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PREDICTION OF PHYSICIAN WORK-
force needs for the United States
has proven to be imprecise at
best. Such predictions have gen-

erally used assumptions based on his-
torical data and practice patterns,1,2 but
this approach has been unable to accom-
modate unforeseen changes in either pa-
tient care strategies or the broader health
care system. With the benefit of hind-
sight, comparison of recent policy pro-
posals from the mid 1990s with the ac-
tualworkforceoutcomes in theyear2000
indicates substantial imprecision in such
predictions. For example, in the mid
1990s, the Council on Graduate Medi-
cal Education proposed graduate medi-
cal education (GME) policies that were
designed to avert a projected surplus of
80000 to 165000 physicians in the year
2000, all of whom would be special-
ists.1,2 These policies advised training a
substantial proportion of US medical
school graduates in primary care spe-
cialties. In spite of a subsequent failure
to achieve the proposed primary care tar-
gets, the United States has not experi-
enced the predicted surplus of physi-
cians. Rather, some argue that there
continues to be a mismatch of compe-
tencies and distribution of physicians in
comparison with health care needs.3

To advise Veterans Affairs (VA) ex-
ecutive management regarding future
physician workforce needs, a special ad-

visory panel of national academic lead-
ers and health policy experts—the Resi-
dency Realignment Review Committee
(RRRC)—was formed in 1995. At that
time, 38% of the VA’s funded residency
positions were in primary care disci-
plines. Based on the prevailing national
policy recommendations described
above, the committee’s overriding rec-
ommendationwas to realignGMEinVA-
sponsored programs during a 3-year pe-
riod to achieve approximately equal

numbers of primary care and specialist
residency training positions.

We describe the implementation pro-
cess that the VA health care system and
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Context Planning for the US physician workforce is imprecise. Prevailing policy gen-
erally advocates more training in primary care specialties.

Objective To describe a program to increase primary care graduate medical educa-
tion (GME) in a large academic health system—the Veterans Health Administration of
the Department of Veterans Affairs (VA).

Design In 1995, a VA advisory panel recommended a 3-year plan to eliminate 1000
specialist training positions and add 750 primary care positions. After assessing the
impact of the first year of these changes on patient care, the VA implemented modi-
fications aimed at introducing primary care curricula for training of internal medicine
subspecialists, neurologists, and psychiatrists. The change in strategy was in response
to the call for better alignment of GME with local patient care and training needs to
provide coordinated, continuous care for seriously and chronically ill patients.

Setting The VA health system, including 172 hospitals, 773 ambulatory and com-
munity-based clinics, 206 counseling centers, and 132 nursing homes.

Participants A total of 8900 VA residency training positions affiliated with 107 medi-
cal schools.

Main Outcome Measure Proportion of residents in primary care training during
the 3-year alignment.

Results Over 3 years, primary care training in the VA increased from 38% to 48%
of funded positions. Of this total, 39% of the increase was in internal medicine sub-
specialties, neurology, and psychiatry.

Conclusion In this case study of GME realignment, national policy was driven more
by local patient care issues than by a perceived national need for primary care or spe-
cialty positions.
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its 107 medical school affiliates under-
took to accomplish these changes in
GME. The experience provides a case
study of realignment of GME in a sys-
tem that is undergoing extensive rede-
sign to accommodate a changing health
care environment. The initial policy was
crafted to align residency training based
on prevailing workforce projections. The
final policy that emerged, however,
aligned GME with local current and
evolving patient care needs in the VA
health system, and especially the per-
ceived need to have specialists provide
coordinated and continuous care for se-
riously and chronically ill patients.

