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ABSTRACT
Background

At the 2011 Annual Business Meeting of the Canadian Ge-
riatrics Society (CGS), an ad hoc Work Group was struck to
submit a report providing an estimate of the number of physi-
cians and full-time equivalents (FTEs) currently working in
the field of geriatrics, an estimate of the number required (if
possible), and a clearer understanding of what has to be done
to move physician resource planning in geriatrics forward
in Canada.

Methods

It was decided to focus on specialist physicians in geriatrics
(defined as those who have completed advanced clinical train-
ing or have equivalent work experience in geriatrics and who
limit a significant portion of their work-related activities to
the duties of a consultant).

Results

In 2012, there are 230242 certified specialists in geriatric
medicine and approximately 326.15 FTE functional spe-
cialists in geriatrics. While this is less than the number
required, no precise estimate of present and future need

*The opinions expressed in this report are those of the authors and
are not meant to represent the opinions or official positions of any
organization.

could be provided, as no attempts at a national physician
resource plan in geriatrics based on utilization and demand
forecasting, needs-based planning, and/or benchmarking
have taken place.

Conclusions

This would be an opportune time for the CGS to become
more involved in physician resource planning. In addition to
this being critical for the future health of our field of practice,
there is increasing interest in aligning specialty training with
societal needs (n = 216).

Key words: physician resource planning, geriatrics, health
services for the aged

INTRODUCTION

At the 2011 Annual Business Meeting of the Canadian Geri-
atrics Society (CGS), an ad hoc Work Group (WG) was struck
and asked to submit a report at the time of the 2012 Annual
Meeting of the CGS on physician resource needs in geriatrics.
Drs. Michael Borrie and David Hogan were appointed as
Co-chairs. A voluntary lead for each province and territory
was to be found who would be primarily responsible for their
provincial/territorial data. As no funding or resources were
allocated to this exercise, the WG was to use available data,
wherever possible. The goal was not to create a definitive
physician resource plan, but to provide an estimate of the
number of physicians and full-time equivalents (FTEs) cur-
rently working in the field of geriatrics, an estimate of the
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number required (if possible), and a clearer understanding
of what has to be done to move physician resource planning
in geriatrics forward.

This was not a new suggestion. In the 1993 CGS docu-
ment “Blueprint for Discovery”,(!) it was recommended that
a “scientifically based” Canadian physician resource plan
for geriatrics be created. This suggestion was repeated in
2001® and 2006.®) No prior response to these three calls
had been made.

There are a number of limitations to this report. We
do not address physician resource needs for consultants in
geriatric psychiatry, medical directors in long-term care,
physicians working in geriatric programs who do not provide
consulting services (e.g., attending physician on in-patient
geriatric unit), or primary medical care of older persons.
Most older persons are (and will be) looked after by physi-
cians without advanced clinical training in geriatrics. As
such, all Canadian physicians, except for those restricting
their practice to fields where they will not encounter older
individuals, must master the basic knowledge, skills, and
attitudes required to provide effective care to older patients.
This report deals with specialist physicians in geriatrics. Part
of their responsibilities is to provide the instruction required
to meet the educational needs of physicians without advanced
clinical training in geriatrics.

METHODS

Relevant publications known to the authors were reviewed
in the creation of this report (see reference list).

Volunteer leads were identified for all Provinces and
Territories (see list of authors; while in the main self-
explanatory, Dr. Jarrett led the effort for New Brunswick
while Dr. Peters dealt with all three Territories). Teleconfer-
ences of the WG were held in the fall of 2011 to obtain input
from members about the project and to seek agreement on
core issues (e.g., scope of project, definition of specialist
physicians in geriatrics), work plan, and timeline. It was
agreed that we would focus on the need for specialist phy-
sicians in geriatrics. There was consensus that we would
define specialist physicians in geriatrics as those who have
completed advanced clinical training (or have equivalent
work experience) in geriatrics and who limit a significant
portion of their work-related activities to the duties of a
consultant (defined as an individual to whom one refers for
expert advice or services) in geriatrics.

A preliminary list of specialist physicians in geriatrics
(by name and location) was created by Ms. Sarah Woolmore-
Goodwin and Dr. Michael Borrie using data derived from the
2011 print edition of the Canadian Medical Directory (Scott’s
Directories), the Canadian Medical Directory Online (Scott’s
Directories), the Royal College of Physicians and Surgeons
of Canada (RCPSC) website, and the College Of Physicians
and Surgeons of Ontario database. Provincial and Territorial
leads were asked to:

1. Verify that those listed for their province or territories (if
any) were working as specialist physicians in geriatrics
using the agreed upon definition;

2. If known, indicate whether they were internists with
RCPSC-accredited training in geriatric medicine, family
physicians with College of Family Physicians of Canada
(CFPC)-accredited care of the elderly training, or had
a different educational background (termed “other”);

3. If known, note whether they were working part-time
(which included those not working full-time and full-
time workers who spent a substantial portion of their
time in non-geriatric activities) or full-time in geriatrics
(accepted work-related activities included administration
and academic ones, as well as clinical work); for those
working part-time, the leads were asked to provide a FTE
estimate of the time spent in geriatrics; and,

4. Identify physicians in their Province or Territory not
listed who met the definition for specialist physicians in
geriatrics (the leads were asked to provide the additional
information noted above on them, if known).

Based on the above, a final list of specialist physicians
in geriatrics (by name and contact information with year of
graduation [in order to estimate pending retirements], type of
training, and FTE, if known) was created.

