had twice the odds of GM recertification. However,
any demographics except age and the practice characteristics
such as size, ownership, and the primary practice site were not
significant factors (Table 3 ).

DISCUSSION
This study shows that the retention inFMcertification is higher
in those who certified after the practice pathway closed, and
the number of FPs with a new GM certificate is declining. We
additionally report on the clinical activities of FPs-GMs who
were more likely to work at large hospitals and nursing homes
in urban areas that have more resources. FP-GMs provide not
only geriatric care for older adults but also core primary care
services.

GM certificate retention rate among FPs has remained
higher than 75% since 1999, roughly the closing of the practice
pathway. It is consistent with the findings of about 90% of
geriatricians who chose to recertify or plan to renew certifi-
cation in geriatric medicine. 13,14 This difference in retention
between practice pathway physicians and fellowship-trained
physicians may result from aging physicians who first took
the exam and who may have retired since then. In addition,
the difference may point to the uncertainty around the need
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TABLE 2. Percentage of Family Physicians of Self-reported andMedicare Claims-Verified Scope of Practice of Family Physicians With Geriatric
Certification, 2017-2019

FPsWith Active GM Certificate in
2019 (%)

FPsWith Inactive GM Certificate in
2019 (%)

FPs Never Certified in GM
(%)

P
Value

By Physician Self-report (N=625) (N=296) (N=25,778)

Palliative care 66% 40% 27% <.01

Adult inpatient care 45% 24% 24% <.01

Mental health care 29% 32% 36% <.01

Pediatric outpatient care 25% 39% 55% <.01

ICU 14% 8% 9% <.01

Nursery care 11% 9% 12% .10

Prenatal care 7% 5% 11% <.01

Pediatric inpatient care 7% 8% 9% .35

Delivering babies 4% 3% 6% <.01

Integrative medicine 3% 1% 5% <.01

By Services Billed to
Medicare ∗∗

(N=496) (N=225) (N=19,858)

Office 76% 85% 82% <.01

Hospital 44% 23% 20% <.01

Nursing home 45% 21% 9% <.01

Home visit 6% 3% 1% <.01

Emergency care 2% 4% 8% <.01

Procedures 27% 35% 34% <.01

Abbreviations: FP, family physician; GM, geriatric medicine; ICU, intensive care unit.
∗∗2017 Medicare fee-for-service claims classified by Berenson-Eggers Type of Service codes.

for the credential to work in certain settings in early days
of geriatrics certification. These physicians may not have
been as committed to practicing geriatric medicine as ones
who complete another year of training. The low numbers of
FPs entering GM certification raises concerns of a deficit of
geriatricians across all health care settings. According to the
Health Resources and Services Administration’s 2017 report,
National and Regional Projections of Supply and Demand for
Geriatricians: 2013-2025,” the projected deficit of geriatricians
will be 26,980 by 2025. 3 This will be impossible to meet with
only half of the 400 geriatric fellowship positions offered
annually filling, 11 despite high job satisfaction and positive
career impacts of GM certification. 13–15 Specifically, geriatri-
cians are one of the top-two subspecialties in terms of job
satisfaction. 16 However, according to the American Board of
Medical Specialties, the 10-year total number of certificates
issued for FP-GM and internists who certified in geriatric
medicine (IM-GM) between 2010 and 2019 was 909 and 1,729,
respectively. 17 In addition, in 2016, the total number of active
FM-osteopathic-GM and IM-osteopathic-GMwas 300 and 50,
respectively. 18 Demand will only increase as the number of
Medicare beneficiaries has steadily increased. 19 A key reason
of this shortage is lower financial reimbursement for geriatri-
cians. 15 As theymanagemore complex and frail older patients,
geriatricians spend more time with older adult patients.4,20

Despite higher satisfaction, there are limited financial benefits
for geriatricians. For instance, while FPs are paid more by

$6,000 than FPs-GM reported by physician report 2021, this
discrepancy has persisted for at least 10 years.21,22 There is no
explicit incentive system to support geriatricians once they are
in practice. Although Medicare supports the costs of approved
graduate medical education (GME) programs (ie, fellowship
training), it covers only a 1-year fellowship caring for a limited
number of beneficiaries.23 This gapof supply anddemand,with
limited financial benefits, may deteriorate access to geriatric
care and increase physician burnout. It indicates that older
adult patients may not receive better patient-centered, well-
coordinated care.

