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Executive Summary
Prepared by: Adam Dimitrov, MD

On October 31, 2008, the Family Medicine Education Consortium held a preconference forum titled Innovative Strategies to Increase and Sustain the Primary Care Workforce.  This forum brought together thought leaders from health care systems, insurance companies, medical societies, policy centers, and academia.  The purpose of the meeting was to generate discussion on a critical issue facing our current healthcare system throughout the nation – the lack of primary care providers serving our communities, and the negative impact that this is having on the quality and cost of healthcare.

The statistics have been pretty consistent for the past ten years.  A decade ago, approximately 75% of family medicine residency positions were filled by U.S grads.  That number has steadily declined to a low of 42%.  The reasons for such a decline are numerous but include -- lower reimbursement for primary care, higher medical student loan debt, negative mentoring on behalf of primary care by medical institutions, and reliance on expensive, technology-driven, specialty care as the focus of healthcare in the U.S.

Some would argue that in order to fix the primary care pipeline problem, the market into which students are graduating must first be improved.  If primary care physicians were paid more, students would gravitate towards careers in family medicine, pediatrics, and general internal medicine.  Though this stance does carry significant merit, this forum showcased a number of innovative programs at various medical schools in the northeast region that promote interest in family medicine and primary care among its medical students. 
These creative programs range from rural track rotations during the clinical years to combined medical school/residency programs that enhance the clinical training of its participants while providing a service to the community.  The data presented by these programs demonstrate that a thoughtful approach to student selection and early, dedicated exposure to family medicine training can boost the numbers of students that choose to enter primary care. 

Programs such as these highlight the fact that students’ decisions to enter career paths are not based solely on potential career earnings or the ability to pay off school debt.  Interest in primary care can be energized by dedicated programs that show students the range of skills and impact that such training can provide.  While the leaders of most medical schools argue they are helpless in the face of market forces, the presentations demonstrated that medical schools can play a constructive role. We need a “both/and” response to redress the primary care workforce crisis. The marketplace needs to be reformed and our medical schools need to immediately address their student selection and their curricular processes. 

It is our hope that through the sharing of such successful programs, other medical institutions will initiate similar opportunities for their students, thereby shifting the focus of our healthcare system back towards primary care.  However, these conversations must also involve members of community organizations (i.e. community health centers, employers, etc) to better address the needs of those particular communities, thereby creating a symbiotic relationship.  In addition to the sharing of curricular programs, students must also hear about successful models of primary care in the marketplace, for the truth is that such models do exist throughout the country, yet are often not presented to medical students during their training.  
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Session Summaries

​​​​​​​​​​​​
Part 1: The Primary Care Workforce

The Maryland Physician Workforce Study.  This study of physicians by specialty across Maryland found a critical shortage of primary care physicians in 4 out of 5 regions, except Central Maryland where there is a borderline physician shortage. Five factors negatively impact recruitment of primary care physicians to Maryland include: (in order of greatest importance) low reimbursement, malpractice cost, cost of living & lawsuit concerns, frequency of call, and group structure.  All five factors were reported to be of at least moderate importance.
MedChi (the Maryland Medical Society) and the Maryland Hospital Association (MHA)
Primary Care in the US: The Big Picture. Despite the US health system being the most expensive in the world, the U.S. ranks poorly in preventable deaths, healthy life expectancy, cancer, death from ischemic heart disease, and other health indicators.  Other nations have documented that primary care is the key to positive health outcomes at reasonable cost. The US may have enough primary care physicians; however, distribution and access must be improved. Physician, NP and PA providers are still concentrated in desirable areas, with a relative shortage in underserved areas. A real shortage and greater distribution problem is possible due to decline in US student interest, increased reliance on IMGs, increased interest in specialization, contraction of primary care training programs, and current physician expansion programs not promoting primary care. How medical schools choose and train students affects the primary care pipeline: between 2002 and 2007, residency positions grew 7.9%, subspecialty positions grew 24.7%, primary care positions grew 2.3%, but the estimated number of graduates going on to practice primary care fell from 28.1% to 23.8%. Payment reform is crucial to improving health outcomes and reducing cost.  Crucial to create a blended payment model that recognizes care coordination, office visits, infrastructure, teams and performance. The ‘medical home’ incorporates these elements in the primary care setting.  

