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Purpose: Relative to the overall population, older
adults consume a disproportionally large percentage
of health care resources. Despite advocacy and
efforts initiated more than 30 years ago, the number
of providers with specialized training in geriatrics is
still not commensurate with the growing population
of older adults. This contribution provides a contem-
porary update on the status of geriatric education
and explores how geriatric coverage is valued, how
geriatric competence is defined, and how students
are evaluated for geriatric competencies. Design
and Methods: Semi-structured interviews were con-
ducted with curriculum representatives from 7 health
profession disciplines in a case study of one aca-
demic medical center. Findings: Geriatric training
varies across health professions’ disciplines. Although
participants recognized the unique needs of older
patients and valued geriatric coverage, they identi-
fied shortage of time in packed curricula, lack of
geriatricstrained educators, absence of financial
incentive, and low student demand (resulting from
limited exposure to older adults and gerontological
stereotyping) as barriers to improving geriatric train-
ing. Implications: Progress in including geriatric
training within curricula across the health professions
continves to lag behind need as a result of the
continuing presence of barriers identified several
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decades ago. There remains an urgent need for insti-
tutional commitment to enhance geriatric education
as a component of health professions curricula.

Key Words: Geriatric education and  training,
Barriers, Institutional commitment

In the United States, persons 65 years of age and
older utilize a disproportionately high share of
health care services, and with the continuing
growth of this population, this proportion is
expected to continue to grow (National Center for
Health Statistics, 2010). Yet the provision of health
professionals with expertise in geriatrics and ger-
ontology continues to lag significantly behind need.
(Throughout this article, we primarily use the term
geriatrics. In this context, our commentary also
embraces nonmedical and nonclinical aspects of
the process of aging and health often considered
under the rubric of gerontology.) This situation was
anticipated almost 50 years ago by Kastenbaum
(1963), who identified the “reluctant therapist”
(health practitioners’ reluctance to provide care to
older adults) as a significant barrier to developing
an adequate geriatrics workforce.

The first geriatric residencies were developed
in the early 1970s (Libow, 1976), and the need
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for geriatric education was reinforced in the late
1970s and early 1980s in reports emanating from
the Association of American Education Colleges
(1983), Institute of Medicine (1978), and Elster
(1985). Such reports were complemented by a
series of studies and initiatives designed to foster
the development of a well-trained health care
workforce capable of dealing with the health
needs of an aging population (Begala, 1980;
Birenbaum, Aronson, & Seiffer, 1979; Panneton
& Wesolowski, 1979). The call for geriatric edu-
cation was echoed in related health professions
fields (Pratt, Simonson, & Lloyd, 1982). But by
1986, Edward L. Schneider and his colleague,
T. Franklin Williams (Director of the National
Institute on Aging), ruefully noted that “Despite
these calls for the introduction of geriatrics and
gerontology into the medical education system, we
have failed to respond” (p. 432). Although almost
75% of medical schools in the United States
offered elective courses in geriatrics, only 4% of
medical students chose to pursue these options,
and medical schools only had about 10% of
the faculty needed to teach geriatrics. In their
editorial, “Geriatrics and Gerontology: Impera-
tives in Education and Training,” they called for
increased focus on and support to ensure that
“sufficient numbers of persons will be trained to
provide for the future needs of our aging popula-
tion” (Schneider & Williams, 1986, p. 434). In
doing so, they reiterated many of the barriers to
achieving this objective that, even by 1986, had
been cited for decades, including lack of curric-
ula, few trained faculty and educators to imple-
ment geriatric training programs, the absence of
incentives for developing such training, and lim-
ited interest by students, frequently associated
with aversion to working with geriatric popula-
tions. Twenty-five years later, have we answered
the call?

Contemporary Status of Geriatric Education

In assessing how the situation has changed since
1986, we focus on seven health profession disci-
plines: Medicine, Nursing, Pharmacy, Dentistry,
Physician Assistant Studies, Physical Therapy (PT),
and Communications Disorders. We have tried to
locate the most recent data available pertaining to
the extent of geriatric training. Some of the research
included in this section is necessarily somewhat
dated due to the absence of more contemporary
information.
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Despite the diverse range of knowledge and
skills required to appropriately care for older
adults, the median time devoted to geriatric educa-
tion in medicine in 2005 was still only 9.5 hours
(Eleazer, Doshi, Wieland, Boland, & Hirth, 2005).
A survey of medical schools in the United States
revealed that less than half (41%) of responding
schools have a structured geriatrics curriculum
and less than a quarter (23%) require a geriatric
clerkship (Geriatrics Workforce Policy Studies
Center, 2008). The American Association of Med-
ical Colleges has created minimum competencies
in geriatrics for medical students (Portal of Geriat-
ric Online Education, 2010). Specifics for how
these competencies are developed and evaluated
are determined by individual schools (Kuehn, 2009).
As a result, there is often ambiguity regarding the
extent to which competencies are addressed. Many
medical students believe they receive inadequate
coverage of geriatrics (Association of American
Medical Colleges, 2010). Currently, there are only
1.7 geriatricians for every 10,000 adults aged
65 years and older, with this ratio expected to
decline in the future (Administration on Aging,
2010; American Geriatrics Society Geriatrics
Workforce Policy Studies Center, 2011). Given
that older adults average 27% of all physician
office visits (6.3 visits per year; Pfizer, 2007), the
critical remaining need for geriatric training is
evident (Cherry, Lucas, & Decker, 2010).

