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Executive Summary
This position paper highlights the looming crisis in the supply of primary care
physicians, particularly the pending undersupply of general internists and the
potential impact on the health care of the United States population. There has
been a steady decline of medical students and residents pursuing careers in
primary care specialties including general internal medicine. At the same time,
many of those already in practice are nearing retirement and others are under
such stress that they are looking for an exit strategy. Unless steps are taken now,
there will not be enough general internists to take care of an aging population
with growing incidences of chronic diseases. Without general internal medicine,
the health care system will become increasingly fragmented, over-specialized,
and inefficient—leading to poorer quality care at higher costs. Immediate steps
must be taken to reverse the decline of interest in careers in primary care,
including general internal medicine, and improve the payment and practice
environment of existing primary care physicians.
The American College of Physicians (ACP) is the nation’s largest specialty
society, representing 120,000 internal medicine physicians (internists) and
medical students. Internists specialize in the prevention, detection and treatment of illness in adults. Our membership includes physicians who provide
comprehensive primary and subspecialty care to tens of millions of patients,
including taking care of more Medicare patients than any other physician
specialty. The College is especially concerned about the impending crisis in
the supply of general internists and calls for the following changes in order to
preserve a specialty so vital to the physician workforce:
Position 1: A national health care workforce policy is needed to
reverse the impending collapse of primary care medicine.
Position 2: A national health care workforce policy should support
the complimentary but different roles played by general internists and
family physicians.
Position 3: A national health care workforce policy should propose
comprehensive measures to make it more attractive for physicians to
choose primary care, directed at the times (1) medical students decide
whether or not they will go into an internal medicine or family medicine
residency programs and (2) internists complete their initial training and
choose whether to go into subspecialty, hospital, or office-based primary
care medicine. Such measures must include: changes in reimbursement
policies that undervalue the contributions of primary care physicians; relief
from high levels of student debt; and changes in medical education to
expose medical students and residents to positive educational and practice
experiences in well-functioning office-based primary care practices.
Position 4: A national health care workforce policy should recognize
and support the critical roles played by internal medicine subspecialists,
hospitalists and geriatricians in meeting the needs of an aging population
with multiple chronic diseases.
Position 5: A national health care workforce policy should increase the
number of physicians trained in general internal medicine and who are
prepared to practice in new practice models that are centered on patients’
needs and that incorporate the elements of the chronic care model.
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Position 6: A national health care workforce policy should support the
role of nurse practitioners and physician assistants within collaborative
teams that assign overall responsibility and accountability for care to the
patient’s personal physician.
Position 7: A national health care workforce policy should address the
contributions of international medical graduates in meeting current and
anticipated needs of the patient population.
The United States is in the midst of a health care crisis that is expected to
worsen over the next several years. The population is aging and is becoming
increasingly diverse. Chronic care conditions have increased and the cost of care
continues to rise at an unsustainable rate. These factors have already impacted
access to care, health care quality, and health disparities, and may be exacerbated
in the future by a looming crisis in the physician workforce.
The College is very concerned that if current trends continue as the U.S.
population ages, there will not be an adequate supply of well-trained primary
care physicians to meet the nation’s growing health care needs.1 ACP is particularly concerned about the adequacy of the supply of general internists who
provide care in outpatient settings. Some general internists are choosing to
leave internal medicine, while others near retirement, are choosing to retire
earlier than planned.2 Simultaneously, there has been a precipitous decline in the
number of medical students and residents choosing to pursue careers in officebased general internal medicine. If this trend continues, a shortage of primary
care physicians will likely develop more rapidly than many now anticipate.
ACP calls on the federal government, large employers and other purchasers,
health plans and the medical profession itself to take immediate action to create
a comprehensive national health care workforce policy. The U.S. currently does
not have national policies to guide the training, supply and distribution of health
care providers. Unlike the U.K. and Canada, which have single-payer systems that
give government the leverage to manipulate the healthcare workforce supply,
including controlling both training capacity and employment opportunities, comprehensive planning for the health professions in the U.S. would require coordination and planning among many different funding sources. Nevertheless, all
stakeholders must be involved in coordinated workforce planning to improve
health care quality, access to care, curb rising health care costs, and to provide
incentives to help ensure an adequate supply of primary care physicians. A comprehensive national health care workforce policy would have multiple goals. This
paper will focus on key elements that must be included in such a policy to ensure
an adequate supply of well-trained primary care physicians.
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This paper is one in a series of five papers being developed by the College to
fundamentally change the way health care is provided in the United States. A
paper on linking payments to quality includes specific recommendations on how
pay-for-performance measures can improve quality and recognize the value of
care provided by internists.3 A third paper on the Advance Medical Home offers
a new model for financing and delivering care in which physician practices would
be organized to provide ongoing care through a personal physician connected to
a team of health care professionals and using evidence-based guidelines and applying appropriate health information technology to meet the needs of patients
while being accountable for the quality and value of care provided.4 The fourth
paper proposes redesigning medical education to better prepare medical students
and trainees for practice in ambulatory care settings.5 A fifth paper will provide a
comprehensive set of recommendations for reforming dysfunctional physician
payment policies.6 Together, these papers provide a complete vision for reforms
that are centered on patients’ needs and that recognize the critical role of internal medicine in meeting those needs.
Position 1: A national health care workforce policy is needed to
reverse the impending collapse of primary care medicine.
For the past two decades, most workforce analyses, including those by the
federal Graduate Medical Education National Advisory Committee (GMENAC)
in 19807 and subsequent reports by the Council on Graduate Medical Education
(COGME), pointed to an impending national surplus of physicians. They
recommended limits on medical school enrollment and caps on graduate
medical education (GME) training slots. However, the expected surplus never
materialized, and instead, there are shortages in some areas of the country.
COGME now predicts that there will be a shortage of 65,000 to 150,000 physicians in 2020, and recommended a 15% expansion of medical schools and an
increase in the number of residency positions.8
The numbers and types of health care professionals being trained are largely
determined by the availability of training programs, the number of applicants, and
inpatient service needs of academic medical centers. But, institutional service
needs are a poor indicator of national health workforce requirements, particularly as patient care has continued to shift from inpatient to outpatient settings.
The nation needs sound research methodologies embedded in its workforce
policy to project the supply and distribution of physicians in the United States.
In addition, the reasons for predicted shortages must be analyzed and addressed
in order to protect the nation’s need for physicians, particularly physicians bestsuited to provide care in areas where demand will be the highest. Past projections have been inaccurate, and there is no current consensus on future needs.9
Consequently, some advise a cautious approach.10 Accordingly, this paper highlights the need for an overall national workforce policy and emphasizes the need
to address the most pressing problem of assuring an adequate supply of primary
care physicians. It does not propose specific targets for increasing the number
of primary care physicians nor the overall supply of physicians.
ACP has considered the option of increasing the number of students
entering medical schools to increase the supply of physicians, but concluded
that increasing the overall pool of physicians would not assure that adequate
numbers enter and remain in practice in primary care. Instead, ACP recommends a more targeted approach, recognizing the nation’s increasing demographic demands for health care and the prospect of a dwindling supply of
primary care physicians.

