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Wow!  If  you  weren’t  able  to
attend the NC ACP Annual Meet-
ing February 13 and 14, you
missed a great meeting!  Drs. Rex
McCallum and Diana McNeil put
together a superb scientific program
blending scientific and socioeco-
nomic concerns. We were also for-
tunate to have Dr. Donna Sweet
from Kansas, as national ACP
Regent representative.  Many
thanks also to our immediate Past
President,  Dr.  Tom  Kaluzynski

and our ACP Governor, Dr. Janelle Rhyne. Wink Hilliard
deserves credit for his handling of the annual meeting as well
as for what he does year round.

I made a few comments at the annual meeting, and will go
into more detail here. I would like all of us to recruit new
members from among our peers. I want us to become
more political.

ACP has a program called “peer to peer”.  It includes a packet
to provide prospective members with lots of information re-
garding membership.  Why should anyone join?  Relate to
prospects the following examples of member benefits, and
I’m sure you can think of more:

1. Education/CME Opportunities.
2. Practice Management Tools.
3. Medicare Reform.  Recent increase obtained in

part due to our legislative input in Washington, DC
4. Recertification Issues.  Striving for overall change,

SEP modules were available at our annual meeting
the last two years with on-line help for modules.

5. Outstanding National Website.  Informative and
helpful at www.acponline.org

6. Washington, DC Office.  A leader in
medical/legislative issues.

Let’s get political.  We need to stay in touch with our legisla-
tors regularly, not just in times of crisis.  (This was related by
an NC State HR member!)  Steven Keene with the NC Medi-
cal Society gave us an update regarding HB 809.  Currently a
House Blue Ribbon Task Force is meeting, hearing informa-
tion from all sides. I expect you have seen/read reports about

these meetings in the media. Information will likely continue
to be gathered and a report generated to the House in May.
Your legislators need to hear from you now.  Pitt County is
fortunate to have two members serving on the Task Force,
and met with members of our county Medical Society re-
cently. I was impressed with their comments; I do not envy
their task. I truly feel they want to do the right thing, but no
one knows what will transpire in May.  One of the three leg-
islators we met with is not on the Task Force. He related he
will not be privy to the hours of presentations and debates of
the Task Force, but will certainly strongly consider both what
his close associates on the Task Force have to say directly to
him as well as the actual report.  He wants to hear from us all
along, so he can be better informed in May and more com-
fortable with his voting position.  I would like our legislators
to be well informed from the medical viewpoint, making sure
our lawmakers are not overwhelmed by sympathy, emotion,
and hyperbole.  Dr. Lawrence Cutchin, current President of
the NC Medical Society, stated during our Town Meeting
that reports of patient access problems are especially helpful.
A very useful tool is the NC Medical Society website at
www.ncmedsoc.org.  At the opening page, click on the Leg-
islative Action Center link located on the left.

Limited time to write?  For our national legislators, ACP has
tools in place at their website to make contacting our leaders
quick and easy.  Templates are in place for either a quick
signature, or take a few extra seconds to personalize before
sending along.  Quantities of emails are noted, and with the
anthrax problems of 2001, emails are becoming a preferred
communication method.  Become a key contact!  As a key
contact, you’ll be notified during especially important times,
and you’ll receive legislative updates as well.  According to
ACP statistics, North Carolina is low in our number of key
contacts.  You can sign up to be a key contact directly from
the ACP website via the advocacy link on the left margin.
Leadership Conference, May 18-19, is another opportunity
to  become  more  politically  active,  both  in  congressional
visits, and in education from our Washington, DC staff.  If you’d
like more details, or to sign up, please contact Wink Hilliard.

Our legislators need our financial support as well.  I strongly
urge us all to join NC MEDPAC, and give as much or more
than in the past.  Just this past week I increased my annual
MEDPAC giving.  ACP has a PAC that will most likely start
up before the year is out...more information to follow.
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contest proved to be a rousing success.  UNC-Chapel Hill
won the Jeopardy contest this year.