There is a similar shortage of gerontological
content within U.S. nursing curricula. The American
Association of Colleges of Nursing, in partnership
with the John A. Hartford Foundation Institute for
Geriatric Nursing (2000), has created core geriatric
nursing competencies. Current nursing licensure
tests also now include some gerontological con-
tent. Yet, even though 63% of newly licensed
nurses report that older adults comprise a majority
of their patient loads (Wendt, 2003), a 2004
survey of U.S. undergraduate nursing programs
suggested that more than 85% did not require any
gerontological coursework (Grocki & Fox, 2004).
More recent research suggests that only one third
of baccalaureate nursing schools and only 20%
of associate degree nursing programs report a
stand-alone geriatrics course (Berman et al., 2005;
Ironside, Tagliareni, McLaughlin, King, & Mengel,
2010). This limited geriatric didactic content is
congruent with findings from a survey of nurse
practitioners in which the majority of the respon-
dents reported that they were only somewhat com-
fortable caring for older adults, particularly in
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terms of disease management and psychosocial
issues (Scherer, Bruce, Montgomery, & Ball,
2008).

A discrepancy also exists between need and
existing geriatric coverage in pharmacy education.
A 2003 survey revealed that all responding phar-
macy schools had some geriatric education in their
curriculum, but the extent of such training was not
commensurate with the growing older adult popu-
lation (Dutta et al., 2005). A 2006 survey revealed
that although all pharmacy programs had practice
experience options in geriatrics or long-term care,
only 43% reported the option of an elective geri-
atrics course (Odegard, Breslow, Koronkowski,
Williams, & Hudgins, 2007). Given that 26% of
older adults use five or more prescription medi-
cines (Pfizer, 2007) and that many older adults
receive inappropriate medications (Barnett et al.,
2011), the need for enhanced geriatric expertise is
apparent. Although older adults are the largest
consumer group of prescription and over the counter
medications (Phillips, 2011), less than 1% of phar-
macists have geriatric certification (Gray, Elliott, &
Semla, 2009). Competencies addressing particular
populations, including older adults, are not always
assessed in the pharmacy licensure examination,
though some exams will include relevant questions
(National Association of Boards of Pharmacy,
2010).

Dentistry lacks geriatric competency guidelines
established by a national advising board. To
address this, suggestions have been made to include
geriatric-based knowledge and skills, such as psy-
chosocial awareness, communication, and treat-
ment concerns that are more common among older
patients (Dolan & Lauer, 2001). All dentistry pro-
grams in the United States self-report teaching at
least some aspect of geriatric dentistry and 67%
report clinical geriatric training, though the clinical
component is not always required (Mohammad,
Preshaw, & Ettinger, 2003). Paradoxically, although
only 14.3% of graduating dental students consider
themselves to be well prepared to provide geriatric
oral health care, just 16.3% believe insufficient
time was devoted to training and education in geri-
atric dentistry (Okwuje, Anderson, & Valachovic,
2009).

Physician Assistants (PAs, specially trained per-
sons certified to provide basic medical services
[including diagnosis and treatment of common ail-
ments], usually under the supervision of a licensed
physician; Physician Assistant, 2011), spend one
third of their time with older patients (Hachmuth &
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Hootman, 2001). As early as 1988, one study
found that half of the PA programs in the United
States incorporated geriatric content through dedi-
cated formal lectures, one third incorporated geri-
atric content via discussion of related topics, and
less than 10% reported no geriatric offerings
(Curry, Fasser, & Schafft, 1988). Despite this more
positive scenario, Olson, Stoehr, Shukla, and
Moreau (2003) found that a national sample of PA
program directors believed there was a need for
even more didactic and clinical time devoted to
geriatrics. The Accreditation Review Commission
on Education for the PA now mandates clinical
experience in geriatrics, instruction in the physical
examination and normal psychological develop-
ment of older patients, and consideration of end-
of-life issues (Brugna, Cawley, & Baker, 2007).