Robert Phillips MD, MSPH, the Robert Graham Center, Washington DC
The Medical Education Futures Study (MEFS).  Factors which increase the likelihood that medical students will choose primary care are: indicated preference for primary care at medical school matriculation; positive primary care experiences during medical school, including required third year family medicine clerkships, continuity experiences in primary care, primary care tracks, full time family medicine faculty and primary care mentors. Factors which decrease the likelihood that students will choose primary care are: student debt and expected income, and perception of poorly controllable lifestyle defined as personal time free of practice requirements and control of total weekly hours spent on professional responsibilities.  MEFS briefs define policy areas intended to increase the number of students choosing primary care by reinforcing positive forces and reducing negative forces: 
· Medical school admission policies favoring applicants with primary care interests;
· Implementation and maintenance of a positive primary care teaching environment;  

· Expansion of scholarship and loan repayment programs promoting primary care; 
· Incentives for primary care practice and innovations to improve lifestyle.

· GME funding reforms including required hospital primary care outputs, add-on hospital payments for primary care residents, direct incentive payments to primary care residents, modified hospital reimbursement rules that recognize and incentivize community based training, and Medicare cap expansions for primary care positions.

http://www.medicaleducationfutures.org/uploads/GMETheKeytotheFutureofPrimaryCare.pdf

Gretchen D. Kolsky MPH, Department of Health Policy, 

George Washington University Medical Center 
The Primary Care Workforce: View from a Health System Executive.   To provide what patients want --- care that is safe, accessible, effective, affordable, and ‘nice’ -- the current fragmented health system must become more efficient, accountable and transparent.  At the same time the healthcare system’s emerging environment demands more accountability, more external measurement and regulation, and increasing transparency. One example of data that may be used to measure health systems’ accountability and transparency is AHRQ’s “Dashboard on Health Care Quality” comparing key variables of care by year (compared to a baseline year) across all states http://statesnapshots.ahrq.gov/snaps07/index.jsp. Priorities for the next 10 years: smoothing the rough edges of transitions of care, between sites of care, between types of care, and among caregivers, within episodes of care, among episodes of care, across professions, across specialties, across organizations, between care, along conditions. 

William L. Thomas, MD, FACP, Executive Vice President, Medical Affairs, MedStar Health

Part 2.  Can We Select and Matriculate Students Who Will 
Choose Careers in Primary Care?

Increasing the Supply & Retention of Rural Family Physicians.  Twenty percent (20%) of the US population is rural, but only 9% of doctors practice in rural areas.  ‘Success’ in increasing access to rural primary care should be defined in terms of providers’ length of stay in a rural practice location (median primary care rural retention presently is about 7 years) as well as initial choice of location.  The 35-year-old Physician Shortage Area Program (PSAP), a special admissions and educational program, in cooperation with 6 PA and 1 DE colleges, has demonstrated success in increasing the number of Family Physicians choosing and remaining in rural practice (8 times more likely to practice rural FM than their peers, and 79% retetention after 11-16 years) . Key elements of this program include: recruitment and admission of medical school applicants who grew up in rural areas and are committed to practicing family medicine; a curriculum tailored to rural primary care including a core 3rd year rural clerkship and 4th year rural preceptorship; expectation that students will both complete a family medicine residency and practice in a rural areas/small town. PASP has found that ideal candidates are those “who want to live in the country and have their children attend school there.” 

