





Understanding the Physician Shortage

Prior to the rise of specialized medicine, primary care was the main source of medical
services in the United States. However, according to data from the American Medical
Association, the proportion of all physicians practicing primary care has decreased
from an estimated 50 percent in 1950 to just over 30 percent in 2007, driven by
growth in the specialty fields outpacing growth in primary care. As a result, there is a
widespread belief that a national shortage of primary care physicians exists.

The statistical reality of this perceived shortage is more complex. Data show that
nationally, there are approximately 90 primary care physicians (PCPs) per 100,000
population — an adequate supply based on the Health Resources and Services
Administration (HRSA) definition of a shortage.'' However, HRSA-defined shortages do
exist on the regional level and within sub-populations. As shown in Figure 3, rural
communities face a major supply challenge, having substantially fewer primary care
physicians per capita compared to urban areas (55 PCPs per 100,000 in non-
metropolitan areas vs. 93 PCPs per 100,000 in metropolitan areas). Approximately
7,000 additional primary care physicians are currently needed in these primary care
Health Professional Shortage Areas to bring physician ratios up to HRSA standards.

Figure 3: Primary Care Shortage Areas

Data Source: Health Resources and Services Administration, January 2009. Map generated using Interactive Map web application,
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The full picture of the primary care provider shortage comes into even sharper focus
when examining future workforce projections. In late 2008, HRSA released an in-
depth analysis of the projected physician workforce over the next several years. The
basis of the analysis is a model designed to predict physician supply and patient
demand between the years 2000 and 2020. The model assumes that supply and
demand were balanced in 2000 and makes its future predictions based on several
components, including the current physician workforce, trends in medical school
graduates and residency choice, direct patient care hours, population projections, and
insurance distribution.

According to the model, the number of full-time-equivalent (FTE) primary care
physicians in clinical practice, including residents, will reach 344,710 in 2020. This
represents an increase of 18 percent between 2000 and 2020. As for demand, the
model includes a number of different projections. Under “baseline demand,”
population growth and aging are taken into account, but it is assumed that utilization
of health care services will not change in the future and any impacts of health care
reform on primary care demand are not included. Under this projection, the number of
primary care physicians required to meet demand is expected to be 337,400, an
oversupply of roughly 7,000 primary care physicians. However, under a second, and
in our view more realistic, projection, the “high economic growth” model assumes
increased demand for physician services. In this model, the number of primary care
physicians required to meet demand is expected to be 367,000. This projected supply
will be insufficient, resulting in a shortage of over 20,000 primary care physicians.
Figure 4 shows the projections under both models.



Figure 4: Growth in Primary Care Supply and Demand
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While the HRSA analysis reaches different conclusions regarding the shortage
depending on the demand model, several professional societies are projecting more
significant shortages. According to the Association of American Medical Colleges
(AAMC), universal health coverage could increase the overall demand for physicians
by four percent, while their workforce projections show a shortage of 46,000 primary
care doctors by 2025." Similarly, a 2008 report by the American College of Physicians
projects a shortage of 35,000-44,000 primary care physicians by 2025."* These models
predict that the increasing age of the population and the rising number of patients with
chronic diseases will increase family physicians” and general internists” workloads by
29% and that the use of nurse practitioners and physician assistants will not fully
supplement the shortfall.

e The Pipeline: Physicians

0 Medical Doctors

A 2007 survey of fourth-year medical students found that few were interested
in entering the field of primary care, with only five percent indicating interest
in family medicine.™ Of particular note is that while one in four students

expressed an interest in internal medicine, only two percent planned to enter
general internal medicine, a key source of primary care practitioners. Recent



residency choice trend data also depicts a declining interest in general
internal medicine. The American College of Physicians recently reported that
among students entering an internal medicine residency, only 20 to 25
percent will choose to enter general internal medicine compared with 54
percent in 1998.°

0 Osteopathic Doctors

Historically, Doctors of Osteopathy (DOs) have been more likely than their
allopathic colleagues to practice in primary care. Thus, the substantial growth
in the absolute numbers of Board Certified DOs (from 19,419 in 2004/2005 to
22,395 in 2008/2009) has resulted in large numbers of DOs entering primary
care practice. Since 2004, the family practice and internal medicine
specialties have seen 2,212 and 1,626 DOs, respectively, enter the fields.'®

However this trend may be changing. While the majority of DOs still practice
primary care and the DO profession has made clear its commitment to the
ideals of primary care, there was a 15.5 percent decrease in the percentage of
DOs practicing family medicine between 1984 and 2009. Comparatively,
there was a 5.4 percent increase in the number practicing general medicine
and a 2.9 percent increase in the number practicing pediatrics.'” Recent
surveys of graduating osteopathic medical students conducted by the
American Association of Colleges of Osteopathic Medicine (AACOM) reflect
these data, showing interest in primary care slipping from 40 percent in 1999
to only 28 percent in 2007.'®

e The Pipeline: Non-physician Practitioners

O Nurse Practitioners

NPs are principally trained in primary care, and physicians rely on them not
only for assistance but also to provide direct patient care; research shows that
NPs can provide care for 60 to 90 percent of primary care patients.'
According to the