The leads were asked if there was a physician resource
plan in their jurisdiction dealing with specialist physicians in
geriatrics. If permissible, they were asked to share this infor-
mation with the WG. A final teleconference was held in March
of 2012 to discuss the initial results and their implications. A
preliminary report was written by one of the Co-chairs (DH)
and distributed to WG members for review. Modifications to
the document were made until agreement was obtained from
WG members on the format and content of the report. Dissent-
ing opinions to the recommendations made were permitted.

RESULTS & DISCUSSION
Number of Certified Specialists in Geriatric Medicine

Those identified in standard Canadian references on the
number of physicians in a specialty are nearly always certi-
fied specialists (i.e., physicians who have received certifica-
tion from either the RCPSC or the Collége des médecins
du Québec). We collated and summarized data on certified
specialists in geriatric medicine from a number of standard
sources (see Table 1). There is a good deal of provincial and
territorial variability. Excluding the three Territories and
using the maximum number of specialists reported, the ratio
of certified specialists per 10,000 persons 65+ ranged more
than ten-fold, from 0.07 (in Saskatchewan) to 0.73 (Nova
Scotia). The national ratio was 0.50 per 10,000 persons 65+

While the number of certified specialists is useful in-
formation, there are limitations to this metric in assessing
physician resources. A count of functional specialists is more
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TABLE 1.
Certified specialists in geriatric medicine
Prov/Terr Approx. RCPSC CMA Physician Canadian CIHI® Ratio of Certified
Population 65+ Directory® Report® Medical Directory? Specialists per 10,000
individuals 65+

BC 675,000 42 43 39 40 0.58-0.64
Prairies 724,500 19 21 23 25 0.26-0.35

Alberta 399,300 13 15 15 17 0.33-0.43

SK 153,500 1 1 1 1 0.07

Manitoba 171,700 5 5 7 7 0.29-0.41
Ontario 1,836,300 98 95 90 87 0.47-0.53
Québec 1,209,900 52 61 65 69 0.43-0.57
Atlantic 371,300 19 19 18 21 0.48-0.57

NB 119,600 7 7 7 9 0.59-0.75

PE 22,200 0 0 0 1 0-0.45

NS 151,500 11 11 10 10 0.66-0.73

NL 78,000 1 1 1 1 0.13
Territories (NT, NU, YT) 7,800 0 0 0 0 0
Canada 4,823,000 230 239 235 242 0.48-0.50

2 Approximate population 65 years of age and over (65+). Source: 2010 - Statistics Canada (accessed 28/11/2011 - http:/www.statcan.gc.ca/

pub/91-520-x/2010001/tablesectlist-listetableauxsect-eng.htm).

index_e.php).

Number of specialists in geriatric medicine who are Fellows of the RCPSC (data base accessed 28/11/2011 - http://rcpsc.medical.org/dof/

¢ Based on information contained in the Canadian Medical Association Masterfile, which includes all physicians (both CM A members and
non-members) with a valid Canadian address. It is updated regularly with data provided by provincial/territorial medical associations,
provincial registrars, medical schools, and individual physicians. The counts exclude physicians in postgraduate training and those over
the age of 80 (data base accessed 22/02/2012 - http://www.cma.ca/index.php?ci_1d=16959&la_id=1).

4 Source: 2011 Print Edition of the Canadian Medical Directory.

¢ Source: Canadian Institute for Health Information: Supply, Distribution and Migration of Canadian Physicians, 2010.

appropriate, as the scope of physician practice is not strictly
dictated by their certification. Functional specialty captures
the actual professional activities performed by individual
physicians. Not all certified specialists are active in their area
of certification, while family practitioners and other physi-
cians (often with additional training) may be providing care
in fields such as geriatrics. The count of functional special-
ists can be either greater or less than the number of certified
specialists, depending on the balance between non-certified
physicians providing specialty care and certified specialists
not providing care in their field of certification.

Another issue is this is a head count and does not adjust
for variations in the pattern or intensity of medical practice
among individual physicians. Some of those counted may
be semi-retired, working part-time, and/or providing a mix
of medical services. Measuring physician resources by esti-
mating FTEs is an attempt to standardize physician activity
to a common denominator based on output or productivity.
The FTE result for an individual physician quantifies their
practice activity relative to what is considered a “full load”.
Three general approaches have been used in Canada to cal-
culate physician FTEs. In one, physician output/productivity
is based on fee-for-service billings. The second uses mul-
tiple methodologies to measure the activities of physicians

remunerated under alternative payment schemes. The last
approach looks at hours of work per week.

With the already significant and growing number of
physicians in geriatrics being paid at least partially through
alternative payment plans, methodologies for determining
FTEs in this field will have to be flexible enough to collect
data on all relevant activities being provided regardless of the
mode of payment. Ideally, measures of productivity should
include an assessment of the quality of service provided and
patient outcome data.