3

Creating a New National Workforce for Internal Medicine

ACP is alarmed that primary care medicine is near collapse. General internists
are leaving practice sooner than other physician specialties at the same time that
fewer medical students are choosing to make the practice of general internal
medicine and primary care their central career goal. Approximately 21% of physicians who were board certified in the early 1990s have left internal medicine, compared to a 5% departure rate for internal medicine subspecialists.11 General
internists are faced with excessive administrative burdens, high patient loads, and
declining revenues coupled with increasing costs for providing care. As a result,
many are choosing to retire early, and others who are approaching retirement age
are reducing their workloads as an alternative to retirement.
Medical students and residents are not only discouraged by the experiences
of their mentors, but inundated with debt. Deterred by the prospects of a bleak
practice environment and lower earnings potentials, the number of medical
students and residents choosing to pursue careers in general internal medicine
are declining at alarming rates. (See Table 1) The number of third-year internal medicine residents choosing to pursue a career in an internal medicine
subspecialty or other specialties has risen each year for the past eight years,
while the percentage choosing careers in general internal medicine has steadily
declined. In 2005, only 20% of third-year internal medicine residents intended
to pursue careers in general internal medicine, down from 54% in 1998.12 Even
more disheartening, only 13% of first-year internal medicine residents intend to
pursue general internal medicine.12 For some students, internal medicine has
become a less competitive “fall back” option rather than a true career choice.13
This decline is occurring at exactly the same time when the evidence
suggests that the need for primary care physicians, who can provide the coordination and management services needed to treat chronic illnesses for adults,
will continue to rise, due to an aging population and more patients with complex chronic diseases. In 2000, physicians spent an estimated 32% of patient
care hours providing services to adults age 65 and older. If current utilization
patterns continue, it is expected that by 2020, almost 40% of a physician’s time
will be spent treating the aging population.14
General internists are at the forefront of managing chronic diseases,
providing comprehensive and coordinated long-term care. Their services are
critically important to the changing demands in U.S. health care. Approximately
133 million people in the Unites States are currently living with one or more
chronic conditions.15 Furthermore, almost 50% of Americans with a chronic
condition have multiple chronic conditions.16 Between 2000 and 2030, the
number of Americans with chronic conditions is expected to increase by 37%,
an increase of 46 million people.15 In addition, due to medical and technological
advances, many people are now surviving conditions or injuries that were
previously fatal.17
A collapse of primary care will result in higher expenditures and lower
quality. Studies have shown that primary care has the potential to reduce costs
while still maintaining quality.18 States with higher ratios of primary care physicians to population have better health outcomes, including mortality from
cancer, heart disease or stroke.19 20 Studies have shown that states with more
specialists have higher per capita Medicare spending. Conversely, an increase in
primary care physicians is associated with a significant increase in quality of
health services, as well as a reduction in costs.21
The supply of primary care physicians is also associated with an increase in
life span.22 23 The preventive care that general internists provide can help to
reduce hospitalization rates.24 In fact, studies of certain ambulatory care–sensitive
conditions have shown that hospitalization rates and expenditures are higher in
areas with fewer primary care physicians and limited access to primary care.25 26
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Position 2: A national health care workforce policy should support the
complementary but different roles played by general internists and family
physicians.
The training and care that family physicians and general internists provide
are distinctly different. Family physicians are trained to diagnose and treat a
wide variety of ailments in patients from children to old age. Family physicians
receive a broad range of training that includes internal medicine, pediatrics,
obstetrics and gynecology, psychiatry, and geriatrics. Special emphasis is placed
on prevention and the primary care of entire families, utilizing consultations and
community resources when appropriate.27
General internists provide long-term, comprehensive care in the office and
the hospital, managing both common and complex illness of adolescents, adults,
and the elderly. Internists receive in-depth training in the diagnosis and treatment of conditions affecting all organ systems. They are also trained in the
essentials of primary care internal medicine, which incorporates an understanding of disease prevention, wellness, substance abuse, mental health.