American Association of ... the number of nurse
Nurse Practitioners, the ... ki . .
proportion of nurse practltlpners workKing in prlmary
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around 60 percent over

the past ten years. A recent analysis of HRSA data found that the absolute
number of nurse practitioners working in primary care jumped from 44,200 in
1999 to 85,622 in 2005. This growth was significantly greater than that



observed among primary care physicians and physician assistants during
similar time periods.?°

Physician Assistants

Physician assistants (PAs) are also an integral element of primary care. Their
relatively short educational path is structured to prepare them to practice
within any specialty, creating a flexible workforce of generalist medical
clinicians. Research has found that PAs in primary care perform between 70
to 90 percent of services that their supervising physicians perform, and that
their work is both equivalent in quality and well accepted by patients.?’ A
recent analysis of HRSA data found that the number of physician assistants
serving in primary care increased significantly between 1995 and 2007, from
12,819 to 23,325.2> However, according to the American Association of
Physicians Assistants, the proportion of physician assistants to other
practitioners in primary care has declined from just over 50 percent in 1997 to
40 percent in 2009.% As with their physician colleagues, physician assistants
are shifting to specialties with higher incomes and perceived better working
conditions.

Registered Nurses

According to data from the Bureau of Labor Statistics, while the majority of
registered nurses (RNs) — nearly 60 percent — work in hospital settings,
approximately 17 percent of RNs currently work in “ambulatory health care
services.”** While ambulatory care may encompass a range of settings, many
of these nurses are practicing in primary care. Between 2001 and 2008, the
number of full-time-equivalent registered nurses grew by 476,000. However,
the majority of this growth was outside of the ambulatory setting, with
387,000 additional RNs entering hospital-based practice during those seven
years. RN employment has increased during the current economic recession,
which has helped to ease concerns about a nursing shortage. However,
despite employment increases, a recent analysis found that the nursing
shortfall is still expected to reach 260,000 RNs by 2025.%°

Drivers of the Shortage

Research and expert interviews identified two key trends negatively affecting the supply of
primary care physicians: the income gap and growing provider dissatisfaction with high
work loads, long hours and a feeling that their work is undervalued by the health care

Income and Reimbursement Gaps

The income gap between primary care physicians and specialty physicians, driven by
payment differentials, is a key driver of primary care physician dissatisfaction.



According to the Medical Group Management Association Physician Compensation
and Production Survey, the three lowest paid fields were family medicine, pediatrics
and internal medicine. As shown in Figure 5, the highest paid specialty, orthopedic

surgery, brought in three times the income earned by family medicine physicians.

Figure 5: Median Physician Income by Field in 2009
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The comparatively low levels of compensation in primary care result from lower
reimbursements from payers for primary care services as compared to specialty
services. A recent National Health Policy Forum analysis found that the Relative Value
Units (RVUs)?¢ of the Centers for Medicare and Medicaid Services (CMS) fee schedule
are weighted more heavily toward the specialties. For instance, the average RVU for
one hour of care provided in noninvasive cardiology is 8.7, compared to 4.2 in family
practice and 4.0 in internal medicine.?”

The impact of the compensation gap was cited by most experts as a key factor in
medical students” and medical residents” decisions to practice in specialties, and in
practicing primary care physicians’ decisions to leave the field. Yet the worst pay-
related effects may still lie ahead. In a recent survey, 82 percent of physicians reported
that their practices would be “unsustainable” if cuts to Medicare reimbursements were
made. The same survey found that only 17 percent of surveyed physicians rated their
practices as “healthy and profitable.”?®



Provider Dissatisfaction

Although more difficult to quantify, primary care providers’ increasing dissatisfaction
with their work is another key factor driving practitioners out of primary care. The
passionate, talented and often idealistic professionals who enter the practice of primary
care can quickly become

discouraged by the increasing ‘ ‘ | feel like I’'m a hamster

complexity of primary care :
work amid declining working In ?)‘ WheCeI Phvsici ’ ’
-Primary Care Physician

conditions. Primary care
physicians are responsible for
acute care, chronic care, preventive care, mental health, substance abuse/domestic
violence screening, psychosocial needs and family support, requiring an “astonishing”
breadth of knowledge according to one of our experts.

Due to both low reimbursement levels and increasing work demands, providers are
forced to see more patients and provide more care. Physicians have likened working
within these circumstances to being “a hamster in a wheel,” with never-ending patient,
paperwork and administrative duties.

This low morale also affects medical students and residents. During their primary care
clerkships and rotations, these trainees are often exposed to frustrated primary care
physicians, hardly role models to inspire a new generation to practice in the field.



The Consequences: Decreased Patient Access and Lower Quality

of Care

The combined impact of increased
demand for primary care services and
decreased supply of professionals
practicing in the field has been felt
directly by patients. Whether in the
form of practices closed to new
patients, long waits for appointments
or dissatisfaction with the care they
receive, patients everywhere are
living with the consequences of the
primary care crisis.

Decreased Patient Access

Recent trend data show that the
mismatch between supply and
demand has begun to impact patients’
ability to access needed primary care
services. The implementation of
health reform strategies designed to
expand health insurance coverage has
led to an increased demand for
services, particularly in primary care,
and resulted in access issues for
patients. As shown in Figure 6, in the
years following health reform
enactment in Massachusetts (see
sidebar), the percentage of practices
reporting their panels closed to new
patients rose from 25 percent to 40
percent in family medicine and from
36 percent to 56 percent in internal
medicine. Likewise, the average wait
time for a new patient to see a doctor
rose from 33 days to 44 days in
internal medicine.?

