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striking picture o f  the m ajor transformation that may be 

loom ing for graduate medical education (G M E ) in the United 

States. Many health policy makers believe that a relative shortage o f  gen

eralist physicians, com bined w ith an excess o f  specialists, has contributed 

substantially to problems o f  lim ited  access and high costs for health care 

in the U n ited  States (Franks, N u tting, and Clancy 1993). Market forces 

em bodied in the expansion o f  m anaged care have the potentia l to 

dampen significantly the dem and for subspecialists in the coming de

cade (W ennberg et al. 1993; W einer 1994). Because GM E is heavily sub

sidized by the federal governm ent, Congress established the Council on 

Graduate M edical Education (C O G M E ) in 1986 to provide guidance on 

GME and issues related to the physician workforce.

The C O G M E  proposal would increase the proportion o f  physicians 

com pleting training in the primary care specialties o f  fam ily medicine, 

general internal m edicine, and general pediatrics from  30 to 50 percent 

(Council on Graduate Medical Education 1992). In addition, the pro

portion o f  training positions available to international medical graduates

The Milbank Quarterly, Vol. 72, No. 4, 1994 
© 1994 Milbank Memorial Fund. Published by Blackwell Publishers, 
238 Main Street, Cambridge, MA 02142, USA, and 108 Cowley Road, 
Oxford 0X 4 1JF, UK.

7 ° 5



yo 6 John Z. Ayanian

(IM G s) would be reduced from  35 percent o f  U .S. medical school grad

uates to 10 percent, thereby decreasing the total number o f  residency 

positions available each year from  24,000 to 19,000. By m eeting the 

C O G M E  goals, Mullan and colleagues project that the number o f  physi

cians com pleting primary care training each year would rise by 34 per

cent. This increase would be coupled w ith a halving o f  the number o f 

physicians com pleting training in medical subspecialties, such as cardiol

ogy and gastroenterology; surgical subspecialties, such as orthopedic sur

gery and neurosurgery; and other subspecialties, such as anesthesiology, 

neurology, and dermatology. The number o f  IM Gs offered training po

sitions in the U n ited  States would decline by 70 percent.

The C O G M E  recommendations would have a substantial impact on 

the structure o f  academic medical centers and their training programs, 

but such changes are necessary to address the momentous growth o f  man

aged care in the health care system. Unless academic medical centers 

adapt their training programs in response to market forces that are reduc

ing the demand fo r specialists, they risk losing the substantial economic 

and political support that they have enjoyed for several decades. The 

broader implications o f  the C O G M E  proposal can be evaluated relative to 

three important goals — im proving access, containing costs, and main

taining quality — as well as assessing how the recommendations m ight be 

im plem ented.

Improving Access
In the long run, increasing the number o f  physicians trained solely in 

primary care w ill undoubtedly enhance access to such physicians. By in

creasing generalist training positions from  30 to 50 percent, however, it 

could still take nearly 50 years to achieve a physician workforce that is 

evenly d ivided between generalists and specialists (K in d ig , Cultice, and 

Mullan 1993), largely because the number o f  physicians completing 

training each year represents only a small fraction o f  the total workforce.

The geographic impact o f  this new policy is likely to be uneven. Sub

urban areas w ill generate ample demand for the first wave o f  additional 

primary care physicians, especially i f  managed care plans continue to in

crease their penetration o f  these areas. Less affluent rural and inner-city 

areas, where access to primary care is most deficient, w ill lag in their
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ability to attract physicians, unless incentives are developed to address 

the geographic distribution o f  physicians. To  the extent that IM Gs have 

been more w illin g  than graduates o f  U .S. medical schools to practice in 

underserved areas, the C O G M E  proposal could result in worsening access 

for these communities (M ick and W orobey 1986).

A n  additional question is whether the C O G M E  recommendations w ill 

affect access to subspecialty care. The steadily rising number o f  subspe

cialists over the past 30 years has fueled a growing expectation among in

sured Americans that they w ill have ready access to subspecialists o f  their 

own choosing, w ith little  or no wait. Such access has led people to see 

subspecialists fo r relatively routine problems, such as hypertension, ar

thritis, or rashes, that could usually be well treated by a primary care 

physician. Because large numbers o f  subspecialists have been trained in 

recent years, however, several decades w ill be required before the CO G M E 

plan — by itse lf— w ill have a measurable impact on the availability o f  

subspecialists (K in d ig , Cultice, and Mullan 1993).

