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Projections of physician shortages in the US
Per the AAMC 2021: United States could see an estimated shortage of between 
37,800 and 124,000 physicians by 2034, including shortfalls in both primary and 
specialty care.



Critiques of the AAMC shortage estimate 
methodology
• Presumes care model will be (should be?) similar to current US model:

• Specialist heavy vs all other western industrialized countries
• A major reason behind the overall inefficiency and expense of the US health care system

• Physician centered
• “Primary Care Physician” production model counts more Internal Medicine 

residency graduates than actually end up providing primary care = office 
based comprehensive continuity of care to a community (panel of 
patients).

• Undervalues distribution issues of physicians – rural and low-income urban 
populations

• Ignores impact of low morale and burnout on attrition



AAFP projection and response

• “At a time when a shortage of more than 52,000 
primary care physicians is predicted by 2025 and 
experts call for an increase in the proportion of 
physicians in the U.S. practicing primary care from 
32% to 40%, the family medicine community is 
dedicated to doing its part to meet the need.”

• AAFP “25 x 2030” initiative “…goal is to ensure 
that, by 2030, 25 percent of U.S. medical students 
pursue family medicine as their specialty”  

• This roughly doubles the current % of US graduates 
going into family medicine.

• Current number of US FM residency spots would need 
to substantially increase.



Why shortages?

• Not enough young people wanting to be physicians?  No
• Not enough young people with a propensity for service in underserved 

communities wanting to be physicians? No
• Not enough young people with a propensity for service in underserved 

communities accepted to medical school?  Yes
• Not enough graduated MD and DO students and IMGs? No
• Not enough US residency positions? Yes
• Not enough residency or fellowship positions in critical specialties? Yes
• Not enough graduated medical students choosing critical specialties or training in 

underserved communities? Yes
• Not enough residency graduates going to areas/communities of need? Yes
• Early retirements, more part-time work and less retention in one workplace?  Yes



Why shortages?

• Significant barriers remain to licensing and entry into practice of physicians with no US 
training 

• Overall graduate medical school pipeline “flow” not the issue
• More new US MD and DO schools and school expansions
• International Medical School graduates (US citizen and not) remain in high supply

• Entry into US MD and DO schools of candidates with propensity for under-served 
practice IS a problem

• Insufficient US residency training mainly – but not entirely - due to caps on GME funding
• Structural problems with Medicare GME funding not having “needed workforce” goals
• Payment and practice reform needed – training people to work in a broken system?

• Low physician morale and high burn-out
• Not enough primary medical, mental and dental health care
• Not enough care in rural and low-income urban areas.



Increasing 
number of 
diverse
applicants
to medical 
schools



Increasing 
number of 
diverse 
medical 
students



Fewer rural medical 
school applicants

Fewer rural 
medical students



Mismatch remains…



Can we increase Medicare GME funding overall 
and funding targeted to workforce needs?  
• The explosion in the number of Rural Referral Centers will likely have 

the biggest impact on overall funded GME positions. 
• Provisions in the Consolidated Appropriations Act will also have an 

impact
• Other national legislative proposals of note:

• Teaching Health Center reauthorization/expansion/permanence
• Rural Physicians Workforce Production Act
• AAMC led efforts to add even more slots (originally 15,000)



The explosion in the number of Urban located 
Rural Referral Centers
• CMS lost lawsuit in 2015 and 2016

https://www.hallrender.com/2016/04/27/medicare-chess-game-new-moves-
urban-hospitals/

• As a result, urban located hospitals can reclass as “rural”, take a <= 
one year lower wage rate (the rural wage rate) then get their higher 
urban wage rate back but keep their rural reclass.

• This has lead to an explosion in urban located hospitals reclassing as 
“rural” to get the significant advantages of being an RRC.



