


Executive Summary 

COUNCIL ON GRADUATE MEDICAL EDUCATION 

Third Report 

Improving Access to Health Care 
Through Physician Workforce Reform: 

Directions far the 21st Century 

• Changing the Physician Snpply 

• Increasing Minority Representation in Medicine 

• Reforming Medical Education 

October 1992 

U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES 

Public Health Service 

Health Resources and Services Administration 



THIRD REPORT OF COGME - EXECUTIVE SUMMARY 2 



THIRD REPORT OF COGME - EXECUTIVE SUMMARY 

Table of Contents 

Highlights 
Findings 

Goals 

Recommendations for the Nation 

Specific Recommendations for Medical Educators 

Executive Summary 

Findings and Goals 
Finding No. 1 

Finding No. 2 

Finding No. 3 

Finding No. 4 

Finding No. 5 

Finding No. 6 

Finding No. 7 

Recommendations for the Nation 
National Physician Workforce Goals 

Physician Workforce Infrastrncture 

Financing the Physician Workforce Plan 

Specific Recommendations for Medical Educators 
Mission Statement and Strategic Plan 

Recmitment, Admissions, and Retention Policies 

Faculty Composition 

Medical Education Objectives 

Achieving a More Integrated and Balanced 
Medical Education Cun'iculum 

Expanding the Medical Education Teaching Environment 

Background, Charge, and Principles of COGME 
Charge to the Council 

Previous Reports 

Principles of the Council 

Issues for Further Exploration 

COGME Members, Subcommittees, and Staff 
Members 

Council Subcommittees 

Physician Manpower Subcommittee 

Medical Education Programs and Financing Subcommittee 

Minority Representation in Medicine Subcommittee 

Staff 

5 
5 

6 
6 
6 

7 

8 
8 
8 

9 
9 

9 

10 

10 

11 
11 

11 

12 

15 
15 
15 
15 
15 

i6 
i6 
~7 
17 

17 

17 
18 

19 
19 

20 
20 
20 
20 
20 

3 



THIRD REPORT OF COGME - EXECUTIVE SUMMARY 4 



Highlights 

THIRD REPORT OF COGME - EXECUTIVE SUMMARY 5 

Findings 

The Council's seven major findings identify a series of deficiencies in the current 
physician supply, medical education financing, and health care reimbursement systems, 
which hinder health care access. The Council's findings conclude that the Nation has: 

•Too few generalists (i.e.,family physicians, general internists, and general pediatri­
cians) and too many nonprimary care specialists and subspecialists. 

• Access to care problems in inner-city and rural areas that are growing despite 
substantial increases in the total physician supply. 

• Too few underrepresented minority physicians. 

• Shortages in certain nonprimary care medical specialties, including general sur­
gery, adult and child psychiatry, and preventive medicine, and among generalist physi­
cians with additional geriatrics training. 

• An increasing physician-to-population ratio, which will do little to improve the 
public's health or increase access and will hinder cost-containment efforts. 

• A system of undergraduate and graduate education that can be more responsive to 
these regional and national worlforce needs. 

•No national physician worlforce plan or sufficient incentives in medical education 
financing and health care reimbursement to attain the appropriate specialty mix, racial/ 
ethnic composition, and geographic distribution of physicians. 

Goals 

Based on these findings, COGME recommends adoption of the following national 
physician worlforce goals. The United States should: 

• Move toward a system in which 50 percent of physicians practice in the generalist 
disciplines of family medicine, general internal medicine, and general pediatrics. 

• Increase to at least 50 percent the percentage of residents who complete a three-year 
training program in family medicine, general internal medicine, and general pediatrics 
and enter generalist practices. 

• Improve physician distribution to eliminate primary medical care shortage areas 
and urban/rural disparities. 

• Double the number of entering underrepresented minority medical students from 
1,500 to 3,000 by the year 2000, a goal established by the Association of American 
Medical Colleges. 

•Increase the number of general surgeons, preventive medicine specialists, adult and 
child psychiatrists, and general internists and family physicians with additional geriatrics 
training. 
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• Maintain the osteopathic and allopathic physician-to-population ratio at current 
levels. 

Recommendations for the Nation 

The centerpiece of COGME's recommendations is the establishment of a workforce 
plan, rational medical education infrastructure, and financing strategy to attain the 
national physician workforce goals. Recommendations include: 

•Establishing a National Physician Workforce Commission and State Commissions 
to determine local, regional, and national needs. 

•Implementing the workforce plan through local, State, or regional academic consor­
tia, which might include one or more medical schools, teaching and community hospitals, 
health maintenance organizations (HM Os), community health centers, and other educa­
tional and teaching institutions or agencies. 

• Allocating residency positions and graduate medical education (CME) funding 
based on State and regional workforce needs and national goals for aggregate physician 
supply, minority recruitment and retention, and specialty distribution. 

•Encouraging allopathic and osteopathic medical schools to not increase enrollment. 

•Capping Medicare (and other) funded first-year residency positions at 10 percent 
more than the number of U.S. allopathic and osteopathic medical graduates. 

• Providing undergraduate financial incentives, including loan and scholarship pro­
grams, to recruit and retain more underrepresented minorities and graduate more 
generalists. 

• Providing GME financial incentives, through Medicare and other payers, to train 
more generalists and fewer nonprimary care specialists and subspecialists. 

• Increasing incentives for primary care practice and service in inner-city and rural 
areas, through physician payment refonn, reduction of administrative burdens, National 
Health Service Corps (NHSC) scholarship and loan programs, tort reform, and differen­
tial Medicare and Medicaid reimbursement for practice in shortage areas. 