Controlling Costs
The costs o f  the C O G M E  proposal can be assessed at two levels: for 

teaching hospitals and fo r the health care system as a whole. As Mullan 

and colleagues note, teaching hospitals w ill need to alter their workforce 

dramatically, particularly fo r the delivery o f  subspecialty care. For some 

supervised tasks, such as assisting in surgery, residents and fellows may 

be replaced by physicians’ assistants or nurses. For more autonomous 

tasks, such as staffing intensive care units, residents and fellows may 

be replaced by m ore h igh ly paid physicians who have completed their 

training. A lthough  these new sta ff may be more efficient than residents 

perform ing sim ilar tasks, they are also likely to be more expensive; one 

analysis suggests such substitution w ill increase teaching hospitals’ an

nual costs by one to two b illion  dollars at the national level (Stoddard, 

K indig, and L ibby 1994).

The net effect o f  these changes on the financial status o f  teaching hos

pitals w ill depend on both managerial decisions o f  individual hospitals 

and fund ing decisions o f  the federal government. Under any scenario, 

teaching hospitals w ill be much more restricted in their ability to cross- 

subsidize teaching programs with clinical revenue because they face in 
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creasing com petition from  other hospitals for contracts w ith managed 

care plans (Iglehart 1993). This pressure w ill require greater productivity 

from  whatever workforce teaching hospitals u ltim ately em ploy.

The impact o f  the C O G M E  proposal on costs in the larger health care 

system is d ifficu lt to predict. Availab le data suggest that generalist phy

sicians have a less expensive style o f  practice than subspecialists in the 

current system (G reen fie ld  et al. 1992; W elch et al. 1993). However, i f  

the C O G M E  proposal is slow to alter the supply o f  subspecialists in the 

population, as outlined above, then it w ill have little marginal impact 

on overall costs in the near term. A lternately, i f  the C O G M E  proposal is 

successful in reducing the number o f  subspecialists, it could have an un

intended consequence: increasing subspecialists’ fees and income, thereby 

w iden ing the economic gap between generalists and specialists (Weeks 

et al. 1994). Unless the demand for subspecialists’ services is dampened, 

a smaller supply o f  subspecialists could stimulate higher prices for their 

services, even i f  total spending fo r these physicians declines.

O n balance, the economic implications o f  the C O G M E  proposal for 

the health care system as a whole are likely to be overshadowed by the 

growth o f  managed care plans, which w ill dim inish demand for subspe

cialists. Staff-m odel health maintenance organizations simply hire or con

tract w ith a smaller number o f  subspecialists than would be supported in 

the fee-for-service sector (W ennberg et al. 1993). Network-m odel plans 

use other tools, such as prior review o f  referrals and procedures, to lim it 

access to subspecialists and their more expensive procedures. W ith  the in

creasing use o f  capitation payments to primary care physicians, managed 

care plans are also creating direct financial incentives for these physicians 

to lim it demand for subspecialty care. Therefore, significant growth in 

the proportion o f  Americans enrolled in managed care plans could cause 

the supply o f  specialists to exceed demand by 60 percent w ithin the next 

decade (W einer 1994), long before the C O G M E  recommendations begin 

to affect the composition o f  the workforce.

M aintaining Quality
Changes in the specialty distribution o f  the physician workforce may af

fect quality in three areas: prevention and early detection o f  disease, care 

o f  chronic diseases and their acute manifestations, and the provision o f 

high-technology services. Preventive services are largely the domain o f
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primary care physicians (K im b a ll and Young 1994; Rivo et al. 1994), so 

efforts that expand opportunities in primary care w ill generate a larger 

cadre o f  physicians who are skilled and com m itted to prom oting preven

tion and early detection o f  disease.