Internists’ training is solely directed to care of adult patients; consequently,
internists are especially qualified to take care of adult and aged patients with
multiple complex chronic diseases.
The ability of general internists to provide preventive care and early treatment is essential in reducing health care costs and enhancing the quality of care.
One of the hallmarks of general internal medicine is the ability to care for a
patient from adolescence to old age. Both patients and physicians value the relationship they build throughout the years.28 Of all the attributes of primary
care physicians valued by patients, continuity ranks among the highest.29 30
The declining interest of medical students and residents in pursuing careers
in both family medicine and internal medicine is alarming. The College
recognizes that the U.S. must take steps to preserve both disciplines and
improve the attractiveness of primary care careers; however this paper will
focus primarily on internal medicine.
Position 3: A national health care workforce policy should propose
comprehensive measures to make it more attractive for physicians to
choose primary care, directed at the times (1) medical students decide
whether or not they will go into an internal medicine or family medicine
residency programs and (2) internists complete their initial training and
choose whether to go into subspecialty, hospital, or office-based primary
care medicine. Such measures must include: changes in reimbursement
policies that undervalue the contributions of primary care physicians;
relief from high levels of student debt; and changes in medical education
to expose medical students and residents to positive educational and practice experiences in well-functioning office-based primary care practices.
Achieving an adequate supply of internists in both ambulatory and hospital
settings will require gaining a better understanding of the factors that influence
the career choices of medical students and internal medicine trainees, and implementing measures to make office-based general internal medicine equally attractive as subspecialty and hospital medicine.
The emergence of hospitalists (physicians whose practice emphasizes providing general medical care for hospitalized patients31) in the mid 1990s resulted
in further career branching within internal medicine. While many internists
continue to practice in both office and hospital settings, others defer all inpatient
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care to hospitalists. 85% of practicing hospitalists are trained in internal medicine,
and 5% have completed subspecialty fellowships.32 The percentage of third-year
internal medicine residents intending to become hospitalists increased from
0% in 1998 to 12% in 2005. With the rapid growth of hospital medicine, even
fewer general internal medicine residents are choosing to practice in the ambulatory care setting. Hospitalists can play a considerable role in the care of
hospitalized patients, but there must be an adequate supply of general internists
practicing in both ambulatory and hospital settings. An adequate supply of
internists in ambulatory settings is needed to provide comprehensive, longitudinal care to these patients once they are discharged from the hospital.
Expanding the number of physicians trained in general internal medicine will
be important to assure a strong base of office-based general internists and
support the growth of the field of hospital medicine.
High levels of student debt coupled with inequitable and dysfunctional
payment policies are also key drivers behind the decline in the number of physicians going into primary care. Over 80% of graduating medical students have
educational debt. Medical education debt was 4.5 times as high in 2003 as it was
in 1984, far outpacing increases in the consumer price index. The median educational debt burden for graduates of public medical schools now tops $100,000,
and the median debt for graduates of private schools is $135,000. About 5% of
all medical students will graduate with debt of $200,000 or more. Students
with large debts are much more likely to be influenced by debt in their career
choices. Those students with debt that exceed $150,000 are the least likely to
select a primary care residency.33 Because of high student debt, many internists
who otherwise might consider going into office-based primary care may instead
choose to go into subspecialties that offer higher anticipated career earnings,
allowing them to pay off their accumulated debt more rapidly.
Measures to reduce the burden of student debt should include:
• An expansion of federal loan repayment programs, particularly those
that encourage careers in primary care, such as Title VII’s Primary
Care Loan Program and the National Health Service Corps.
• New loan repayment and forgiveness programs that provide incentives
for pursuing careers in primary care. For example, loan repayment or
forgiveness for physicians who agree to dedicate a certain portion of
their practice to Medicare and Medicaid patients, or for caring for the
uninsured.
• Deferment of educational loan repayment until after completion of postgraduate training and an expansion of the tax-deductibility of interest on
educational loans by removing or raising existing income caps.
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Medicare, as the single largest purchaser of health care in the United States,