Current Number and FTEs of Functional Specialists
in Geriatrics

With the information provided by WG members, estimates
for the number and FTEs of functional specialists in geri-
atrics were determined (see Table 2). As noted previously,
in calculating FTEs administrative, academic (teaching
and research), and clinical activities were included. It is
emphasized that the values presented (especially for FTEs)
are imprecise. The reasons for this include the general defi-
nition used for specialist physicians in geriatrics (meaning
judgment had to be exercised in deciding who to include),
the lack of a clear description of a FTE in geriatrics, the need
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TABLE 2.
Functional specialists in geriatrics®
RCPSC Training® CFPC Training® Other* Total

Prov/Terr. No. FTE® No. FTE® No. FTE® No. FTE®
BC 37 22.0 4 3.0 - - 41 25.0
Prairies 23 20.6 28 17.4 9 7.3 60 453

AB 15 13.1 23 12.4 5 3.8 43 29.3

SK 1 1.0 2 2.0 2 1.5 5 4.5

MB 6 5.5 3 3.0 3 3.0 12 11.5
Ontario 100 85.8f 34 24.3F 16 12.2 150 1223
Québec 63 61.0 24 23.5 2 3.0 89 87.5
Atlantic 19 18.9 37 21.35 7 5.5 63 4575

NB 7 6.9 9 7.6 4 3.5 20 18.0

PE - - 2 1.5 - - 2 1.5

NS 11 10.5 19 8.75 1 1.0 31 20.25

NL 1 1.0 7 3.5 2 1.0 10 5.5
Territories (NT, NU, YT) - - 1 0.3 - - 1 0.3
Canada 242 208.3 128 89.85 34 28.0 404  326.15

2 Does not include physicians working in geriatric programs who do not work as consultants or physicians solely providing primary care

to older individuals.

Internists with RCPSC-accredited training in geriatric medicine.

Family physicians with CFPC-accredited training in care of the elderly.

Includes those with other forms of training (e.g., international medical graduates with training in their country of origin), no formal
training, or where their training is unknown.

For all territories and provinces other than Ontario, the following methodology was used in calculating FTEs. A full-time practitioner
was assigned an FTE of 1.0. If a specific FTE for a part-time practitioner was known that value was used. If a specific FTE for a part-time
practitioner was not supplied, they were assigned a value of 0.5. If it was unknown whether the physician was full-time or part-time, they
were assigned a value of 0.5.

For Ontario, data on FTEs were available on 40.7% of the enumerated RCPSC and CFPC specialists in geriatrics with accredited training.

This information was extrapolated to obtain a value for each of these groups.

to rely on the personal knowledge of Provincial/Territorial
leads about local physician resources and/or their collec-
tion of primary data, difficulties obtaining confirmatory
information, and limited resources and time. More precise
data would require clearer definitions for both a specialist
and an FTE, consistently adhering to these definitions in
determining FTEs, and systematically obtaining primary in-
formation. The latter would require a substantial investment
on the part of the CGS and/or others. Notwithstanding this,
we feel the data presented represents an important advance
in understanding current physician resources.

While the total number of physicians providing consul-
tative services in geriatrics (n =404) is substantially higher
than the number of certified specialists (n = 230-242), it
is reassuring that the number of internists with RCPSC-
accredited training in geriatric medicine in Table 2 is
congruent with the totals noted in Table 1. The workforce
consists of a mix of certified/non-certified and part-time/
full-time specialists. Even if desired, it would not be possible
within the foreseeable future to produce a sufficient number
of certified specialists to deal with current and anticipated
demand. Other than inadequate supply and personal choice
about where to work and live, factors that limit a wider

and more even distribution of certified specialists include
insufficient population of older persons and/or inadequate
resources for a specialty practice in geriatrics within given
areas, the health needs of the local population (which will
influence the priority given to geriatrics in comparison
to other medical fields when recruiting physicians), and
financial constraints (e.g., funding for required infrastruc-
ture, availability of billing numbers and/or salary support
for physicians). Data on the reasons why physicians with
accredited training chose to work part-time in geriatrics
were not collected but could include income (i.e., spend-
ing time in a more remunerative field to bolster income),
opportunities for more contact with medical students and
postgraduate trainees (e.g., doing rotations as staff physician
on medical teaching units), employment requirements (e.g.,
contractual obligation to provide general medical services),
and/or personal interest.

We examined emergency and palliative medicine, which
are areas of specialty practice in Canada facing similar chal-
lenges in merging the activities of physicians with different
educational backgrounds within the workplace, to learn from
their approaches. There are two routes for training in emer-
gency medicine in Canada—a five-year residency program

CANADIAN GERIATRICS JOURNAL, VOLUME 15, ISSUE 3, SEPTEMBER 2012

71



HOGAN: SPECIALIST PHYSICIANS IN GERIATRICS

accredited by the RCPSC, and a one-year training program af-
ter a two-year family medicine residency through the CFPC.
Both have a certifying examination at the completion of train-
ing. Most full-time emergency department (ED) physicians in
our country are now certified through one of these two routes.
CFPC-certified ED physicians outnumber RCPSC ones by a
ratio of about three to one and work primarily as clinicians.
In the 2012 Family Medicine emergency medicine match, a
total of 128 training positions were filled. The majority of
family physicians with an emergency medicine certification
work primarily in EDs.” RCPSC-certified physicians tend
to congregate in academic centres and are more likely to do
non-clinical work (e.g., administration, teaching, research,
disaster planning, advising on pre-hospital care, and toxicol-
ogy).5% Based on the Canadian Medical Association (CMA)
Masterfile on physicians, as of 2012 there were 667 certified
specialists in emergency medicine. In 2010-11, there were a
total of 294 residents enrolled in RCPSC-accredited emer-
gency medicine training programs (approximately 59 per
year). The two training options are felt to complement each
other. At a time when there are shortages in physicians with
training in emergency medicine, a leader of the field wrote
that it “does not make sense” to restrict clinical positions to
RCPSC-accredited graduates.®