Specific Recommendations for Medical Educators 

A physician workforce plan and financing strategy will help our Nation respond to 
societal needs for more minority and generalist physicians and for access to more 
primary care services, particularly in underserved inner-city and rural areas. Achieving 
these national workforce goals will also require the commitment and leadership of our 
Nation's medical educators. The Council's vision of a medical education system that is 
responsive to our Nation's health care needs in the 21st century will be reflected in the 
institution's: 

•Mission statement and strategic plan. 

• Recruitment, admissions, and retention policies. 

•Medical education objectives and curricula. 

•Faculty composition and reward system. 

•Medical education and teaching environment. 

• Linkages with a variety of teaching sites. 
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Executive Summary 

I n 1988, when COGME issued its first report to 
the Secretary of the Department of Health and 
Human Services (DHHS) and Congress, it ex­

pressed concern that physician specialty and geo­
graphic maldistribution was growing despite an in­
creasing aggregate supply of physicians. At that 
time, concerns about access to health care and ris­
ing health care costs had not yet been thrust into the 
national spotlight. Similarly, physician workforce 
policy was not high on the national agenda. 

The historical context of this report is vastly 
different. Today, the health care system is ac­
knowledged to be in crisis. While health care ex­
penditures exceeded $650 billion in 1990 and are 
projected to reach $1 trillion in 1995, 37 million 
Ame1icans remain n1edically uninsured, and mil­
lions more face barriers to basic health care. Fur­
the1more, the Nation's basic health status indica­
tors, which are in some measure influenced by 
access to health care, lag behind most economically 
developed countries. There is now recognition that 
health care refo1m to ensure all Americans access 
to basic care is not possible without physician 
workforce reform. 

It is in this context that COGME has been 
examining physician workforce supply and distri­
bution and its impact on ensuring access to care for 
all Americans. Over the past two years, the Coun­
cil has focused on the following seven major ques­
tions: 

1. Do we have an adequate mix of general­
ists and specia1ists to provide the most efficient and 
the most cost-effective system of quality care for all 
Americans? 

2. What implications do problems of access 
have for recommendations on physician workforce, 
supply, and distribution? 

3. What is the status of minority representa­
tion in medicine and what effect does it have on 
minority health as wen as the health of the public in 
general? 

4. What are the supply needs of specific medi­
cal specialties? 

5. Do we currently have adequate numbers 
of total physicians? Will the projected supply of 
physicians be adequate? 
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6. Can our medical education syste1n be more 
responsive to the health care needs of the Nation? 

7. What are the factors that have hindered 
effo1is to attain the appropriate composition, spe­
cialty mix, and geographic distribution of physi­
cians to ensure access to care for all Americans? 

Over the two-year period since its last report, 
the Council received a broad range of input. This 
included solicited papers covering supply and de­
mand for physician workforce, barriers to access to 
physician services, and updated need-based require­
ments for selected specialties. The Council limited 
its review of workforce assessments to the follow­
ing specialties: general/family practice, general 
internal medicine, general pediatrics, general sur­
gery, obstetrics/gynecology, adult and child psy­
chiatry, preventive medicine, and the area of geriat­
rics as an added qualification to family practice and 
internal medicine. 

The Council received significant testimony at 
plenary sessions and before its three subcommittees 
on Physician Manpower, Medical Education Pro­
grams and Financing, and Minority Representation 
in Medicine. Representatives from major organiza­
tions and policy-making bodies, including the ma­
jor allopathic and osteopathic hospital and medical 
education organizations and major specialty orga­
nizations, have testified on aspects leading to this 
third repmt. Major foundations have provided tes­
timony, including the Josiah Macy, Jr. Foundation, 
the Robert Wood Johnson Foundation, the Pew 
Charitable Trusts, and the Kellogg Foundation. Rep­
resentatives of State and local conce1ns, such as the 
New York State Council on Graduate Medical Edu­
cation and the National Conference of State Legis­
latures, also testified. In addition, COGME has 
reviewed the latest recotnmendations from medical 
educators and policymakers on medical education 
reform policy. 

This third report to Congress and the Secretary 
of DHHS provides the Council's findings, goals, 
and recommendations to address these major physi­
cian workforce issues of today and the underlying 
principles that guided its deliberations. 
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Findings and Goals 

Finding No. 1 

The Nation has too few generalists and too 
many specialists. 

Goal: The United States should move toward a 
health care system in which 50 percent of physi­
cians practice in the generalist disciplines of family 
practice, general internal medicine, and general pe­
diatrics. Consequently, at least 50 percent of resi­
dency graduates should complete a three-year train­
ing program and enter practice as generalists. 

• The growing shortage of practicing general­
ists (i.e., family physicians, general internists, and 
general pediatdcians) will be greatly aggravated by 
the growing percentage of medical school gradu­
ates who plan to subspecialize. The expansion of 
managed care and provision of universal access to 
care will only further increase the demand for gen­
eralist physicians. 

• Increasing subspecialization in U.S. health 
care escalates health care costs, results in fragmen­
tation of services, and increases the discrepancy 
between numbers of rural and urban physicians. 

• A rational health care system must be based 
upon an infrastructure consisting of a majority of 
generalist physicians trained to provide quality pd­
mary care and an appropdate mix of other special­
.ists to meet health care needs. Today, other spe­
cialists and subspecialists provide a significant 
amount of primary care. However, physicians who 
are trained, practice, and receive continuing educa­
tion in the generalist disciplines provide more com­
prehensive and cost-effective care than nonprimary 
care specialists and subspecialists. 