Development of a
Systemwide GME Strategy
In late 1995, the VA embarked on a radi-
cal comprehensive transformation from
a hospital-based system to a health care
system.4-7 A hallmark of this change was
a movement toward providing coordi-
nated continuous care within an inte-
grated health care system with a strong
emphasis on primary and ambulatory
care. As a result, the system progressed
to provide health care in more than 1200
facilities, including 773 ambulatory and
community-based clinics, 206 counsel-
ing centers, 132 nursing homes, and 172
hospitals, all of which were integrated
into a national system of 22 geographi-
cally dispersed Veterans Integrated Ser-
vice Networks. These changes were ac-
companied by increased emphasis on
health promotion and disease preven-
tion; a multipronged initiative to im-
prove access to care; and an intensified
focus on providing continuous and co-
ordinated care, patient safety, and docu-
mented health care quality.5 An inte-
gral goal of this reengineering effort was
to more closely align GME with patient
care needs, with particular emphasis on
expert, accessible, continuous, and in-
tegrated primary care.

The VA funds 9% of all US resi-
dency training positions. Through for-
mal affiliation agreements with 107 of
the nation’s 125 medical schools, it
funded more than 8900 residency po-
sitions distributed among some 2000
training programs in 1995. Because an

average of 4 residents spend a portion
of their training in each of these funded
positions over the course of the aca-
demic year, approximately one third of
all resident physicians in the United
States receive training in the VA health
care system every year.6

The RRRC reviewed published stud-
ies and policy recommendations regard-
ing the US physician workforce that were
available as of 1995. Representative
policy recommendations included analy-
ses from the Council on Graduate Medi-
cal Education,1 the Institute of Medi-
cine,8 and others.2,9-11 The RRRC also
received testimony and other input from
a broad range of stakeholders.

Based on these analyses, the RRRC
advised the VA to realign its GME to
achieve approximately equal numbers
of primary care and specialist training
positions. This was to be achieved by
eliminating 1000 specialist positions
and creating 750 generalist positions.
The RRRC advised implementation of
these changes over a 3-year period.12

The proposal divided training pro-
grams into 4 categories based on level of
specialization (TABLE 1). Category I com-
prised generally recognized primary care
disciplines, including general internal
medicine, family practice, geriatrics, ob-
stetrics and gynecology, as well as pre-
ventive medicine and occupational medi-
cine. These disciplines were targeted to
receive more positions in the distribu-
tion process. Categories II through IV in-
cluded progressively more specialized
disciplines from which residency posi-
tions would be eliminated. The RRRC
recommended that the first half of the to-
tal changes be implemented in year 1
(academic year 1997-1998) and one
fourth each be implemented in year 2
(academic year 1998-1999) and year 3
(academic year 1999-2000).

To implement these changes, the
RRRC recommended that numerical tar-
gets for the 4 categories be provided to
each of the 22 Veterans Integrated Ser-
vice Networks. A committee would be
established in each network to deter-
mine changes for specific specialty dis-
ciplines within the 4 categories. Each
committee was expected to negotiate its

annual assignment of resident alloca-
tions among the specialty disciplines to
each of its hospitals. These committees
would include local educational, clini-
cal, and administrative leadership. Ne-
gotiations would require collaboration
among hospitals, affiliated medical
schools, and Veterans Integrated Ser-
vice Network management. In consul-
tation with clinical leadership, another
specially constituted advisory group, the
Residency Oversight Council at the VA
headquarters in Washington, DC, would
integrate its recommendations. At the be-
ginning of every academic year local de-
cisions would be aggregated at the na-
tional level for analysis.

Before the proposal was imple-
mented, the RRRC draft recommenda-
tions for residency realignment were
circulated for public review and com-
ment. Representatives of 148 involved
organizations, teaching hospitals, medi-
cal schools, and VA facilities provided
written responses. The public com-
ments made a compelling case to as-
sess the initial impact of realignment on
a smaller and more manageable pro-
portion of residency positions. To re-
duce the initial pace of change, the
fraction of residency training changes
proposed for year 1 was reduced to a
quarter of the total, with half reserved
for the second year and the final quar-
ter completed in year 3.

Modifications After Year 1:
Matching GME to Local
Patient Care Needs
The negotiations conducted by net-
work committees in year 1 resulted in
the residency changes listed in Table 1.
Anesthesiology, pathology, and diag-
nostic radiology programs were re-
duced substantially. Other specialties
saw substantial but less severe cuts.
These changes evoked widespread con-
cerns from clinical settings and spe-
cialty leadership that continued reduc-
tion of subspecialty positions would
impair the system’s capacity to pro-
vide quality care for its many seri-
ously and chronically ill patients.

