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The Council on Graduate Medical Education

he Council on Graduate Medical Education
I (COGME) was authorized by Congress in 1986
to provide an ongoing assessment of physician
workforce trends, training issues, and financing policies
and to recommend appropriate Federal and private-sector
efforts to address identified needs. The legislation calls
for COGME to advise and make recommendations to
the Secretary of the Department of Health and Human
Services (DHHS); the Senate Committee on Health,
Education, Labor, and Pensions; and the House of
Representatives Committee on Commerce. Since 2002,
COGME has been extended through annual appro-
priations. The legislation specifies 17 members for the
Council. Appointed individuals are to include representa-
tives of practicing primary care physicians, national and
specialty physician organizations, international medical
graduates, medical student and house staff associations,
schools of medicine and osteopathy, public and private
teaching hospitals, health insurers, business, and labor.
Federal representation includes the Assistant Secretary
for Health, DHHS; the Administrator of the Centers for
Medicare and Medicaid Services, DHHS; and the Chief
Medical Director of the Veterans Administration.

CHARGE TO THE COUNCIL

The charge to COGME is broader than the name
implies. Title VII of the Public Health Service Act,
as amended, requires COGME to provide advice and
recommendations to the Secretary and Congress on the
following issues:

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

2. Current and future shortages or excesses of physi-
cians in medical and surgical specialties and subspe-
cialties;

3. Issues relating to international medical school gradu-
ates;

4. Appropriate Federal policies with respect to the mat-
ters specified in items 1-3, including policies concern-
ing changes in the financing of undergraduate and
graduate medical education (GME) programs and
changes in the types of medical education training
in GME programs.

5. Appropriate efforts to be carried out by hospitals,
schools of medicine, schools of osteopathy, and ac-
crediting bodies with respect to the matters specified

in items 1-3, including efforts for changes in under-
graduate and GME programs; and

6. Deficiencies in, and needs for improvements in, exist-
ing data bases concerning the supply and distribution
of, and postgraduate training programs for, physi-
cians in the United States and steps that should be
taken to eliminate those deficiencies;

7. Encouraging entities providing graduate medical
education to conduct activities to voluntarily achieve
the recommendations of the Council as warranted;
and

8. Development of performance measures, longitudinal
evaluations and recommendation of appropriation
levels for programs under COGME’s charge.

In addition to providing advice and making recom-
mendations to both the Secretary and Congress, the
COGME shall also:

* Encourage entities providing graduate medical edu-
cation to conduct activities to voluntarily achieve the
recommendations of the Council.

COGME PUBLICATIONS

Reports

Since its establishment, COGME has submitted the
following reports to the DHHS Secretary and Congress:

* First Report of the Council (1988);

* Second Report: The Financial Status of Teaching
Hospitals and the Underrepresentation of Minori-
ties in Medicine (1990);

* Third Report: Improving Access to Health Care
Through Physician Workforce Reform: Directions
for the 21st Century (1992);

* Fourth Report: Recommendations to Improve Ac-
cess to Health Care Through Physician Workforce
Reform (1994);

* Fifth Report: Women and Medicine (1995);

« Sixth Report: Managed Health Care: Implications
for the Physician Workforce and Medical Education
(1995);

« Seventh Report: Physician Workforce Funding
Recommendations for Department of Health and
Human Service’s Programs (1995);
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Eighth Report: Patient Care Physician Supply and
Requirements: Testing COGME Recommendations
(1996);

Ninth Report: Graduate Medical Education Con-
sortia: Changing the Governance of Graduate
Medical Education to Achieve Physician Workforce
Objectives (1997);

Tenth Report: Physician Distribution and Health
Care Challenges in Rural and Inner City Areas
(1998);

Eleventh Report: International Medical Gradu-
ates, The Physician Workforce and GME Payment
Reform (1998);

Twelfth Report: Minorities in Medicine (1998);

Thirteenth Report: Physician Education for a Chang-
ing Health Care Environment (1999);

Fourteenth Report: COGME Physician Workforce
Policies: Recent Developments and Remaining Chal-
lenges in Meeting National Goals (1999);

Fifteenth Report: Financing Graduate Medical
Education in a Changing Health Care Environment
(2000);

Sixteenth Report: Physician Workforce Policy Guide-
lines for the United States, 2000-2020 (2005);

Seventeenth Report: Minorities in Medicine: An
Ethnic and Cultural Challenge for Physician Train-
ing, an Update (2006); and

Eighteenth Report: New Paradigms for Physician
Training for Improving Access to Health Care
(2007).

Nineteenth Report: Enhancing Flexibility in Gradu-
ate Medical Education (2007)

OTHER COGME PUBLICATIONS

Scholar in Residence Report: Reform in Medical
Education and Medical Education in the Ambula-
tory Setting (1991);

Process by which International Medical Graduates
are Licensed to Practice in the United States (Sep-
tember 1995);

Proceeding of the GME Financing Stakeholders
Meeting (April 11, 2001) Bethesda, Maryland;

Public Response to COGME’s Fifteenth Report
(September 2001);

Council on Graduate Medical Education and Na-
tional Advisory Council on Nurse Education and
Practice: Collaborative Education to Ensure Patient
Safety (February 2001);

Council on Graduate Medical Education: What Is It?
What Has It Done? Where Is It Going? 2nd edition
(2001);

2002 Summary Report (2002).

For more information on COGME, visit the Council’s
Web site at: http://www.cogme.gov or contact:

Council on Graduate Medical Education
5600 Fishers Lane, Room 9A-27
Rockville, MD 20857

Voice: (301) 443-6190

Fax: (301) 443-8890
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This report is the result of a collaborative effort by the
members of the Council. The members of the Council’s
writing committee played a key role in drafting the rec-
ommendations and associated supporting material. To
develop the report, the writing committee created two
writing groups.

One writing group focused on the overall context
for the report and the recommendations related to the
ideal number of primary care physicians and primary
care physician reimbursement. Members of this writing
group included:

e Dr. Jerry Kruse, Chair

* Dr. Mark Kelley, Co-Chair
* Dr. Tom Keane

* Dr. Carol Pillinger

* Dr. Russ Robertson

* Dr. Vicki Seltzer

e Dr. Bill Thomas

e Ani Turner!

* Dr. Leana Wen

The other writing group focused on the recom-
mendations related to primary care physician education
(graduate and undergraduate) and primary care physi-
cian distribution. This group also focused on issues of

1 Ms. Turner and Dr. Roehrig are not members of the Council, but
provided technical support to the writing groups as health workforce
researchers with Altarum Institute.

management of educational debt and the role of mid-
level providers. Members of this writing group included:

e Dr. Sheldon Retchin, Chair
* Dr. Robert Phillips, Co-Chair
* Dr. Denice Cora-Brambles
e Dr. Wendy Braund

* Dr. Joseph Hobbs

* Dr. Spencer Nabors

* Dr. Kendall Reed

* Dr. Russ Robertson

* Charles Roehrig PhD!

e Dr. Jason Shu

* Dr. Winston Liaw?

The two groups developed working papers to address
their respective areas of focus. The writing committee,
led by Dr. Robertson, then worked to develop a consoli-
dated set of draft recommendations based on the work
of the two groups. After the draft recommendations
were developed, the committee worked to develop the
draft report that supported these draft recommendations.
This work was conducted over a series of conference calls
and involved many hours of work developing sections
of the report.

2 Dr. Liaw is not a member of the Council, but assisted Dr. Phillips
through his role at the Robert Graham Center.
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Preface

of dramatic change in the health care environ-

ment in the United States. The beginnings can
be traced to November of 2008 and coincident with
the arrival of a new administration in Washington DC.
Members were acutely cognizant of the role the Coun-
cil could play in this process of health reform and so
worked to emphasize past reports, particularly the 19th,
Enhancing Flexibility in Graduate Medical Education,
and expressed a desire to be consonant with the efforts
that unfolded as the report was being written of which the
capstone was clearly the new Affordable Care Act. Where
appropriate, we have referenced the Affordable Care Act
in our report as evidence of the Council’s direction as
well as citations from this legislation consistent with our
recommendations. We also referenced the recent June
publication of the Medicare Payment Advisory Commis-
sion’s report to Congress entitled, “Aligning Incentives in
Medicare” as evidence of the Council’s work and desire
to collaborate with another governmental entity where
there is alignment with specific aspects of the Council’s
efforts. Last, we note the Secretary of Health and Hu-
man Service’s new program, the Affordable Care Act
Primary Care Residency Expansion (PCRE) Program.
This is a $168 million, five-year program, aimed at in-
creasing the number of residents trained in a primary care
specialty (family medicine, general internal and general
pediatric medicine). The program’s purpose is to increase
the number of primary care physicians by expanding
enrollment in primary care residency programs. The
new residency training positions must be over and above
the number currently being trained, even if a program
is already over its Centers for Medicare and Medicaid
Services (CMS) authorized Graduate Medical Educa-
tion (GME) cap.

This report has been written in and through a time

ABSTRACT

As aresult of a number of factors including compen-
sation, practice environments, and experience in medical
school, there is a shortage in the number of primary care
physicians that is accelerating. At the present time, 32 per-
cent of physicians in the U.S. are primary care providers,
of which 12.7 percent are family physicians, 10.9 percent
general internists, 6.8 percent general pediatricians, and
1.6 percent in general practice. In addition, a percent-
age of obstetricians/gynecologists serve as primary care
providers, particularly among their younger female adult
patients. While there are real shortages in general surgery
and key pediatric and internal medicine subspecialties,
the shortage in primary care providers, particularly those

capable of caring for adults with chronic disease, over-
shadows the deficits in all other specialties. This shortage
is especially critical in the context of health care reform
objectives that have the potential of adding 32 million
newly insured individuals that will only further increase
the need for primary care physicians.

The current U.S. primary care physician workforce is
in jeopardy of accelerated decline because of decreased
production and accelerated attrition. A review of
questionnaires administered to all 2008 allopathic and
osteopathic medical school graduates revealed that only
17 percent chose any of the primary care specialties as
their first choice. This decreased medical student interest
in primary care is caused by multiple factors including the
high workload and insufficient reimbursement of this field
of practice relative to the earnings of many specialists.
These factors, in addition to the “hidden curriculum” in
many medical schools that actively discourages student
interest in the adult primary care specialties, the lack of
strong primary care role models, and dynamic practice
environments in other specialties often absent onerous
administrative requirements, contribute to the reluctance
to enter primary care disciplines. This workforce is also
in jeopardy because of the substantial reduction in the
production of primary care physicians from graduate
medical education. Expansion of subspecialty training
options, loss of primary care training positions (especially
in family medicine), and alternate career options (such
as general internal medicine graduates choosing to work
as hospitalists) have effectively reduced primary care
production by one-third over the last decade. Additive
is the overall aging of the current primary care workforce
and its anticipated retirement, particularly should the
economy continue to improve.

There is one essential caveat that should be addressed.
While this report’s emphasis is on the overall need for
primary care physicians, it must be clearly stated that this
reflects the need to increase the numbers of physicians
capable of caring for adults and their associated chronic
disease burden. This does not appear to be the case for
general pediatrics. In fact, student interest remains high
and has led to a surplus, relative to other areas of primary
care, in the supply of general pediatricians. During the
last decade, there have been increases in the numbers of
medical students who are choosing general pediatrics.
With regard to the supply of general pediatricians and
in the context of this report, the major challenge is their
geographic maldistribution. For example, in Idaho there
are 32 general pediatricians per 100,000 children, whereas
in the District of Columbia the ratio is 186.6 per 100,000.
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The Council on Graduate Medical Education met
in April and November 2009 and April 2010 to review
the current environment and develop recommendations.
The Council identified four challenges and developed five
recommendations as presented in this report.

