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attracts many medical school graduates, says
Sally L. Hodder, MD, professor of medicine and
director of the Adult HIV Programs.

But at a recent national meeting with AIDS cli-
nicians, Hodder heard many other clinicians say
that years of flat-funding for AIDS programs has
dried up money available to train new investiga-
tors in HIV care.

“When you look around the room you see the
same folks who’ve been in the field for 20 years,”
Hodder says.

One of the problems is that HIV care now is
primary care for HIV patients, and there has
been a shortage of students being attracted to
primary care in recent years, Hodder notes.

Fewer students are interested in this area of
message because of lower reimbursement and
less a sense of passion about the cause now that
an HIV diagnosis is no longer a death sentence,
she adds. 

At least one young HIV physician and
researcher was drawn to the field through his post-
medical school work in New York City, where he
quickly learned of the injection drug use (IDU)
community’s struggles with the epidemic.

“I graduated medical school in 2000,” says
Benjamin Linas, MD, MPH, an instructor in
medicine at Massachusetts General Hospital and
Harvard University in Boston, MA.

“I started working in HIV while living in New
York City,” Linas says. “Part of what attracted me
to HIV as a social cause was the issue of under-
served populations and access of care issues.”

Later, Linas moved to Argentina where he was
involved in HIV prevention efforts among poor
areas of the country.

For most people HIV is a global health issue,
but the domestic epidemic also needs attention
since there are some areas of the United States
where HIV is rampant and people live in third-
world conditions, Linas says.

HIVMA has tried to address the HIV physician
shortage by providing minority clinical fellow-
ship awards to young doctors, Weddle says.

Started two years ago, the program targets pri-
mary care, newly-trained physicians who are
interested in working with HIV patients and
underserved, minority populations, she explains.

“It offers them a one-year fellowship to con-
centrate on training in HIV,” Weddle adds. 

So far, six fellowships have been awarded.
Another possible reason why young physi-

cians are not moving into HIV treatment is
because it’s both a very demanding and challeng-

ing field of medicine, and it’s not very well reim-
bursed, Weddle says.

“In part, there’s a broader primary care physi-
cian shortage, and for conditions like HIV, it’s

A new survey that looked at the workforce chal-
lenges experienced by Ryan White Part C pro-
grams is expected to be published in 2009.
The initial findings of the study, which was con-
ducted by the HIV Medicine Association (HIVMA)
of Arlington, VA, and the Forum for Collaborative
HIV Research at George Washington University in
Washington, DC, are as follows:
• HIVMA vice-chair Mike Saag, MD, sent a 32-
question survey by email to 363 Ryan White Part
C program directors on June 30, 2008.
• A total of 252 (70%) of the programs responded
by the deadline.
• All of the clinics surveyed receive Ryan White
Part C funding; they served 134,851 patients in
2007.
• Two-fifths of the respondents are located in the
Southern United States, and three-fifths of the
respondents are located in metropolitan areas with
populations greater than 100,000.
• The clinics had an average new HIV patient
caseload of 112 in 2007, and they served an aver-
age of 651 HIV patients in 2007.
• For the past three years, 70% of the clinics had an
increase in patient caseload, and the average
reported increase was 29%; 40% of the clinics in the
South and 40% of those in rural areas reported
rapid patient caseload growths of greater than 33%.
• The clinics reported that 37% of their new
patients began care with an AIDS diagnosis.
• Also, the clinics reported that 37% of their
patients had a serious mental illness, 35% had
substance abuse disorders, and 23% were co-
infected with hepatitis B or C.
• The clinics reported an average wait for newly-
diagnosed patients of 1.5 weeks and a waiting
time of 2.3 weeks for patients who had returning
appointments; waiting time in the South was an
average of 1.7 weeks, while it was 1.1 weeks in
the Northeast.
• Southern clinics reported greater difficulties in
recruiting clinicians and handling increasing case-
loads.
• Most of the Ryan White Part C patients were low
income with complex cases; most were either
uninsured or received Medicaid.

HIV clinician survey results
in-a-nutshell