Palliative medicine training is currently a conjoint one-
year program of added competence. The CFPC treats it as an
enhanced skills program and offers no certifying examination.
The RCPSC accredits palliative medicine training programs,
but also does not offer a certifying examination (the RCPSC is
phasing out this type of training program). Graduates receive
an attestation of completion of training from their respective
Colleges. Between 1999 and 2010, 75 trainees were attested
by the CFPC and 21 by the RCPSC. In 2010-11, there were 34
residents enrolled in a palliative medicine training program. In
the future, it is proposed that a two-year subspecialty training
program will be offered through the RCPSC, while a one-year
program leading to a special designation in palliative medicine
will be available under the aegis of the CFPC. The conjoint
program will continue until these training options are in place.
It appears that the field is moving towards a model similar to
emergency medicine where CFPC-accredited training will
prepare physicians for clinical work, while those trained
through a RCPSC program will presumably focus more on
administration and academic pursuits. Time will tell if this is
what occurs. In 2011 there were 311 members of the Canadian
Society of Palliative Care Physicians.”) Within the CFPC there
continues to be an energetic debate about whether palliative
care should be a specialty or considered a core component of
family medicine.®

Physician Resource Planning
In order to address the number of specialist physicians in

geriatrics needed now and in the near future, we collected
information on physician resource plans for specialist

physicians in geriatrics created by provinces, territories,
and/or health regions. As will be seen, most jurisdictions
have not developed comprehensive physician resource
plans for geriatrics.

There are no physician resource plans for geriatrics in
any of the three territories or the provinces of British Colum-
bia (though most, but not all, health authorities have physician
resource plans, with some actively recruiting), Alberta (local
physician resource plans have been created for the alternate
relationship plans of the Departments of Medicine in Cal-
gary and Edmonton), Saskatchewan, Manitoba (the section
of geriatric medicine at the University of Manitoba believes
that 10 FTEs in geriatrics are required), or Québec.

In Ontario, there is no formal provincial resource plan
for geriatrics. The five Regional Geriatric Programs and af-
filiated Specialized Geriatric Services (SGS) have initiated
a mapping process for each of the Local Integrated Health
Networks (LHINSs) that compares the number of known
practicing internist geriatricians, CFPC care of the elderly
trained physicians, and other family physicians working
in SGS by LHIN with the estimated required number for
the LHIN calculated using a ratio of 1.25 geriatricians per
10,000 people over the age of 65.(19 The surplus or deficit
for the LHIN is then determined. The Ministry of Health
and Long-Term Care and Ontario Medical Association’s
2008-2012 agreement endorsed up to 10 new geriatrician
positions. A larger number of new positions are being re-
quested in current negotiations.

There is a provincial resource plan in New Brunswick
for the total number of physicians, but no target exists for
geriatricians. Vacant and new positions for physicians are
assigned to the eight health zones of that Province. Within
zones there are discussions about which specialties should
be recruited to fill vacancies. Until now, it was been possible
to successfully argue for one of these vacancies when there
was a “firm” (person on the ground) recruit in geriatrics.
The environment is changing, and it is getting more dif-
ficult to recruit. In P.E.L., the provincial ministry of health
has identified a need for three specialists in geriatrics. The
Nova Scotia Department of Health and Welfare has an overall
physician resource plan. The Dalhousie Division of Geriatric
Medicine, with input from the health districts in Nova Scotia,
has developed a provincial workforce plan for geriatrics. In
Newfoundland and Labrador, physician resources are planned
using a physician/population ratio model (e.g., so many per
current population). There is a recognized need for three
RCPSC certified specialists in geriatric medicine, but cur-
rently there is no target for the number of care of the elderly
physicians required.

A commonly used approach in assessing current and
future physician resource need are physician/population
ratios. In 1988-89, it was estimated that 131 specialists in
geriatrics were needed for the province of Ontario.'”) Though
not stated, it was implied that all these physicians would
be working full-time in geriatrics (i.e., would be 1.0 FTE).
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Ninety-five were for clinical service, 29 to meet academic
need, and seven for administration. A Delphi consensus sur-
vey methodology was used to come up with these numbers.
A questionnaire was sent to 19 persons considered experts
in health human resource planning, requesting their views
on the roles of specialist physicians in geriatric medicine.
Attached to the questionnaire was a map of the then five
provincial health regions (with populations). Participants
were asked to provide estimates for the number of specialists
in geriatric medicine required for clinical service, academic
roles, and administration in these regions. Fourteen of the
19 responded. Their estimates were tabulated and returned
to responders asking them to either accept or revise the esti-
mates. Eleven provided further input (recipients were told that
non-return would indicate agreement). After incorporating
this feedback, penultimate estimates were sent again to the 14
asking for final input. One of the 14 declined to approve the
final estimates, feeling they were too high. This study is the
source for the oft-quoted ratio of 1.25 specialists in geriatrics
per 10,000 individuals 65+ (or 3.3 per 10,000 individuals
75+). The current ratio in Canada is between 0.48 (based on
number of certified specialists) and 0.84 (based on number
of functional specialists) per 10,000 persons 65+. Using this
approach, it was estimated that there was a need for 538
specialists in geriatric medicine in 2006.? This number was
referred to by the National Advisory Council of Aging'D and
the Special Senate Committee on Aging.('? Relying on a ratio
for work force planning is imprecise as it doesn’t accurately
reflect actual need, adjust for variations in the intensity of
medical practice, or acknowledge the role of other providers.
This particular ratio is based on the opinion of a small group
from one province obtained nearly a quarter of a century ago.
As a minimum, it should be re-examined.