In PT education, there is long-standing recogni-
tion of the importance of focusing on older adults;
by 1987, aging content was incorporated into
required courses (Granick, Simson, & Wilson,
1987). Although most schools include aging
content in existing courses, only 10% offer a formal
geriatrics course (Center for Health Workforce
Studies, 2006). Although the national PT licensure
examination focuses primarily on general compe-
tence, it also includes some explicit geriatric content
(Federation of State Boards of Physical Therapy,
2007).

Required competencies in communication dis-
orders (CD, which embraces audiology and speech—
language) focus on lifespan expertise and effective
skills for serving all ages (American Speech-
Language-Hearing Association, 2010a, 2010b).
We were unable to find any literature reporting the
extent to which these programs currently include
specifically designated gerontological content.

Limited gerontological training in many health
care disciplines suggests that health professionals
are inadequately prepared to address the needs of
the older adult population. Although all programs
in nursing and medicine require pediatrics rota-
tions, the same is not yet true with respect to geri-
atrics rotations (Kovner, Mezey, & Harrington,
2002). The reason for this discrepancy is unclear,
particularly given evidence that having geriatric
competency improves patient outcomes (Cohen et
al., 2002; Kovner et al., 2002; Phelan, Genshaft,
Williams, LoGerfo, & Wagner, 2008). There is
also the potential for significant cost savings with
high-quality geriatric care.

Many programs cite packed curricula as a
challenge when faced with the prospect of adding
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additional material (Saunders, Yellowitz, Dolan, &
Smith, 1998). Other challenges include few faculty
members with geriatric expertise and significant
competing clinical practice obligations among
these faculty, leaving limited time for student edu-
cation (Warshaw, Bragg, Shaull, & Lindsell,
2002). A program is more likely to offer geriatric-
focused courses if geriatrics is a primary interest
for one of the faculty members (Pratt, Simonson,
& Boehne, 1987). Opportunities for developing
geriatric expertise are limited by few resources to
support training, low reimbursement rates for
geriatric care, and the belief that caring for older
adults does not require distinctive geriatric skills
(LaMascus, Bernard, Barry, Salerno, & Weiss,
2005; Rubin, Stieglitz, Vicioso, & Kirk, 2003).

Although we focus specifically on the status of
geriatric education in the United States, the need
for geriatric education and expertise and the chal-
lenges to incorporating geriatric training are not
unique to the United States. For instance, a study
of geriatric dentistry education in Europe found
that 7% of schools responding to a survey did not
teach any aspect of geriatric dentistry and 39%
lacked any clinical geriatric component (Preshaw &
Mohammad, 2005). Another study found that for
Nurse Practitioner and Advanced Practice Nurse
educational programs, only 13 of the 21 countries
surveyed included geriatric training (Pulcini, Jelic,
Gul, & Loke, 2010). A review of geriatric medical
education in Europe found that not only were
programs variable in their inclusion of geriatric
content but also such content was often poorly
developed, suggesting a potential need for sig-
nificant educational restructuring to meet the geri-
atric educational imperative (Cherubini, Huber, &
Michel, 2006).

Although the data presented here suggest that
the status of geriatric education has improved
compared with the time of Schneider and Williams’
lament, we are concerned that these initial
improvements have not resulted in the depth and
breadth of training needed and may have led to
complacency and waning interest in further enhanc-
ing geriatric education (Gazewood, Vanderhoff,
Ackermann, & Cefalu, 2003). Acknowledging this
concern, the purpose of this study was to evaluate
how geriatric coverage is currently valued, how
geriatric competence is defined, and how students
are evaluated for these competencies in one aca-
demic health care center. The intent was to use a
case study to cast light on current actions, beliefs,
attitudes, and perceptions regarding geriatric
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education as part of an appraisal of the degree to
which the future holds the promise of a health care
workforce that is better trained to address the
needs of an older population.

Design and Methods

We chose to focus on educational training pro-
grams, rather than residency or fellowship oppor-
tunities. The Dean for each program was asked to
identify the three most influential people with
regard to curriculum development within each of
the seven programs. If any of these individuals was
unable or unwilling to participate, then the Dean
was asked to identify the next person with the
most influence on curriculum until a total of three
participants were identified and recruited for
each discipline. Participants were engaged in semi-
structured interviews (Figure 1). All protocols were
approved by the University of Kentucky Institu-
tional Review Board.