Accordingly, the system leadership
conducted a review of the initial
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Table 1. Realignment of Number of Residency Positions by Specialty During 3 Years in the Veterans Affairs Health System

Specialty
Baseline, Academic

Year 1995/1996
Year 1, Academic
Year 1997/1998

Year 2, Academic
Year 1998/1999

Year 3, Academic
Year 1999/2000

Category I

Family practice 109.5 135.0 136.7 147.5

General internal medicine 3195.0 3338.7 3439.1 3475.9

Geriatric medicine 104.0 132.0 159.6 169.8

Gynecology 8.0 15.5 20.5 21.0

Obstetrics and gynecology 0.0 2.0 5.0 7.0

Occupational medicine 4.3 4.0 14.4 16.5

Preventive medicine 21.0 32.0 38.0 38.0

Subtotal (primary care disciplines) 3441.8 3659.2 3813.3 3875.7

Primary Specialist Program 0.0 0.0 199.5 280.7

Total 3441.8 3659.2 4012.8 4156.4

Category I, % of total 38.6 41.4 46.0 48.0

Category II

Addiction psychiatry* 0.0 0.0 0.0 0.5

Geriatric psychiatry* 19.0 18.0 22.9 22.5

Physical medicine and rehabilitation* 199.5 196.5 191.5 187.3

Psychiatry* 849.8 819.1 723.7 689.7

Total 1068.3 1033.6 938.1 900.0

Category II, % of total 12.0 11.7 10.8 10.4

Category III

General surgery 834.0 802.5 733.2 706.4

Neurological surgery 65.5 58.5 56.5 57.0

Neurology* 308.5 283.6 246.9 224.1

Ophthalmology 240.3 237.6 238.8 237.0

Orthopedic surgery 231.5 229.8 221.6 216.3

Plastic surgery 48.8 48.8 44.7 46.8

Urology 189.0 189.5 185.0 179.2

Vascular surgery 9.2 8.5 8.5 7.0

Total 1926.8 1858.8 1735.2 1673.8

Category III, % of total 21.6 21.0 19.9 19.3

Category IV

Allergy and immunology 12.0 10.9 9.9 9.5

Anesthesiology 327.7 246.6 198.6 187.0

Cardiology* 270.9 266.6 238.3 229.4

Colon and rectal surgery 1.0 1.0 1.0 1.0

Critical care 7.0 7.0 7.0 7.0

Critical care anesthesiology 0.0 1.0 0.0 0.0

Dermatology 142.5 144.0 148.1 140.0

Diagnostic radiology 327.5 308.5 273.1 262.1

Emergency medicine 3.0 6.0 6.6 5.7

Endocrinology and metabolism* 62.0 61.2 57.4 53.3

Gastroenterology* 193.4 184.3 166.5 159.0

Hematology* 16.0 11.0 8.4 13.1

Hematology and oncology* 102.0 105.1 89.1 77.9

Infectious diseases* 90.0 87.0 70.4 65.7

Nephrology* 91.7 86.2 75.1 70.0

Nuclear medicine 46.5 38.5 30.0 28.5

Oncology* 13.0 12.0 6.4 5.9

Otolaryngology 183.5 176.9 165.1 161.7

Pathology 263.3 235.4 211.8 197.8

Pulmonary diseases* 0.0 0.0 0.0 1.8

Pulmonary/critical care* 174.9 169.9 150.8 140.7
(continued)
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realignment strategy at the end of year
1 in coordination with the Residency
Oversight Committee. The review fo-
cused on training strategies that would
improve access and continuity of care for
patients in resident specialty clinics and
practices. From this review came an ad-
ditional initiative, the Primary Special-
ist Program, which concentrated on in-
corporation of comprehensive primary
care into 2 training areas: internal medi-
cine subspecialties and neurology, and
psychiatry. A design team identified 6 el-
ements that focused principally on
changes in both resident ambulatory
practices and formal residency curricu-
lum. These 6 elements targeted prac-
tice organization, appropriate faculty in-
volvement, and the specific competencies
that were centered on training and care
for chronically ill patients (TABLE 2).