The challenges are:

1) The practice environment

2) The environment in medical schools

3) The graduate medical education environment

4) The geographic maldistribution of physicians in
practice

Recommendations to address these challenges are
presented in five categories:

1) The number of primary care physicians

2) Mechanisms of physician payment and practice
transformation for primary care

3) The premedical and medical school environment
4) The graduate medical education environment

5) The geographic and socioeconomic maldistribution
of physicians

EXECUTIVE SUMMARY

There is compelling evidence that health care out-
comes and costs in the United States are strongly linked
to the availability of primary care physicians. For each
incremental primary care physician (PCP), there is 1.44
fewer deaths per 10,000 persons. Patients with a regular
primary care physician have lower overall health care costs
than those without one. In the U.S., primary care physi-
cians are in short supply, particularly in certain regions
of the country, as discussed in Section 1 of this report.

As aresult of a number of factors including compen-
sation, practice environments, and experience in medical
school, there is a shortage in the number of primary care
physicians, particularly those with the ability to care for
adults and their associated chronic disease burden. This
shortage is especially critical now in the context of health
care reform objectives that will increase the need for pri-
mary care physicians. As a result of reform, as many as
32 million previously uninsured Americans will be eligible
for coverage. Such an influx of previously uninsured and
likely underserved individuals will undoubtedly increase
the demand for primary care services nationwide.

At the present time, 32 percent of physicians in the
U.S. are primary care providers, of which 12.7 percent
are family physicians, 10.9 percent general internists,
6.8 percent general pediatricians, and 1.6 percent are in
general practice. In addition, there are a percentage of
obstetricians/gynecologists that serve as primary care

providers, particularly among younger female adults.
The current U.S. primary care physician workforce is
in jeopardy of accelerated decline because of decreased
production and accelerated attrition, as described in
Section 1. Decreased production from graduate medical
education is a reflection of the choices made by young
physicians and by teaching hospitals that are associated
with a growing income disparity between primary care
physicians and other specialties. Over the last several
years, a variety of policies have been adopted to reduce
disparity and the new Affordable Care Act takes steps
to reduce this disparity. Decreased medical student
interest in primary care is caused by multiple factors
including heavy workload, insufficient reimbursement,
the hidden curriculum in medical school, and a lack of
strong primary care role models. Declining reimburse-
ment relative to specialties, increasing workloads, and
associated administrative requirements contribute to
accelerated attrition.

Attrition will also be augmented as the primary care
physician workforce continues to age, currently averag-
ing 47 years old. At the present, there are 242,500 pri-
mary care physicians in the U.S. and almost one quarter
(55,000) are age 56 or older. The likelihood is that many
of these physicians will retire within the next decade.

The Challenges

There is a shortage of primary care physicians in this
country and that shortage is likely to worsen. The Council
on Graduate Medical Education (COGME) reviewed
four aspects of key challenges contributing to the shortage
and approaches for addressing them. These include the
practice environment, medical student experience, gradu-
ate medical education, and maldistribution of physicians.

* Challenges in the Practice Environment: In the
practice environment, there are not enough primary
care providers to serve the growing and aging U.S.
population. Moreover, on average, compensation
of primary care providers is less than 55 percent
of the average compensation of other medical
specialties. For this reason and others, primary
care physicians are dissatisfied with their careers as
compared to other physicians. Many are struggling
with relatively low reimbursement rates, high over-
head costs, and increasing burdens of complex care.
The responsibility for coordinating all the patient’s
care also creates significant administrative burdens
for primary care physicians; they face a number
of certification and paperwork burdens associated
with federal initiatives aimed at deterring fraud
among durable medical equipment suppliers and
home health agencies. When medical students are
exposed to this practice environment through con-
tact with primary care faculty members in medical
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schools and community-based mentors, it has the
effect of discouraging student interest in becoming
a primary care physician, specifically among those
caring for adults.

* Challenges in the Medical School Environment: The
percentage of U.S. medical graduates choosing fam-
ily medicine decreased from 14 percent in 2000 to 8
percent in 2005. These career choices are strongly
shaped by the medical school experience. In U.S. os-
teopathic medical schools, graduating seniors’ intent
to pursue primary care dropped from 34 percent in
2001 to 29 percent in 2008.

One reason for this decline in interest levels is expo-
sure to what has been termed the “hidden curriculum.”
During clinical training, medical students work shoulder-
to-shoulder with residents, interns, and their supervising
faculty. This is their first glimpse of the “real world”
of medical practice where they are exposed to a dispro-
portionate number of specialists. This is because most
medical schools have, in one form or another, a faculty
practice plan anchored to a large hospital that attracts
unusually complex patients not representative of the
general population.

* Challenges in Graduate Medical Education: Medical
school deans and university presidents have tradi-
tionally been judged on their ability to build large
medical research enterprises focused on discovery
and innovation, truly laudable aspirations. Most
academic medical centers focus on complex care to
pursue these institutional goals, emphasize basic sci-
ence and clinical investigation, and provide relatively
greater rewards to those offering subspecialty care.
In addition, many large hospitals have developed
graduate medical education (GME) programs to
support their complex care and are often more
highly remunerative programs. The GME programs
of these large teaching hospitals are effective in re-
cruiting physicians to the medical staff and building
subspecialty clinical care. This disconnect between
meeting the needs of the population versus meeting
the needs of the academic health center was the focus
of an Institute of Medicine report in 1989 and has
recently been an area of concern for the Medicare
Payment Advisory Commission.

* Challenges in the Maldistribution of Physicians: Pri-
mary care physician geographic and socioeconomic
maldistribution in the U.S. is a chronic public policy
challenge. Despite persistent efforts to address the
problem through various initiatives, approximately
50 million Americans live in health professional
shortage areas (HPSAs).

RECOMMENDATIONS

The Council on Graduate Medical Education met in
April and November of 2009 and April 2010 to examine
these challenges and develop recommendations. The
Council’s review of the challenges and their recommenda-
tions are presented in this report. The recommendations
are presented here in five categories. Analyses of these
recommendations are detailed in the discussion sections
of this report. The five categories are: the number of
primary care physicians, mechanisms of physician pay-
ment and practice transformation for primary care, the
premedical and medical school environment, the graduate
medical education environment, and the geographic and
socioeconomic maldistribution of physicians.

The recommendations are summarized below. The
recommendations are designed to work in a comple-
mentary fashion, and in some cases, we suggest that
implementation should be sequenced to maximize ef-
fectiveness. Mechanisms for payment to address com-
pensation disparities should be implemented prior to
improving capacity in the medical school and graduate
medical environments. Recommendations for increasing
the supply of primary care physicians should be imple-
mented in parallel with recommendations for addressing
maldistribution of physicians.

Preamble: Policies and programs should be imple-
mented to enhance and support the practice of primary
care, and to increase the supply of primary care physi-
cians. Payment for physician services is biased in favor
of hospital-based and procedural services and does not
provide appropriate incentives to enhance and support
the practice of primary care, or to increase the supply of
primary care physicians. Policy changes should be dra-
matic to remedy these legacy biases and have immediate
effect. COGME recommends against policies that favor
slow and incremental change.

1. The Number of Primary Care Physicians

Recommendation: Policies supporting physicians pro-
viding primary care should be implemented that raise the
percentage of primary care physicians (general internists,
general pediatricians, and family physicians) among all
physicians to at least 40 percent from the current level of
32 percent, a percentage that is actively declining at the
present time. The achievement of this goal should be mea-
sured by assessing physician specialty once in practice,
rather than at the start of postgraduate medical training.

Congress and the Department of Health and Human
Services should:

1. Implement policies that raise the percentage of pri-
mary care physicians among all physicians to at least
40 percent.
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2. Implement policies that increase the supply of physi-
cian assistants, nurse practitioners, nurses, and other
staff positions necessary for coordinated, integrated
practice in primary care teams.

3. Provide incentives and regulatory reform so that clini-
cians and staff have the opportunity to “work at the
top of their degree” regardless of specialty or setting.

4. Encourage and support the roles of other physicians
who provide comprehensive, longitudinal primary care.

Rationale: The current U.S. primary care physician
workforce, critical to effective health care delivery, is in
jeopardy of serious decline because of decreased pro-
duction, accelerated attrition, and contraction of effort.
There is a dramatic shortage of primary care physicians
for adult care and a maldistribution among primary care
physicians across the nation. Decreased medical student
interest in primary care is caused by multiple factors in-
cluding heavy workload and insufficient reimbursement.
These same factors are leading to accelerated attrition
from primary care practice. Additionally, the large cohort
of physicians born between 1940 and 1960 is nearing
retirement: in 2005 more than 250,000 active physicians
were over 55 years old.

2. Mechanisms of Physician Payment and
Practice Transformation for Primary Care

Recommendation: To achieve the desired ratio of
practicing primary care physicians, the average incomes
of these physicians must achieve at least 70 percent of
median incomes of all other physicians, as discussed in
Section 2 of this report. Investment in primary care office
practice infrastructure will also be needed to cope with the
increasing burdens of chronic care and to provide com-
prehensive, coordinated care. Payment policies should
be modified to support both of these goals.

Congress, CMS, and private insurers should:

1. Address mechanisms to increase payments immedi-
ately to primary care physicians and practices. Such
mechanisms should include:

* Preferential increases in fee-for-service payments to
primary care services. Institute further measures,
such as the 2007 Centers for Medicare and Medicaid
Services (CMS) implementation of the American
Medical Association (AMA)/Specialty Society RVS
Update Committee (RUC) recommendation to in-
crease the work relative value unit (RVU) valuation.
This will correct any inequities in the fee-for-service
system and will provide higher payments for primary
care services. The recently passed Affordable Care
Act provides for a 10 percent bonus in Medicare
payments for primary care practices that provide at
least 60 percent of their services in primary care.

* Financial rewards for care coordination in primary
care practices. Dramatically expand payments for
care coordination. Congress and CMS should
expand Medicaid programs and institute Medicare
programs with payments that appropriately reflect
the true aggregate costs for care coordination to
primary care practices that emphasize the four es-
sential functions of primary care. Private insurers
should institute similar care coordination payments
to primary care physicians in primary care practices.

* Financial rewards for improvements in performance
measures. Authorize study of systems of pay-for-
performance to ensure simplicity and to make cer-
tain that they are based on evidence that measures
improvement of patients’ symptoms, problems,
functioning, resiliency, and slow progression of ill
health.

2. Reward the Patient-Centered Medical Home (PCMH)
financially when its physicians meet the four essential
functions (first contact access, patient-focused care
over time, comprehensive care, and coordinated care)
and the three corollary functions (family orientation,
community orientation, and cultural competency)
and when measures of process and quality are met
and improved. The PCMH should be supported
as the construct for the practice environment that
achieves optimal care coordination and integration,
for use of health information technology, for en-
hanced access, and for appropriate payment. Study
levels of funding necessary to sustain the PCMH
model and its impact on costs in settings other than
physicians’ offices.