The Chapter Volunteerism in Service Award went to Robert
Bilbro, MD from Raleigh.  The Laureate Awards went to
Timothy S. Carey, M.D., MPH from UNC-Chapel Hill and
William Aycock, Jr., MD from Gastonia.  William
Winkenwerder, Jr., MD, MBA, the Assistant Secretary of
Defense  for  Health  Affairs was  the  keynote speaker  Fri-
day night.  He outlined the state of military medicine in
our country.  I urge you to attend the next Chapter meeting.
It is a wonderful opportunity to network with your colleagues
in the state and to meet members of the academic medical
centers in our state.

Dr. Timothy Lane of Greensboro was elected Governor-Elect
of the North Carolina Chapter.  He will become Governor in
April 2005.  Please join me in congratulating Dr. Lane on
his election.

LEADERSHIP DAY WILL BE HELD
MAY 18 AND 19 IN WASHINGTON, DC.
It is an excellent opportunity to learn about the legislative
efforts of the ACP.   There will be an educational session with
the Washington staff of the ACP.  Additionally legislators will
be there to speak to the group.  After that our state delegation
will visit the congressional offices of our representatives and
senators. It is a wonderful opportunity to become involved
and to understand the political process.   Please contact me or
Wink Hilliard if you are interested in attending.  We hope to
have representation from each congressional district in
North Carolina.

The annual meeting was a boom-
ing success.  Many thanks go to
Drs. Rex McCallum and Diana
McNeill from Duke University
for organizing the program.  The
scientific session was excellent.
The local NBC affiliate WTVD
interviewed Dr. Eric Westman
about  his  presentation  on  low
carbohydrate diets.  The Jeopardy

TUESDAY, MAY 18
8:00-9:00 AM Registration
9:00-9:15 AM Welcome and introduction to pre-course on advocacy

and media training for first-time attendees
9:15-10:45 AM Two consecutive workshops:

How to Be an Effective Advocate, Joel Blackwell
Tips for Working with the Media, Nan Tolbert,
Director of Training, Susan Petersen Productions

11:00-12:30 PM Workshops repeat so all participants can go to both
1:15-1:30 PM Opening Remarks:

Charles K. Francis, MD, FACP, President
Frederick E. Turton, MD, FACP, Chair, Board of Governors

1:30-2:15 PM Overview and In-Depth Issue Briefings
The Washington Landscape and ACP’s Issues
Bob Doherty will describe ACP issues and the
current political environment in Washington

2:15-2:45 PM Future of Health Care in America
Mark McClellan, MD, PhD, Administrator,
Centers for Medicare and Medicaid

9:45-3:45 PM. Now that the MMA has passed:
Implementation Issues and Next Steps
Staff members of the key health committees and legislators:
Senate Finance Committee Staff: Mark Hayes (Majority)
and Elizabeth Fowler (Minority); Ways and Means
Committee Staff Joel White (Majority) and Debbie Curtis,
Chief of Staff, The Honorable Pete Stark (D-CA), Ranking
member, Ways and Means Health Subcommittee

3:45-4:15 PM Can Congress Help Solve
the Medical Liability Problem?
Dean Rosen, Health Policy Advisor
Majority Leader Bill Frist, MD (invited)

4:30-5:30 PM Prospects for a National Electronic
Health Infrastucture
David Bowen, Deputy StaffDirector,
HELP Subcommittee (Minority)

5:30-6:15 PM Access to Care
Marcy Kaptur, Steven LaTourette,
or Donna M. Christian-Christensen, MD (D-VI)

7:00-9:00 PM Awards Dinner to Recognize Key Contact of the Year
Presentation of the Joseph F. Boyle Award
for Distinguished Public Service to
Senator Bingaman (D-NM)
Presenter: Charles K. Francis, MD, FACP
Fredrick E. Turton, MD, FACP
Featured Speaker: Charlie Cook, editor of the Cook
Report, “Looking Ahead to the 2004 Presidential Election”
Introduced by: John Tooker, MD, MBA, FACP,
Executive Vice President