Interview length ranged from 10 to 45 minutes,
with most lasting approximately 30 minutes. All
interviews were audiotaped and transcribed verbatim.
Transcripts were read, re-read, and checked for
accuracy. A three-stage process of constant com-
parative analysis was employed by two indepen-
dent coders. Line-by-line open coding was followed
by axial coding to group codes according to cate-
gories and properties (Strauss & Corbin, 1990).
Finally, central themes in each interview were
identified by collapsing categories using selective
coding (Glaser & Strauss, 1967; Strauss & Corbin,
1990). Direct quotes were identified to convey
the essence of each theme (Merriam, 1988). To
enhance the rigor and accuracy of the findings, the
information presented in Table 1 regarding geri-
atric coverage in each of the programs was sent
back to each of the participants for confirmation.

Findings
Sample

Participants held different roles relevant to cur-
riculum development and implementation, includ-
ing Course Director, Director of Graduate Studies,
Academic/Education Dean, Curriculum Committee
Member, and Chair/Program Director. The 12 female
and 9 male participants were experienced profes-
sionals and educators, with an average of 29 years
of relevant professional experience (range 10-41)
and an average of 25 years involvement in student
education (range 8-36).
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“Thank you for agreeing to talk with me about geriatric coverage within the school. I’d like

to begin by getting some brief information about your own background.”

+  Tell me about your role in curriculum development within the

school.

+  How long have you been in this role? How many years of relevant professional

experience do you have? How long have you been involved in student education?

“Now Id like to focus on the geriatric coverage within your program. Can you begin by telling

”»

me...

+ When I say “geriatric coverage” what does that mean to you?

+ Is being competent in geriatrics distinct from general competence? How?

»  Are there any specific skills or knowledge that your students, as future

, need to

care for older adults? How important is geriatric coverage within student training?

Explain (why it is/is not important).

+ Ifyou knew your students would only be serving older adults, what would you want to be

sure they were taught? Is this area (or these areas) currently covered?

+  Given limited curriculum time, where does geriatric coverage fall in a list of priorities?

+  Are students evaluated for their geriatric knowledge? If so, how?

+ Do you feel your students are well prepared to provide care for older adults? How/how

not?

+  How do you think that geriatric education in

could be improved?

+ What barriers do you encounter in terms of improving geriatric educationin ___ ?

Figure 1. Interview script and guide.

Geriatric Coverage

A distinction was made between inclusion of
geriatric content as a component of general educa-
tion and focused geriatric instruction. Representa-
tives from each program mentioned integrating
geriatric issues throughout coursework. Three
programs offered stand-alone didactic geriatric
courses (Table 1). Although representatives of all
programs mentioned that students interacted with
older adults in clinical settings, the nursing and PA
programs were the only ones with a required, ded-
icated geriatric clerkship. Participants from two
programs mentioned offering a geriatric elective
and two programs mentioned that some students
participate in the university’s gerontology certificate
program. In addition to didactic and clinical cov-
erage, five programs created experiential assign-
ments to integrate geriatric content. For example,
one program fostered elder-mentor relationships
where students partnered with older adults to
complete course assignments.
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How Is Geriatric Coverage Valued?

In responding to this question, participants
commented on the growing older adult population.
A dentistry participant observed:

We’re gonna have more elders than we ever had in
a very short time and the students we have right
now are going to have more elders in their practice
than we had in our practice, and so it’s the smart
thing to do to prepare them for that.

One PT participant commented:

I think it should be a higher priority than it actually
is, but I think we’re moving in that direction and
again, I just think the Baby Boomers are going to
re-write priorities for the medical world.

The importance of geriatric education was also
recognized in relation to disproportionate use of
health care services.

Especially with us being an aging population and
because the older population uses the majority of
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Table 1. Geriatric Content and Evaluation in the Health Professional Programs

Communication Physical ~ Physician
disorders Dentistry Medicine Nursing Pharmacy therapy  assistant
Stand-alone geriatric coverage
Required didactic X - X X
Required clinical rotation X x
Elective offered n/a X X n/a n/a
Gerontology certificate participation X X
Format of geriatric content
Didactic X X X X X X X
Clinical X X X X X X X
Experiential X X X —b X X
Mentor X
Evaluation components
Course exams b'e X X X X X
Assignments X X _— X X
Clinical feedback X X X X X X
Standardized patients X X X X
Content on boards/licensure exams X — X — X X

Notes: All programs had integrated didactic and clinical geriatric content. Boxes are checked if any of the three participants

mentioned that item. n/a = not applicable.
Integrated (though explicitly assessed).
®For those in the geriatric elective only.
“May be included through cases on boards.

prescription and nonprescription medications,
I think from a pharmacy perspective and for phar-
macy curriculum it should be [valued] much higher
because that [population] is such a big user of
medications. (Pharmacy participant)

Many participants recognized that regardless of
specialty, each student’s future employment would
involve older adults through interaction with older
patients and caregivers. One PA participant
expressed how geriatric expertise partially reflected
self-interest,

I’m getting there [older]; you’re getting there, too.
We’re all hoping to successfully reach that point in
our lives, and we all recognize the unique, the
changing needs of that population.