3. Implement payment models that bundle payments
for full-service accountable care organizations and/
or incentivize the development of community health
care organizations that provide the four essential
functions of primary care through collaboration of
primary care physicians, public health, care coordina-
tion organizations, and mental health organizations.

Rationale: The current payment system contributes to
several key challenges, including disincentives for students
and providers considering primary care and a fragmented
health care system wherein different providers provide
care to a patient with little integration or coordination.
Addressing these challenges would lead to improved
outcomes and better containment of costs.

3. The Premedical and Medical School
Environment

Recommendation: Medical schools and academic
health centers should develop an accountable mission
statement and measures of social responsibility to im-
prove the health of all Americans. This includes strate-
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gically focusing and changing the processes of medical
student and resident selection and altering the design of
educational environments to foster a physician workforce
of at least 40 percent primary care physicians and a health
system that meets societal needs, as outlined in Section 3.

Medical Schools and Academic Health Centers should:
1. Allocate resources to:

 Increase and/or sustain the involvement of primary
care physicians through all levels of medical training;

* Support student primary care interest groups;

* Recruit, develop, and support community physician
faculty members; and

* Require student participation in rural, underserved,
and/or global health experiences.

2. Expand medical school class size strategically to
address the primary care physician deficit and mald-
istribution issues.

3. Reform admission processes to increase the number
of qualified students more likely to choose a primary
care specialty and to serve medically vulnerable popu-
lations.

4. Recruit and retain underrepresented minority stu-
dents and faculty members.

5. Require block and longitudinal experiences of suf-
ficient length that medical students clearly understand
the essential functions of primary care and the medi-
cal home.

6. Collaborate with local communities and distribute
resident training accordingly, support reductions in
physician income disparities, and lead in the develop-
ment of new models of practice.

Medical Schools, Academic Health Centers, the
Association of American Medical Colleges, American
Association of Colleges of Osteopathic Medicine, the Li-
aison Committee for Medical Education, the Commission
on Osteopathic College Accreditation, the Accreditation
Council for Graduate Medical Education, the American
Osteopathic Association, Congress, regulatory agencies,
and licensing agencies should:

7. Reform the continuum of medical education, from
premedical training through continuing education,
to impart general competencies most efficiently and
promote the choice of careers in primary care.

Federal and state governments should:

8. Provide increased incentives for physicians who
practice primary care or other critical specialties in
designated health workforce shortage areas.

9. Substantially enhance funding for scholarships,
loans, loan repayment, and tuition waiver programs
to lower financial obligations for students who plan
and pursue careers in primary care.

Rationale: Students’ future career choices are strongly
shaped during medical school. While many students
express interest in primary care when they first enter
medical school, this interest may erode by the time they
choose their graduate medical education specialty in their
fourth year of training.

4. Graduate Medical Education

Recommendation: Graduate Medical Education
(GME) payment and accreditation policies and a signifi-
cantly expanded Title VII program should support the
goal of producing a physician workforce that is at least 40
percent primary care, as discussed in Section 4. This goal
should be measured by assessing physician specialty in
practice rather than at the start of postgraduate medical
training. Achieving this goal will require a significant in-
crease in current primary care production from residency
training and major changes in resident physician training
for the practice environment of the future.

Congress, the Administration, Department of Health and
Human Services, and accrediting agencies should:

1. Change regulations to support more training in out-
patient settings and experimentation with practice
models to prepare residents appropriately for an
evolving contemporary health care environment.

2. Strategically increase the number of new primary care
GME positions and programs to accommodate the
increased production of medical school graduates
and respond to the need for a workforce composed
of at least 40 percent primary care physicians.

3. Increase training in ambulatory, community, and
medically underserved sites by:

* Promoting educational collaboration between
academic programs and Federally Qualified Health
Centers (FQHCsS), rural health clinics (RHCs), and
the National Health Service Corps (NHSC);

* Implementing new methods of funding to include
reallocation of existing GME funding, new GME
funding that is not calculated according to Medicare
beneficiary bed-days, and substantial expansion of
Title VII funding specifically for community-based
training. The Affordable Care Act authorizes
increased funding for Community Health Centers
beginning in FY 2011.

4. Provide financial incentives for GME that:

* Directly provide GME funding to primary care
residency programs, educational consortia, or non-
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hospital community agencies to provide the proper
incentives for ambulatory and community-based
training;

* Explore augmenting payments for primary care resi-
dents, including differentially higher salaries and early
loan repayments, to decrease the negative impact of
educational debt on primary care specialty choice;

* Fund all primary care residency programs at least at
the 95th percentile level of funding for all programs
(using total direct medical education (DME) and
indirect medical education (IME) payments as a
basis); and

* Reward teaching hospitals, training programs, and
community agencies financially on the basis of the
number of primary care physicians produced, to be
determined by specialty in practice and not at the
initiation of training.

Rationale: Graduate medical education is central
to development of the workforce. Federal policies are
needed to redesign GME to meet existing challenges.
There are opportunities to improve training paradigms
to respond adequately to the primary care physician
workforce deficit, which could be further exacerbated by
elements of health care reform.

5. The Geographic and Socioeconomic
Maldistribution of Physicians

Recommendation: So long as inequities exist, policies
should support, expand, and allow creative innovation
in programs that have proven effective in improving the
geographic distribution of physicians serving medically
vulnerable populations in all areas of the country, as
discussed in Section 5.

Congress and the Administration should:

1. Ensure funding of the National Health Service
Corps at the $1.15 billion amount authorized by the
Affordable Care Act so that the NHSC can recruit
more primary care physicians, provide greater sup-
port of scholarship recipients, create special learning
opportunities and networks for scholarship recipients
and early loan repayers, and forge formal affiliations
with academic institutions and training programs.

2. Increase the funding for Title VII, section 747, to
$560 million in Primary Care Medicine and Dentistry
cluster grants.

3. Implement programs to increase funding by the
Agency for Healthcare Research and Quality
(AHRQ), National Institutes of Health (NIH), and
private research enterprises for projects that stimulate
primary care and community-based research and
emphasize methodologies such as population-based
ecological and cluster studies, qualitative behavioral
studies, and comparative effectiveness research.

4. Increase funding for Community Health Centers
(CHCs) that are committed to training students and
residents, and increase funding for Area Health Edu-
cation Centers (AHEC) programs to improve existing
programs, support new programs, and support inno-
vative funding proposals that promote the practice of
primary care in medically underserved areas.

Rationale: Primary care physician maldistribution
in the U.S. has been a long-standing and persistent chal-
lenge in spite of recurrent attempts to ameliorate it with
targeted physician workforce and health care financing
policies as well as undergraduate and graduate medical
education programmatic interventions.



TWENTIETH REPORT OF COGME

Introduction

here is compelling evidence that health care
I outcomes and costs in the United States are
strongly linked to the availability of primary care
physicians [1,2,3,4]. For each incremental primary care
physician (PCP), there are 1.44 fewer deaths per 10,000
persons [2]. Patients with a regular primary care physician
have lower overall health care costs than those without
one [5,6]. In the United States, primary care physicians
are in short supply, particularly in certain regions of the
country [7].

The Institute of Medicine’s Definition of Primary Care

“Primary care is the provision of integrated, ac-
cessible health care services by clinicians who are ac-
countable for addressing a large majority of personal
health care needs, developing a sustained partnership
with patients, and practicing in the context of family
and community.”

(Donaldson, Yordy, Lohr, & Vanselow, Committee on the Future
of Primary Care, Institute of Medicine, p. 31, 1996)[8]

The supply and distribution of primary care provid-
ers is established in the free market largely by hospitals
that shape the portfolios of their training programs and
insurers who determine payment for services. Asin many
other sectors where public need is important, the market
does not always allocate resources in a way that optimizes
public benefit and costs. As a result of a number of

Figure 1: Age Distribution of Patient Care Primary Care Physicians

factors including compensation, practice environments,
and experience in medical school, there is a shortage in
the number of primary care physicians. This shortage is
especially critical now that health care reform legislation
will provide coverage for as many as 32 million previously
uninsured Americans. Such an influx of newly insured
individuals will undoubtedly increase the demand for
primary care services nationwide.

Even before the enactment of this legislation, the U.S.
primary care physician workforce has been in jeopardy.
Medical student interest in primary care has declined
because students see primary care physicians dissatisfied
with their high workload and low income. These factors
are also contributing to accelerated attrition of physi-
cians from primary care practice [9]. This is important
as almost one-quarter of primary care physicians (about
55,000) are “near retirement” age (56 or older) as shown in
Figure 1. Primary care production from graduate medical
education also declined over the last decade to less than
24 percent of all graduating physicians [10]. Declining
reimbursement, increasing workloads, and associated
administrative requirements contribute to accelerated
attrition [9].

Physician workforce supply and its balance have been
controversial over the last two decades. Physician short-
ages were predicted in the 1970s, while an oversupply
was envisioned in the 1990s, especially for subspecialty
physicians. These predictions were largely based on
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the emergence of HMOs and the concept of managed
competition. Both relied more heavily on the role of
primary care and less on subspecialties. These factors
led to increased medical student interest in primary care,
which proved to be fleeting.

As the new millennium began, tight controls on man-
aged care had vanished because of public backlash and
a more favorable economy. Health care reverted to a
more traditional fee-for- service reimbursement system.
Insurance, including Medicare, rewarded physicians
handsomely for procedures and innovative technologies
such as advanced imaging. However, reimbursement re-
mained limited for those physicians in primary care and
or other specialists who performed “cognitive” services
such as disease management, coordination of care, or
counseling. In many cases, a complicated office visit is
paid at a rate that is a fraction of a less time-consuming
procedure [12]. A procedure performed by a specialist
may be reimbursed at significantly more than the amount
paid to a primary care physician who has spent the same
amount of time with a complicated patient [13]. Because
of the rising burden of chronic disease, primary care
physicians’ incomes have been disadvantaged because
of the current approach to reimbursement. They often
have the most challenging and complex patients and yet
receive disproportionately low payments for providing
services to these patients.

These facts are not lost on physicians-in-training who
now show decreased interest in primary care careers. If
these trends continue, the supply of primary care physi-
cians will erode within the next 10 years, particularly as
many currently practicing primary care physicians reach
retirement age. This shortage has profound implications
for the U.S. economy and the health of its citizens. Ad-
dressing this shortage will be critical to implementing key
provisions of health care reform.

The solutions to this problem must address several
causal factors. Poor reimbursement rates for primary
care physicians are only part of the problem. Physicians-
in-training need to see primary care as a rewarding and
well-organized career choice that offers both a practice
environment and lifestyle attractive enough to warrant
30 years of challenging practice.

There is one essential caveat that should be addressed.
Because of the rising burden of chronic diseases, as well as
other factors, primary care physicians’ incomes have not
kept pace with the increasing costs of their practice and
have been disadvantaged because of the current approach
to reimbursement. This does not appear to be the case
for general pediatrics. In fact, compared to other areas
of primary care, medical student interest remains high
in general pediatrics.

During the last decade, there were increases in the
numbers of medical students choosing general pediatrics

[14]. With regard to the supply of general pediatricians
and in the context of this report, the major challenge is
the geographic maldistribution of general pediatricians.
For example, in Idaho there are 32 general pediatricians
per 100,000 children whereas in the District of Columbia
the ratio is 186.6 per 100,000 [14].