The “superpowers” that hospitals get when they 
are an RRC and retain “rural” reclassification

1. Access to 340B drug pricing at a lower DSH threshold.  This is often 
the largest financial advantage.

2. A 30% bump in their IME cap.  This happens right away.
3. The ability to start new GME progams (residencies or accredited 

fellowships) and add additional IME cap



The changing landscape of RRCs

FY 2014 2022
total # of RRCs 333 781
in rural places 213 208
in urban places 120 573

total RRC residents 3,075 52,652 
total residents in US 84,761 101,289 
RRC % of all residents 4% 52%

“Residents” includes residents and fellows in accredited fellowships



Selected national 
RRC examples –
now classified 
“rural” in ”urban” 
locations



All Wisconsin RRCs

Source 2023 https://www.cms.gov/medicare/acute-inpatient-pps/fy-2023-ipps-final-rule-home-page

IRB – Intern Resident Bed ratio

“Residents” include fellows in accredited fellowships

* hospitals in rural locations, all other are urban locations

• 1286 residents and fellows 
training in Wisconsin (all 
hospital types)

• 1069 train in Wisconsin RRCs
• 83%



RRCs can add any specialty new accredited 
residency or fellowship and build more IME cap
• Regardless of local/regional/national workforce need
• No need to have any “rural” health care mission despite the RRC 

name
• What motivations exist to add specific specialty GME programs?



Chasing the 
money?

specialty 
salaries



Chasing the money?

after Internal Medicine residency… after General Surgery residency…



Chasing the 
money?

Impact of 
physician 
salaries on 
residency 
growth?



Provisions of the Consolidated Appropriations 
Act of 2020 facilitate some residency funding 
expansion
• Section 126 -1000 slots over 5 years, emphasis on HPSAs
• Section 127 – further encouragement of Rural Track Programs 

including allowing some expansion (new specialties or locations), 
better rural hospital payment eligibility and removing requirement for 
separate accreditation

• Section 131 – allowing some historically low-capped hospitals to reset 
low PRAs (thus increasing DGME funding) and/or add additional cap 
slots



Other federal programs that provide support 
for GME

• THCGME program.  Teaching Health Centers a (likely) growing GME 
funding opportunity.  Needs reauthorization and efforts to make 
“permanent”.  THCGME is ongoing sustaining funding.

• HRSA development grants. 
• Rural Residency Development Grant (RRPD)  $750,000 over 3 years
• Teaching Health Center Development Grant (THCPD) $500,000 over 2 years

• VA funding
• Military Residency Funding



Medicaid
a growing and evolving source of GME funding

• A proliferation of state-specific programs to leverage Medicaid 
funding to advance state physician workforce goals.

• Traditional Medicaid GME funding generally does NOT have workforce goals.
• Wide range – no Medicaid GME to Medicaid GME > Medicare GME
• High funding examples:

• Colorado which funds residency development, residency sustaining funds, 
residency expansion, faculty loan repayment, etc.

• New Mexico which funds ALL new and old primary care and psychiatry 
residency positions up to ~$190,000 per FTE per year.  ½ that for other 
specialties.

• Other examples - including Wisconsin’s startup and expansion grants



Other funding pathways to increasing total 
residency positions
• VA funding
• Military residencies
• Health system funding

• Perception that GME loses money vs
• Perception that GME adds value beyond directly attributed 

revenue and expenses



A local path forward - Enhancing educational 
culture in a health care system
• Physician training as a part of overall production of health 

professionals
• Other players in this larger space

• Community Colleges – Eau Claire example of embedded FM residency clinic
• AHECs
• Community Health Centers.  “tHC” initiative by NACHC: “All Health Centers 

are teaching health centers”
• Direct health system efforts

• A clinical operation that incorporates learners can enhance local 
mission and culture in ways that improve quality and make way for 
more learners.



Reviewing the “pipeline”

• We need to recruit talented motivated young people with a background and aspirations 
for service where needed into all health professional careers

• We need to enhance educational opportunities in places where these students can 
more easily enter these career pathways

• At each step, the educational system needs to maintain focus on workforce needs.
• Education that takes place IN communities of need is more likely to produce health 

professionals who will work in communities of need.
• Health professionals who were competently trained “elsewhere” need better access to 

entering US health professional pathways. Focus BOTH on removing unneeded barriers 
and identifying and then remediating training/acculturation gaps.

• We need to improve physician and other health care workers’ job conditions and pay 
(for some) to encourage longer careers, better local retention and more full-time work.

• Reforming the health system (the “quadruple aim”) should make all of this easier!
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