Finding No. 2 

Problems of access to medical care persist 
in rural and inner-city areas despite large 
increases in the number of physicians 
nationally. 

Goal: All primary medical care shortage areas 
should be eliminated and dispadties between the 
metropolitan and nonmetropolitan distribution of 
physicians should be reduced. 

• Access to primary care services is especially 
difficult in rural and inner-city areas. Many factors 
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contribute to the problems of access, including eco­
nomic and social circumstances of rural and inner­
city areas as well as the shortage of minority and 
generalist physicians. 

• Minority physicians and physicians in the 
three pdmary care specialties (family practice, gen­
eral internal medicine, and general pediatrics) are 
more likely to serve inner-city populations. Family 
physicians and general surgeons are more likely 
than other specialties to serve rural populations. 
The decline in numbers of general surgeons enter­
ing rural practice is little recognized and has sig­
nificant implications for access to trauma services 
in rural settings and to the fiscal viability of rural 
hospitals. 

• Consequently, more minority and generalist 
physicians must be educated and educational pro­
grams should specifically address skills needed in 
these settings. This must be accompanied by suffi­
cient incentives to enter and remain in inner-city 
and rural practice and the development of adequate 
health care systems in which they can practice. 

• Access to one important component of pri­
mary medical care, obstetrical services, has been in 
the national spotlight. Problems are greatest in 
rural and inner-city areas. Causes include eco­
nomic and sociocultural factors and the availability 
of obstetricians, family physicians, and nurse mid­
wives. While the total number of obstetricians 
continues to increase, the proportion providing ob­
stetri.cal services decreases dramatica11 y with the 
number of years in practice. 

• Less than 10 percent of obstetricians practice 
in rural settings. Consequently, family physicians 
historically provide the majmity of rural obstetrical 
care. In recent years, however, the proportion of 
family physicians providing obstetrical services has 
also markedly declined. While rising malpractice 
claims clearly have contributed to the decreasing 
provision of obstetrical care, other factors such as 
unpredictable hours, also seem to have contributed 
to these decisions. 
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Finding No. 3 

The racial/ethnic composition of the 
Nation's physicians does not reflect the 
general population and contributes to 
access problems for underrepresented 
minorities. 

Goal: The racial/ethnic composition of the phy­
sician population should reflect the overall 
population's diversity. The Nation should adopt 
the goal of the Association of American Medical 
Colleges to double the number of first-year enter­
ing underrepresented minority medical students from 
1,500 to 3,000 by the year 2000. 

• Although African Americans, Hispanic 
Americans, and Native Americans compose 22 per­
cent of the total population and will constitute al­
most one-fourth of all Americans by the year 2000, 
they represent only 10 percent of entering medical 
students, 7 percent of practicing physicians, and 3 
percent of medical faculty. 

• Increasing the percentage of lJ-nderrepresented 
minorities in the 1nedical professton is vital as a 
means of improving access to care ap.d health status 
of these vulnerable and underscrved populations. 
Minority physicians tend to practice more in minor­
ity/underserved areas, reduce lang-qage and cultural 
barriers to care, and provide much needed commu­
nity leadership. 

• Strategies to increase :minority enrollment 
must emphasize increasing and ~trengthening the 
applicant pool, the acceptance rate from within this 
pool, and the student retention ra\e, These strate­
gies must take into account disprpportionately high 
rates of poverty, poor health status, poor schools, 
and a continued lack of access to educational and 
career oppmtunities. They must include both tradi­
tional short-term efforts and long-term strategies 
targeting younger students early in the education 
pipeline. 

Finding No. 4 

Shortages exist in the specialties of general 
surgery, adult and child psychiatry, and 
preventive medicine and among generalist 
physicians with additional geriatrics 
training. 

Goal: The percentage of physicians trained 
and certified in the specialty fields of general sur­
gery, adult and child psychiatry, and preventive 
medicine, and the percentage of family physicians 
and general inte1nists with additional geriatrics train­
ing should be increased. 

9 

•The future growth in general surgical services 
is likely to exceed the growth in the supply of 
general surgeons. Aging of the U.S. population 
will increase demand for surgical services, and the 
number of physicians in general surgery is inad­
equate to meet a growing need for trauma care 
services and for surgical care in rural areas. The 
training curricula for general surgery need to_ be 
broad-based to ensure that graduates have suffi­
cient knowledge and skills to manage the wide 
aITay of surgical problems that may be seen in rural 
and inner-city areas. ' 

• The burden of psychiatric illness in both chil­
dren and adults indicates a need for more psychia­
trists and child psychiatrists. However, effective 
demand for psychiatric care is constrained by lim­
ited insurance coverage. 

• Continued shortages remain in the fieltj of 
preventive medicine, which includes specialty ar­
eas of public health, general preventive medicjne, 
occupational medicine, and aerospace medicine. 
These physicians make significant contributions to 
our Nation's year 2000 health objectives. Alth011gh 
four qualified students apply for each training slot, 
the greatest barrier to training physicians in ·preven­
tive medicine is the virtual absence of GME fund­
ing. 

• Additional emphasis is warranted in ihe area 
of geriatrics, given' the aging of the population. 
Family physicians and general internists µrnst be 
trained to provide comprehensive care for the eld­
erly. Strategies should be developed to train more 
generalist physicians and support those ;,,,ho are 
interested in pursuing additional training in geriat­
rics. 

Finding No. 5 

Within the framework of the present 
health ca1·e system, the current physician­
to-population ratio in the Nation is 
adequate. Further increases in this ratio 
will do little to enhance the health of the 
public or to address the Nation's problems 
of access to health care. Continued 
increases in this ratio will, in fact, binder 
efforts to contain costs. 