The Massachusetts Health Reform Experiment

The Massachusetts health care reform approach
was designed as a stepwise process: expanded
insurance coverage followed by enhanced
access to care followed by improvements to the
quality and efficiency of the care provided.
Much of NEHI’s work is focused on the latter
step related to improving the practice of health
care in the United States.

The first phase of the Massachusetts reform
experience was widely successful. More than
400,000 residents were added to the rolls of the
insured. Yet many of the newly insured are
unwilling, or unable, to use the most appropriate
care settings. According to a Boston Globe
article, “a sizable number of patients who
obtained state-subsidized insurance have
continued to use the ER — at a rate 14 percent
higher than Massachusetts residents overall,
according to state data compiled at the Globe's
request. Those state-subsidized patients with the
lowest incomes, who formerly received free care
in emergency rooms and now pay a nominal fee,
are using ERs at a rate 27 percent higher than the
state average. The data excluded patients whose
injuries or ailments were serious enough to
warrant admission to a hospital.”

Part of the solution to this challenge is to identify
the root causes of non-urgent emergency
department use and develop strategies to address
these drivers. Another is to reform and refocus
the primary care system through reimbursement
reform, the development of innovative models of
medical education, and the creation of a new
model of patient-centered care delivery.




Figure 6: Percent of Massachusetts Practices Accepting New Patients
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Even when panels are open to new patients, access problems persist. Nationally, although
94 percent of office-based primary care physicians recently reported that they were
accepting new patients, many acceptances were contingent upon the patient’s expected
payment. Only 74 percent of these physicians were accepting new Medicare patients and
only 64 percent were accepting new Medicaid patients.*°

This lack of access to primary care has spurred the use of less appropriate sites of care by
patients, causing unnecessary expense for the health care system. The use of the
emergency department for non-urgent care has increased significantly over the past ten
years, with the national proportion of total visits classified as non-urgent rising from below
10 percent in 1997 to nearly 15 percent in 2005.3" Some experts estimate that nearly half
of all ED visits could have been handled in the ambulatory care setting.**

Decreased Patient Satisfaction/Quality of Care

Even for patients who are able to access care, anecdotal evidence is building that suggests
an erosion of the patient-provider relationship. According to one expert, the physician
push to see ever larger numbers of patients in order to generate sufficient revenue within
the current reimbursement model is a key driver in the weakening of that relationship. The
classic fifteen minute visit model has remained the norm, but is viewed as simply



inadequate to address the complex health care needs of older patients and those with
chronic conditions. Research has found that for a panel of 2,500 patients, a physician
needs to spend 7.4 hours per
working day to provide all . . .

recommgenciled (E)reventive care plus ‘ ‘ Fifteen minutes is not even
10.6 hours to manage all of the close to enough time.
patients” chronic conditions.?*3* -Primary Care Physician

As a result, the quality of care traditionally provided in the primary care setting has also
been slipping. Studies have shown that two-thirds of people with hypertension, a
condition often managed in primary care settings, are inadequately treated and fully half
of all patients do not understand how to take their medications. 3%3°



Promising Innovations to Strengthen Primary Care

Although the promise of a high-quality primary care system has remained largely
unfulfilled, most analysts believe that the potential still exists. A sentiment shared by many
experts was that while the crisis in primary care presents a tremendous set of challenges, it
also offers a remarkable opportunity for change through the increased use of effective
innovations.

some of the innovations £E The current climate represents
identified below are not new, yet ) . ) .

they remain poorly adopted. either an incredible crisis or an
Given the current political incredible set of opportunities. 55
climate and the renewed focus

: -Physician Administrator
on health reform at the national

level, many consider the current conditions to be an ideal climate for innovation. The
revival of previous approaches and the implementation of a new generation of innovations
including service delivery, site of care, reimbursement and educational changes could
dramatically improve primary care in the United States.

Service Delivery Improvements

The current system of delivering primary care is seen by most experts as antiquated and
inadequate to provide high quality care to today’s patient populations. The traditional,
fifteen minute physician visit model is considered flawed and primary care practices are
regularly described as inefficient. In an effort to address these shortcomings, several
innovative service models have been proposed.

e The Patient-Centered Medical Home

A patient’s “medical home” is the clinical setting that serves as the central coordinator
of care and provides a range of acute, chronic and preventive medical care services.
Care provided within the patient-centered medical home (PCMH) is intended to be
accessible, comprehensive, patient-centered, and rely heavily on advanced health
information technologies and reformed payment systems.?” Successfully implemented,
the PCMH returns the patient to the core of the primary care system and may improve
provider efficiency and satisfaction, increase patient access, and improve the quality of
care.