The Historical Evolution of Primary Care

Health care delivery has changed in the United States
in the last 50 years. Historically, the vast majority of
physicians provided both general medical and surgical
care and were called general practitioners. As surgery
became more complicated, many of these physicians
retreated from surgery to focus more on chronic diseases
such as heart failure, diabetes, and hypertension. In the
1960s and 1970s, many of the generalists still maintained
a very active inpatient practice in the hospital. In that
era, most ill patients were hospitalized, often for diag-
nostic evaluations or to treat a chronic disease. Patients
with advanced disease would remain in the hospital until
they died or recovered. The general practitioner cared
for both hospitalized patients and maintained an active
office practice.

In the 1980s, among the changes that greatly influ-
enced medical practice was Medicare’s development of
diagnostic related groups (DRGs) to reduce hospital costs.
The DRG system defined the level of fixed payment for
every hospital admission, independent of the number of
days the patient spent in the hospital. Hospitals were
now motivated to reduce lengths of stay and shift much
of the care to the ambulatory setting. Thus, ambulatory
care became one of the fastest growing costs in health
care delivery [15,16].

This shift to ambulatory care profoundly changed
medical practice. Physicians could no longer admit
patients for diagnostic evaluation and keep them in the
hospital for advanced therapies while collecting fees for
the performance of said services. Instead, these patients
were cared for in the ambulatory setting except when
acutely ill. This placed tremendous pressure on physi-
cians. When most sick patients were hospitalized, their
care was provided under controlled circumstances. The
physicians were supported by hospitals’ substantial in-
frastructure of nurses and consultants. With DRGs, the
situation was transformed: many chronically ill patients
remained in the ambulatory care setting and depended
solely on the services of the primary care physician and
a small office staff.

When Medicare developed DRGs to reduce hospital
costs, a significant amount of care that traditionally oc-
curred in the hospital was displaced to the office practice
of the primary care physician. This failed to increase
payments to physicians to help them care for these more
complex ambulatory patients. In effect, the cost of
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chronic care was shifted from the hospital to the primary
care physician —with no offsetting payment. This resulted
in a disconnection between hospital and ambulatory
care, making the delivery of care to these patients more
challenging. While patients are admitted to the hospi-
tal briefly for acute problems, such as congestive heart
failure, the fragmentation of care resulting from shorter
hospitalizations often results in readmission and further
exacerbation of their chronic disease. In addition, the
management of contributing factors, such as dietary
indiscretion and poor medication adherence, is left to the
primary care physician, who may not be able to afford
the infrastructure to manage these complex issues [17].

The primary care physician is also responsible for
providing preventive services. These include screening
for cancer, diabetes, cholesterol, and hypertension and
the initial management of patients who are found to
have these common conditions. None of these services
is simple to organize and execute. The development and
use of registries to track preventive services, education
and compliance are substantial and time-consuming
issues [18].

This heavy burden of preventive services and the man-
agement of chronic conditions are not well reimbursed
relative to services provided in other medical specialties.
Furthermore, under Medicare fee-for-service payment,
the primary care physician can only collect for these
services when the patient is seen face-to-face. This pay-
ment system discourages more efficient consultations that
could be provided via telehealth methods, over the phone,
and through e-mail. In order for the doctor to receive
reimbursement, patients must report to the office for
routine follow-up and therefore must comingle with other
patients who have unstable (and perhaps contagious)
medical conditions. This situation will only worsen as the
American population ages, thus increasing the burden of
chronic disease. This demographic shift, which has been
inexorable in the past two decades, has placed steadily
increasing pressure on adult primary care practice [19].

It is useful to compare the evolution of adult and
pediatric primary care to see how the issues differ. In
pediatrics, the patient population turns over constantly
as children grow into adulthood. Subspecialty physicians
usually treat patients with pediatric chronic diseases, al-
though the use of specialists varies according to the age of
the patient as well as medical and surgical conditions [20].
In contrast, the adult generalist is in exactly the opposite
situation. That physician may attract young patients early
in his or her practice, but these patients age over time and
begin to develop the predictable problems with chronic
disease. Therefore, the more successful the physician,
the more unstable the patient population may become.
For such complex patients, there has traditionally been
no extra reimbursement other than the pay-as-you-go
fee-for-service model. Care coordination often goes unat-
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tended because there is no incentive in the reimbursement
system for this time commitment. Unless this problem
is corrected, Medicare beneficiaries will have increasing
difficulty finding primary physicians to serve their needs.

The Growth of Subspecialty Physicians

Subspecialty practices, particularly in the medical
subspecialties, emerged in the 1970s. The first were in
organ-specific areas such as cardiology, gastroenterology,
and pulmonary diseases. Advanced technology such
as cardiac catheterization, ultrasound, and fiber optic
instrumentation transformed these cognitive specialties
into specialties with complex procedures. Insurers viewed
these procedures as very similar to surgical operations
and reimbursed both the professional and technical fees
accordingly. The result is that therapeutic and diagnostic
procedures are well rewarded in most forms of insurance
payment.

This has fractured the specialty of internal medicine,
which had previously been dominated by primary care phy-
sicians called general internists. Now the vast majority of
physicians entering internal medicine training are attracted
to medical subspecialties, many of which are procedural
in their orientation, such as cardiology, gastroenterology,
and pulmonary [21]. The salaries of such subspecialists
are double or even triple that of even the most lucrative of
general internal medicine practices [22]. The lifestyle of
the medical subspecialist is also attractive, particularly for
those who perform procedures. Most patients with chronic
disease are returned to the primary care physician after
procedures are performed and the acute crisis has been
resolved. Subspecialists have greater economic incentives
to perform procedures rather than to manage complex
care, and there is evidence that many of these procedures
are unnecessary [23]. There is also evidence that some
primary care physicians are beginning to follow this same
path by introducing more lucrative procedures into their
office to increase reimbursements. This leaves less time for
the cognitive primary care services.

The Challenges

The Council reviewed four areas of key challenges
contributing to the primary care shortage and approaches
for addressing them. These include the practice environ-
ment, medical student experience, graduate medical edu-
cation, and maldistribution of physicians. These factors
are closely linked and failure to address each will jeopar-
dize access to primary care for decades to come. Unless
the practice environment and income improve, it is highly
unlikely that physicians will consider primary care as a
viable career option. This perception will be reinforced
in the medical school environment unless primary care
assumes a more important role in both undergraduate
and postgraduate medical education.
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Figure 2: Key Challenge Areas

Key Challenge Areas

Approaches for Addressing Challenges

Practice Environment
» Primary care provider shortage
» Compensation inequities

» Admissions policies and pipeline of
students likely to choose primary care

Graduate Medical Education

* Incentives in medical school that support
specialties

» Specialty emphasis of GME programs

Maldistribution of Physicians

» Large number of Americans live in health
professional shortage areas

« Insufficient resources for exposing
students to community settings

Medical School Environment
» Career choices shaped in medical school

Challenges in the Practice Environment

The mean compensation of primary care providers
is less than 55 percent of the mean compensation of
other medical specialties. For this reason and others,
primary care physicians are dissatisfied with their careers
compared to other physicians [24]. Many are struggling
with relatively low reimbursement, high overhead costs,
and increasing burdens of complex care. Sometimes, the
dissatisfaction is apparent among primary care faculty
members and community preceptors, which can send
negative messages to students. A significant portion of
a primary care physician’s time (approximately 20 hours
/ week) 1s dedicated to preventive services. In most cases,
these services are not well compensated [18]. In addi-
tion, physicians have time for only brief visits with their
patients, many of which have chronic disease and are
aged. However, the primary care physician often cannot
afford the time or the office staff to meet these challenges.
This leads to physician and patient dissatisfaction and
to poorly coordinated care [25]. This may be the reason
that many general internists leave active clinical practice
within 10 years of earning their board certification [26].
The American Board of Internal Medicine and the
American College of Physicians (ACP) recently found
that 17 percent of general internists certified in the early
to mid-1990s have since left internal medicine. This raises
the possibility of significant mid-career attrition from
primary care even before retirement age [27].

Many primary care physicians become professionally
isolated. They have very little time to go to the hospital
to interact with other colleagues. This constraint has led

« Strategies for improving the number of primary care
physicians

* Mechanisms of physician payment for primary care

« Strategies for improving the premedical and medical
school environment

« Strategies for improving Graduate Medical
Education

» Approaches for addressing the geographic and
socioeconomic maldistribution of physicians

to eroding relations between hospitals and physicians
[28,29]. When patients develop problems too complex for
the office, they are sent to the hospital and, if admitted,
often treated by a “hospitalist” physician assigned to the
patient. Once that patient’s condition stabilizes, he or
she is discharged, often while still in a fragile state. The
primary care physician has little time and few resources to
focus on this potentially unstable patient, who previously
would have remained hospitalized for a longer period of
time. This may be a key reason why hospital readmissions
are so common for patients with chronic diseases [30].

Compensation and lifestyle issues affect not only
satisfaction and retention of practicing physicians, but
also affect student interest in primary care practice. The
Association of American Medical Colleges (AAMC)
found that a variety of factors contribute to making a
specialty choice, with influences of mentors in the field,
lifestyle and options for fellowship training ranking as
having the strongest influences [31]. Salary and family
expectations also played significant roles in the decision
making process. The Macy Foundation supported study
recently reported a mean lifetime income differential
between specialty and primary care physicians of $3.5
million. The foundation found that this differential had
a significant negative impact on the choice of primary
care careers by medical students [32].

Among primary care physicians, career dissatisfac-
tion focuses on two issues—low income compared to
other physicians and heavy workload driven by the ad-
ministrative burdens of practice. For the practice to be
professionally rewarding and attractive, both problems
must be solved quickly.
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Challenges in the Medical School Environment

The percentage of those U.S. medical graduates
choosing family medicine decreased from 14 percent in
2000 to 8 percent in 2005 [33]. These career choices are
strongly shaped by the medical school experience. While
many students express interest in pursuing careers in
primary care when they first enter medical school, this
interest may erode by the time they choose their gradu-
ate medical education specialty in the fourth year [34].
In U.S. osteopathic medical schools, graduating seniors’
intent to pursue primary care dropped from 34 percent
in 2001 to 29 percent in 2008 [35].

One reason for this decline in interest levels is expo-
sure to what has been termed the “hidden curriculum”
[36,37,38]. During clinical training, impressionable medi-
cal students work shoulder-to-shoulder with residents,
interns, and their supervising faculty. This is their first
glimpse of the “real world” of medical practice and they
are fed a steady diet of subspecialization. This is because
most medical schools have, in one form or another, a
faculty practice plan anchored to a large hospital that
attracts acutely ill patients.

Furthermore, students receive relatively less exposure
to ambulatory practice compared to their inpatient experi-
ence. Ambulatory practice is tightly managed and requires
a high level of productivity. Placing students in this setting
disrupts this productivity and requires financial support to
offset this cost. The result is that most medical students
have heavy exposure to serious acute subspecialty inpatient
care and very little exposure to ambulatory care, where
most of American medicine is practiced. The opportu-
nity for exposure to role models in primary care practice
is very limited.

The exceptions to this rule are medical schools that
emphasize primary care education. Most often, these are
publicly funded schools whose mission is to train physi-
cians for their community, region, or state. However, in
the aggregate, a minority of medical students trained in
this country has any significant exposure to primary care
practice unlike medical students trained in osteopathic
medical settings whose primary mission is geared towards
the production of primary care physicians. The primary
care physicians in the academic medical center are often
not full time clinicians, and students usually are not given
the opportunity to “live and breathe” a primary care prac-
tice on an around-the-clock basis. To address these chal-
lenges, strategies should be developed to expand student
opportunities during the premedical and medical school
phases of training.