FPs with GM certification were more likely to be employed
in a large academic center or hospital-owned facilities. This
career path was consistent with previous studies. A significant
number of GM fellows chose to pursue academic careers. 14,21

Moreover, the majority of FP-GMs tended to work in nursing
homes as a secondary practice site, which supports our finding
that approximately half of FP-GMs bill Medicare geriatric
care services. According to Lam and colleagues, geriatricians
who underwent postgraduate geriatric training felt more con-
fident in understanding and diagnosing complex geriatric
conditions.24 Furthermore, they were more likely to show
better understanding in polypharmacy andmanaging geriatric
syndromes regardless of number of visits and patients’ char-
acteristics compared to primary care physicians.25 Some US
studies also found that many FP-GMs who performed home
visits for older adult patients or who received palliative care
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TABLE 3. Association of Contributing Factors and Recertification of
Geriatrics in Family Medicine Physicians

Adjusted Odds Ratio (95% CI)

Age* 0.90 (0.87-0.93)

Sex

Male Ref

Female 0.77 (0.39-1.54)

Race

White Ref

Black 0.59 (0.14-2.46)

Asian 1.56 (0.64-3.81)

Others 1.11 (0.31-3.93)

Practice Location

Urban Ref

Rural 0.62 (0.31-1.24)

%of Older Patients * 1.03 (1.01-1.04)

Patient Panel Size 1.00 (1.00-1.00)

Ownership

No ownership Ref

Have an ownership 0.93 (0.34-2.53)

Practice Size

Large Ref

Solo 0.42 (0.16-1.15)

Small 0.84 (0.40-1.79)

Medium 0.71 (0.35-1.45)

Practice Specialty

Multispecialty Ref

Family medicine only 1.12 (0.64-1.97)

Primary Practice Site

Independence practice Ref

Academic health center 0.61 (0.19-2.02)

Hospital owned 1.41 (0.42-4.71)

Managed care 0.72 (0.26-1.99)

Government health care 1.19 (0.33-4.27)

Others 1.84 (0.51-6.65)

Secondary Practice Site*

No Ref

Yes 2.26 (1.35-3.79)

∗P<.05 statistically significant level.

trainings during the fellowship program reported achievement
in competency and positive attitude about the value of the
training.26,27 Our findings not only corroborate existing evi-
dence but also indicate that the added qualifications in GM do
translate into FPs providing geriatric care with greater focus
and depth, a desired outcome of GM certification.

Most FPs-GM are practicing in urban areas and in larger
health care systems whereas it was not a significant factor
for recertification. This disproportionate distribution has been

observed in the entire geriatricworkforce for years even though
FPs are more evenly distributed.28 This rural/urban disparity
becomes more critical as people in rural areas tend to be
older and need more health care resources. In 2016, 17.5% of
residents in rural areas were older adults, and this percentage
is expected to increase.29Disproportionatedistributionofgeri-
atricians may exacerbate health disparities in rural areas since
these older adults have limited access to resources focused on
healthy lifestyle and social functioning. 30 In addition, despite
extendedbenefits of telehealth such as better access to geriatric
specialty care for rural areas amid COVID-19, geriatricians
practicing in rural areas still struggle with limited training
andeducational resources for technology. 31 Furthermore,more
accessible resources for geriatrics training and an integrated
health care system tailored to older patients such as Age-
Friendly Health Systems (AFHS) can address disproportionate
distribution of geriatricians in urban areas. Callahan and
colleagues suggested web-based geriatrics education modules
and reverse minifellowship to allow FPs in rural areas to have
access to geriatrics training resources and increase attention to
certification in geriatrics. 32 In addition, AFHS is an innovative
way of leveraging the existing geriatrics workforce through
implementing the four essentials including what matters to
older patients, medication, mobility and mentation in the
hospital setting. 33 These examples may attract younger FPs
and geriatricians to practice in rural areas. Plus financial
incentives alsoneed tobe considered. Currently,Medicare is the
only government organization sponsoring GME programs,26

however, there is no additional direct financial aid from the
employer (ie, hospitals). As reimbursement for geriatric care is
relatively lower,financial aid for early-careergeriatriciansmay
have a direct impact on attracting FPs and mitigating financial
burden for those who want to pursue extra trainings.

This study has some limitations. First, as administrative
datawere used,wewere not able to identify reasons for renewal
of GM-CAQ by FPs and reasons of declining trend of GM-
CAQ. Also, although most geriatric care services are delivered
in a coordinated care form, our study captured only practice
locations in which FP-GMs delivered the care without a form
of delivery of care. Future studies need to examine the impact
of geriatric CAQ on clinical practice using primary survey data
or qualitative data from FPs. Also, future studies utilizing data
on practice patterns are needed to identify reasons for the
declining trend of recertifications and new certifications. Next,
our study focused only on FP-GMs. According to the American
Osteopathic Association, in 2017, there were 310 total active
FP-GMs whereas there were only 59 total active certifications
in internal medicine. 18 Thus our finding may not apply to the
entire geriatrician workforce.

Most FP-GMs were more likely to practice at academic
medical centers and long-term care centers that have more
resources. Most FPs who recently earned their geriatric CAQ
tend to retain certification, whereas the number of new GM-
CAQ is declined. To respond to the emerging demand from
aging population, well-trained geriatricians who are knowl-
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edgeable in complex conditions of older adult patients and
who communicate effectively with patients and caregivers are
critical. Therefore, better financial incentiveswill be needed for
current FP-GMs and potential FPs who have interests in GM-
CAQ.
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