According to the Patient Centered Primary Care Collaborative (PCPCC), the medical
home concept is currently being piloted at over two dozen sites nationally. While data
on the impact of the model on patient outcomes and overall costs have been limited,
early evaluations have been promising. Results from PCPCC pilot sites include a 14
percent reduction in hospital admissions compared to controls at Geisinger Health
System, a 39 percent decrease in emergency department visits at HealthPartners



Medical Group, and a net Medicare savings of $1,364 per patient at Johns Hopkins
University.®

Chronic Care Model

The Chronic Care Model (CCM) was developed to counter many of the current
system’s deficiencies in the management of chronic diseases. The model, depicted in
Figure 7, is based on the idea that effective chronic disease care requires an approach
that incorporates patient, provider and system-level collaboration. The model’s six
components include the community, the health system, self-management support,
delivery system design, decision support and clinical information systems.** Each of
these components coalesces to create a patient-centered health team, focused on
producing productive interactions and relationships, ultimately leading to better
management of the chronic conditions and improved clinical outcomes.

The CCM has been adopted by over 1,500 physician practices in the United States and
internationally.*® It is currently part of the foundation for both the National Committee

for Quality Assurance (NCQA) and The Joint Commission (JCAHO) certification criteria
for chronic disease programs, and is a part of new models of primary care proposed by
the American Academy of Physicians (ACP) and the AAFP.

Figure 7: The Chronic Care Model
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Shared Medical Appointments

In a shared medical appointment, also known as a group visit, multiple patients are
seen in a group for follow-up or routine care. These visits provide a secure but
interactive setting in which patients have improved access to their physician(s), the
benefit of counseling with additional members of a health care team (e.g. behaviorist,
nutritionist or health educator), and the opportunity to share experiences, advice and
support with one another. Patient-provider time is maximized in this model through
the use of non-physician staff to assist with the logistics of the visit.*'

Recent data indicate that shared appointments can improve patient satisfaction, quality
of life and quality of care indicators. These data also show that shared appointments
can reduce health care utilization as patients incur fewer visits to the ER and
appointments with specialists.*

Open Access Scheduling

Open access scheduling, also known as advanced access or same-day scheduling,
uses information technology to allow practices to offer same-day appointments, often
unavailable within the limitations of current systems. Depending on the needs and
capabilities of individual practices, these same-day appointments may be available for
routine, urgent or preventive visits (or a combination of all three). The result is
increased patient access, particularly for acute care, and increased patient satisfaction
in the responsiveness of their primary care practices.*

Kaiser Permanente is one of a

few health care organizations American Recovery and Reinvestment Act

that have been successful in The American Recovery and Reinvestment Act of
implementing open-access 2009, better known as the “Stimulus Bill,”
scheduling; in less than one allocates substantial federal funds for the

year, a Kaiser practice reduced development and expansion of HIT. All told, the
the waiting time for routine package provides $19.2 billion in funding for a
appointments from 55 days to 1 variety of technology implementation projects,
day.* This timely access to care | including:
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provides all members of the primary care team with timely access to patient
information and aids in the overall coordination of care. The range of health
information technologies includes electronic medical records (EMRs), clinical decision
support tools, computerized physician order entry systems, online appointment
scheduling and secure messaging of test results. The implementation of these
technologies requires substantial investment of both capital and personnel.
Consequently, the development of financial models that encourage adoption and the
creation of best practices in implementation, use and maintenance of the systems is
required.

According to a recent survey, the percentage of office-based physicians using full or
partial EMR systems is 29.2 percent, representing an increase of 22 percent since 2005
and an increase of 60 percent since 2001.%°

Site of Care Changes

In addition to changes in the models of primary care service delivery, several innovations
have been proposed to change where care is delivered, making care more accessible and
more convenient for patients.

Retail Clinics

The retail clinic, usually located within a pharmacy or other large consumer goods
retailer, offers a limited number of minor acute medical services on a walk-in basis.
Care is generally provided by nurse practitioners or physician assistants. Retail clinics
offer convenient access to basic primary care services, particularly for patients who are
unable to schedule an immediate appointment with their primary care provider,
although their ability to provide continuity of care and coordinate with patients’
regular providers remains as yet undocumented.

Worksite Wellness Programs

A growing number of employers, particularly large companies, are adding worksite
wellness programs to their employees’ traditional health benefit packages. Pitney
Bowes, considered a leader in workplace wellness, uses data-driven interventions for
its employee population to limit health care expenditure growth and reduce the health
risks for its employees.*® Many employer programs also include an on-site clinic that
can provide both preventive and acute care in a place and at a time that is convenient
for and easily accessible by employees. As with retail clinics, the convenience
provided by worksite programs must be carefully balanced with care continuity and
coordination.

Home Visits

In a return to past medical practice, several programs across the country are shifting
the site of care away from the office setting and back into the home. Primary care



services are increasingly provided in the home to elderly patients who face significant
obstacles in traveling to office appointments. Care may be provided by either
physicians or nurse practitioners.” Urban Medical Group has been a pioneer in this
implementing approach in Boston.

e Pre-visit Preparation Packets

While not shifting the site of care, the use of pre-visit preparation packets can more
efficiently utilize patients’ time once they arrive at physicians’ offices. These packets
contain basic information about a patient’s upcoming appointment, ensuring that
patients are better prepared for and educated about their appointment. Having patients
familiarize themselves with the packet materials ahead of time allows for better use of
limited clinical time during the appointment.*