Imported ratios from other countries are suspect as
they don’t account for international differences in factors
such as population structure and expectations, practitioner
occupational niche(s), structure and function of the health-
care system, and/or availability of health-care resources. In
the United Kingdom (UK), the Royal College of Physicians
(RCP) recommends six FTE trained specialists in geriatric
medicine per 250,000 (total population) or approximately
one per 40,000 persons.'¥ The British Geriatrics Society
accepts this figure and also suggests there be one FTE per
4,000 persons over 75.04 Aside from other differences be-
tween Canada and the UK, the roles of geriatric specialists
in the two countries are not identical. Compared to Canadian
practitioners, UK geriatricians are more heavily committed
to acute, general, and stroke medicine but less to dementia
care. In 2010 there were 980 consultants in geriatric medi-
cine (941 FTEs) employed by the National Health Service
in England. The estimated need based on the RCP ratio was
for 1,262 FTEs.(13)

There are now four general approaches used to model and
forecast physician supply and demand: supply forecasting,
utilization or demand forecasting, needs-based planning, and

benchmarking.(') Supply forecasting looks at the number of
physicians (of a particular type) anticipated to enter the work
force (see “Future Influences on Physician Supply” below).
Utilization or demand forecasting considers measures of
physician service delivery capacity. Needs-based planning
considers population health needs and approaches to care.
As models become more complex, they are increasingly
affected by data limitations, and become more dependent
on judgment and assumptions of stability. Benchmarking
avoids assumptions of stability in the health-care system. It
identifies areas where delivery is perceived to be optimal and
uses them as the standard.

Rigorous utilization and demand forecasting, needs-
based planning, and/or benchmarking have not been used
to develop a national physician resource plan in geriatrics
in our country. Geriatrics would present unique challenges.
For one thing, there are no conditions, procedures or age
ranges that fall solely within the domain of specialists in
geriatrics. As noted, the majority of older persons are (and
will be) looked after by physicians without advanced clinical
training in geriatrics. Older patients who are felt to require
the input of geriatric specialists (or specialized geriatric ser-
vices) are those with complex issues, cognitive impairment,
disability, and/or frailty.('® More precisely defining who
they are, when they should be referred, where they should
be seen, and for what type of service (and for how long)
has not, by and large, taken place. Requests for assistance
in the assessment and management of dementia, the most
common condition treated by Canadian geriatricians,(!”)
could be directed to neurologists and geriatric psychiatrists/
psychiatrists, as well as geriatricians, while improving the
abilities of primary care physicians to deal with this clinical
condition would partially obviate the need for referrals in the
first place. Compared to many other fields, though, there is
an extensive body of research showing the benefits of care
provided by geriatric specialists and the programs they
work in.(8!9) This can be used to provide a clearer picture
of the desired role (and size) for the specialty. Another issue
is that consultants in geriatrics work differently than other
medical specialists. They are more likely to be part of an
interdisciplinary team and have lower patient volumes (the
reported mean number of estimated patient visits during a
typical week for a specialist in geriatric medicine was 38.81
in the 2004 National Physician Survey compared to 67.29
for general internists), presumably because of the nature of
patients seen and the type of care provided. The closest we
ever came to a national physician resource plan in geriatrics
was a 1988 estimate based on a survey of national lead-
ers that we would require 550-700 specialists in geriatric
medicine by 2000.2%

An interesting but now older study estimated American
physician resource needs in geriatrics.*") Based on medi-
cal service utilization, physician clinical workloads in the
mid-1980s, and perceived need for geriatricians, it looked
at requirements for both primary and consultant care within
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TABLE 3.

Ten-year historical trend in number of trainees®®

Care of the Elderly Geriatric Medicine Total
2001-02 14 23 37
2002-03 16 24 40
2003-04 13 15 28
2004-05 10 15 25
2005-06 12 15 27
2006-07 10 19 29
2007-08 14 24 38
2008-09 13 25 38
2009-10 9 23 32
2010-11 11 19 30

2 Hogan DB. Geriatrics in North America. In: Fillit HM, Rockwood
K, Woodhouse K, editors. Brocklehurst’s Textbook of Geriatric
Medicine, 7" edition. Philadelphia, PA: Saunders Elsevier; 2010.

® Canadian Post-M.D. Education Registry (CAPER). CAPER
annual census of post-m.d. trainees - 2010-11 report. Accessed
November 28, 2011. Available from: http:/www.caper.ca/census_
book 2011/toc_en.php.

three different scenarios reflecting different economic as-
sumptions. The 2000 FTE estimate for consultant care ranged
from 1,577 to 4,176. By 2030 the projected required FTE
number for primary and consultant care combined ranged
from 3,153 to 12,057. In the United States, geriatrics is now
viewed as predominantly a primary medical care field. Recent
estimates for the number of FTEs in geriatrics required by
2030 have risen substantially, to between 26,000 and 36,000.
(22-24) These are based on assumptions about the proportion of
older persons who should be cared for by geriatricians (i.e.,
25-30%) and the number of older patients a geriatrician can
effectively deal with. The wide range gives a sense of the dif-
ficulty in coming up with accurate figures and how sensitive
estimates are to underlying assumptions. In 2010 there were
7,029 certified geriatricians in the United States.?*