A CD faculty member emphasized that geriatrics
is important because we all benefit, “We owe it to
all of us to do the best we can for quality of life
from the beginning to the end.”

Recognition of the need to acquire specific skills
and knowledge required to treat older adults also
made geriatric training important. Competence in
geriatrics was differentiated from general compe-
tence. As one CD participant explained, “A gen-
eral competence in the field does not necessarily
mean that you have all the training and compe-
tence that you need in the older population.”
A pharmacy participant elaborated, “You can’t
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develop their (students’) appreciation, and hands-on
training, and comfort zone, and competencies, and
abilities, and skills, and all those things if you don’t
have (geriatric) practice and exposure.”

An economic rationale was also provided for
the value of geriatric training. A participant from
medicine indicated that without appropriate geri-
atric expertise, patients would experience more
adverse events, resulting in greater utilization of
health care resources, “There’s probably a strong
economic argument to be made, above and beyond
the obvious ethical and care-based arguments.”

Beyond the underlying philosophical rationale
for valuing geriatric education, participants indi-
cated that demands of accreditation bodies, which
often mandate geriatric competence, provided
strong impetus for incorporating geriatric content
into the curriculum. Geriatric content is currently
not required by medical accreditation standards
except as a thread throughout the curriculum. A
medicine participant noted that if geriatric content
were required for accreditation, “That puts it on
every school’s radar map; if it gets carved out as a
specific standard . . . . In our current system it’s not
going to get in because it doesn’t reach that threshold
of being on boards.”

Even when outside bodies require geriatric com-
petence, the manner in which this competence is
achieved and the extent to which geriatrics becomes
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a curriculum focus is often left to the individual
program.

We have our standards for national certification
that we work on with our students that are out-
comes based. The outcomes specify clinical [exper-
tise], both skill and knowledge, in a variety of
disorders across the lifespan. So we do that and we
say we do that. Do we specifically have any evalu-
ation forms that look at whether somebody works
with geriatrics? No, I don’t think we do. Do we
assure that every student who goes through this
program has an experience with a geriatric popula-
tion? No, I don’t think we do. The stance that the
programs in general have to take is that we are
giving people the basic information they need and
a lot of the other stuff. The age or the work setting
specific stuff has to come during a clinical fellow-
ship year, that’s the first year of paid employment,
or through continuing education. (CD participant)

Similarly, a dentistry participant expressed how
meeting accreditation standards in geriatrics differs
by institution:

[Accreditation] does talk about the different age
groups, it says “must be able to manage child,
adolescent, adult, geriatric patients” . . . . They
want to see evidence that the students are seeing
geriatric patients. But they don’t have numbers,
they don’t say every student must see this many,
but the idea is that the students, when they graduate,
are deemed competent to do procedures or to manage
patients in all age groups.

Finally, the presence of individual faculty mem-
ber proponents remains a prominent influence on
geriatric content in the curriculum. Absence of an
advocate made infusing geriatric content into the
curriculum more of a challenge. A CD participant
spoke about how her program would benefit from
a faculty member with geriatric expertise,

It would be helpful if we had one person who had
a strong background . . . there are none of us who
have, who claim that as our area of expertise . . .
nobody who says, “That’s my thing, and that’s
what I really want to give students a passion for.”

How Is Geriatric Coverage Defined?

Participants distinguished geriatrics and general
competency in their comments on how geriatric
content was defined. A PT participant recalled tell-
ing her students, “Don’t treat older adults just like
older young people” and urging them to acknowl-
edge that older adults “have special things going
on that make them unique.” A PA participant
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drew the parallel that just as children are not small
adults, older adults are not just old middle-aged
adults.

When asked to discuss the distinctive qualities
of geriatrics, participants mentioned the need
to understand age-related sensory and cognitive
deficits and appropriate communication strategies
to accommodate these declines, recognition of dis-
eases more common with aging, the prevalence of
problems with polypharmacy, unique contextual
psychosocial-environmental factors, understand-
ing prejudicial attitudes toward older adults, and
the need to negotiate distinctive features of Medi-
care reimbursement. A medicine participant said,

There are a set of unique problems as well as phys-
iologies associated with the geriatric population
that are not directly or readily generalizable from
the others . . . geriatrics becomes unique . . . in
bio-psycho-social; it’s bio-unique, psycho-unique,
and social-unique.