Workforce Enhancements

As identified earlier, shortages in the primary care workforce contribute to the crisis in
primary care. In particular, the limited supply of primary care physicians and the severe
shortages predicted in the years ahead are major issues requiring a rethinking of the way
in which primary care is

provided. Key to addressing the & & Sometimes | feel like more

okt dalesels of a social worker. 5 5
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team activity and refocusing the
roles of all types of primary care
providers, ensuring that the appropriate practitioner is matched to the work. For
physicians, this will likely mean a shift in tasks, away from completion of paperwork and
blood pressure screenings toward higher value clinical encounters.

e Primary Care Teams

The most frequently mentioned workforce change identified in the literature and
among experts was the development of primary care teams. Such teams are typically
led by physicians and consist of nurse practitioners, physician assistants, registered
nurses, medical assistants and receptionists, but may also include social workers,
nutritionists and pharmacists. While these professionals currently practice together,
their interactions are not coordinated and their roles are not appropriately delineated
to provide the desired level of seamless and efficient service delivery.

A recent study of primary care teams found many benefits to an approach in which
these roles were coordinated, including enhanced clinical and financial performance
and reduced clinician workload.*> A more detailed discussion of changes needed in
the education of health professionals in order to prepare students for team-based care
can be found later in this report.



Primary Care Coordinators

The average primary care physician must coordinate patient care with 229 other
physicians working in 117 practices.*® Primary care coordinators are one tool that can
assist physicians with this huge demand for care coordination. As their title implies, the
main role of a primary care coordinator is to ensure that patient care is coordinated,
both within the local
practice and throughout

the broader health care The average prlmary care

system. This team member physician has 229 other

Is typically a registered physicians...with whom care
nurse or a social worker .

assigned to a select group must be coordinated.

of patients with complex

care requirements, particularly those with multiple chronic conditions that require the
coordination of both primary care and specialist providers. While primary care
coordinators are most often only responsible for a select portion of the patient
population, they could also be used to coordinate care for all patients in a practice.

Advanced Practice Nurses

Advanced practice nurses, sometimes referred to as “Dr. Nurses,” are an emerging
group of nursing professionals trained and qualified to practice independently. These
nurses are specifically trained to provide comprehensive care in the primary care
setting. This new provider role has been identified by some experts as a potential
solution to the shortage of primary care physicians by increasing the number of
providers offering care and developing professionals who are committed to and
focused on primary care practice. Significant work has been done in this field at
Columbia University’s School of Nursing and other programs have opened nationwide.

Reimbursement Changes

The primary care reimbursement system is considered by nearly all experts to be deeply
flawed, fundamentally undervaluing primary care and rewarding, or perhaps even forcing,
physicians to provide more services without regard for the benefits of those encounters.
Consequently, experts noted that the key in developing new reimbursement strategies is
not simply to pay more for primary care services, but to ensure that primary care services
are paid for in a way that encourages and rewards high-value encounters.

Improved Pay-for-Performance

The promise of primary care lies in improved health outcomes, yet financial incentives
in the current system have been identified by experts as poorly aligned with quality
goals. Improved pay-for-performance would reward providers for helping their patients
achieve positive health outcomes, moving the system away from paying for episodic
care. The reality of this new generation of pay-for-performance is complex; any system



would need to fairly and transparently adjust payment according to case mix in order
to prevent cherry-picking of healthy patients, and reward physicians who succeed with
those patients in greatest need.

Bundled Payments

Also known as "episode-based payment,” bundled payments would pay providers a
single, fixed payment for all the services related to a treatment or health condition.”’
Such payment could include multiple providers in multiple settings; these providers
would assume financial risk

for the cost of services as well L We have to start paymg for the

as costs associated with
preventable complications. outcomes we want.

Under this model, providers -Health Insurance Executive
would have an incentive to

reduce services that have no or minimal benefit since they would receive a fixed
payment to cover a bundle of services. Additionally, as payments for treatments would
span across providers, providers would be encouraged to coordinate patient care.

Global Service Payment

In this payment plan, physicians are paid a lump sum to manage a group of patients, as
opposed to reimbursement for encounters on a patient-by-patient basis. Physicians and
their practices could use this money to provide care for individuals, and/or to invest in
improvements to their practice that enhance the care for all patients, such as the use of
electronic medical records or the hiring of additional staff members. Global service
payments are considered a key enabler of the patient-centered medical home
approach.

Accountable Care Organizations

While many payment reform efforts have focused on the accountability of individual
providers, a new model seeks to hold a wider range of providers accountable. As the
name suggests, accountable care organizations (ACO) are collaborations within which
a hospital, primary care physicians, specialists and other providers accept shared
responsibility for the cost and quality of the care provided to a group of patients. While
the specifics of ACOs differ, payment under this model would still be fee-for-service,
but the organization as a whole would share both the cost savings gained from
improved quality and the penalties incurred for reductions in quality that translate to
excess cost.

Reimbursement for Phone and email Encounters

According to our experts, basic reimbursement for providers’ time spent on phone and
email encounters with patients would be a major improvement to reimbursement
policy. Many clinicians already provide care to patients this way without
compensation, believing that they can improve care and enhance patient experiences.



Offering reimbursement for phone and email activities is not only a matter of fairness,
but would serve to support patient access and improve care continuity through
commonly used communication mechanisms that can dramatically increase the
efficiency of patient care.