Future Influences on Physician Supply

Several trends need to be acknowledged when looking at
future physician supply. The number of active physicians in
Canada is increasing at a faster rate than population growth.
Over time, the average age of the physician work force has
risen (it is now 50), as has the proportion of females (from
12.4% in 1980 to 36.1% in 2010).>>) One hundred and twenty-
nine of the 237 (54.4%) certified Canadian specialists in
geriatrics where gender was known and 18 of the 30 (60%)
current postgraduate trainees in geriatrics are female. Rural
and remote areas have particular challenges in accessing spe-
cialty services.*® Compared to older practitioners, younger
physicians want to work fewer (and more predictable) hours
within group rather than solo practices.?®) There is a trend
among family physicians toward specialization and restriction

within their practice.?® This is particularly common among
those who take a third year of training.?”) Family medicine
residents and CFPC program directors feel that approximately
one-third of core family medicine program graduates should
have the opportunity of a third year of training.?®

Changes in educational policy (e.g., eligibility require-
ments, standards of accreditation, certifying examination)
by the CFPC and/or RCPSC could have significant impacts
on future supply. It is assumed that those reading this report
are knowledgeable about RCPSC-accredited training in ge-
riatric medicine and CFPC-accredited training in care of the
elderly. We are unaware of any current proposal for substan-
tive change to either training program. In the past, alternate
approaches to postgraduate training were considered, though
nothing came of them. In 1976, the RCPSC Committee on
Specialty Development and Manpower suggested that entry
for training in geriatric medicine be open to those with prior
certification in specialties other than internal medicine.?”)
Ten years later, the CMA Committee on the Health Care of
the Elderly recommended that geriatric medicine become
a primary specialty and that a mechanism for recognizing
prior CFPC training as partial requirement for certification
be worked out.®”) The RCPSC has embraced additional path-
ways or streams for specialty education. Areas of Focused
Competence (or diploma) category will allow the RCPSC to
recognize highly focused areas of specialty medicine, while
Special Interest Groups of Medical Activity will serve as
forums for individuals with common areas of interest. Nei-
ther designation is to adversely impact existing disciplines,
but it is unclear at this time what, if any, effect this will have
on RCPSC-accredited training in geriatric medicine. The
potential impact of sub-specialization within geriatrics (e.g.,
dementia care) on physician resources was not considered
by the WG.

Supply-side approaches to deal with the perceived in-
adequate number of specialist physicians in geriatrics are
described in the following sections.

More Postgraduate Trainees

The total number of residents enrolled in a program of ad-
vanced clinical training in geriatrics over the last ten years
has been limited. While the numbers vary from year-to-year,
there is no clear evidence of growth (see Table 3). In 2010-11
there were 30 (11 care of the elderly trainees and 19 enrolled
in geriatric medicine). Training locations (which indicate
where they are more likely to practice upon completion of
their training) for the 2010-11 cohort of residents are: 16 in
Ontario (12 Toronto, 1 McMaster, 3 UWO); 5 British Colum-
bia; 4 Québec (2 Laval, 2 McGill); 3 Prairies (1 Manitoba,
2 University of Alberta); and 2 in Atlantic Canada.®" The
estimated entering practice cohort of physicians with addi-
tional training in geriatrics in 2011 was 17 (total of nine R3
care of the elderly and eight RS geriatric medicine trainees).
Over the last five years, the entering practice cohort has
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ranged from 17 to 26,39 which is too small to substantially
change access to consultants in geriatrics, especially when
one considers pending retirements, challenges in retention,
and the rapidly increasing number of older Canadians that
will be seen over the next 30 years.

The primary problem is not having a sufficient total num-
ber of positions for qualified residents applying for training in
geriatric medicine, as more than half of all available training
positions have been unfilled recently. In the 2012 CaRMS R4
Medicine Subspecialty Match, less than half (42.3%, 11/26)
of residency positions offered were filled.®? The figures for
2010 and 2011 were 40% and 46.4%, respectively. These
rates are lower than those seen for the larger sub-specialties
of internal medicine. This is not to say that there are no
concerns about the distribution of available positions, but
the total number of training positions is more than adequate
to meet current demand.

Postgraduate training in geriatric medicine has become
concentrated in two Faculties—the University of Toronto and
UBC. Over the last three years, 19 out of the 32 (59.4%) resi-
dents who entered a training program in geriatric medicine
were matched to these schools.®? In sub-specialty training,
larger programs are generally more successful in attracting
residents. One would expect this concentration to continue.
As residents entering practice tend to stay close to where
they received their training, this could present recruitment
challenges to other regions of the country.

The situation might well change in the future. For one
thing, there is reawakening interest in developing a national
strategy to better align physician training to population needs.
“Employment difficulties” for new graduates have been
reported in seven specialties (cardiac surgery, nephrology,
neurosurgery, plastic surgery, public health and preventive
medicine [community medicine], otolaryngology, radiation
oncology) with other fields (e.g., orthopedic surgery) expected
to soon have similar challenges.®3 Students may vote with
their feet, with fewer applying for training in these fields.
They could be potentially recruited into areas with better job
opportunities like geriatrics. Students are asking for better
career planning tools. A motion passed at the 2011 CMA
annual meeting called upon the organization to provide
job-trend data and other career planning resources. Another
resolution will compel the Association to promote a national
alignment of training positions with “current and future so-
cietal needs, evolving models of care delivery and available
health system resources.”®¥ More effective “marketing” of
geriatrics to both medical students and postgraduate trainees
might bear fruit.(12-3%)

More Re-entry Positions and Enhanced Professional
Development Opportunities for Practicing Physicians

More re-entry training positions for CFPC and RCPSC-
accredited training would allow greater opportunities for
practicing physicians to “re-tool” as specialists in geriatrics.