WEDNESDAY, MAY 19 DAY ON CAPITOL HILL
7:00-7:30 AM Registration and Continental Breakfast

Consult with ACP staff on issues
7:30-9:00 AM Briefings by Members of Congress

Nancy Johnson, Chair, Ways and Means Health
Subcommittee(invited) and Senator Dodd or Milkulski

9:30-5:00 PM Congressional Visits
(The Senate side of Capitol Hill is a short walk from the
Washington Court Hotel)

ACP staff will be available all day to answer your questions and address
concerns. The hospitality room is located at 2168 Rayburn (9:00 - 5:00 PM).
Box lunches will be available at noon.

AMERICAN COLLEGE OF PHYSICIANS
12th Annual Leadership Day on Capitol Hill

AGENDA 2004:



INTERNAL MEDICINE
WORKFORCE ISSUES
IN NORTH CAROLINA

Authors: Dr. Tom Ricketts, Susan Dyson, Dr. Tim Carey
Sheps Center for Health Services Research, UNC-Chapel Hill

The role of the physician workforce in the overall health
workforce has been much debated over the past 25 years.
Various government and research groups have arrived at dif-
ferent estimates of the numbers of physicians needed, and
sometimes occasionally the number of physicians actually
practicing. North Carolina is fortunate to have the nation’s
longest continuously updated data on health workforce sup-
ply, the North Carolina Health Professions Data System.
These data are collected by the various professions’ licensing
boards and transferred to the Cecil G. Sheps Center for Health
Services Research where they are analyzed and published by
the North Carolina Health Professions Data System. These
data support the boards in their deliberations, assist North
Carolina’s professional schools in planning supply for the
state, provide context for policy makers as they determine
workforce policy and are used to conduct research. The
University of North Carolina has recently been designated
one of a small number of national workforce centers by the
federal government.  At the recent spring state ACP meeting,
Dr. Tom Ricketts presented an update of the internal medi-
cine supply for the state of North Carolina.

North Carolina has, over the past decade, had substantially
greater population growth than the United States.  For much
of this time, the rate of growth of physicians, including inter-
nal medicine physicians, has grown as well.  The physician
supply is dynamic: in recent years, on average, over 1,680
physicians will enter practice in the state in a given year
either through graduation from a residency training program,
moving to North Carolina and going through the licensure
process or undergoing an activity status change. However,
over 1,300 physicians leave practice in the state through out-
migration, death, retirement or opting not to renew. When
tracking newly licensed physicians, defined as those obtain-
ing active licensure in NC within the last five years, the Sheps
Center found that the net number of primary care providers
has declined slightly from 1998 to 2002.  This is true for
internal medicine, family medicine and obstetrics/gyne-
cology; the number of newly licensed physicians with a
specialty in pediatrics and general practice has remained
relatively stable. During the same period, newly licensed MDs
more  often  describe  the  hospital  as  their  primary  place
ofpractice, as opposed to outpatient private practice or a
university or medical school setting.

The composition of the internal medicine workforce is
gradually changing. The overall demographics of physicians
will change slowly since physicians practice for some de-
cades. For example, the proportion of newly licensed female
internists in the state has been rising over some years com-
pared to their newly licensed male counterparts; and now
represent over one-third of newly licensed internists.

The role of international medical graduates in North
Carolina has been relatively stable.  About 11 percent of North
Carolina physicians are international medical graduates, less
than half of the United States average of 24 percent.

When projecting the North Carolina physician supply over
the next 5 to 10 years, short term projections can be fairly
reliable and point to continuing stability in the supply.  Long
term prediction is subject to all of the usual hazards of fore-
telling the future.  If future primary care supply drops through
either fewer residency graduates or increased utilization of
hospitalist practice as a primary mode of practice, the North
Carolina supply of primary care physicians could move to a
shortage, in some areas, over this 5 to 10 year period of time.
Factors that may worsen this situation would include increased
population growth in the state, increasing chronic disease
burden in our population (internists view themselves as
specialists in managing patients with multiple chronic problems),
and the increasing aging of the population.  Short-term
fluctuations over a few years (2-5) in the numbers of in-
ternists entering practice will have relatively little impact
on physician supply.  Physicians remain in practice for con-
siderable time, and workforce supply changes are relatively
slow to occur, but also slow to remedy.