Challenges in Graduate Medical Education

Medical school deans and university presidents have
traditionally been judged on their ability to build large
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medical research enterprises focused on discovery and
innovation. Most academic medical centers focus on
technology-intensive care to pursue these institutional
goals, emphasize basic science and clinical investigation,
and provide relatively greater rewards to subspecialty care
[39]. In most schools, the family medicine department,
dedicated to primary care, is dwarfed in size and prestige
by the department of internal medicine, which is often
the largest research department in the entire university.
In addition, many large hospitals have developed GME
programs to support their complex care programs. The
GME programs of these large teaching hospitals are effec-
tive for the recruitment of physicians to the medical staff
and for building subspecialty clinical care. This discon-
nect between meeting the needs of the population versus
meeting the needs of the academic health center was the
focus of an Institute of Medicine report in 1989 and has
recently been an area of concern for the Medicare Payment
Advisory Commission.

Although Medicare capped its funded GME slots in
1997, accredited GME positions have grown 6.3 percent
from 2003-2006, virtually all of which are self-funded by
the hospitals. Despite this increase, a rise in subspecialty
rates led to fewer physicians pursuing generalist careers
[10,40]. Like student choices, this build-out of residency
training positions is highly correlated with specialty income
[41]. Teaching hospitals invest in lucrative services in order
to support their bottom line and residents and fellows are
an inexpensive way to support those services. Increasing
options for subspecialization has both direct and indirect
effects on primary care production, first by closing primary
care positions to be used for subspecialty training, and
second by giving would-be primary care physicians options
to subspecialize. The net effect is a substantial reduction
in primary care production from GME, now at about 29
percent or less compared to 32 percent from 2003 to 2008
[42]. In bending GME to service their financial bottom
line, the needs of the population are not best served.

All GME payments from the Centers for Medicare
& Medicaid Services (CMS) are awarded to hospitals.
Therefore, at many levels, GME payments have been used
to foster the clinical enterprises of the teaching hospitals,
which are largely devoted to technology-intensive subspe-
cialty care. There is little incentive in GME payments for
education in primary care or in community-based ambu-
latory settings that are often more expensive to operate.
Strategies should be implemented to improve GME and
to modify incentives so that they foster interest in primary
care education and careers.

Challenges in the Maldistribution of Physicians

Primary care physician maldistribution in the U.S.
is a chronic public policy challenge. Despite persistent
efforts to address the problem through various initiatives,



approximately 50 million Americans live in health pro-
fessional shortage areas (HPSAs) [43]. While the overall
numbers of physicians per capita has increased, there
remain significant shortages in many rural and inner city
areas where many minority and/or low-income individu-
als reside. While 20 percent of the U.S. population lives
in a rural area, only 9 percent of the nation’s physicians
serve that population [43]. Effective approaches for ad-
dressing the geographic and socioeconomic maldistribu-
tion of physicians should be developed and implemented.

Recommendations

The Council on Graduate Medical Education met in
November 2009 and April 2010 to examine these chal-
lenges and develop recommendations. The Council’s
review of the challenges and their recommendations
are presented in this report. The recommendations are

presented in five categories: the number of primary care
physicians; mechanisms of physician payment and prac-
tice transformations for primary care; the premedical and
medical school environment; the graduate medical educa-
tion environment; and the geographic and socioeconomic
maldistribution of physicians.

The recommendations are designed work in a com-
plementary fashion and in some cases implementation
should be sequenced to maximize effectiveness. Mecha-
nisms for payment to address compensation disparities
should be implemented prior to improving capacity in
the medical school and graduate medical environments.
Recommendations for increasing supply of primary care
physicians should be implemented in parallel with recom-
mendations for addressing maldistribution of physicians
so that mitigating shortages in some areas does not hinder
improvements in other areas.
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Discussion
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Preamble: Policies and programs should be imple-
mented to enhance and support the practice of primary
care, and to increase the supply of primary care physi-
cians. Payment for physician services is biased in favor
of hospital-based and procedural services and does not
provide appropriate incentives to enhance and support
the practice of primary care, or to increase the supply of
primary care physicians. Policy changes should be dra-
matic to remedy these legacy biases and have immediate
effect. COGME recommends against policies that favor
slow and incremental change.

1. THE NUMBER OF PRIMARY CARE
PHYSICIANS

Recommendation: Policies supporting physicians pro-
viding primary care should be implemented that raise the
percentage of primary care physicians (general internists,
general pediatricians, and family physicians) among all
physicians to at least 40 percent from the current level of
32 percent, a percentage that is actively declining at the
present time. The achievement of this goal should be mea-
sured by assessing physician specialty once in practice,
rather than at the start of postgraduate medical training.

Congress and the Department of Health and Human
Services should:

1. Implement policies that raise the percentage of
primary care physicians among all physicians to at
least 40 percent.

2. Implement policies that increase the supply of physi-
cian assistants, nurse practitioners, nurses, and other
staff positions necessary for coordinated, integrated
practice in primary care teams.

3. Provide incentives and regulatory reform so that clini-
cians and staff have the opportunity to “work at the
top of their degree” regardless of specialty or setting.

4. Encourage and support the roles of other physicians
who provide comprehensive, longitudinal primary care.

Rationale: The current U.S. primary care physician
workforce, critical to effective health care delivery, is in
jeopardy of serious decline because of decreased pro-
duction, accelerated attrition, and contraction of effort.
There is a dramatic shortage of primary care physicians
for adult care and a maldistribution among primary care
physicians across the nation. Decreased medical student
interest in primary care is caused by multiple factors in-
cluding heavy workload and insufficient reimbursement.
These same factors are leading to accelerated attrition
from primary care practice.

Problem / Opportunity for Improvement
Situation

There is a dramatic shortage of primary care physi-
cians for adults and a maldistribution of all primary care
physicians. The large cohort of physicians born between
1940 and 1960 is nearing retirement: in 2005, more than
250,000 active physicians were over 55 years old [44].

There is significant evidence that optimal health care
outcomes and optimal health system efficiency are demon-
strated when at least 40-50 percent of the physician work-
force is composed of primary care physicians (PCPs) [45].
For example, a recent Government Accountability Office
(GAO) report concluded that over-reliance on specialty
services results in a less efficient health care system [46].

The report also concluded that preventive care,
care coordination for the chronically ill, and continu-
ity of care can achieve cost savings and improve health
outcomes [46]. Baicker and Chandra found that estab-
lished surrogate markers for health care outcomes in
the U.S. are improved at considerably lower expense
in states that have a high supply of primary care
physicians [1]. In addition, socioeconomic and racial
disparities in health care outcomes are dramatically
reduced when there is an appropriately sized primary
care workforce [3].

However, the proportion of primary care physicians
is currently 32 percent (as compared to the entire physi-
cian workforce) and is declining. In 1961, half of U.S.
physicians were generalist physicians and most were
general practitioners. Since then, the percentage of PCPs
has declined [47,48]. In the late 1970s, 10 years after the
birth of family medicine as a specialty, the percentage of
primary care physicians in the U.S. stabilized at about 36
percent of the total physician workforce. The percentage
of U.S. physicians in primary care remained at 36 percent
until 1985 but has since fallen to 32 percent in 2007, a
relative decline of 11 percent [42]. Moreover, aggregate
figures do not reflect the fact that there are substantially
fewer primary care physicians per 100,000 people in rural
areas as compared to urban areas [46].

Current medical student specialty preferences indicate
that the percentage of physicians who practice primary
care could potentially decline significantly over the next
ten years unless there is immediate active intervention.
As shown in the figure below, there has been a downward
trend in preferences for primary care, correlated to the
decline in the relative income of family medicine when
compared with specialties. It should be noted that other
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Figure 3: Family Medicine vs. Specialty Income and Primary Care Preferences
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Source: Altarum Institute, 2010 [42]

Note: FM Preferences is defined as the percentage of U.S. MDs expressing a preference for primary care as a specialty choice in the AAMC Graduation survey.

factors including expectations of the practice environ-
ment and lifestyle also play a significant role in specialty
choice. Hauer and colleagues found, for example, that
students are discouraged by the challenges of caring for
the types of patients seen in internal medicine [49]. In
a survey of 1,177 fourth-year medical students at eleven
medical schools, the authors found that students had
serious reservations about the quality of life and rewards
of internal medicine compared with other specialties.
Students reported they were dissuaded from choosing
to work in internal medicine by their experiences with
elderly and chronically ill patients [49].

Objectives

To address the problem described above, policymak-
ers should work to implement policies that increase the
supply of the primary care workforce to the optimal level.
In addition, policies should be implemented that increase
the supply of and better prepare the non-physician pri-
mary care workforce for primary care practice.

Analysis

1. Implement policies that raise the percentage of pri-
mary care physicians among all physicians to at least
40 percent.

For physicians who began residency training in
2008, Altarum Institute estimates that 28.7 percent will
ultimately wind up practicing in primary care due to
constraints on sought after specialty residency training
positions [42]. For future cohorts, Altarum projects that
the percent of new physicians practicing in primary care
will continue to trend downward toward 17 percent if
non-primary care and subspecialty positions continue
to grow at historical rates. Altarum Institute estimates
reflect an internal medicine subspecialization rate of
64 percent, consistent with resident tracking data from
the American Board of Internal Medicine. These fig-
ures count all physicians practicing in general internal
medicine as primary care, including those practicing as
hospitalist physicians, and so may overstate the percent
providing traditional primary care.
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Salsberg preliminarily reported that of all residents in training, the percentage that would potentially practice
primary care decreased from 2002 to 2007 [10]. Other estimates indicate 91 percent of the physicians who complete
family medicine residencies will likely practice comprehensive, longitudinal care; 44 percent of residents completing
pediatric residencies will likely practice general pediatrics [50]; and 10-20 percent of residents who graduate from in-
ternal medicine residencies will likely practice general internal medicine with a substantial comprehensive longitudinal
outpatient practice [21,51]. Using these estimates, as shown in the figure below, only 16-18 percent of medical students
who matched into National Resident Matching Program (NRMP) residencies in 2010 are likely to practice primary care.
These figures do not include physicians in residency programs outside of the NRMP, such as those from programs ac-
credited by the American Osteopathic Association, which would likely slightly increase the proportion in primary care.

Today osteopathic physicians, also known as DOs, constitute 7 percent of all U.S. physicians and are responsible
for 16 percent of patient visits in communities with populations of fewer than 2,500 [52]. Recent surveys of graduating
osteopathic medical school seniors indicated that 17 percent planned to pursue a career in family medicine; 3 percent
in general internal medicine; 2.7 percent in general pediatrics; and 5.4 percent in obstetrics/gynecology (ob/gyn) and
related subspecialties [52].

Figure 4: NRMP Match Summary 2010

NATIONAL RESIDENT MATCHING PROGRAM MATCH SUMMARY 2010
Proportion of Residents
Positions Filled In the Likely to Practice Number of Residents Likely
Primary Care Specialty Match Primary Care to Practice Primary Care
Family Medicine 2,384 0.91 2,169
Internal Medicine 4,947 0.10 - 0.20 495 - 989
Pediatrics 2,383 0.44 1,049
Medicine - Pediatrics 355 0.50 178
Total Residents Likely to Practice Primary Care 3,891 - 4,385
Total Positions Matched 24,378
Percent in Primary Care 16% - 18%

Source: National Resident Matching Program, 2010 [53]; Freed, et al., 2009 [50]; Alliance for Academic Internal Medicine, 2009
[561]; Garibaldi, Popkave, & Bylsma, 2009 [21].