has a particular responsibility to replace policies that are antithetical to primary care with ones designed to encourage and support its central importance. In
January 2006,34 ACP issued a report that outlined a series of recommendations
on reforming Medicare payment policies so that physicians engaging in primary
care can receive reimbursement that is commensurate with the value of their
contributions. The recommendations included new models for paying physicians
for coordination of care of patients with chronic diseases, increased payment for
office visits and other evaluation and management services, separate payment for
email consultations for non-urgent health issues that can reduce the need for faceto-face visits, and additional payments to physicians who use electronic health
records to improve quality. Reducing existing income disparities would make the
field more attractive and increase the number of physicians entering and continuing practice in primary care specialties.
The education and training of general internists are a central part of preparing to meet the future health care needs of the United States. For the past
several years, leaders in academic internal medicine have become increasingly
concerned about whether residency training is appropriately designed to prepare
internists for practice. In September 2005, ACP developed a set of principles and
goals for redesign of training in internal medicine. ACP calls for:
• Increased exposure to the ambulatory care setting, in a practice
environment that demonstrates the satisfaction to be gained from
providing ongoing care to patients.
• Recognition of the importance of team-based care in both outpatient
and inpatient settings and to prepare general internists to function as
integral members of a health care team.
• Providing graduating residents with the skills necessary to effect organizational and practice-based change and to be team leaders.
• Explicit funding for internal medicine residency programs that demonstrate an increase in production of general internists.
Position 4: A national health care workforce policy should recognize
and support the critical roles played by internal medicine subspecialists,
hospitalists and geriatricians in meeting the needs of an aging population
with multiple chronic diseases.
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Internists can choose to focus their practice on general internal medicine or
may complete a fellowship to subspecialize or earn a certificate of added qualification in one of 13 areas of internal medicine. (See Table 2) Both the general
internist and the internal medicine subspecialist play an important role in the care
of adult patients. General internists have the knowledge and depth of experience
to play a central role in the primary care of adults, serving as the patient’s first contact and a provider of comprehensive, continuing, evidence-based care that involves
the development and maintenance of a sustained and trusting patient-physician
relationship. The internal medicine subspecialist provides expertise in areas including adolescent medicine, allergy/immunology, cardiology, endocrinology,
gastroenterology, geriatrics, hematology, infectious disease, nephrology, oncology,
pulmonology, rheumatology and sports medicine. Multiple or complex conditions require a partnership between the primary care physician and the relevant
subspecialist. In some cases, the subspecialist may be best suited to provide both
the primary and subspecialized care of a patient with a complex condition.
While specialists have expertise and skills to best care for patients with
certain illnesses and complications, primary care physicians have been shown to
deliver care similar in quality to that of specialists for conditions such as diabetes
and hypertension while using fewer resources.35
Workforce policy should recognize that the majority of elderly patients
can be treated by a general internist or family physician who has knowledge and
training in the care of elderly patients but has not received a certificate of added
qualifications in geriatric medicine. At the same time, more geriatricians,
because of their unique qualifications and training, will be needed to provide
consultations and ongoing care for many of the frailest of older patients.
Today there are approximately 9,000 certified geriatricians in the United
States. There are concerns that this number is far short of the current estimated
needs and that the supply of geriatricians will continue to decline.36 There must
be an adequate supply of appropriately trained general internists and
geriatricians to care for the oldest segment of the population and the heaviest
consumers of health care. Because most geriatricians are board certified in
internal medicine, it will be important to assure an adequate supply of general
internists as a prerequisite to assuring a sufficient supply of geriatricians.
Position 5: A national health care workforce policy should increase the
number of physicians trained in general internal medicine and who are
prepared to practice in new practice models that are centered on patients’
needs and that incorporate the elements of the chronic care model.
Approximately half of all Americans are living with a chronic condition.15