A dentistry participant expressed similar sentiments:

There are certain procedures, whether you do them
on an adolescent versus someone who’s a geriatric,
mechanically they’re the same, but in terms of
management of the patient, on every level that you
can think of, there are big differences between a
child, an adolescent, a relatively young and healthy
adult, and a geriatric patient.

Many participants commented that treatment
of geriatric patients is distinctive in the need to
address complex sociocultural and contextual
needs and focus on the unique circumstances of
each patient, modifying disease specific treatment
guidelines to achieve holistic care.

A few participants commented that older adults
represent a different culture and that the develop-
ment of a “cultural competence” is warranted
within health care training.

It’s like cultural competency, being able to commu-
nicate effectively with someone who may be gen-
erationally different than the practitioner . . . .
A lot of the folks that we are training don’t have a
lot of experience with elders. Their parents might
have experience with their grandparents, but most
people in dental school that we’re training haven’t
necessarily seen the whole life cycle. They may
know their grandma and grandpa but they may not
have all those challenges. (Dentistry participant)

Elaborating on this theme, other participants
noted challenges in developing cultural compe-
tency given generational differences and limited
intergenerational exposure. Some mentioned that
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students may initially have anxiety regarding older
patients due to limited interactions with this age
group prior to enrolling in their professional pro-
grams. A few participants believed that if students
had stronger relationships with grandparents, they
might have an easier time developing this compe-
tence. One CD participant reported that the lack
of common historical and cultural reference points
makes elder patient—provider interactions more
challenging,

The events that are salient for geriatric people are
not salient for young people and that’s who’s actu-
ally going out and working with them . . . and that
certainly doesn’t mean a young person couldn’t
reflect that competence, but I think they have to
have some special training, and they need to do a few
things in order to make the connection.

There was clear recognition of the need for an
interdisciplinary perspective and collaboration in
training for geriatric care.

With this group (older adults) particularly . . . often
there are more systemic problems, more medications,
just a lot of other factors going on and it would be
really important to be able to work with a team, not
dentists over here and the physician over there, for us
to work as a team. (Dentistry participant)

A medicine participant also stressed interdisci-
plinary awareness, indicating “you would need to
be very aware of what’s available (other providers)
and what’s there because that’s going to affect
your rehabilitation.” A PT participant commented,
“One of the things we don’t do as well as we could
at this university is share information with each
other.” Reflecting this theme, a CD participant,
aware of gerontology courses available on cam-
pus, indicated that his program has not found a
way to take advantage of these resources.

How Is Geriatric Content Evaluated?

Approaches to evaluating geriatric competency
varied. Measures employed by various programs
included questions on regular tests, feedback pro-
vided to trainees during clinical rotations, older
adult patient simulations, standardized patient
evaluations, and written personal reflections on
experiences with older adults (see Table 1). Explicit
geriatric content assessment also varied across dis-
ciplines. Four of the programs conducted studies
that, at least in part, evaluated geriatric coverage.
One nursing participant expressed how, “we
always have to be cognizant of the elderly piece

because it’s integrated.” Another emphasized that
the integration approach requires vigilance to
assure geriatric content in every course.

Barriers to Including Geriatric Content

Analysis of the transcripts revealed an acute
awareness of barriers that prevent the full integra-
tion of geriatric content in health sciences pro-
grams. Time was the most frequently reported
barrier. One CD participant stated, “It would be
easy for me to say, ‘Oh, yes, we should add a whole
course on aging to our curriculum.” The rest of the
faculty would probably yell and scream as to where
are we going to fit this”. Participants across disci-
plines discussed the difficulty of incorporating new
interests into already packed curricula.

When you add something, what do you take away?
We can’t keep adding. That’s one of the challenges
we face . . .. You think we’re doing a good thing
by continuing to add, and you might say, ‘add all
this geriatric stuff,” but it makes the students more
tired and eventually it compromises learning.
(Pharmacy participant)

A nursing participant likened this problem to a
loaded baked potato, noting that if too many top-
pings are added, things will fall out. Trying to
cram in too much content may result in students
failing to retain essential concepts. In programs
with accrediting body geriatrics requirements,
time may be a challenge but this cannot preclude
including geriatric content.

A second frequently mentioned barrier was the
scarcity of educators with specialized geriatric
training. “We’re always looking for more geriatri-
cians in true geriatric practices,” noted one PA
participant. Faculty with geriatric knowledge and
experience are critical for infusing geriatric con-
tent within the curriculum and providing appro-
priate supervision in clinical settings. They are
also valuable advocates for geriatrics. A medicine
participant explained,

Curricula change depends on the resources you
have available. So if your curricula change people
are in internal medicine, you have a chance of
getting this, but if there aren’t any geriatricians or
it’s very few or they’re focused on another specialty,
then that’s going to be what’s emphasized.