Goal: The aggregate allopathic and osteopathic 
physician-to-population ratio should be maintained 
at current levels. 

• Effmis to solve problems of access to health 
care by increasing the total physician supply have 
been largely unsuccessful. A growing physician 
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oversupply is projected, which will hinder efforts to 
contain costs. 

• Consequently, the number of physicians edu­
cated should be reduced. Strategies to improve 
access to care should, instead, focus on altering the 
specialty 1nix, racial/ethnic composition, and geo­
graphic distribution of physicians. 

Finding No. 6 

The Nation's medical education system can 
be more responsive to public needs for 
more generalists, underrepresented 
minority physicians, and physicians for 
medically underserved rural and inner-city 
areas. 

Goal: Undergraduate and graduate medical edu­
cation should increase its emphasis upon meeting 
regional and national physician workforce needs. 

• The Nation's system of undergraduate and 
graduate medical education, taking place in 141 
osteopathic and allopathie medical schools and in 
more than 1,500 institutions and agencies, has re­
sponded effectively to many of the Nation's health 
care needs. During the past 25 years, our Nation's 
medical education system has responded to public 
demands to increase the nu1nbers of physicians, 
advance biomedical research, and develop new 
medical technology. These responses have resulted 
in a doubling of the physician supply and the estab­
lishment of a biomedical research and medical tech­
nology infrastructure that is unsurpassed. 

• Today, the medical education system must 
respond to the Nation's health care and physician 
workforce needs in the 21st century. These inelude 
the need for more minority and generalist physi­
cians, more primary care research, and increased 
access to primary care, particularly in underserved 
rural and urban communities. Changes in the insti­
tutional mission, goals, admissions policies, cur­
riculum, faculty composition and reward system, 
and the site for medical education and teaching are 
necessary to respond to these needs. 

Finding No. 7 

The absence of a national physician 
workforce plan combined with financial 
and other disincentives are barriers to 
improved access to care. 

Goal: In order to improve access to care, a 
national physician workforce plan, infrastructure, 
and approach should be established that combines 
financial and other incentives and disincentives to 
achieve national physician workforce goals. 
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•There is no national physician workforce plan 
for the United States to meet the current and pro­
jected future health care needs of the American 
people. In addition, there is no coordinated financ­
ing strategy and integrated medical education sys­
ten1 to itnplement such a plan. Instead, such critical 
policy issues as the aggregate physician supply and 
specialty mix are the result of a series of individual 
decisions made by the 126 allopathic and 15 osteo­
pathic medical schools and nearly 1,500 institu­
tions and agencies that currently sponsor or affiliate 
with GME training programs. 

• The medical education financing and health 
care reimburse1nent systc1ns create significant bar­
riers to students who wish to beco1ne generalists, 
physicians who wish to practice in underserved 
areas, and to the provision of basic primary care 
and preventive services to all Americans. 
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Recommendations for the Nation 

An adequate supply, mix, and distribution of 
physicians and other health professionals 
is needed to ensure basic and essential 

health care to all citizens. Deficiencies in the 
Nation's medical education financing and health 
care reimbursement systems significantly hinder 
our ability to achieve this fundamental goal. The 
Council recommends the following measures which, 
if implemented, would establish a national physi­
cian workforce plan and infrastructure to meet the 
Nation's basic health care needs in the 21st century. 

National Physician Workforce 
Goals 

1. The Nation should adopt the following over­
all national physician workforce goals to ensure the 

·proper supply, mix, and distribution of physicians 
needed to ensure access to basic and affordable 
health care for all Americans: 

a. The provision of health care in the United 
States should be based upon a system in which 
50 percent of physicians practice in the general­
ist disciplines of family practice, general inter­
nal medicine, and general pediatrics. 

b. All primary care shortage areas should be 
eliminated and disparities between the metro­
politan and nonmetropolitan distribution of 
physicans should be reduced. 

c. The racial/ethnic composition of the physi­
cian population should reflect the overall 
population's diversity. The Nation should adopt 
the Association of American Medical Colleges' 
goal of increasing the number of first-year en­
tering underrepresented minority students from 
1,500 to 3,000 by the year 2000. 

d. The percentage of physicians trained and 
certified in the specialty fields of general sur­
gery, adult and child psychiatry, and preventive 
medicine should be increased. 

e. The percentage of family physicians and 
general internists who receive additional train­
ing in geriatrics should be increased. 

f. The aggregateallopathic and osteopathic phy­
sician-to-population ratio should be maintained 
at current levels. Consequently: 

• There should be no increase in the aggregate 
number of first-year enro11rnents in U.S. rnedi-
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cal and osteopathic medical schools. At the 
same time, medical schools should maintain 
and expand their commitment to recruiting mi­
nority students and training generalists. 

•The total nun1ber of entry residency positions 
should be limited to the number of U.S. allopathic 
and osteopathic medical school graduates plus 
10 percent (exceptions should be made for ex­
change visitor international medical graduates). 

Physician Workforce 
Infrastructure 

2. Congress should establish a National Physi­
cian Workforce Commission to develop and rec­
ommend the necessary policies to attain the na­
tional physician workforce goals, project and moni­
tor physician workforce trends, and revise the 
workforce goals and policies as necessary. This 
new entity should: 

a. Serve in an advisory capacity to the Secretary 
of DHHS and all appropriate congressional 
committees with jurisdiction involving under­
graduate and graduate medical education. 

b. Make recommendations on Federal and other 
financing of medical education. 

c. Have broad representation, including physi­
cians, medical educators, students, residents, 
and representatives of hospitals, HMOs, com­
munity health centers, business, labor, govern­
ment, third-party payers, and consumers. 

d. Have an adequate State and regional physi­
cian workforce data base from which to evalu­
ate trends and make recommendations. 

e. Have sufficient staff and funding to permit its 
effective operation. 

f. Coordinate its reco1nmendations with the 
Physician Payment Review Commission and 
the Prospective Payn1ent Assessment Commis­
sion. 

g. Replace COGME and assume its charge. 