This would require funding and the allocation of residency
positions. A number of the functional specialists listed in
Table 2 were “trained on the job”. Standards and educational
resources need to be developed for them.

Increased Immigration

Allowing more international medical graduates with geriatric
training to enter the country is a possible short-term response
to our current shortfall. We would need to ensure that the
training and skills they bring are congruent with our national
needs, they remain in geriatrics after moving to Canada, and
their recruitment doesn’t disadvantage Canadian trainees.
There are ethical concerns about recruiting internationally-
trained health professionals from developing countries that
also require consideration.3®)

Greater Retention and/or Commitment to Geriatrics

Having trained individuals leave geriatrics is a regrettable
and potentially preventable loss of physician resources.
Retention appears to be a particular issue for those with
care of the elderly training. A survey of care of the elderly
graduates indicated that over half (55.8%) end up in a general
family medicine practice.®” Since the development of this
postgraduate training option in 1989, an estimated 160—170
physicians (the CFPC doesn’t have a precise cumulative
count) have completed training. Based on our determination
of functional specialists, an estimated 40 of these physicians
have been lost from the field. We need a better understand-
ing of why this occurs. Equally important is examining the
time spent in other clinical areas by practicing geriatricians.
Among RCPSC-accredited specialists, we are losing 30—40
FTEs because of non-geriatric commitments. We need to
assess the relative benefits and negative consequences of
this on specialized geriatric services in our country. Time
spent in other fields can be entirely appropriate. For example,
specialists in geriatric medicine often attend on medical
teaching units and/or work as internists in emergency rooms.
In addition to providing a greater opportunity for them to
instruct medical students and postgraduate trainees on the
principles of geriatric care, there could be direct benefits
for the many older patients they would see. Because of the
unique knowledge, skill set, and approach they bring to the
care of these patients, their involvement might lead to better
outcomes such as lower mortality rates, better functional
outcomes, less iatrogenesis, a greater proportion discharged
back home, and/or lower readmission rates (these assertions
could be evaluated in a pragmatic clinical trial). We have to
weigh, though, the opportunity cost (i.e., the benefit that could
have arisen by taking alternative action) of the time spent in
non-geriatric activities and the risk of spreading ourselves too
thin, which could have negative impacts on both the quality
of work provided and its long-term sustainability. With our
limited physician resources, we have to carefully prioritize
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the various ways we allocate our time. Concurrently we
should point out to decision-makers the additional meritori-
ous activities we could perform if we had sufficient numbers.

Postponing Retirement

According to the CMA Masterfile, 82 of the 233 (35.2%)
certified specialists in geriatrics where age is known are
55 years of age and older. While hard to precisely predict
when a given physician will retire, many practicing spe-
cialist physicians are closer to the end of their careers than
to the beginning. If one assumes that physicians retire 40
years after receiving their MD degree, we can estimate the
expected number of retirements over the coming years.
We should not focus solely on the complete cessation of
work as prior to this, many physicians will reduce their
workload and/or narrow their scope of practice, which has
implications for physician work force planning. Strategies
to keep older physicians engaged would include creating
more job opportunities in non-clinical areas and flexibility
in structuring part-time work.

Making Geriatrics More Attractive

This is critical in all supply-side attempts to deal with a
deficient number of practitioners. While efforts to improve
physician recruitment and retention have historically
focused on financial incentives, other ones should be
considered. The overlapping factors that influence career
decisions can be categorized as educational (e.g., early and
on-going exposure to the field, length and availability of
training opportunities, exposure to role models/mentors),
professional (e.g., availability of positions, scope and type
of practice, workload, frequency and intensity of on call
responsibilities, professional support and collegiality,
administrative support and availability of infrastructure,
opportunities for professional development), personal or
lifestyle (e.g., pre-existing interests and life experiences,
desire for work-life balance, opportunities for part-time
work/job sharing, family-friendly work environment,
quality of life), and financial (e.g., level and stability of
income, reimbursement for overhead expenses, availability
of bursaries, debt relief/assistance, student loan forgive-
ness). A recent report by the Institute for Clinical Evalu-
ative Sciences showed that mean and median payments to
geriatricians remained significantly below the average for
all physicians in Ontario.®® (Note: At the time this report
was written, similar data were not available for other
provinces.) Poor remuneration has long been perceived
by many geriatricians as a major barrier to recruitment.
(16) While physicians should not be bribed to work in
geriatrics, remuneration should not be a disincentive to
considering the field. To make serious inroads on these
issues will require a long-term commitment on the part
of practitioners, medical and health leaders, and the CGS.

Influences on Productivity

Our ultimate goal is to improve the accessibility, effective-
ness, and efficiency of specialized geriatric services. The
first goal in particular might benefit from the innovative use
of technology (e.g., telehealth, decision-support information
technology) and labour substitution (e.g., expanding scopes of
practice for other health professionals). Specialist physicians
in geriatrics require infrastructure (e.g., interdisciplinary
teams) to be fully effective. It is important to ensure that
these teams are funded and available to them. Over time, new
approaches and alternative models of care for older patients
will be developed. As a specialty we should support their
creation, critical evaluation, and dissemination, if found to be
worthwhile. The implications of factors influencing produc-
tivity have to be considered in physician resource planning.