According to data from the American Academy of Estimates of physician supply and primary care physi-
Family Physicians, the percentage of seniors graduat- cian supply may vary by source. The American Medical
ing from U.S. medical schools and choosing residency Association’s publication “Physician Characteristics and
spots in family medicine has declined from 62 percent Distribution, 2008 Edition” reports a total physician
in 1999 to 45 percent in 2010 [47]. Medical student in- workforce of 884,000, of which 272,000 (31 percent) are
terest in primary care and the number and proportion primary care physicians [54]. This is consistent with esti-
of primary care physicians must be increased radically mates prepared for the Council by Altarum Institute [42].

if health care outcomes and equity are to improve and
health care costs are to be controlled.
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Figure 5: U.S. Medical School Graduating Seniors Opting for Family Medicine
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Source: American Academy of Family Physicians, 2009 [47].

The shortage in geriatricians has also been exacer-
bated as measured by decreasing numbers of physicians
sitting for the geriatric board exams and applying for
geriatric fellowships. Physicians caring for an aged
population face the most acutely ill patients and depend
primarily on Medicare reimbursement for services ren-
dered. Outside of academic settings where there may be
some degree of cross subsidization, it is simply unfeasible
to make ends meet when only caring for the elderly.

The shortage of primary care physicians would
become even more significant if health care reforms
extended coverage to some or all U.S. residents who are
currently uninsured. In a scenario where 35 percent of
those currently not covered gained insurance coverage,
84,000 primary care physicians would be required [55].

Other estimates have also shown a significant shortage
of primary care physicians at present and a significant
shortage that will grow for decades unless drastic action
is taken immediately. Colwill and colleagues predict a
deficit of 44,000 adult primary care physicians by 2025
[56]. Subsequent analysis by Colwill and the American
Academy of Family Physicians notes that “a more-rapid-
than-expected decline in the production of general inter-
nists suggest that shortages of adult care generalists will
be even worse than predicted, and that family physicians
will be relied upon to close the bulk of that gap” [47].

Year

Analysis by FocalPoint, based in part on data from
a recent AAMC study suggests there is a shortage of
63,000-139,000 primary care physicians. An additional
63,000 primary care physicians would be required in
the U.S. physician workforce to raise the proportion of
primary care physicians to 40 percent of all physicians,
and 138,000 primary care physicians would need to be
added to reach 45 percent. This estimate could be refined
by considering that some primary care is delivered by
health care professionals other than family physicians,
general internists, and general pediatricians. Remarkably
few people declare other specialties or providers as their
usual source of care, in fact just three percent of adults
and less than one percent of children [57]. Many women
consult an ob/gyn for their gynecologic care and some
consider that they are the source of their primary health
care. Women who cited the ob/gyn as their usual source
of care were mostly young women. As the shortage of
primary care physicians increases, the expected demand
for ob/gyns and expected shortfalls in this field also needs
to be considered. Moreover, 11.9 percent of primary care
visits in the U.S. in 2006 were attended solely by a nurse
practitioner (NP) or physician assistant (PA) [58].
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Figure 6: Magnitude of Primary Care Physician Shortage
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Number of Additional Primary Care Physicians Required

Today
Number covered by health insurance 259,000,000
#PCPs 272,000

Additional PCPs required

Notes:

40% PCPIP ratio (1) 35% Ul Covered (2) 100% Ul Covered (3)

259,000,000 275,100,000 305,000,000
335,000 356,000 394,000
63,000 84,000 122,000

(1) Number of PCPs required to reach ratio of PCPs to all physicians of 40%; 46 million uninsured not covered
(2) Number of PCPs required to cover 35% of those currently uninsured; assuming same PCP per capita ratio as scenario (1)
(3) Number of PCPs required to cover 100% of those currently uninsured; assuming same PCP per capita ratio as scenario (1)

Source: AAMC 2009 State Physician Workforce Databook [7], FocalPoint 2010 [59].

History informs us that immediate action is needed.
A 1989 Institute of Medicine (IOM) report, which ad-
dressed the need for radical change in graduate medical
education financing to improve the nation’s primary
care supply, recommended incremental changes rather
than immediate action to achieve its recommendations
[60]. Incremental change did not lead to the outcomes
desired by the IOM, and the problems persist today at an
even greater magnitude. A policy of incremental change
will likely lead to failure again. Drastic and immediate
systemic changes are needed to increase the number of
primary care physicians per capita and the percentage
of primary care physicians among all physicians into the
range that will optimize health care outcomes, equity,
and costs.

Several steps are required to increase the number of
practicing primary care physicians. The first step is to
make primary care more attractive by improving com-
pensation and providing support to restructure practices.
The second step is to modify medical school education to
promote student interest in primary care. The third step
is to re-design graduate medical education by policies that
reward institutions to increase their GME commitment
to well organized primary care.

2. Implement policies that increase the supply of physi-
cian assistants, nurse practitioners, nurses, and other
staff positions necessary for coordinated, integrated
practice in primary care teams.

As the demand for primary care and coordinated,
integrated systems of practice increase, so will the demand
for non-physician clinicians (NPCs). Such clinicians will
play a vital role in the provision and coordination of care
in primary care delivered in the context of the Patient-
Centered Medical Home.

There has been rapid growth in the number of phy-
sician assistants (PAs) but the profession is trending

towards specialty care. Physician assistants and nurse
practitioners (NPs) comprise the largest groups of NPCs
who will participate in coordinated systems of primary
care. In 2007, there were approximately 80,000 PAs
eligible to practice in the U.S. [61]. There are currently
approximately 125,000 NPs practicing in the U.S. [62].

Unfortunately, the percentage of new graduates of
PA and NP programs who serve in primary care practices
is dwindling. While the majority (68.8 percent) of PAs
practiced in primary care settings in 1974 [63], only 37
percent of PAs reported one of the primary care disci-
plines as their primary specialty in 2008 [61].

Several studies support the effectiveness of collab-
orative practice, in which physicians and other provid-
ers work to coordinate patient care together under the
direction of the physician in a common setting. As our
health system shifts toward preventive and chronic care,
efficiency in provision of services will become increasingly
critical. An analysis of actual and recommended time
for patient care typically provided by family physicians
concluded that a single physician supervising two full-
time PAs or NPs could provide all services recommended
by the U.S. Preventive Services Task Force to a panel
of 2,500 patients, which is a typical case load in family
medicine [64]. Increasing physician productivity through
collaborative practice with NPCs would help to mitigate
the future projected shortage of primary care physicians.
Patient satisfaction is high in a variety of systems provid-
ing collaborative care, including a large managed care
organization [65], an academic medical practice [66], and
the Veterans Health Administration [67]. Use of non-
physician providers in collaborative primary care practice
has also demonstrated cost savings: an analysis of a large
managed care organization revealed lower practitioner
labor costs per visit in the practices utilizing more PAs/
NPs in care delivery [68].
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3. Provide incentives and regulatory reform so that all
clinicians and staff “work at the top of their degree”
regardless of specialty or setting.

Implementing reforms for establishing scope of prac-
tice for clinicians commensurate with their degrees has
been a strategy for trying to manage health care costs.
In the late 1990s, many states passed laws expanding the
scopes of practice for non-physician clinicians [69]. Incen-
tives such as reimbursement reform to expand the rates of
reimbursement of non-clinician services can complement
the regulatory reforms [70]. In addition to helping to
manage the costs of care delivery, such reforms can help
improve access for underserved populations [71]. More-
over, because some primary and preventive care is actually
provided by specialists, many of these services could be
managed in primary care settings, improving coordination
of care and lessening demand on specialists, so that each
profession optimizes its areas of expertise [72]. There
same authors report that there is also strong evidence
that specialists unnecessarily prolong their consultative
relationships with patients as opposed to returning them
to their primary care physician for continued care [72].

4. Encourage and support the roles of other physicians
who provide comprehensive, longitudinal primary care.

Another way to increase the effective number of
primary care providers is for more non-primary care phy-
sicians to provide comprehensive, longitudinal primary
care in addition to their specialty offerings. Physicians
outside of family medicine, general pediatrics, and gen-
eral internal medicine sometimes provide primary care
services to their patients. For example, in a nationally
representative study, which had an overall response rate
of 63.4 percent, leaders of 373 single-specialty cardiology,

endocrinology, and pulmonology practices were surveyed
to assess the extent to which specialists also serve as
primary care physicians for their patients. Eighty one
percent of practices reported that their physicians serve
as primary care physicians for 10 percent or less of their
patients, 12.5 percent serve as primary care physicians
for more than 20 percent of their patients, and only 2.7
percent said they do so for more than 50 percent of their
patients, as shown in the figure below [73]. Few patients
name a non-primary care physician as their usual source
of care, but it would be helpful to understand which
specialties are more likely to fulfill this function in order
to more accurately assess primary care access and supply
and enhance the efficiency with which it is provided by
specialists. People with non-primary care physicians serv-
ing in this role have significantly higher costs than those
who have a primary care physician [57]. This is likely
because such physicians do not function primarily as a
usual source of comprehensive, longitudinal care. Thus,
a key aspect of this provision is that the specialist must
provide the full spectrum of primary care inclusive of
the management of office-based chronic care, age related
screening, and be reasonably accessible for the provision
of acute care. Studies of the effectiveness of systems of
care to improve outcomes and lower costs have used the
Institute of Medicine definition of primary care, and
include only family physicians, general internists, and
pediatricians as primary care physicians in the analyses.
It is unknown whether the population-based benefits of
primary care extend to practices in which the delivery of
primary care services is not the main focus. The effect
of primary care delivered by non-primary care physicians
may lessen the efficiency of the whole system. Further
study of this issue is needed.
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Figure 7: Percent of Patients for Whom Specialists Serve as Primary Care Physicians

Percentage of Patients for Whom Physicians in a Specialist Practice Report Serving as Primary Care Physicians.*

F;ﬁ:c‘;av%t:ges(:elziaat:?sr:;s Percentage of Practices, by Specialty
Sewe::yz:l?;?‘r: Care Cardiology Endocrinology Pulmonology Total
(N=207) (N=58) (N=108) (N=373)

0 48.1 40.4 42.0 45.7
1-5 19.6 18.0 28.0 21.5
6-10 18.1 7.7 7.1 14.0

11-20 5.6 4.6 8.3 6.2

21-35 2.2 6.8 a5 4.1

36-50 5.0 10.9 5.0 5.7

51-66 0 0 1.5 0.4

67-90 0.2 8.0 0.0 0.9

91-100 1.3 3.6 0.7 1.4

* N denotes the number of practices in each category. Percentages are weighted to be nationally reprentative

Source: Casalino, Rittenhouse, Gillies & Shortell, 2010 [73].

Benefits of Adopting this Recommendation

* A physician workforce made up of a high percentage
of primary care providers will bring about improved
health care outcomes, improved access, and lower
costs for health care.