3. States should be encouraged to establish 
State or regional Physician Workforce Co1nrnis­
sions to study physician workforce needs and trends 
and set workforce goals. The State Commissions 
should have broad representation of key leaders in 
medical education, and representatives of profes-
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sional communities, hospitals, HMOs, community 
health centers, business, labor, government, third­
party payers, and consumers. 

4. The National Commission should be respon­
sive to the workforce needs identified by State Com­
missions and develop a mechanism to facilitate 
cooperation and collaboration between itself and 
the State and regional entities. 

5. General principles that should be considered 
by the National Physician Workforce Commission 
include the following: 

a. The national workforce plan could be imple­
mented through local, State, and regional aca­
demic consortia. Each academic consortia might 
include one or more medical schools, teaching 
and community hospitals, community health 
centers, HMOs, and educational institutions 
from primary .school through college. 

b. Under this plan, residency positions and 
GME funding should be allocated based on 
State and regional workforce needs and national 
goals for aggregate physician supply, minority 
recruitment, and specialty distribution. 

c. All payers should contribute to GME, includ­
ing Medicare, Medicaid, private insurers, self­
insurcd employee plans, and HMOs and other 
managed/coordinated care systems. 

d. The funds from the Public Health Service, 
Health Care Financing Administration, and pri­
vate sources should be utilized to assist in meet­
ing overall physician workforce goals. 

Financing the Physician 
Workforce Plan 

6. A multifaceted incentive/disincentive ap­
proach should be used to achieve these workforce 
goals. The net impact of any financing strategy 
must, therefore, be to suppmt the following goals: 

• To increase the number of unde1Tepresented 
minorities recruited. 

•To increase the number of medical graduates 
entering generalist medical practice to at least 
50 percent and concurrently decrease the per­
centage who choose subspecialties. 

• To increase the number of general surgeons, 
adult and child psychiatrists, and preventive 
tncdicine specialists. 

• To increase the number of family physicians 
and general internists receiving additional train­
ing in geriatrics. 

• To eliminate primary medical care shortage 
areas. 
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Financing strategies must address undergradu­
ate and graduate medical education, as well as the 
physician practice setting. The following is one 
approach toward achieving these goals. The Coun­
cil expects to continue to study additional options 
as part of its future work. 

A. Undergraduate Medical Education 

7. Each medical school should establish and 
attain objectives for the composition and specialty 
tnix of its graduates in support of the above national 
goals. 

8. Financial incentives must be realigned to 
reward medical schools for recruiting more 
underrepresented minorities and for graduating more 
future family physicians, general internists, and gen­
eral pediatricians. The 1najor revenue sources of 
undergraduate medical school budgets are Federal 
and State funds and income generated from faculty 
practice plans. Federal and State strategies to in­
crease minority representation and the production 
of generalists must focus on these funding streams. 

9. Primary care scholarships and/or low inter­
est rate loans should be established for students 
who commit themselves to generalist careers. Fund­
ing would have to be repaid if the graduate chooses 
a nonp1imary care specialty or subspecialty. 

10. Public and private incentives should be 
increased to assist medical schools in raising the 
minority applicant pool, selecting more minorities, 
retaining more minority students, and expanding 
the number of minority faculty. 

a. Funding to the DHHS Centers of Excellence 
program should be increased to reward medical 
schools for demonstrated excellence in educat­
ing minority medical students. 

b. Funding to the DHHS Health Careers Oppor­
tunity Programs should be increased, and the 
program expanded to secondary schools, such 
as magnet high schools, with expertise in pre­
paring underrepresented minority youngsters 
for the health professions. 

c. A national minority recruitment/counseling/ 
advisory clearinghouse should be established to 
assist and better prepare potential medical school 
applicants from underrepresented minority 
populations. 

d. The private sector should be encouraged to 
support the nationwide replication of programs 
that have been successful in increasing the mi­
nority applicant pool. 
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e. Active collaboration among 1najor medical 
groups, such as the American Medical Associa­
tion, Association of American Medical Col­
leges, National Medical Association, Associa­
tion of American Indian Physicians, and the 
InterAmerican College of Physicians and Sur­
geons, should be encouraged with the goal of 
increasing minority recruitment and retention. 

11. Government should assist medical schools 
in developing a critical mass of faculty in the gener­
alist disciplines. This critical mass of strong aca­
demic faculty will assist in providing an educa­
tional milieu that fosters selection of a primary care 
specialty. 

a. Funding through the National Institutes of 
Health and the Agency for Health Care Policy 
and Research should be increased for research 
in primary care, health services delivery, and 
patient care outcomes, as well as for the devel­
opment of research faculty in the primary care 
disciplines. 

b. Title VII grants to assist in the development 
of Departments of Family Medicine should be 
maintained and new funding should be made 
available to assist in strengthening Divisions of 
General Internal Medicine and Pediatrics. 

c. Physician payment reform must continue and 
should be extended to private payers to correct 
the imbalance between the income generated by 
generalist and subspecialist faculty practice 
plans. 