CONCLUSION & RECOMMENDATIONS

The determination of current physician resources turned
out to be a complex exercise. We view this report as just a
start with further work required, especially as we move into
areas such as assessing need and projecting requirements
into the future. As noted, the values presented (especially
for FTEs) are imprecise because of the general definition
we used for specialist physicians in geriatrics, the lack of a
clear description of a FTE in geriatrics, the need to rely on
the personal knowledge of Provincial/Territorial leads about
local physician resources and/or the collection of primary
data, difficulties obtaining confirmatory information, and
limited resources and time. More precise data would require
clearer definitions for both a specialist and an FTE, consis-
tently adhering to these definitions in determining FTEs, and
systematically obtaining primary information.

This would be an opportune time for the CGS to become
more involved in physician resource planning. In addition
to this being critical for the future health of this field of
practice, there is increasing interest in aligning specialty
training with societal needs.® Health human resource
planning aims at having the right number and type of prac-
titioners available to provide the right services to the right
people at the right time. In an efficient system, there would
be timely implementation of effective policies to address
discrepancies between requirement and supply.©®? Canada
has lagged behind other developed countries in creating a
national strategy for planning the future supply of practitio-
ners. There have been a number of recent calls for action on
this front.#%4D The first reccommendation of “The Future of
Medical Education in Canada Postgraduate Report” deals
with health human resource planning: “In the context of
an evolving health-care system, the PGME [Postgraduate
Medical Education] system must continuously adjust its
training programs to produce the right mix, distribution, and
number of generalist and specialist physicians—including
clinician scientists, educators, and leaders—to serve and be
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accountable to the Canadian population.”*? One issue the
CGS should consider is whether specialists in geriatrics can
and/or should describe themselves as generalists (for older
people). The preceding report calls for more generalists
which from their perspective includes general internists,
general surgeons, general psychiatrists, and general pedia-
tricians as well as family physicians.

We found that the total number of specialist physicians
is greater than the current membership of the CGS. We
encourage the Society to reach out to those who are not
members and invite them to join. The Society will have to
reassure these potential members that it speaks to and for
their interests. It is important for the Society to start a dia-
logue with the Canadian Academy of Geriatric Psychiatry,
Long-Term Care Medical Directors Association of Canada,
and others on the supply side of the equation. Bridges have
to be built with potential allies like the Alzheimer Society
of Canada, who in their report on the future impact of the
rising burden of dementia on Canadian society advocated
for more geriatricians.? The Society can play an important
role by providing accurate information, informed advice,
and perspective on physician resource issues. For example,
in an otherwise sympathetic commentary about limited ac-
cess to geriatricians, a report by the Canadian Institute for
Health Information stated that the situation was improving
because “the number of medical doctors entering geriatrics
training increased by 27% between 2005 and 2010.”#% This
reassuring statement was based on an absolute increase of 4
in the total number of geriatric medicine trainees (from 15
in 2005-2006 to 19 in 2010-2011). Comparing 2008—2009
to 20102011 could have led to the depressing conclusion
that the number had decreased 24% (from 25 to 19). We feel
this is an example of mistaking noise (background irrelevant
data) to signal (useful information).

WG recommendations submitted to the Council of the
CGS were:

1. The over-riding interest of the CGS in physician resource
planning must be on ensuring that older Canadians have
access to an effective, efficient, and humane health-care
system. This will entail being clear on what is truly
important, open-minded and flexible on non-critical is-
sues, and willing to balance the ideal with the feasible.

2. If the CGS wishes to be a credible voice in the field of
physician work force planning, it must provide a bal-
anced, reasoned perspective and allocate funding (and
other resources) to the activity. While without doubt
we face challenges, being unreasonably gloomy and/or
making unrealistic projections about future need will
potentially drive away recruits, reinforce the belief that
it is already too late,*> and/or contribute to the sense
that geriatrics is a “luxury item”.D

3. Future specialist physician resource planning in geriat-
rics should focus on determining the FTEs of functional
specialists required. In 2006, the National Advisory

Council on Aging stated that we needed better data on
the number of FTE specialists in geriatrics.(!)

4.  While we are confident that the current FTEs of specialist
physicians in geriatrics is less than the number required,
at this time we can give no precise estimate of the present
and future need for them. The CGS should support the
determination of current and future physician resource
needs using appropriate evidence-based methodologies.

5. Physician resource planning not linked to effective
action will be futile. A national action plan should be
multi-faceted, long-term, and modifiable as circum-
stances change. There are a variety of approaches to
increasing the physician resource workforce. All should
be explored and wherever appropriate and feasible sup-
ported by the CGS.

6. The education of physicians without advanced training
in geriatrics about the appropriate care of older patients
is an essential component of the response of the health-
care system to societal aging. The current status of this in
our country is far from ideal. While the CFPC standards
for accreditation of family medicine training programs
have specific requirements dealing with education about
the care of older patients, they are generally lacking in
RCPSC-accredited specialty and subspecialty programs.
@) It is currently possible in Canada to complete eight or
more years of undergraduate and postgraduate medical
training and receive a total of 10 hours of mandatory
teaching in geriatrics.“”)

7. Given their crucial role in undergraduate and postgradu-
ate training of physicians, the CGS must engage the
Association of Faculties of Medicine of Canada, CFPC,
RCPSC, and College des Médecins du Québec in ad-
dressing the issues raised in this report.
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