Nearly two-thirds of Americans age 65 and older have multiple chronic conditions.15 Among adults ages 80 and older, 92% have at least one chronic condition
and 73% have two or more.15 37
The current method of health care delivery in the United States, which
emphasizes episodic treatment for acute care through private health insurance
and governmental programs, is not optimally meeting the health care needs of
patients with chronic diseases.
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In January 2006, the American College of Physicians proposed a fundamental change in the way that primary care is delivered and financed. ACP
proposed the advanced medical home model,38 a vision of health care from the
perspective of a patient and his/her family. It acknowledges that the best quality of
care is provided not in episodic, illness-oriented, complaint-based care – but
through patient-centered, physician-directed, longitudinal care that encompasses and values both the art and science of medicine.
The advanced medical home model envisions physicians in practices that
provide comprehensive, preventive and coordinated care centered on patients’
needs, using health information technology and other process innovations to
assure high quality, accessible and efficient care. Practices would also be
accountable for results based on quality, efficiency and patient satisfaction
measures. They would incorporate the key elements of the Chronic Care Model
developed by Edward Wagner, MD.39 Practices certified as advanced medical
homes would be eligible for reimbursement commensurate with the value of the
services they offer.
Widespread adoption of the advanced medical home should help increase
the numbers of physicians who choose to practice in office-based general internal medicine and family medicine. It would help correct existing reimbursement
inequities by providing sustained and ongoing financing that supports the value
of care coordinated by a primary care physician. It would also provide a model
of practice that should be more satisfying to both patients and their physicians,
because it will allow primary care physicians to regain a sense of partnership
with their patients, something that many feel has been lost in the existing
fragmented and episodic health care system.
Position 6: A national health care workforce policy should support the
role of nurse practitioners and physician assistants within collaborative
teams that assign overall responsibility and accountability for care to the
patient’s personal physician.
Nurses, nurse practitioners (NPs) and physician assistants (PAs) have
considerable training and skills that are valuable to the patient care team. ACP
supports expanded roles of these health care professionals within collaborative
teams that include a physician who takes responsibility for the quality of care
provided. The roles they play should depend on their clinical competencies.
The United States needs an adequate supply of nurses, as a shortage will
have an impact on all health care professionals and systems, medical education,
and patient safety.40 In some underserved localities nurse practitioners provide
basic and routine primary care services. The care that they provide can be both
valuable and efficient in non-complex cases. However, independent nurse
practitioners are not a substitute for the comprehensive care provided by a
general internist to patients with multiple and complex chronic diseases.
Position 7: A national health care workforce policy should address the
contributions of international medical graduates in meeting current and
anticipated needs of the patient population.
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More International Medical Graduates (IMGs) choose internal medicine
than any other specialty. Many rural and underserved areas depend on international medical graduates for health care services. The J-1 visa waiver program
offers a critical source of health care providers to community health centers and
other locations in rural communities and underserved areas. These underserved
populations deserve the same health care as other Americans and increasing the
number of qualified physicians who are available to provide care in these communities is a great step towards ensuring that all Americans have equitable
access to care.
The annual number of IMGs admitted to the US for residency training can
serve as an important national workforce policy safety valve that would allow for
relatively rapid expansion of the number of IMGs admitted during times of US
physician shortages and contraction of the supply during times of surplus. ACP
recognizes the value and contributions of IMGs and supports the use of J-1 visa
waivers to fill shortages in rural communities and underserved areas. If all
IMGs currently in primary care practice were removed, one out of every five
“adequately served” non-metropolitan counties would become underserved
and the number of rural counties with no primary care physicians would rise
from 161 to 212.41 However, the College cautions that the nation should not
rely on international medical graduates alone to solve the shortage of primary
care physicians in the United States. Consideration must be given to the need
for medical personnel in the home countries of some of these physicians, as
many are severely underserved.