• First, training programs were to de-
fine a panel of patients that each spe-
cialty resident would manage prospec-
tively in his or her ambulatory practice
throughout the duration of training.
The purpose was to select patients who
would benefit most from prospective

and continuous care under the pur-
view of a subspecialty trainee. The es-
timates by training program leader-
ship for the size of such subspecialty
continuity practices for each resident
ranged from 20 to 150 patients, de-
pending on the specialty.
• Second, each resident was to man-
age the majority of health care needs
for his or her patients. The intent was
to provide the best possible primary care
in the specialty practice and to reduce
the need for referrals outside the resi-
dent practice.
• Third, strategies were to be devel-
oped that would maximize access and
continuity of care for chronically and
seriously ill patients. Typical changes
included improved telephone access,
extended practice hours, and explic-
itly defined cross-coverage systems.
• Fourth, primary care faculty—
usually from general internal medi-
cine—were to advise the process of pro-
gram development.
• Fifth, each participating residency
program was required to define ex-
plicit curricula that focused on health
promotion and disease prevention.
• Sixth, each training program was to
broaden the curriculum to include top-
ics centered on biopsychosocial issues
in health and illness.

The initiative drew heavily on the In-
stitute of Medicine’s definition of pri-
mary care,8 and it was crafted to be com-
patible with Accreditation Council for
Graduate Medical Education Resi-
dency Review Committee require-
ments for the respective specialties.13

Based on these elements, a formal so-
licitation for proposals was conducted
among all VA-affiliated specialty train-

ing programs in medicine (internal
medicine subspecialties and neurol-
ogy) and mental health (psychiatry).
Peer review committees were as-
sembled from selected training pro-
gram directors, chiefs of service, and
hospital chiefs of staff. They con-
ducted systematic reviews of all train-
ing program applications and selected
those that appeared most likely to
implement effectively the intended pri-
mary care training strategies.

It is noteworthy that a strong incen-
tive for academic health centers to de-
velop Primary Specialist Programs came
from the potential to rescue fractions
of specialty positions from the possi-
bility of elimination. Programs would
receive category I—that is, primary
care—“credit” for that portion of the
residency curriculum that was subse-
quently allotted to the program.

Final Results of 3 Years
of GME Realignment
The realignment process exerted con-
tinued pressure to reduce the num-
bers of anesthesiology, pathology, and
diagnostic radiology positions through-
out the 3 years. Similarly, funding for
training in disciplines such as psychia-
try, neurology, and surgical subspecial-
ties continued to be substantially re-
duced. General internal medicine
programs benefited the most. Substan-
tial proportional increases also oc-
curred for geriatrics (64%) and preven-
tive medicine (34%).

As a result of the modifications em-
bodied in the Primary Specialist Pro-
gram, 56% of residents in internal medi-
cine subspecialties and neurology and
40% of residents in psychiatry re-

Table 1. Realignment of Number of Residency Positions by Specialty During 3 Years in the Veterans Affairs Health System (cont)

Specialty
Baseline, Academic

Year 1995/1996
Year 1, Academic
Year 1997/1998

Year 2, Academic
Year 1998/1999

Year 3, Academic
Year 1999/2000

Category IV (cont)

Radiation oncology 27.5 28.5 26.0 23.8

Rheumatology* 59.3 52.3 44.6 39.9

Thoracic surgery 58.3 56.5 51.0 48.5

Total 2473 2296.4 2035.2 1929.3

Category IV, % of total 27.8 26.0 23.3 22.3

Grand total 8909.9 8848.0 8721.3 8659.5

*Portions of positions in these specialties appear as category I under the Primary Specialist Program.