2. MECHANISMS OF PHYSICIAN PAYMENT
AND PRACTICE TRANSFORMATION FOR
PRIMARY CARE

Recommendation: To achieve the desired ratio of
practicing primary care physicians, the average incomes
of these physicians must achieve at least 70 percent of
median incomes of all other physicians. Investment in
primary care office practice infrastructure will also be
needed to cope with the increasing burdens of chronic
care and to provide comprehensive, coordinated care.
Payment policies should be modified to support both of
these goals.

Congress, CMS, Medicaid, and private insurers should:

1. Address mechanisms to increase payments immedi-
ately to primary care physicians and practices. Such
mechanisms should include:

» Preferential increases in fee-for-service payments to
primary care services. Institute further measures,
such as the 2007 Centers for Medicare and Medicaid
Services (CMS) implementation of the American
Medical Association (AMA)/Specialty Society RVS
Update Committee (RUC) recommendation to in-
crease the work relative value unit (RVU) valuation.
This will correct any inequities in the fee-for-service

system and will provide higher payments for primary
care services. The recently passed the Affordable
Care Act provides for a 10 percent bonus in Medicare
payments for primary care practices that provide at
least 60 percent of their services in primary care.

* Financial rewards for care coordination in primary
care practices. Dramatically expand payments for
care coordination. Congress and CMS should
expand Medicaid programs and institute Medicare
programs with payments that appropriately reflect
the true aggregate costs for care coordination to
primary care practices that emphasize the four es-
sential functions of primary care. Private insurers
should institute similar care coordination payments
to primary care physicians in primary care practices.

* Financial rewards for improvements in performance
measures. Authorize study of systems of pay-for-per-
formance to ensure simplicity and to make certain that
they are based on evidence that measures improve-
ment of patients’ symptoms, problems, functioning,
resiliency, and slow progression of ill health.

Reward the Patient-Centered Medical Home (PCMH)
financially when its physicians meet the four essential
functions (first contact access, patient-focused care
over time, comprehensive care, and coordinated care);
the three corollary functions (family orientation, com-
munity orientation, and cultural competency); and
when measures of process and quality are met and
improved. The PCMH should be supported as the
construct for the practice environment that achieves
optimal care coordination and integration, for use of
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health information technology, for enhanced access,
and for appropriate payment. Study levels of funding
necessary to sustain the PCMH model and its impact
on costs in settings other than physicians’ offices.

3. Implement payment models that bundle payments
for full-service accountable care organizations and/
or incentivize the development of community health
care organizations that provide the four essential
functions of primary care through collaboration of
primary care physicians, public health, care coordina-
tion organizations, and mental health organizations.

Rationale: The current payment system contributes to
several key challenges, including disincentives for students
and providers considering primary care and a fragmented
health care system wherein different providers offer care
to a patient with little integration or coordination. Ad-
dressing these challenges would lead to improved health
care outcomes and better containment of costs.

Problem / Opportunity for Improvement
Situation

The first challenge in improving mechanisms of
physician payment is the disparity in income between
physicians in primary care and those in medical special-
ties. Since the late 1990s, there has been a steady decline
in PCP income relative to specialty income; by 2004,
median PCP income was only 50 percent of median
specialty physician income [42]. The figure below shows
the gap in average compensation between primary care
physicians and specialist physicians in 2008 [74]. This gap
has grown significantly over the last two decades despite
Congressional intent to reduce it through the Medicare
Resource-Based Relative Value System [57].

Figure 8: Primary Care Median Compensation vs. Specialty
Median Compensation

2008
All Primary Care: $ 186,044
Family Practice (without OB) $ 179,672
Internal Medicine* $ 191,198
Pediatric/Adolescent Medicine* $ 186,641
All Specialists: $ 339,738
Dermatology* $ 368407
Emergency Medicine $ 258,131
Gastroenteralogy $ 449014
Obstetrics/Gynecology $ 285812
Orthopedic Surgery* $ 475999
Psychiatry* $ 195878
Surgery: General $ 320,116
Urology $ 383,016
All Nonphysician Providers: $ 94,191

* Represents specialties that are combined

Source: Medical Group Management Association, 2009 [74]

In a comprehensive literature review and examination
of factors related to the choice of family medicine, Senf
and colleagues found that students rejecting primary
care as a career choice were concerned with low income,
prestige, and breadth of knowledge required [75]. In a
study investigating the perceptions of physician remu-
neration and how these perceptions affect career selec-
tion, Morra and colleagues found that the vast majority
of medical students who were surveyed agreed with the
statement that family physicians are paid too little [76].
Furthermore, the importance of payment as a factor in
their choice of medical specialty increased with higher
debt and advancing training. Students see careers in
primary care as a poor choice for paying back the debt
they have incurred during medical training, while special-
ized careers are considered a more cost effective way to
repay student debt. Morra and colleagues concluded that
financial considerations might be an important driver
in the declining interest in family medicine. In 2008,
Ebell showed that there is an extremely high correlation
between specialty income and student residency choice;
this had not changed since his prior study in 1989 [77].
The Graham Center found growth in the specialty income
gap to be the strongest factor in predicting student and
resident eventual specialty in practice, and that choos-
ing primary care over other specialties reduced career
earning potential by $3.5 million [57]. Findings from the
Altarum Institute also corroborate the need to increase
primary care income in order to promote student interest
in primary care practice [42].

In an article entitled “Easing the Shortage in Adult
Primary Care-Is it all about Money?” Steinbrook con-
tends that compared with office-based generalists, those
who enter medical specialty fields can expect more control
over their lives, a greater variety of professional experi-
ences, sufficient funds to pay off student debts, and higher
incomes over the long-term—a $3.5 million gap return
on investment over the course of a career for primary
care versus specialty physicians [78]. The author suggests
that increasing numbers of medical schools, students, and
residency positions will have limited effects if students
shun primary care careers. The discrepancies in income
that make it difficult to entice students to enter primary
care can be mitigated to some extent by targeted federal
programs that support loan repayments for those working
for the underserved, and implement related strategies.

Goroll and colleagues also attribute the crisis in the
supply of primary care physicians in part to a dysfunc-
tional payment system and present a model that replaces
encounter-based reimbursement with payment for com-
prehensive care [79]. This model includes support for new
systems and teams needed to deliver coordinated care.
The model is also needs-risk-adjusted and performance-
based. The model increases payment for PCPs in return
for achieving societal health goals such as improved
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access, quality, safety, and efficiency, which in turn can
offset the costs of the investment.

Outside of the U.S., examples demonstrate that re-
ducing the disparity in income can increase the number
of physicians choosing primary care. The most recent
data regarding the effectiveness of practice reform and
increased reimbursement to primary care physicians upon
student preference comes from Ontario, Canada. In
response to a drastic decline in student interest in family
medicine (the only primary care specialty in Canada),
the mechanism of payment for primary care services was
reformed (with a resultant increase in family physician
income of 50-60 percent and a relative family physician
income to over 80 percent of specialty income) and prac-
tice structure organized into a better coordinated model
(the Family Health Team).

In Canada from 1998 to 2004, there was a 25 percent
decline in the number of medical students who made fam-
ily medicine their first choice of careers. At that time, a
plan was implemented to reform the physician payment
system to provide extra incentives for income to Cana-
dian family physicians. By 2006, the median income of
Canadian family physicians had risen to $212,000 per
year or 87 percent of the median annual specialty income
of $245,000 [80]. Since 2006, physicians’ incomes have
continued to rise, and median family physician income
in medical home practices in Ontario reached $250,000
in 2009 [81]. Medical student choice for family medicine
as a career in Canada has increased by 27 percent since
2004, to levels higher than those of 1998 [81]. In 2009,
39 percent of medical students in Ontario chose family
medicine as a career (a relative increase of 62 percent)
[81]. Nearly 4 million Canadians lack a family physician
and half of that number report problems accessing health
care. This has led policymakers to implement interdisci-
plinary teams, new organizational structures, governance
and reimbursement models, after-hour care requirements,
electronic health records, and pay-for-performance initia-
tives [82]. Use of new systems including a blended capita-
tion model (the Family Health Network) and an enhanced
fee-for-service blended model (the Family Health Group)
were found to rapidly attract primary care physicians at
a time when selection of primary care practice by medi-
cal residents was at an all-time low, reimbursements for
primary care providers was a fraction of that paid to spe-
cialists, and there was a dramatic increase in the number
of underserved communities [83].

In a recent and comprehensive report titled “The
Future of Medical Education in Canada: A Collective
Vision for MD Education,” the authors examined how
medical education can best respond to the evolving needs
of that country, and included ten recommendations: ad-
dress individual and community needs; enhance admis-
sions processes; build on the scientific basis of medicine;
promote prevention and public health; address the hidden
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curriculum; diversify learning contexts; value generalism;
advance inter- and intra-professional practice; adopt
a competency-based and flexible approach; and foster
medical leadership. To accomplish this, the report ad-
vocates realignment of accreditation standards, building
capacity for change, increasing national collaboration,
improving the use of technology, and enhancing faculty
development. The active process that follows consists of
data gathering, consultation, and formulation of recom-
mendations and next steps. This review and revamping
of graduate medical education was considered essential
to assess current and future societal needs and identify
changes needed to align them [84].

In the U.K., planning for a bonus payment system
for general practitioners (now known there as family
physicians) begun in 1999 and was fully implemented
in 2004. Incomes for family physicians in the U.K. have
risen swiftly to the point that the gap between the median
incomes of primary care physicians and non-primary care
physicians in the U.K. has vanished. This rise in income
occurred when bonus payments added about 30 percent
to British family physician incomes [85]. The anticipated
rise in income in Great Britain for family physicians had
a great impact on medical student choice. In 1996, 15
percent of medical students in Great Britain chose careers
in family medicine. By 2004, there had been a steady rise
in preference for family medicine, resulting in a consis-
tent 30-35 percent family medicine preference from 2004
through 2006 among U.K. medical students [86].

Williams advocates a National Payment System in
the U.K. where all payers would comply with standard
payment methods and reporting standards [87]. While
the amounts of the payments would vary, the methods
for payer and provider types would remain consistent.
Specific payment methods would be mandated to align
incentives across providers. The author suggests that,

“Pay for performance, best practice pricing, price dis-
counting, alignment of incentives, the medical home,
payment by episodes, and provider performance
reports are a set of payment reforms that can result
in lower costs, better coordination of care, improved
quality of care, and increased patient/family involve-
ment. While individual payers can implement some
or all of these reforms, the overall effectiveness of the
incentives to cost control is linked to the consistency
of incentives across all payers”

(Williams, 2010 p.59-60) [87].

The second challenge, introduced above, is the frag-
mentation of U.S. health care. This fragmentation can
result in poor communication, increased medical errors,
and reduced access to care. There is growing evidence
that effective inter-professional practice models such as
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the PCMH model can lead to improved patient outcomes
and cost containment through more effective utilization
of resources [88,89,90]. Under the PCMH model, a
patient receives care from a team that provides compre-
hensive and coordinated care for the large majority of
that individual’s health care needs.

Over many decades, the fee-for-service system in
the U.S. has created market distortions that have led to
an inequity in physician reimbursement and a perverse
incentive to provide more medical care and more proce-
dures/imaging, regardless of whether those are in the best
interest of the patient or the population. To facilitate
adoption of the PCMH model, payment system reform
is needed. Such reform should maintain the disparate
provider infrastructure but change the payment system
to provide financial incentives for more coordinated and
efficient delivery of care [91]. Efficiency in practice styles
can be promoted through an efficiency adjustment to PCP
fee levels and modifications in Medicare’s payment system
that aligns incentives to desired objectives. McGuire
suggests the pairing of risk and quality adjusted fee-for-
service payments to primary care physicians to improve
the efficiency of their care, with an active beneficiary
choice of primary care physicians with an enrollment fee,
would provide an incentive and the financing for service
elements not covered by procedure-based fees [92].