Conclusion
ACP believes that well trained general internists are an excellent value for the
health care system. As the baby boom population ages and incidences of multiple chronic conditions rise, more general internists will be needed. Specific
efforts must be made to ensure an adequate supply of general internists and to
encourage entry into the field of internal medicine. The consequences of
failing to act will be higher costs, greater inefficiency, lower quality, more
uninsured persons, and growing patient and physician dissatisfaction.
The United States needs a comprehensive national workforce policy that
includes a goal of substantially increasing the number of trained and practicing
primary care physicians as a proportion of the total physician population. A
national workforce policy will not be effective in assuring an adequate supply
of physicians, and specifically, internists who practice in office-based general
internal medicine practices, without changes in reimbursement policies, student
debt, and other factors that discourage physicians from going into primary care
and encourage those who already are in practice to leave primary care.
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Table 1. Trends in Career Plans of Third-Year Residents Enrolled in U.S.
Categorical and Primary Care Internal Medicine Training Programs,
1998-2005
Career plan (%)
Year

No. of
respondents

General
internal
medicine Hospitalist

Subspecialty

Other

Undecided Missing

1998

4,008

54

N/A

42

3

N/A

1

1999

4,338

49

N/A

47

2

N/A

2

2000

4,562

33

N/A

51

4

N/A

2

2001

4,565

40

N/A

54

4

N/A

2

2002

3,495

28

4

56

2

6

4

2003

4,732

27

7

57

2

6

1

2004

4,974

24

8

56

4

8

0

2005

4,926

20

12

58

1

7

1
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