Health Profession Education Changes

Reforms to medical education have the potential to address multiple challenges facing
primary care. First, improved training approaches can attract more students to primary
care and thereby increase the number of medical students and residents going into
primary care, alleviating the physician supply challenges. Second, and equally important,
a redesigned training curriculum can ensure that new primary care practitioners are
equipped to practice in the emerging models of primary care.

Given that the physician training process is multi-staged, innovations at the undergraduate
medical student level and at the graduate medical education, or resident, level will be
addressed separately.

Medical School: Increasing the Numbers

Some experts argue that in order to increase the number of primary care physicians we
need to start from the very beginning — with medical school admission policies.
Proposed changes to admission policies include moving away from a focus on MCAT
scores toward a “whole person approach.” A recent Josiah Macy, Jr. Foundation
meeting to discuss strengthening the primary care workforce recommended similar
changes in order to “attract a larger and more diverse mix of students who are likely to
choose primary care and to care for patients in inner cities, small towns and rural
areas.”** These types of reforms to admission policies would support the creation of a
more diverse workforce that better maps to the changing demographics of the nation.

Another basic approach to encourage medical students to enter primary care is tuition
assistance and loan forgiveness for students who pursue the field, particularly in
underserved communities. According to the Association of American Medical
Colleges, the average medical student in the Class of 2007 graduated with $139,517 in
educational debt, and many consider the compensation currently offered in primary
care insufficient to meet their debt obligations and provide their expected standard of
living.>* Financial incentives

may provide the extra push to ...the average medical student in
direct students into primary the Class of 2007 graduated with
care who are otherwise . .

reluctant to do so due to the $139,517 in educational debt...

low income expectations.



Examples of such loan forgiveness programs include the National Health Service
Corps, a program that provides loan repayment to health professionals in exchange for
service in underserved areas. Many believe that increasing the number of awards in
this program would increase the number of students who enter primary care. States
have developed similar programs. Massachusetts, in its most recent set of health care
reforms, has made debt forgiveness for primary care physicians a key priority in its
efforts to improve access to primary care services.

Finally, experts have identified the need to create primary care role models for students
and foster primary care champions within medical school leadership. They note that it
is vital that students are exposed to primary care professionals who represent the
highest ideals and expertise in the field. Likewise, it is important that medical schools
have primary care champions to ensure that the needs and interests of primary care are
taken seriously and the field has a seat at the table for strategic and financial decision-
making. Medical school culture has historically undervalued primary care compared to
other specialties and leaders must work to change this culture.

Medical School: Redesigning the Curriculum

In addition to simply increasing the number of medical students entering primary care
residencies, experts have noted that there is a need to also redesign both medical
school curricula and clerkship programs in order to better prepare students for
practice. Some experts have noted that primary care clerkships are often provided by
physicians who themselves are unhappy with the current state of primary care. Far
from trying to “sell” the field to students, their frustrations may push away prospective
primary care practitioners.

Given the aging population, many have called for an increased focus on chronic
illness care and geriatrics, including medication management and palliative care, to
ensure that students leave medical school with essential competencies in those fields.
Likewise, as new care delivery models are developed, students must be prepared to
practice care within these new systems. Teaching medical students to work as part of a
team could also greatly improve students” ability to practice primary care effectively;
undergraduate medical student clerkships should include side-by-side training with
other health professionals, including nurse practitioners, physician assistants and
nurses (a discussion of collaborative or interprofessional education is featured in the
next section of the report).

Additional improvements to medical schools” primary care clerkships may also help to
increase the number of students entering primary care residency programs. Proposed
clerkship improvements include lengthening the clerkship from six weeks to eight
weeks and placing students with practices that have adopted new primary care
models. Another approach involves assigning medical students to a panel of patients to



follow through the health care system. Thus, rather than providing only primary care
for the entire period, students experience the interplay between inpatient and
outpatient care and see the importance of care coordination and teamwork.

Some programs, most notably at new osteopathic medical schools, have begun to shift
the undergraduate medical education of primary care physicians out of the classroom
and hospital settings and into the community (e.g. community health centers),
exposing students to the real-world practice of community-based primary care. Experts
have frequently mentioned the importance of students interacting directly with real
patients as early as possible. Early exposure to patient care in the primary care setting
has the potential to both increase student interest in the field and to better prepare
students for primary care careers.

Graduate Medical Education: Increasing the Numbers

As with medical school, there is potential to improve graduate medical education
starting at the very beginning: during the match process. Some experts have argued
that the residency match program should be reformed and assignments should be
redistributed to better meet the needs of the overall American population. Today, most
hospitals base decisions about the specialty residency programs they will host and the
number of residents they will train on the specialty needs of hospitalized patients.>
Experts therefore argue that the graduate medical educations system should be
reformed so that residency programs meet the needs of the entire population. These
reforms could include a redistribution of residency assignments based on population
needs and an increase in the number of outpatient residency locations.

Graduate Medical Education: Redesigning Residency Programs

In parallel with medical schools, residency programs must shift the focus of training for
primary care physicians to support new delivery models. Data show that many
medical students choose to specialize despite selecting a residency program suitable
for the practice of primary care. The trend is especially notable in internal medicine
residency programs. Consequently, experts have identified a need to alter the
residency experience in order to encourage residents to practice in general internal
medicine and other general primary care fields. As with medical schools, there is a
need to improve the overall quality of the primary care residency experience to show
the rewarding and stimulating aspects of the generalist fields. This could include the
recruitment of practices that have implemented new models of care delivery, such as
the patient centered medical home.