12. Government should assist medical schools 
in their efforts to increase education in ambulatory 
and community settings. 

a. Title VII grants for predoctoral education 
should be expanded to assist medical schools in 
enhancing education in the primary care spe­
cialties. 

b. Legislation for Area Health Education Cen­
ters should be modified and expanded to facili­
tate community-based primary care education 
for medical students at every medical school. 

B. Graduate Medical Education 

13. The number of Medicare and other funded 
first-year entry residency positions should be capped 
at 10 percent more than the numberof U.S. allopathic 
and osteopathic medical school graduates. 

14. Financing strategies should support the goal 
that at least 50 percent of medical graduates should 
complete a three-year residency program and enter 
generalist practice and that the percentage who 
choose subspecialties should concurrently decrease. 
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The following is one approach toward these goals: 

a. Medicare direct and indirect GME payments 
should be limited to residency training for initial 
certification or five years, whichever is less. 
Residency programs in preventive medicine 
should also receive Medicare GME payments. 
There should be exceptions to initial certifica­
tion limits for training in child psychiatry and 
geriatrics. 

b. Increased direct medical education (DME) 
payments should be allocated to family practice 
residency programs. 

c. Increased DME payments should be allo­
cated to internal medicine and pediatric resi­
dency programs that develop an agreed-upon 
curriculum that specifically prepares graduates 
for primary care practice. These increased 
payments will reimburse programs for the higher 
costs of training in the p1imary care setting. 

d. Incentive salaries should bemade available to 
residents in family practice, internal medicine, 
and pediatrics, who sign a contract indicating 
their intention to complete their three-year pro­
gram and enter generalist practice, with a year­
by-year payback for those who choose to 
subspecialize. 

e. Because residents in allopathic family prac­
tice and osteopathic general practice programs 
are more likely to remain generalist physicians 
and practice in needy rural areas than other 
physicians, incentives to increase the number of 
family practice and osteopathic general practice 
residents should be a high, short-term priority. 

f. Because of the significant decline in internal 
medicine and pediatric graduates completing 
three-year residencies and entering generalist 
careers and the concurrentgrowthin those choos­
ing to subspecialize, both disciplines are strong! y 
encouraged to review their workforce needs for 
generalists and subspecialists and to develop 
curriculum and training opportunities commen­
surate with those needs. 

15. To facilitate the expansion of ambulatory/ 
outpatient GME and to encourage innovative pro­
gram development and growth, all approved GME 
programs, including those based in community set­
tings, should be eligible for Medicare direct and 
indirect GME reimbursement. 

16. Changes in the Medicare portion of GME 
financing should be budget neutral. Savings in 
direct and indirect GME from capping slots and 
eliminating payments beyond the initial certifica-
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tion or five years (with the previously noted excep­
tions) should be directed to: 

a. Training conducted in p1ima1y care ambula­
tory/community training sites. 

b. Innovative programs to train generalist phy­
sicians for rural and urbanmedicallyunderserved 
areas. 

c. Innovative programs to increase minority 
representation in the physician workforce pool. 

17. Financing strategies should support the goal 
of increasing the percentage of residency graduates 
in the specialty fields of general surgery, adult and 
child psychial:ly, and preventive medicine, and the 
percentage of family physicians and general inter­
nists with additional getiatrics training. In addition 
to the previously mentioned approaches: 

a. Incentive salaries should be made available to 
residents who sign a contract indicating their 
intention to complete their program in the above 
fields, with a year-by-year payback for those 
who choose to train and practice in another 
specialty or subspecialty. 

b. Increased direct GME payments should be 
allocated to general surgeiy programs that con­
tain an agreed-upon curriculum that specifi­
cally prepares graduates for general surgical 
practice, especially in rural and inner-city areas. 

c. Increased direct GME payments should be 
allocated to adult and child psychiatry pro­
grams. 

d. Preventive medicine residency training pro­
grams should receive Medicare GME reim­
bursements for the entire three-year period. 
(Cmrently, Medicare payments are made only 
for residents in theirclinical training year, which 
takes place only in the first year.) 

18. Ptimary care residency programs provid­
ing substantial training in urban or 1ural underserved 
areas or serving a substantial percentage of medi­
cally underserved populations should be reimbursed 
for generalist residents under Medicare DME at a 
higher rate. 

C. Practice Environment 

19. The economic incentives to enter generalist 
fields must be increased and incentives to specialty 
practice must be reduced by extending physician 
payment refotm to include all third-party payers. 

20. Partial loan forgiveness should be provided 
for residents entering practice as family physicians, 
general internists, and general pediatticians. 
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21. Solutions must be found to reduce adminis­
trative burdens in medical practice imposed by the 
third-party payers. These burdens are p1imary causes 
of the increasing disillusionment among generalist 
physicians in practice. 

22. Tort reform must be implemented to re­
duce malpractice ba1Tiers to the provision of needed 
primary care services, such as prenatal care. 

23. Major incentives in Medicare and Medic­
aid reimbursement should be implemented to en­
courage physicians to provide primary care ser­
vices to underserved rural and urban populations. 
These additional payments would assist in offset­
ting the heavy burden of unreimbursed care pro­
vided by physicians in these settings. 

24. Federal and State programs, including the 
NHSC Scholarship and Loan Forgiveness Program, 
must be n1aintained, enhanced, and expanded to 
address the relative undersupply of physicians in 
rural and inner-city areas. Such programs should 
be maintained indefinitely in the most severe short­
age areas that have little likelihood of attracting 
physicians. 