Howard Rabinowitz MD, Jefferson Medical College, Thomas Jefferson University                Department of Family & Community Medicine, Philadelphia, PA
Training Family Physicians in Community Health Centers: A Health Workforce Solution. AT Still University, National Association of Community Health Centers (NACHC), local community health centers, and HRSA are partnering to improve quality, culturally and linguistically competent, coordinated and community directed primary care for all medically underserved people. The partnership seeks to identify and support local candidates in dentistry, primary care medicine, public health and allied health who will stay ‘close to home’ and serve as “hometown healers” after graduation. Learning strategies are used that reinforce trainees’ decision to work locally to improve health care to the underserved include regional learning hubs, site visits, and awards. 

Thomas Curtin MD, Chief Medical Officer, 

National Association of Community Health Centers, Washington DC
The West Virginia University Rural Scholars Program was founded to improve the supply and quality of US trained FPs who choose to practice in rural West Virginia. Founded in 2004, the program has 3 goals: 1) Make rural family practice in WV an honor and appropriately rewarded privilege for the best and brightest of WV medical schools; 2) recognize the value of an accelerated clinical training track for talented medical students; 3) enhance the graduate education of our future rural practitioners with advanced electives in clinical, procedural or leadership training. Rural Scholars are selected in March of MS III; and their MS IV is designed like a PGY1 including a 1/2 day per week continuity clinic in the residency clinic.Rural scholars then; accelerate progress through residency core requirements with some rotations linked to future practice site. Rural Scholars esidents learn ‘new model practice’ skills through a combination of traditional clinic visits, group visits, and home or nursing home visits and in PGY3 have increased elective time for advanced individualized training.  Rural Scholars must be legal residents of WV, demonstrate high performance/class ranking in clerkships, the capability to handle a rigorous MS IV, and commitment to rural WV practice. 

Outcomes since program inception: promotion of the positive aspects of Family Medicine freedom & flexibility, pay, prestige, and opportunities; and a much higher residency match of  graduates from WV medical schools. WVY Rural FM graduates have predominantly located in rural and small communities across WV and the US; Rural Scholars MS-IV demonstrate equivalent performance on in-training exam to national PGY1s; Rural Scholars MS-IV demonstrate comparable patient interaction skills and stated satisfaction with practice compared to traditional PGY1s. Conclusions: students respond to rewarded, targeted rural residency training; residents respond to flexibility and freedom in the residency curriculum; residents can be taught the ‘new model’ of a patient centered, medical home practice. http://www.hsc.wvu.edu/eastern/som/pdfs/RuralCurr/RuralScholarsfinal.pdf

Konrad C. Nau MD, West Virginia University 
Department of Family Medicine, Eastern Division, Harper’s Ferry, WV

Looking Beyond U.S. Borders: IMG Contribution to Primary Care Workforce.   In the 2008 match, International Medical Graduates (IMGs) comprised 40.8% of US Family Medicine placements.  Ross University School of Medicine (RUSM) (Dominica, West Indies) 2008 graduates matched this pattern of higher IMG placement in primary care in comparison to US medical school graduates: RUSM grads matched in primary care (FM, IM, Med-Peds, Peds) 69%; FM 32% across 109 US FM programs. Curriculum and individual characteristics reinforcing RUSM graduates’ choosing primary care: community-based fifth semester curriculum; US clerkships at ACGME/AOA sites; emphasis upon ACGME competencies; strong primary care clinical experiences; individuals’ ‘life perspective’. 

The NCFMEA (National Committee on Foreign Medical Education and Accreditation) http://www.ed.gov/about/bdscomm/list/ncfmea.html and CAAM-HP (Caribbean Accreditation Authority for Education in Medicine and other Health Professions http://www.caam-hp.org/) conduct accrediting and curriculum review processes intended to establish “substantial equivalency” in content, standards and outcomes between IM and US programs.  IMGs seeking to enter US ACGME-accredited residencies must submit ECFME (Educational Commission for Foreign Medical School Graduates) http://www.ecfmg.org/ certification.  In addition, residencies in NY, NJ, FL, and CA require an evaluation status letter from their respective state medical boards.  

Enrique S. Fernandez MD, MSEd, Senior Associate Dean for Clinical Sciences, 

Ross University School of Medicine, Miami, FL