Programs, particularly internal medicine programs, should be designed to help
residents improve care coordination, especially for older patients or those with chronic
conditions. For example, programs could work with residents to expose them to the
process of transferring a patient from a hospital to a nursing home and exploring the



role of the general internist during that process. Experts have also called for an increase
in the coordination of training program sites, including community health centers,
health professions education programs and Area Health Education Centers, to improve
the clinical experience of all health professionals.>®



Primary Care Innovation in Action: Collaborative Education

In the course of NEHI’s research to identify the drivers of and solutions to the crisis in
primary care, the creation of primary care teams emerged as one of the most promising
innovations. Primary care teams can provide enhanced quality of care at lower costs
compared to physician-only practices, reducing the burden on primary care physicians.
Primary care teams are also an essential part of system redesign efforts, including the use
of innovations such as the Patient-Centered Medical Home. Despite the promise of
primary care teams, it is evident that the health professions education system continues to
emphasize the role of the physician, rather than train students to practice medicine as part
of a team.

Recognizing this disconnect, NEHI has closely examined collaborative education (also
referred to as interprofessional education) in primary care. NEHI conducted extensive
background research on the topic and held a first-of-its-kind summit of paired medical and
nursing school deans, sponsored by the Robert Wood Johnson Foundation, on October
27,2009 in Cambridge, Massachusetts. Participating programs included Columbia
University, Saint Louis University, the University of Colorado, the University of
Connecticut, the University of Massachusetts and the University of Pittsburgh. The expert
audience of over 50 attendees included representatives from professional and
accreditation associations, grant making organizations, health profession educators, and
provider organizations.

The summit session focused on building the case for collaborative education, identifying
and discussing barriers to establish such programs between nursing and medical schools,
and developing consensus principles to overcome the barriers. The findings from the
research and roundtable discussion are detailed below.

Benefits of Collaborative Education

There are many benefits to implementing collaborative education in the training of
primary care providers. Training future nurses and physicians together using a curriculum
that emphasizes team-based care helps students to develop important skills and attributes
such as communication and listening skills, respect and appreciation for the function and
strengths of all health
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Tactical Approaches to Promote Collaborative Education

A number of tactical approaches can help institutions to implement collaborative
education. Some schools have begun to redesign their curricula and coursework,
including enrolling students across programs into the same basic science classes, and
creating interprofessional coursework, case-based curricula and areas of concentration in



which multiple disciplines can learn together. Other schools have organized school-wide
collaborative education programs and activities, including shared orientations, student
organizations and competitions, as well as interprofessional education centers and
community outreach efforts.

Another new approach is to view collaborative education as a driver of quality
improvement. Some programs have begun to implement team-based educational
initiatives to meet quality improvement requirements as part of the accreditation process.
Finally, some schools have utilized innovative, technology-driven approaches such as the
use of state-of-the art simulation labs and “e-Cases,” a web-based program that allows
professionals to compare uni-disciplinary patient care plans with multidisciplinary
approaches.

Barriers to Implementing Collaborative Education

Despite the benefits of collaborative education and the success of some institutions in
promoting it, significant barriers exist to the wider implementation of such programs.

First, longstanding cultural norms in medical education — emphasizing a hierarchical
structure led by physicians — have fostered biases, competition and even distrust among
students. Second, logistical challenges are created by faculties that are housed separately —
sometimes on different campuses — with different academic calendars. Third, limited
funding for collaborative education makes it nearly impossible for institutions to make a
long-term commitment to such initiatives. Fourth, jam-packed curricula and requirements
for students to leave programs with a set of essential skills make the addition of any new
material — including cross-educational material — very difficult. Finally, clinical
experiences, including both undergraduate and post-graduate activities, can undo prior
collaborative training, particularly if students work with practicing clinicians who are not
working in highly functioning teams, or worse, who are dissatisfied with their work in
general.

Consensus Principles

Through NEHI’s expert interviews and the Deans Summit, several important principles for
the successful adoption of collaborative education programs have been identified:

e Institutional Leadership Must Pave the Way

The success of collaborative education programs depends in large part on the buy-in of
institutional leadership; it is critical to garner the support of university presidents,
academic health center executives, school chancellors and deans for several reasons.
First, strong leadership support for these programs sends a clear message that
collaborative education is a priority at the institution. Second, institutional leaders
have the decision-making power necessary to move collaborative education from
simply an idea to real changes in how future health professionals are trained; these



leaders can address and remove institutional and administrative barriers, such as
different academic calendars. Third, strong leadership can encourage faculty members
to become engaged in collaborative education work through incentives such as
promotion, tenure and other forms of faculty recognition. Finally, institutional leaders
have the power to affect funding-related decisions that ultimately determine whether
collaborative education initiatives are sustainable.