25. Physicians in shortage areas are overworked, 
isolated, and frequently overwhelmed by the com­
plex business of medicine. Systems of health care 
dclive1y and professional support will enhance the 
attractiveness of practice in shortage areas. 
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Specific Recommendations for Medical Educators 

T he attainment of these workforce goals will 
require a partnership between government 
and the medical education system, which 

comprises medical schools, hospitals, and other edu­
cational institutions and agencies. It will require 
government to establish and implement a national 
workforce plan with a set of goals, a rational educa­
tion infrastiucture, and a financing mechanism, as 
previously recommended. It will also require the 
commitment and leadership of our Nation's medi­
cal educators. The following recommendations de­
scribe the Council's vision of a medical education 
system that is responsive to our Nation's physician 
workforce needs in the 21st century. 

Mission Statement and 
Strategic Plan 

26. The institution's mission statement recog­
nizes responsibility and accountability to societal 
needs for more generalist physicians, more 
underrepresented minority physicians, more primary 
care research, and the provision of more primaiy 
1nedica1 care, particu1arly to underserved urban and 
rural communities. 

27. The strategic plan contains quantifiable out­
come measures for these societa1 needs, including 
the percentage of: 

a. graduates choosing generalist careers; 

b. underrepresented minorities who apply and 
matriculate; 

c. required educationa1 experiences in commu­
nity and underserved settings; and 

d. graduates choosing to practice in underserved 
rural and urban areas. 

Recruitment, Admissions, and 
Retention Policies 

28. The medical school's admissions policy, 
structure, and function reflect the need to recruit 
and admit more students who ai·c inclined to sc1ect 
the generalist disciplines of family practice, general 
interna1 medicine, and general pediatrics. 

29. The medical school's admissions policies, 
structure, and function reflect the need to recruit 
and ad1nit more minority students in 1nedical school. 

a. The school establishes a minority recruit­
ment/retention section with underrepresented mi­
nmity participation, or individuals committed to 
the goals, and 1ninority participation on the admis­
sions co1nmittee. 

b. Emphasis is placed on the development and 
support of programs that improve the size and qual­
ity of the minmity applicant pool by focusing on 
early intervention. The school participates in fo­
mms and networks involving students inhigh school, 
elementary school, and primary levels, including 
kinderg:nten, to expose minority youngsters to health 
professions role models, encourage their interests 
and pursuits in health, and provide networks of 
mentoring programs to assist and support students 
inclined toward health careers. 

c. The school provides ongoing support to en­
sure the successful progress of these students through 
their education. 

Faculty Composition 

30. The institution's departments and faculty 
composition ai·e more balanced, with increased rep­
resentation of generalist physicians, minority phy­
sicians, prllnary care reseai·chers and physicians, 
and other health c:n·e providers from community 
settings. 

31. The institution's system of advancement 
and tenure rewards faculty with demonstrated ex­
ce11ence in teaching in the same manner it recog­
nizes excc1lence in biomedical research. 

32. The institution involves large numbers of 
community-based primaiy care physicians and other 
providers as preceptors, teachers, and role mode1s 
for medical students and residents and gives sig­
nificant academic recognition and adequate reim­
burse1nent or other rewards (e.g., locu1n tenens cov­
erage for continuing medical education for their 
contdbution). 

Medical Education Objectives 

33. The institution incorporates effective adult 
education techniques in its curriculum. Self-di­
rected learning and problem-solving directed skills 
:n·e emphasized throughout the curriculum for stu­
dents and residents to learn to acquire detailed in­
formation and to apply such knowledge effectively. 
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34. The institution emphasizes effective com­
munication skills to improve the doctor/patient re­
lationship. 

35. The institution provides mandatory 
multicultural awareness/sensitivity sessions for stu­
dents, residents, and faculty. 

Achieving a More Integrated 
and Balanced Medical 
Education Curriculum 

36. The basic sciences are incorporated within 
a clinical context throughout the undergraduate cur-
1iculum. 

37. Undergraduate and graduate training in­
cludes social, behavioral, and humanistic aspects of 
health and health care delivery. Instruction is pro­
vided from faculty, researchers, and clinicians in 
fields such as nursing, psychology, public health, 
medical sociology, medical education, health ser­
vices delivery, and bioethics. 

38. Undergraduate and graduate training em­
phasizes the importance of team approaches to health 
care delivery. They include experience working as 
a team member with other health care professionals 
and training in utilizing the skills and expertise of 
physician assistants, nurse practitioners, nurses, 
pharmacists, public health professionals, social 
workers, and other health care professionals and 
ancillary personnel. 

39. Experimental primary care programs and 
curricula are offered that may help reach the identi­
fied goals. Such models emphasize generalist prac­
tice and community-based training. The effective­
ness and productivity of the fourth year of medical 
school should be examined. 

40. Undergraduate and graduate training con­
tains well-defined curricula, educational objectives, 
and evaluation methods, including outcome mea­
sures, to assess the effectiveness of the education 
experience. 

Expanding the Medical 
Education Teaching 
Environment 

41. The curricula and clinical rotations provide 
all students and residents with a balance between 
hospital-based, subspecialty training and commu­
nity-based, primary care training. A much greater 
proportion of medical training is shifted to outpa­
tient and community-based sites where the majority 
of medical care is provided. 

42. The community-based educational experi­
ences are developed and managed with significant 
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community participation and involvement. 

43. Academic consortia are developed to link 
together the various settings in which undergradu­
ate and graduate medical education are provided, 
including community hospitals, community health 
centers, HMOs, and public health departments. 
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Background, Charge, and Principles of COGME 

The Council on Graduate Medical Education 
(COGME) was authorized by Congress in 
1986 to provide an ongoing assessment of 

physician workforce trends and to recommend ap­
propriate Federal and private sector efforts to ad­
dress identified needs. The legislation calls for 
COGME to serve in an advismy capacity to the 
Secretary of DHHS, the Senate Committees on La­
bor and Hu1nan Resources and Finance, and the 
House of Representatives Committees on Energy 
and Commerce and Ways and Means. By statute, 
the Council temlinates on September 30, 1996. 