Table 2. Six Elements That Established
Eligibility for a Training Program’s Inclusion
in the Primary Specialist Program

Patient Care

1. Define panels of patients
2. Manage the majority of health care needs

of panel members
3. Ensure access, continuity of care, and

integration between ambulatory and inpatient
settings

Curriculum Development

4. Provide program advice from primary care
faculty

5. Identify knowledge necessary for health
promotion and disease prevention

6. Attend to biopsychosocial issues in disease
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ceived training in programs with spe-
cially focused primary care strategies
and curricula (TABLE 3). A relatively
consistent pattern emerged for each
subspecialty for the proportion of time
that was committed to the Primary Spe-
cialist Program curriculum.

Training programs developed a va-
riety of approaches, usually driven by
local strategies for patient care of seri-
ously and chronically ill patients. For
example, many programs grouped pa-
tients with similar health problems into
primary care clinics where specialists
provided care. Two common ex-
amples include patients with diabetes
with advanced complications who re-
ceive their care in clinics managed by
endocrinologists, and patients with se-
vere chronic congestive heart failure un-
der the primary care of cardiologists.

The primary care of patients with se-
rious chronic mental health problems re-
quired different kinds of strategies since
psychiatry residents generally do not
have the prior training in general inter-
nal medicine that is required of internal
medicine subspecialty trainees. Veter-
ans Affairs clinics provided care for pa-
tients with chronic mental health disor-

ders in either medical or mental health
clinics. This required either that psy-
chiatrists participate on an interprofes-
sional team providing care in medical
clinics, or that general medical supervi-
sion be made available in psychiatry clin-
ics. All such strategies required atten-
tion to patient assignment in synchrony
with organization of the curriculum.

The mean proportion of patient care
and curricular components devoted to
the Primary Specialist Program in each
discipline is summarized in Table 3. It
ranged from 11% for pulmonary dis-
eases to 40% in oncology. By year 3, the
total number of full-time-equivalent po-
sitions in these specialties that could be
attributed to primary care (category I)
were 186.6 positions for medical sub-
specialties and neurology and 94.1 po-
sitions for psychiatry.

The cumulative numbers allocated for
all residency training positions over the
3 academic years of the VA’s residency
program realignment (1997-2000) are
also shown in Table 1. The base year for
all comparisons is academic year 1995-
1996. Primary care training increased
from38%to48%of VA-supportedGME
positions. These included residency

training positions in both traditional pri-
mary care disciplines and fractions of
specialty positions in the Primary Spe-
cialist Program. In the aggregate, 39%
of thenewcategory I (primarycare)posi-
tions consisted of primary care training
for the specialist trainees in internal
medicine subspecialties, neurology, and
psychiatry.

COMMENT
The extent of patient care changes in the
VA in the late 1990s, which was reflec-
tive of similar changes seen in the
broader US health care system, was not
fully anticipated when residency realign-
ment was initiated in 1995.4,14,15 Repre-
sentative outcomes of the first 5 years
of VA’s reengineering included a 24% net
increase in patients for whom the VA
provided direct care and a 35% in-
crease in ambulatory visits. Con-
versely, these increases were associ-
ated with a 55% reduction in total
inpatient beds, a 68% reduction in bed-
days of care per 1000 patients, and a 32%
reduction of inpatient admissions.

The RRRC originally focused on in-
creasing the proportion of primary care
residency positions to 50%, which was

Table 3. The Primary Specialist Program Relative Proportions of Trainees’ Time for Each Specialty

Specialty
Total Trainees

in Specialty, No.
Trainees at Primary
Specialist Sites, No.

Mean % Primary
Care Credit Per Position

Total Positions
Attributable to Primary
Specialist Program, No.