Interdisciplinary Centers Foster Teams

Interdisciplinary faculty committees can serve as an important first step in the
development of collaborative education programs. These committees serve as planning
bodies for collaborative education-related projects and, importantly, foster
interdisciplinary faculty relationships. The establishment of formal interdisciplinary
education centers to house and coordinate collaborative education allows for more
broad-based and robust collaborative education activities. Center staff may include
“traditional” adjunct faculty from each of the relevant schools, or may be comprised of
faculty that focus solely on collaborative education. Often, the leadership of these
centers do not report to one individual dean, but report to a panel of deans or to an
overarching executive from the health sciences. This reporting structure sends a clear
message throughout the institution about the importance of collaborative education.

Professional Societies Must Do Their Part

Accreditation bodies and professional societies can play a significant role in the
expansion of collaborative education. These entities have the power to shape the
behavior of medical and nursing school programs, pushing curricula to include
collaborative education or requiring such programs as part of the accreditation
process. Similarly, these organizations are in the position to outline essential
competencies for clinicians that include team-based skills.

Admissions Policies Should Be Reformed

Current health professions admissions policies, particularly the use of the Medical
College Admission Test (MCAT) for admission to medical schools, stress scientific
knowledge to the detriment of social and interprofessional skills and experiences. As
such, the MCAT may be generating a pipeline of future physicians with strong content
knowledge, but failing to identify students with important characteristics for team-
based care, such as communication and interpersonal skills. Revisions to the
examinations and admissions processes, including the retraining of admissions
committees, may support the selection of students better suited to lead and practice
within teams.

Clinical Partnerships Should Showcase Teams

Given the importance of clinical experience in shaping the way future providers
deliver care and collaborate with others, there is both an opportunity and an
imperative for institutions to develop clinical training partnerships that promote teams.
Namely, institutions should recruit clinical sites that both utilize primary care teams



and support team-based practice. Fostering such partnerships will help to ameliorate
the disconnect that often exists between students” pre-clinical education and their real-
world clinical experiences.

Demonstration Projects and Evaluation Can Build the Case

Despite expert consensus and extensive anecdotal reports of the connections between
collaborative education, better team-based care and improved patient outcomes, there
has been little scientific study to validate this supposition. Rigorous evaluations of how
the training of medical and nursing school students impacts their abilities as clinical
team members, and how this affects patient care, will be critical to making the case for
expanded collaborative education.



Impact of Health Care Reform on Primary Care

This paper comes at time of great opportunity for the U.S. health care system, with health
care reform at the forefront of public debate. Despite the complexity of health care reform,
there is general consensus on the core objectives: expanding quality health insurance
coverage for those who do not have it, ensuring that Americans who currently have
insurance keep that coverage and curbing the rising costs of health care. As the foundation
for all health care delivery, primary care plays an important role in all of these efforts.

While the full impact of the current health care reform movement remains unclear, it is
important to explore how reform legislation could impact primary care — whether through
increases in demand for primary care services, reforms to the health care finance system
or enhancements to graduate medical education.>®

More Patients In A Strained System

Core to both the House and Senate health reform bills are extensive reforms to the health
insurance system, including insurance market regulation changes, adoption of an
individual mandate, creation of an insurance market exchange, a “public option” plan,
and expansions of both the
Medicaid and the State
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demand for health care

services: The Congressional Budget Office predicts that by 2019 about 30 million
previously uninsured Americans would gain coverage under the reform proposals. Such
an influx of previously uninsured, and likely underserved, individuals would undoubtedly
increase the demand for primary care services nationwide.

This increase would create a double-edged sword, with increasing demand straining an
already overloaded system. Innovative solutions to strengthen primary care will be
required to counter this demand spike and ensure that the system is prepared to care for
up to 36 million new patients over the next decade. In response to this increased demand,
both the Senate and House bills include provisions to increase Medicare payments for
primary care services in the form of five to ten percent payment bonuses. Other provisions
would increase Medicaid payments to Medicare levels and increase federal payments to
states to help pay the costs of increased Medicaid primary care reimbursements.

New Models For Payment

Reformed payment models are another major element of both health care reform bills.
Proposals include the establishment of new bodies under the Centers for Medicare and



Medicaid Services (CMS) to test, evaluate and expand new provider payment models,
including the patient-centered medical home and accountable care organizations.
Similarly, provisions would grant the Secretary of Health and Human Services the
authority to expand successful new payment models to Medicare.

Increasing The Provider Supply

Finally, additional provisions would strengthen the primary care workforce. The bills call
for reforms in graduate medical education to increase the number of primary care
providers. Specifically, this includes the redistribution of residency positions, the
promotion of training in outpatient settings, and the establishment of a Workforce
Advisory Committee to develop and implement a national workforce strategy.



Looking to the Future

The U.S. primary care system is, without doubt, in crisis. Caught between a growing
demand for services and a shrinking pool of providers, primary care is struggling to
produce the high-quality, low-cost outcomes that the primary care model promised to
deliver at its inception 50 years ago.

The current push for major, national health reform presents an opportunity for proponents
of primary care to advocate for reforms in the primary care system as a vital component of
a quality, value-based U.S. health care system. The development and, importantly, the
implementation of policy solutions to the primary care crisis will require the collaborative
efforts of all stakeholders: providers, payers, employers, hospitals, educators and patients.

The preceding report has provided a framework for a future in which primary care is the
foundation of a high-quality, affordable, patient-centric health care system. Now all
stakeholders must come together to remove barriers, redesign the delivery of primary care
and create a primary care system that achieves its original promise.
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