
 

 

FIVE Recommendations to Improve the Resident Physician Shortage Act of 20171 
to Increase Primary Care Access and Constrain Costs  

 
1. Remove from the bill the use of the HRSA 2008 workforce report for identifying specialties in shortage.  

 
The bill states that at least 50% of all new slots should go to specialties in shortage. However, reliance on the 
2008 HRSA report would mean that primary care is not in shortage and 50% of new positions would explicitly 
NOT be allocated to primary care. As currently drafted, the bills utilize the HRSA 2008 workforce report or the 
National Workforce Commission that was never funded. This means that the data used to identify specialties in 
shortage will actually show, incorrectly, primary care specialties such as family medicine and general internal 
medicine in balance up to 2020. Conversely, subspecialties of internal medicine such as cardiology will be 
labeled as shortage specialties. The 2008 report also shows psychiatry and general surgery specialties with an 
excess over projected need. All of these are not the case today. 
 

2. Refine the first priority for distributing new positions in the bills – to more adequately support rural and 
other underserved areas.  
 

Slots should go first to support training that occurs in rural areas. This should include rural training tracks 
where the hospital may not be located in a rural area but it operates an approved medical residency program 
(or rural track) in a rural area or one with an integrated rural track. It should also include hospitals that are 
located in rural areas.  
 
In addition, currently the first priority is for slots to go to hospitals in states with new medical schools or 
campuses, but no further targeting aimed at an imbalance within those states is included. There should be 
further targeting of new slots toward hospitals and non-hospital sites in areas of those states that are 
underserved. 

 
The intent behind this provision is a worthy one – to assure that states that have invested in producing needed 
physicians for their states will have access to residency positions for those medical school graduates. 
However, the provision doesn’t address the question of states that have an overabundance of physicians 
training, but not practicing in areas of the state where there is need. A 2013 Academic Medicine report finds 
that only 4.8% of all graduates of 759 sponsoring institutions practiced in rural areas and 198 of those 759 
institutions produced no rural physicians. This percentage compares extremely unfavorably to the 19.3% of the 
population classified as rural by the 2010 census.  
 
A study in 1995 assessed all residency graduates (not exclusively family physicians) and found that 51% of 
physicians were practicing in the state in which they graduated from residency.2 A more recent 2013 study of 
family medicine graduates showed 56% of family medicine residents stay within 100 miles of where they 
graduate from residency3. This shows the need for further targeting of residency positions in areas of need. 
 

3. Remove the rubric of simply awarding slots to reimburse current positions over the cap. Both bills 
emphasize awarding one third of new slots to hospitals over their Medicare-reimbursed “cap” or limit of 
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residency positions, at great cost to the federal budget, without actually increasing physician 
production.   

 
Many of these positions over the last decade are fellowship, or sub-specialty positions that are not in shortage, 
and can pay for themselves. Where is the accountability of the Medicare graduate medical education dollars 
that would fund such positions with no analysis of true demand, societal need, or population-based health 
outcome, cost or access? These positions would use up much of the new positions, without any new 
physicians or new access being created. Objective assessments (state, regional or national) based on 
population health outcomes should be performed, with any expansion supporting movement to a needs-based 
physician population, rather than one based on “demand” scenarios using historic trends. The House bill would 
exacerbate the situation by not including hospitals less than 10 positions over their cap. This especially hurts 
smaller community hospitals that are only a few positions over their cap due to how the cap was imposed – 
training in ambulatory settings, one of the hallmarks of family medicine training, was not counted back in 1996.   
 

4. Primary care specialties should be defined and explicit criteria for how they are measured or counted 
should be codified.  
 

This is critically important when looking at the language in the bill that deals with restrictions on new slots. It 
relates to the threshold for primary care and the maintenance of primary care positions. The definition should 
include family medicine, general internal medicine, and general pediatrics. Timing of the measurement of what 
type of specialty physicians are produced must be made at least two years post initial primary care training (the 
equivalent of 5 years post medical school graduation. This should apply to questions of prospectively 
increasing primary care as well.   

  
The vast majority of general internal medicine residents go on to subspecialize and do not remain in primary 
care, so all entrants into a general internal medicine program should not be counted as primary care. 
Measurement should be made at least two years after initial residency training. A program “counting” its 
current primary care residents for the purposes of adding new slots should “demonstrate” that residents 
graduating from their programs actually do practice in primary care, and do not enroll in non-primary care 
subspecialty programs or work as something other than a primary care physician.  
 
CMS has endorsed the concept of using a look-back provision in its regulations regarding redistribution of 
residency slots (November, 2010, final rule on inpatient prospective payment system). Hospitals cannot apply 
for new primary care positions if the production rate of current purported primary care positions is less than 
50% practicing in primary care. 
 
 

5. Maintenance of effort of more than 5 years should be expected for both current primary care and other 
shortage specialties positions, as well as future new positions in these areas. We recommend a ten 
year maintenance of effort for new positions with the penalty of noncompliance being the removal of 
those positions. 
 

Measurement should be made as stated above, at least two years after initial residency training. It must 
“demonstrate” that residents graduating from their programs actually do practice in primary care, and do not 
enroll in non-primary care subspecialty programs or work as something other than a primary care physician. 
Similarly, if for example, general surgery is in shortage, two years after first certificate training should be the 
measurement criterion. 

 