Both generalists and specialists provide care for chronic diseases, but 

comparisons o f  their practices and outcomes are lim ited. For at least one 

important condition — acute myocardial infarction — that both groups o f  

physicians treat, generalists appear to lag behind specialists in their 

awareness or acceptance o f  im portant therapeutic advances (Ayanian 

et al. 1994). Conversely, i f  patients rely on specialists as their sole source 

o f  care, they may receive inadequate care for conditions that are outside 

the specialist’s realm. More research is needed to determine the relative 

strengths and weaknesses o f  generalists and specialists in practice. Until 

such data are available, the quality o f  care for chronic diseases w ill de

pend more on the content o f  physician training and continuing educa

tion than on the actual numbers o f  physicians that are produced.

Reductions in the supply o f  subspecialists could paradoxically increase 

the quality o f  h igh-technology services. U p  to one-third o f  some common 

and costly procedures, such as coronary angiography and gastrointestinal 

endoscopy, are perform ed fo r equivocal or inappropriate indications 

(Chassin et al. 1987), suggesting that many o f  these procedures could be 

elim inated w ith little impact on overall health in the population. More

over, i f  reducing the num ber o f  subspecialists results in a greater volume 

o f procedures fo r those in practice, then the average quality o f  proce

dures that are perform ed may im prove through greater technical experi

ence (H osenpud et al. 1994).

Im plem enting Change
Mullan and colleagues ou tline im portant challenges that must be 

addressed i f  the C O G M E  recommendations are to be im plem ented 

effectively, and several m erit further exploration. Because these recom

mendations w ill drastically alter the structure o f  teaching hospitals, they 

are likely, i f  adopted by Congress, to be phased in over five to ten years. 

Ideally, medical schools, teaching hospitals, and the specialty boards that 

accredit training programs w ill use this tim e to cooperate in allocating 

training positions am ong institutions and specialties. However, given the 

traditionally decentralized nature o f  the academic medical community,
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some form  o f  financial incentives and restrictions, such as shifts in fed 

eral fund ing fo r GM E, w ill probably be necessary to ensure that legis

lated changes are achieved (Rich et al. 1993).

The C O G M E  proposal would require training opportunities to in

crease in fam ily m edicine by over 40 percent, w ith a corresponding need 

to expand the number o f  fam ily physicians who are trained and willing 

to serve as faculty. Some o f  this increase can be accomplished by expand

ing existing residency programs, but new programs w ill also,be required 

to m eet this demand, particularly in ambulatory settings. In contrast, 

the C O G M E  recommendations w ill require no expansion o f  training pro

grams in internal medicine and pediatrics; only the proportion o f  their 

trainees who proceed to subspecialty fellowships w ill be sharply reduced. 

I f  fam ily medicine programs are unable to expand quickly enough to 

m eet training goals, then internal medicine and pediatrics programs will 

probably be called upon to train additional primary care physicians in the 

near term.

Political forces are likely to transform the CO G M E recommendations 

before they are adopted by Congress. Obstetricians-gynecologists have 

pushed to be labeled as primary care physicians (Iglehart 1994), even 

though their training does not prepare them  for many components o f 

such care (R ivo et al. 1994). O ther groups o f  specialists may seek nar

rower definitions o f  primary care that label at least some portion o f  their 

members as primary care providers; an example would be cardiologists 

caring for patients w ith chronic heart disease. Moreover, because some 

states could face particularly drastic reductions in training programs un

der the C O G M E  proposal (K in d ig  and Libby 1994), their representatives 

are likely to seek special provisions to ease their impact, such as extra 

funding, slower im plementation, or less stringent targets.

Conclusion
Graduate medical education is an important element o f  health care re

form  because o f  the im pending decline in demand for specialists. Aca

dem ic medical centers must adapt to this changing need in the medical 

market by training fewer specialists. The C O G M E  proposal, i f  enacted, 

w ill induce a fundamental restructuring o f  medical training and the de

livery o f  medical care in academic medical centers, particularly for spe

cialists’ services. Such restructuring w ill also require an unprecedented
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level o f  cooperation among teaching hospitals and specialty organiza

tions in the allocation o f  training opportunities. However, the effect o f  

the C O G M E  proposal on access, costs, and quality in the health care sys

tem as a w hole w ill be gradual and w ill probably be dwarfed by the more 

immediate impact o f  the continuing growth in managed care.
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