Without an advocate there is no push for geriatric
coverage, and without geriatric content, interest in
pursuing geriatrics remains low and the scarcity of
geriatricians is exacerbated. The solution to this
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self-perpetuating cycle, this participant suggested,
lies in health policy that provides economic incen-
tives for geriatric specialization.

The important role of financial incentive was
reinforced by a dental participant who observed
that:

The elephant in the room, the kind of the obvious
thing that people don’t like to talk about, is the fact
that you don’t get a lot of money from folks that are
functionally dependent in nursing homes. That’s
always an issue, reimbursement; how can you keep
something like this sustainable? So that’s the problem
with geriatrics and dentistry. At least with medicine
you have Medicaid and Medicare, but in dentistry
there’s no Medicare reimbursement and Medicaid is
very little . . . . That then answers the question why it
isn’t much higher priority. And I think because it fails
to be something that reimburses very well. It’s why a
lot of dentists quite frankly don’t go into it, they kind
of stay away from the area.

A third barrier to comprehensive integration of
geriatric content in health sciences programs was
the nature of geriatric exposure within most pro-
grams. A PT participant explained, “I don’t think
most students get the opportunity to see healthy
people living in the community next door. And
that’s sad . . . . They see people when they are really
sick in the hospital.” This participant highlighted
the pervasive nature of gerontological stereotyping
among health care students and the need to have
them become aware of a healthy old age as an
achievable goal for many older adults. A nursing
participant echoed this sentiment,

There’s lots of elders out there that are really doing
fine. They are active and they are very engaged in
life, and so I would want to make sure they [the
students] saw that side of it, this is possible, this is
what you want to get to, here are the things you
need to do to help preserve that and help people
achieve that quality of life.

Several participants noted that it is a struggle to
identify locations where they can expose students
to older adults without turning them off from
working with this population.

The primary barrier is assuring that you get a quality
place, because, you know as well as T do, some
long-term care facilities are good experiences and
some of them are terrible experiences for students
.. .. We’ve had students . . . who have come away
and say, “I wouldn’t go near one of those places
again if you paid me” and I think it has to do with
the quality of experience they’re having. (CD
Participant)
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A nursing participant explained that her pro-
gram no longer took students into nursing homes
because they were perceived as “too depressing.”

A final and closely related barrier to the ade-
quate incorporation of geriatric content in the cur-
riculum was lack of student interest. This was
perceived to stem from limited exposure to healthy
older adults. As a nursing participant explained,

Kids live far away from their grandparents . . . .
They’re just not around elderly people and it’s not
what they’re so interested in . . . the geriatric people
they do work with are sick, and something’s wrong,
and then, of course something’s wrong because
they’re 87.

This participant suggested that enthusiasm for
working with older adults might be improved by
emphasizing the variety of career options. One
dentistry participant expressed how a passion for
working with older adults leads people to consider
geriatric dentistry,

The folks who gravitate towards, say, making full
dentures, prosthodontics . . . they really enjoy their
interactions with those patients. And that’s why
they go into it. It’s not so much that they like making
dentures or partials, they like the age group . . .
there are a lot of dentists who just say, it’s the
most rewarding thing and that’s why they want to
specialize in that because they like the average age
of their patients.

Where From Here?

Our case study of one academic medical center
confirmed that geriatric coverage in current health
sciences educational curricula remains limited
despite clear recognition of need. Although prog-
ress is being made in some health science disci-
plines, participants from all seven disciplines
represented in this study indicated that there is a
need for still greater infusion of geriatric content
into curricula. Geriatric education is considered
invaluable, but barriers to improving the situation
that have existed for decades remain remarkably
resilient. Although the specific details of our case
study findings may not be generalizable to other
academic medical centers, we strongly suspect that
a similar overall pattern of inconsistent and inad-
equate coverage would emerge from parallel stud-
les to our own, even with attention to other
health-related disciplines such as psychology and
social work. We emphasize that our study focused
on faculty perceptions. We did not explore student
perspectives nor did we directly evaluate the
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substance and quality of specific geriatric curricu-
lar content or curricular outcomes. Even with these
limitations, several conclusions can be drawn.