Currently there is no consistent database to track practice
location and type of residency graduates, while reporting
medical school graduates is mandatory. Residency graduates
are only informally tracked by each program, sometimes
using different methods, which result in differing sup-
ply projections. The Sheps Center will be happy to
periodically update professional societies, including the
ACP, regarding workforce issues within the state. Health
professions supply data are available online at the North
Carolina Health Professions Data System website
www.shepscenter.unc.edu/hp or at the newly formed South-
east Regional Center for Health Workforce Studies
housed at Cecil G. Sheps Center for Health Services
Research http://www healthworkforce.unc.edu
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ANNUAL MEETING
OF THE NORTH CAROLINA INTERNAL MEDICINE TRAINING PROGRAMS

A Summary of the Discussion

The annual  meeting of representatives of the internal
medicine training programs in North Carolina and the
Executive Committee of the North Carolina College of
Internal Medicine was held on February 13, 2004, as part
of the ACP chapter meeting.

Dr. Sellers had surveyed 7 of the training programs in NC
regarding trends for the training of general internists,
hospitalists, and medical subspecialist in NC.  No good
numbers were available but the majority of those surveyed
did respond with their opinion.

BROAD SUMMARY CONCLUSIONS ARE:

• General Internal Medicine as a specialty is in
trouble for multiple reasons.

• Hospitalist and the office-based generalist
internal medicine training should be the same.
Most think certification for hospitalists and
office-based generalists should be the same.

• All agree that medicine subspecialists
should have general internal medicine training.
The majority think the medical subspecialists
should pass the general internist medicine
boards initially or at least once. Some think
recertification for medical subspecialists
should only be in their subspecialty.

• Some would make the 3rd year of internal
medicine training either hospitalist or
ambulatory training; some would add a
4th year for ambulatory training for the
generalist.

• Most agree the internal medicine and family
practice training programs should be collabo-
rative. Some question the value of “in-house”
hospital training programs for family practice.

The best source of medical manpower information in NC
is at the Sheps Center at UNC.  Tim Carey MD, the center’s
Medical Director, and Tom Ricketts PhD who is Director
and the NC medical manpower numbers authority, gave a
good summary of the manpower trends for physicians and
in particular, internists in NC. (See Tim Carey’s article).

All attending internists then shared their most pressing con-
cerns for internal medicine and our training programs. We
were very fortunate to have Donna Sweet MD who is the
president elect of the ACP board of Regents with us as our
ACP representative. The discussion can be summarized
as follows:

PROBLEMS IN INTERNAL MEDICINE
TRAINING PROGRAMS

• The programs are not able to attract the “best and
brightest” medical students

• Large medical school debt forces students to chose a
higher income-producing specialty

• Residents and medical students must make career
decisions too early in their training

• General internal medicine programs need to be
better defined by:

• Better recognition of the value of cognitive
services

• Better outpatient training programs
• Better training in long-term chronic disease

management
• More good role models in the academic

centers
• The current training environment does not encourage

internists to practice community medicine with its
long-term physician/patient relationships.

• The Chief of Medicine is frequently a medical
subspecialist

• Residents see the subspecialist in the academic
centers as having an advantage by knowing
everything about only one area of medicine

• The subspecialist is seen as having an easier
life style

• Internal Medicine training programs must be
financially subsidized

• There is a shortage of all medical specialists as well
as general internist

• Many J1 general internal medicine graduates
complete their training obligation as generalists and
then enter medical subspecialty training

CULTURAL TRENDS
• Medicine is market driven: “Go where the money is”
• Hospital interests dominate medicine
• Medical students have greater capitalistic interests
• There is less physician feeling of social responsibility
• There is increased physicians interest in lifestyle:

• More shift work
• More free time
• More desire to be mobile
• More frequent career changes

• There is more competition from physician extenders,
PAs and FNPs

• PAs and FNPs are assuming more care for the
healthy



• There are fewer role models for independent internal
medicine practice

• There is increasing complexity and fragmentation of
medical care

• With decreasing numbers of community internists
being produced, there will not be enough general
internists to care for our complex aging patients in
5 to10 years

• Once an adequate number of internists are trained as
hospitalists, the numberof new hospitalists needed will
not increase each year

PRACTICING INTERNIST PROBLEMS
• General internists have “Shot themselves in the foot”

by accepting the designation as primary care, triage or
gate keeper physicians in the managed care era

• Lifestyle - They work too many hours
• Compensation - Too little pay for the time and effort

expended
• Decreasing prestige and value recognition by the

medical system
• Poor public perception
• Unaffordable if the appropriate amount of time is spent

with complex patients
• Forced to spent inadequate time per patient by the

financial need to see more patients

RESIDENCY REVIEW COMMITTEE (RRC)
• The recently imposed work limitations interfere with

comprehensive learning and patient care — 80 hr/wk
limits

• The regulations are too rigidly enforced.  In some
instances the limitations result in poor quality and less
continuity of care

• The time a resident spends with a patient can be
limited

• At times the patient’s desire to see their own doctor
(the resident) is limited

• Supervising internal medicine training experience is
limited to internal medicine certified and Gyn certified
physicians The rules need to be modified and softened

RECOMMENDATIONS FOR IMPROVING
THE INTERNIST IMAGE

• Cognitive evaluative medical services need to be
recognized as important medical subspecialty services

• The ideal internist image does not fit the present
hospital environment

• The internist needs recognition as the medical
subspecialist who manages complex and complicated
medical problems

• The internist needs to be the comprehensive care
physician

• Quality ambulatory internist training programs are
needed

Phillip A. Sellers MD MACP Moderator

Present

Jan Rhyne MD
Governor, NCACP, Private Practice, Inf Dis./lM Wilmington

Donna E. Sweet MD
Regent ACP, Inf. Dis., University of Kansas

Tim Carey MD
Medical Director of the Sheps Center, UNC Sch. of Med.

Tom Ricketts PhD
Director of the Sheps Center, UNC Sch. of Med

Susan Dyson
Sheps Center, UNC Sch. of Med.

Tim Lane MD
Dir., IM Res., Moses Cone Health System, Greensboro

Charles Schleuper MD
Dir., Dept IM, Coastal AHEC, Wilmington

Ralph Whatley MD
Chair, Dept. IM, Brody Sch. Of Medicine, East Carolina Uni., Greenville

Jim Leonardo MD
Prog. Dir., IM Res., Brody Sch. Of Medicine, East Carolina Uni., Greenville

Lee Berkowitz MD
Prog. Dir., Dept. of IM, UNC Sch. of Med.

Mike Pignone MD
Ass. Chief, Gen. IM UNC Sch. of Med.

Tom Kaluzynski MD
President NC ACP Chapter, Gen. Care IM, Burnsville

Jim Stackhouse MD
ACP Regent, Gen. IM, Goldsboro

Johnathan Williams MD
Gen. IM, Gastonia, NC

Phil Sellers MD
Gen. IM, Hendersonville,NC

CONCLUSIONS
• Internists need to “hang in there” and continue to

expand their skills by supervising physician extenders,
doing more procedures such as scopes and echos, and
learning new disciplines such as gene therapy

• Internists must maintain their core competences of
managing long-term care of the sick and knowing the
pathophysiology of disease

• In the near or not too distant future our whole health
care system may implode. The result could be a
significant restructuring of health care as we know it
today.

• No matter what the changes may be, there will be more
emphasis on ongoing care in the outpatient setting and
less emphasis on hospital care.

• The internist as the specialist in Adult Care will be a
key player in any new system.

• The plight of the internist will improve