The legislation specifies that the Council is to 
comprise 17 members. Appointed individuals are 
to include representatives of practicing primary care 
physicians, national and specialty physician orga­
nizations, inte1national medical graduates, medical 
student and house staff associations, schools of 
medicine and osteopathy, public and private teach­
ing hospitals, health insurers, business, and labor. 
Federal representation includes the Assistant Sec­
retary for Health, DHHS; the Administrator of the 
Health Care Financing Administration, DHHS; and 
the Chief Medical Director of the Veterans Admin­
istration. 

Charge to the Council 

Although called the Council on Graduate Medi­
cal Education, the charge to COGME is much 
broader. Title VII of the Public Health Service Act 
in Section 799(H), as amended by Public Law 99-
272, requires that COGME provides advice and 
makes recommendations to the Secretary and Con­
gress on the following: 

1. The supply and distribution of physicians in 
the United States. 

2. Current and future shortages or excesses of 
physicians in medical and surgical specialties and 
subspecialties. 

3. Issues relating to foreign medical school 
graduates. 

4. Appropriate Federal policies with respect to 
the matters specified in (!), (2), and (3) above, 
including policies concerning changes in the fi­
nancing ofundergraduate and graduate medical edu-

cation programs and changes in the types of medi­
cal education training in graduate medical educa­
tion programs. 

5. Appropriate efforts to be carried out by 
hospitals, schools of medicine, schools of osteopa­
thy, and accrediting bodies with respect to the mat­
ters specified in (1), (2), and (3) above, including 
efforts for changes in undergraduate and graduate 
medical education programs. 

6. Deficiencies in, and needs for improve­
ments in, existing data bases concerning the supply 
and distribution of, and postgraduate training pro­
grams for, physicians in the United States and steps 
that should be taken to eliminate those deficiencies. 
The Council is to encourage entities providing GME 
to conduct activities to voluntarily achieve the rec­
ommendations of this Council under (5) above. 

Previous Reports 

The Council was asked by Congress to issue its 
first report by July 1, 1988, and subsequent reports 
every three years. Since its establishment, COGME 
has submitted the following reports to Congress: 

• First Report of the Council, Volume I and 
Volume II (1988). 

•Second Report: The Financial Status of Teach­
ing Hospitals and the Underrepresentation of Mi­
norities in Medicine (1990). 

• Addendum to the Second Report: The Finan­
cial Status of Veterans Administration Teaching 
Hospitals (1990). 

• Scholar in Residence Report: Reform in 
Medical Education and Medical Education in the 
Ambulatory Setting (1991). 

Principles of the Council 

In making these recommendations to Congress 
and the Secretary, the Council's deliberations have 
been guided by the following principles: 

• The primary concern of the Council must be 
the health of the American people. There must be 
ensured access to quality health care for all. Con­
cern for the well-being of the health professions, 
medical schools, and teaching hospitals, while im-
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portant, must be secondary to the previously men­
tioned conce1ns. 

•The Council should consider the diverse needs 
of the vadous geographic areas and segments of the 
population, such as rural and inner-city areas and 
minority and disadvantaged populations. 

•A goal of the Council is increased representa­
tion of minorities in the health professions. Tar­
geted programs are appropriate and a necessary 
means of achieving this objective. 

• The Council must consider the interrelation­
ship between services provided by physicians and 
those provided by other health professions. 

• Although the Council supports the continua­
tion of successful private sector initiatives, it recog­
nizes that an active Federal and State role has been 
and will continue to be needed to address the spe­
cific problems of distribution, quality, and access to 
health care. 

• The Council should be concerned about ef­
fects on total health care costs in the Nation. The 
Council must consider the financial and program­
n1atic impact of its recommendations on the Fed­
eral budget, both short and Jong term. 

•The Council recognizes that health care in the 
United States is not a closed system; therefore, its 
deliberations must be guided by an international 
perspective. 

•The Council must consider changes in demo­
graphics (e.g., the aging population), disease pat­
terns (e.g., increasing prevalence of the acquired 
immunodeficiency syndrome [AIDS]), patterns of 
health care delivery (e.g., increased emphasis on 
ambulatory care), and the umnet needs for preven­
tion and care. 

• The Council believes that a strong system of 
medical education must be maintained in order to 
expand medical knowledge and provide access to 
quality medical care through an adequate supply of 
appropriately educated physicians. 

•American 1nedical education should provide a 
basis for physicians of the future to be able to de­
liver continually improving patient care through a 
better understanding of disease processes and their 
clinical manifestations. The education system 
should prepare physicians to approp1iately apply 
new techniques of diagnosis, treattnent, and preven­
tion in a compassionate and cost-effective manner. 
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Issues for Further Exploration 

The Council recognizes that there are a nu1nber 
of issues requiring further exploration. Among 
these are the following: 

•The Nation's voluntary system of specialty 
certification, 1nedical education accreditation, and 
licensure, which have a significant impact on phy­
sician workforce supply and distribution. 

• The important role of physician assistants, 
nurse practitioners, and certified nurse midwives in 
delivering primary care, when working in collabo­
ration with generalist physicians. 

• Representation of women in medicine, par­
ticularly in academic roles. 

•The State's role, including model initiatives, 
in addressing workforce data needs, supply, and 
distribution. 

• Other financing and infrastructure approaches 
that have potential to attain the stated workforce 
goals. 
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