Objectives

COGME supports policies that will narrow the gap
between primary care physician income and specialty
care physician income. Primary care physician income

should be increased to a minimum threshold of at least
70 percent of the median income of non-primary care
specialties. Increased payments to primary care physi-
cians and to primary care practices must properly incent
the type of care that improves the efficacy, efficiency, and
equity of the system. Increased payments are needed im-
mediately to lead to the development of practices that are
attractive to health care professionals, medical students
and patients.

Analysis

1. Address mechanisms to increase payments immedi-
ately to primary care physicians and practices.

In the late 1990s, median PCP income rose to 60-65
percent of median subspecialty income. More than one-
third of medical students expressed interest in primary
care careers at a time when median PCP income reached
its highest levels as compared to median subspecialty
income; this was also at a time of great anticipation
among medical students that pervasive implementation
of managed care would lead to an even greater increase
in PCP income and the narrowing of the relative income
gap compared to non-primary care physicians. However,
since 1995, compensation of primary care physicians has
grown much more slowly than that of most specialties. As
shown in Figure 10, the only physician incomes that have
not kept pace with the general rate of inflation are those
of family medicine, general internal medicine, general ob/
gyn, and general pediatrics. There have also been declines
in the number of U.S. medical school graduates who have
chosen careers in these four respective specialties [83,93].
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Figure 9: Percentage Change in Year-1 Residency Positions Offered
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Source: Weida, Phillips, & Bazemore, 2010 [41]

Note: Percentage change in number of year-1 residency programs (PY1) offered from 1998 to 2008 vs. 2007 income by specialty. Percentages in paren-
theses are percentage growth in specialty income adjusted for inflation between 1998 and 2007.

Altarum Institute noted that in order for medical stu-
dent interest in primary care to reach the current one-third
proportion of practicing physicians, current preferences
for primary care would need to double. To achieve that,
Altarum Institute concluded that a significant increase
in primary care income relative to non-primary care,
combined appropriately with other primary care en-
hancements, would be required [42]. Altarum Institute
also concluded that increasing the primary care supply
above its historic one-third share would require dramatic
and sustained health system reform. Such reform would
include major reforms in health care delivery models and
reimbursement to emphasize and reward the practice of
primary care [42].

Sandy and colleagues have also recently put forward
recommendations for physician payment reforms in the
“New Charter for Primary Care”[12]. These recommen-
dations support increases in primary care physician reim-
bursement and suggest underlying mechanisms by which
such an increase can be achieved. They recommend:

Health care reimbursement must be rebalanced com-
mensurate to the individual and population health

value created by patient engagement, care coordination,
and comprehensive personalized longitudinal care, as
opposed to the current system, which rewards technical
procedural volume. Congressional action was recom-
mended to recalibrate the Resource-Based Relative
Value Scale (RBRVS) fee structure for Medicare and
Medicaid and for adoption by private insurers.

The Medicare Sustainable Growth Rate (SGR) for-
mula should be split into two pools: one for primary
care (non-consultative services and consultative
cognitive services) and the other for procedural and
imaging services.

Gain sharing approaches should be developed that
reward both primary care and specialty physicians
for quality improvement and reduced inappropriate
variation.

The U.S. should develop a blended payment system
that provides proper incentives to improve health
care outcomes and to maximize efficiency. This
system should place less emphasis on fees-for-service
and more emphasis on care coordination and pay-
for-performance.
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Figure 10: Change in Median Physician Compensation

NRMP Position Filled by
U.S. Senior
Median Compensation Medical Students
10-year Change 10-year Change
1995 - 2004 (MGMA) 1998 - 2008 (NRMP)
Specialty Percent Number %Change
Heme - Onc 86
Gastraenterology 76
Dermatology 74 49 24%
Radiology 64 420 13%
Uralogy 57
Cardiology 47
Psychiatry 38 128 27%
Anesthesia 35 687 175%
Pulmaonary 35
ENT 35
General Surgery 30
Neurology 28
Emergency Medicine 26 259 31%
INFLATION 1995 - 2004 24
Peds 24 (92) (6)
OB/GYN 15 (90) (10)
* General Internal Medicine 21 (336) (45)
** General Internal Medicine 21 (2,160) (80)
Family Medicine 20 (1,023) (47)
* Includes only General Internal Medicine Primary Care Tracks
** Includes all residents in non-cat. IM Tracks-4,800 per year, 50% chose GIM in 1998
10% will choose Gl in 2008

Source: Medical Group Management Association (MGMA) 2005 Data [93], National Residency Matching Program (NRMP, 2010) match data

[63], Bodenheimer, Grumbach, & Berenson, 2009 [25],

An objective of such reforms should be to increase
reimbursement to primary care physicians to reduce
disparity in compensation between primary care and
non-primary care physicians, and to provide sufficient
payment for other important aspects of primary care,
such as care coordination. Altarum Institute reported
that current best estimates of the impact of income
on physician specialty choice imply that an increase in
primary care incomes of about 80 percent would lead to
a doubling of interest in primary care, to 40 percent of
medical students [94]. This finding is corroborated by the
findings from Canada discussed earlier, which showed a
substantial increase in student interest in primary care
when primary care incomes reached 83 percent of spe-
cialty incomes. Primary care incomes that are at least

70 percent of specialty incomes are needed to stimulate
a change in medical student interest toward primary care
careers. Medical student choice of primary care careers
nears optimal levels when primary care incomes are 80-
85 percent of non-primary care incomes. Increases in
reimbursement policy should reflect payments needed to
achieve these levels of primary care physician income and
to provide appropriate practice transformation and care
coordination. Estimates of incremental near-term cost
are set out in the chart below. The percentage from Medi-
care/Medicaid is an estimate based on family physicians,
pediatrics, and internal medicine. Such increases in the
short-term could also be tempered by policies that shift
reimbursement, until the cost-saving benefits are realized.
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Figure 11: Estimated Cost of Increasing Reimbursement
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Incremental Medicare / Medicaid Funding Required to Increase Reimbursement

Number of PCPs
Average revenue
Total Income

% revenue from Medicare / Medicaid

Total reimbursements

272,000
186,044
$50,603,968,000
26%

$13,157,031,680

Funding required to increase reimbursement by:

20% $ 2,631,406,336

Source: AAMC, 2009[95]; Lasser, Woolhandler & Himmelstein, 2008[22]; FocalPoint, 2010a [55]

Congress, CMS, Medicaid, and private insurers
should institute further measures, such as the 2007 Cen-
ters for Medicare & Medicaid Services (CMS) relative
value unit (RVU) revaluation that will correct the inequi-
ties in the fee-for-service system and will provide higher
payments for primary care services.

A significant change in the Medicare fee-for-service
system was made on April 1, 2007, when greater value
was assigned to evaluation and management services
typically performed by primary care physicians relative to
procedural and imaging procedures usually performed by
non-primary care physicians. This change was intended
to produce a 37 percent increase in Medicare reimburse-
ment for primary care visits, but the net increase was
only 5 percent [96]. Institution of more aggressive RVU
revaluations would correct the inequities in the fee-for-
service system.

Congress, CMS, Medicaid, and private insurers
should dramatically expand payments for care coordi-
nation. Congress and CMS should expand Medicaid
programs and institute Medicare programs with appro-
priately high payments for care coordination to primary
care practices that emphasize the four essential functions
of primary care. Private insurers should institute similar
care coordination payments to primary care physicians
in primary care practices.

Care coordination payments are payments made di-
rectly to a primary care practice for coordinating the care
of individual patients. The payments are usually made
on a per-member-per-month basis and are in addition to
payments for fee-for-service and pay-for-performance.
Payments may be stratified by demographic characteris-
tics such as age and gender, and by level of intensity of
care necessary based on the presence of chronic illness
in individual patients. In many regions of the United
States and in other nations, care coordination payments
have been successful in improving outcomes; in lowering

costs for the health care systems; in improving income for
primary care physicians; and in providing greater integra-
tion of public health care coordination, mental health,
and primary care activities.

An example of this is the system that has developed
in North Carolina: Community Care of North Carolina
[97]. CCNC provides care coordination payments to
primary care practices and to Public Health Departments
for care coordination for Medicaid patients in the state
of North Carolina. This integrated system achieved
significant savings for the state Medicaid budget and
dramatically decreased emergency room utilization and
hospitalizations for asthma for patients who were part of
the program. For CCNC, the PCMH was defined as a
primary care practice that agreed to accept patients who
chose that practice for their care. Itillustrates the simplic-
ity and power of a health care system that emphasizes
primary care and public health simultancously. Among
the benefits provided by the program are a 34 percent
reduction in hospitalization rates among asthmatic chil-
dren and an 8 percent reduction in emergency department
visits. The state saved an estimated $5.4 million over a
3-year period on care for enrollees who were either asth-
matic or diabetic [98].

Congress, CMS, and private insurers should autho-
rize study of systems of pay-for-performance to ensure
simplicity and to make certain that they are based on evi-
dence that measures improvement of patients’ symptoms,
problems, functioning, resiliency, and slow progression
of ill-health. The development of pay-for-performance
systems in the U.S. is still in its infancy. Medicare uses the
Physician Quality Reporting Initiative (PQRI) system but
this represents only a 1-2 percent bonus in Medicare pay-
ments to practices. Other pay-for-performance systems,
such as the one developed by the National Committee
on Quality Assurance to determine care coordination
payments to Patient-Centered Medical Homes, are quite
complicated and technical.
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The U.K. has developed a pay-for-performance
system that was intended to increase family physicians’
income by up to 25 percent depending upon their per-
formance with respect to quality indicators relating to
the clinical care of ten chronic diseases [99]. This pay-
for-performance system did indeed result in increases
in family physician income in the U.K. of 25 percent or
more. It has not been without problems and has been
criticized because of exclusion of a large number of
patients by exception reporting. In the long run, inap-
propriate indicators for pay-for-performance can lead
to the removal of patients from a practice for unhealthy
behavior or for failure to achieve targeted treatment goals.
It can undermine cultural competence by de-emphasizing
the biopsychosocial model and the health beliefs of indi-
vidual patients. These systems have the potential to be
complicated and burdensome for primary care practice
and should measure performance that has a significant
positive effect on health care outcomes and cost.

Significant study should be given to systems of pay-
for-performance. The systems should emphasize process
rather than outcome and should be simple. They should
be based on evidence that encourages voluntary continu-
ous quality improvement programs and participation in
voluntary recognition reporting processes by primary
care practices. Studies should measure improvement of
patient’s symptoms, problems, functioning and resiliency,
and the late progression of ill health.

2. Reward the Patient-Centered Medical Home (PCMH)
financially when its physicians meet the four essential
functions (first contact access, patient-focused care
over time, comprehensive care, and coordinated care)
and the three corollary functions (family orientation,
community orientation, and cultural competence) of
primary care, and when measures of process and qual-

Figure 12: Essential Functions of Primary Care

ity are met and improved. Support the PCMH as the
construct for the practice environment that achieves
optimal care coordination and integration, for use of
health information technology, for enhanced access,
and for appropriate 