The main contemporary impetus for inclusion
of geriatric content into the curriculum appears to
be twofold: the need to meet accreditation stan-
dards (something that seems to have assumed
increased importance in recent decades) and the
advocacy of individual proponents. Accrediting
bodies should not only reinforce geriatrics and/or
lifespan approaches to health education but also
provide specific, testable standards and outcomes
and/or evidence of appropriate geriatric coverage
and competencies. Without clear standards and
required outcomes, programs meet vague goals
with varying levels of actual geriatric content.
Clearly articulated accreditation requirements,
explicit geriatric content licensure, and certifica-
tion examinations may be the most effective strat-
egy to enhance geriatric expertise and awareness in
the health professions (LaMascus et al., 2005). PA
programs in the United States, for instance, already
require geriatric instruction and supervised clinical
experience explicitly focused on older adults for
accreditation (Olson et al., 2003). The presence of
an advocate for geriatric education appears to be
equally important. Programs trying to enhance
geriatric coverage should consider hiring individ-
uals with geriatric expertise and passion or exist-
ing faculty members could be encouraged to
obtain training in gerontology or geriatrics (Kuehn,
2009), particularly if opportunities for such educa-
tion are available at the same institution.

Participants in our study stressed the importance
of an interdisciplinary approach but indicated
limited emphasis on interdisciplinary education in
their programs (Grumbach & Bodenheimer, 2004).
Program directors should consider efforts to
enhance interdisciplinary opportunities and build
on faculty collaborations so that different health
disciplines can share knowledge and resources in
providing an integrated array of geriatric educa-
tional and training options.

A pervasive theme in our participants’ observa-
tions was challenges in providing geriatric educa-
tion and training that result from limited student
exposure to older adults, both in terms of developing
intergenerational cultural competence and nurtur-
ing student interest. Despite challenges in estab-
lishing geriatric clinical experiences for students,
such exposure improves attitudes toward older
adults and increases interest in geriatrics (Damron-
Rodriguez, Kramer, & Gallagher-Thompson, 1998).
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But students are likely to experience uncertainty
and fear interacting with older adults, if this expo-
sure does not have sufficient curricular grounding
to develop realistic and informed attitudes toward
aging and provide the confidence and support
needed to obtain value from, rather than be turned
off by, these experiences (Davis, Bond, Howard, &
Sarkisian, 2011; Robinson & Cubit, 2005, 2007).
Five of the seven programs we studied had creative
approaches to increasing student’s geriatric
knowledge through elder mentor partnerships or
interactive-reflective assignments. Such creative
approaches facilitate training providers who are
competent at delivering care across the lifespan.
Considered in broader societal context, our
study highlights the long-term potential for health
training programs to enrich the existing health
care system by contributing significantly to reduc-
ing gerontological illiteracy and, by extension,
reassessing models of late life care (Rowles, 2011).
Many programs have sophisticated pediatric com-
ponents but currently blend consideration of older
adults into the adulthood curriculum within a
monolithic model of inexorable and undifferenti-
ated late life decline. This reflects and reinforces
the existing health care system; there is no effective
educational counterpoint to the dominance of a
disability and institutionally based model of late
life care. Our participants expressed a need for
policy change to encourage geriatric specialization
and new models of late life health care. Faculty in
health professional programs are not only uniquely
situated to influence future providers’ knowledge
and expertise in geriatrics but also to encourage
students to become engaged in policy dialogue to
change the existing system and develop models
that better serve future generations of older adults.
In a time of fiscal constraint and retrenchment
in many academic medical centers, it is easy to
revert to the tried and true excuses for lack of
emphasis on geriatric education that have existed
for decades—a crowded curriculum, lack of inter-
ested or trained faculty, limited student interest,
low levels of reimbursement, and gerophobia.
Although we can conclude that some progress has
been made in providing geriatric education within
the health professions, we still remain woefully
short of accomplishing the imperatives in education
and training for which Schneider and Williams,
(1986) advocated more than a quarter of a century
ago. In a health culture pervaded by an endemic
lack of institutional commitment to geriatrics and
gerontological education, we wonder how long it
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will take for an understanding of the particular
needs and health-related dilemmas faced by older
adults to become a normative and pervasive com-
ponent of health sciences education. To achieve a
future health care workforce attuned to addressing
the needs of an older population, it is imperative
that we move from grudging, glacierlike accep-
tance of the need for geriatric and gerontological
education toward enthusiastically embracing such
education as a societal priority that must be met
regardless of cost and profitability. The institu-
tional commitment of academic medical centers
will be essential, even if this has to be achieved
through the requirements of accreditation bodies.
Our hope, however, is that such institutional
change can result from the inspired advocacy of
geriatricians and gerontologists who are passionate
about the need to improve geriatric education.
Only by moving in such directions can we avoid
another reiteration of Schneider and Williams’
lament in 25 years’ time.
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