Cardiology 267.00 162.90 23 37.59

Endocrinology and metabolism 63.67 39.77 26 10.38

Gastroenterology 180.22 113.42 19 21.23

Hematology 16.13 11.30 26 2.99

Hematology/oncology 98.09 75.95 27 20.22

Infectious diseases 81.08 60.58 25 15.42

Nephrology 88.64 62.24 30 18.63

Neurology 255.32 141.82 22 31.22

Oncology 8.70 7.00 40 2.83

Physical medicine and rehabilitation 188.90 8.00 20 1.60

Pulmonary diseases 2.00 2.00 11 0.22

Pulmonary/critical care 156.72 92.00 17 16.05

Rheumatology 48.10 30.20 27 8.25

Subtotal (internal medicine subspecialties
and neurology)

1454.57 807.18 23 186.63

Addiction psychiatry 1.00 1.00 50 0.50

Geriatric psychiatry 28.00 15.00 36 5.47

Psychiatry 777.80 305.15 29 88.14

Subtotal (psychiatry) 806.80 321.15 29 94.11

Total (Primary Specialist Program) 2261.37 1128.33 25 280.74
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consistent with prevailing projections
of physician workforce needs in 1995
from numerous sources.1,2,9-11 How-
ever, the RRRC also left room for modi-
fications that could accommodate un-
foreseeable changes. The committee
placed heavy emphasis on local deci-
sion making that focused on network
needs and a Washington-based over-
sight committee that had national pre-
rogatives to respond to the changing VA
health care system.

As a result, feedback from clinical set-
tings after the first year of implementa-
tion strongly suggested the need for re-
examination of training for primary care
of patients who required complex medi-
cal management. This feedback was un-
equivocal: exclusive emphasis on re-
placement of specialists with primary
care positions, while supported by phy-
sician workforce policy that was advo-
cated at the inception of this process, pro-
vided incomplete options for meeting the
needs of the system’s patients. A con-
sensus emerged that primary care should
define a process of care delivery rather
than simply delineate categories of medi-
cal specialties. The result was that local
decisions and eventually national policy
were driven more by local patient care
and training issues than by a need for
numbers of primary care or specialist
residency positions.

There is ongoing controversy about
the appropriate scope of generalist and
specialist practice.16-19 Evidence sug-
gests that specialists may be more ef-
fective in narrow ranges of care for se-
riously ill patients.17 However, they may
be less effective at performing appro-
priate screening and preventive mea-
sures.17,18 Rosenblatt et al18 and Hart et
al19 reported that while Medicare pa-
tients frequently selected specialists for
their chronic care, specialists were less
effective at providing preventive care
than were primary care physicians.

Moreover, concernshaveemerged that
under continued pressure to econo-
mize in some clinical settings, primary
care physicians may be providing spe-
cialty care that is beyond their appropri-
ate scope of practice. In a survey of 12385
primary care physicians and specialists,

St Peter et al20 reported that 24% of pri-
mary care physicians and 38% of spe-
cialists thought that the scope of care pro-
vided by primary care physicians was
greater than it should be.

Because the VA’s training programs
are integrated with most US medical
schools and frequently overlap with
their non-VA teaching hospitals, these
affiliations magnified the VA’s impact
on GME beyond its own health care sys-
tem. Conversely, the environment that
affected the VA’s academic affiliates in-
directly affected the VA’s ability to
change both its patient care and GME
strategies. For example, such issues in-
cluded local market pressures on aca-
demic practices, the impact of the
Health Care Financing Administra-
tion’s changing GME policy, and mar-
ket competition that often exists be-
tween and among medical schools in
the same geographic region.

The successful implementation of
such an approach outside the context
of the VA and its academic affiliates
would require a mechanism for rapid
assembly and processing of data asso-
ciated with the capacity for rapid de-
cision making. For example, we found
that timely feedback to national poli-
cymakers from clinicians who both
teach and care for patients was re-
quired to inform effective planning. To
be useful, such feedback required the
technology and resources for timely col-
lection and assembly of data to sup-
port such a process. An additional but
essential link was a valid forum for rapid
and effective negotiation of policy modi-
fication. Finally, a link from definitive
decision making to rapid implementa-
tion was essential.

The needs of the emerging US popu-
lation—increasingly older and inevi-
tably requiring greater expertise in the
management of serious, chronic ill-
ness—may benefit from greater atten-
tion to primary care competencies for
all physicians. However, additional
studies are needed to investigate
whether specialists trained in such set-
tings actually provide enhanced qual-
ity of care for patients who are seri-
ously ill with chronic medical and

psychiatric conditions, both in the train-
ing setting and later in their practices.
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