
February 12, 2013 
 
Don Berwick, MD, Co-Chair 
Gail Wilensky, PhD, Co-Chair 
Cheryl Ulmer, MS 
Committee on Governance and Financing of Graduate Medical Education 
Institute of Medicine of The National Academies 
The Keck Center 
500 Fifth Street, NW 
Washington, DC 20001 
 
Dear Colleagues: 
 
We write to you on behalf of the American Surgical Association, the oldest Academic 
Surgical Association in the United States which has had a focused interest in Graduate 
Medical Education (GME) since its founding in 1880. We acknowledge the magnitude 
and importance of the task facing your committee. We, respectfully, wish to provide your 
committee with our insight into some of the issues you are facing, being determined to be 
a constructive partner. These include the physician shortage, geographic misdistribution 
creating access issues, and the financing of GME.  

We have a shortage of physicians which will worsen in the decades to come.  In the 
Organization of Economic Cooperation and Development (OECD), it is noted that the 
United States ranks 24th in ratio of physicians to population. All of the 24 American 
Board of Medical Specialties (ABMS) are in shortage and require our attention. As GME 
funding and organization are examined, it should be acknowledged that all physicians’ 
specialties do NOT provide the same spectrum of services. Unique value exists in all 
specialties in our evolving health system. Changes should address the shortage of all 
specialties, not just primary care. 

General Surgery, the largest specialty of surgery, graduates approximately 1000 surgeons 
annually, the same as were graduated in 1981. There is a shortage of general surgeons. In 
addition, there is a misdistribution. In 1144 counties in the United States with a 
population of 15 million people there is no general surgeon. Between 2006 and 2011, 195 
counties lost their general surgeons.  The lack of surgeons in rural areas is paralleled by a 
lack of surgeons to care for our indigent in urban areas. These both create access issues. 
The essential role of general surgeons in the service and financial viability of Critical 
Access Hospitals is well documented. Health Profession Shortage Areas (HPSA) applies 
only to primary medical care and dental and mental health providers. These have not 
been updated since 1990. To better map the areas of critical need to general surgery it is 
feasible to configure HPSA for regional services including trauma and emergency care 
(for which a surgeon is essential). Most primary medical providers acknowledge the need 
for general surgeons in HPSA to provide better access for acute care and essential 
surgical services. Likewise general surgeons in academic medical centers, which account 
for only 6% of the 6,000 hospitals in the United States, provide the preponderance of 
indigent surgical care.   

In order to enhance access, we recommend that consideration be given to allow surgery 
trainees to participate in federal programs with financial payback in exchange for years of 
service in underserved areas. Currently, the National Health Service Corps and the 
Uniformed Service Commissioned Corps of the US Public Health Service have such 
programs.  
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They are, however, available only for primary care doctors, midwives, and dentists. A notable benefit if this approach 
would be enhancing medical team development in underserved areas. Modern health care is a team service with different 
specialties, such as surgeons as well as non-physician providers and others coming together to comprise care teams. 
Teams of specialties with different skills could constitute teams which work in underserved areas and these teams could 
be mobilized and deployed to disasters such as Haiti, the Health Professional Shortage Areas, etc. In fact, the Disaster 
Medical Assistance Teams (DMAT) functioned in just such a manner for Hurricane Katrina, Haiti, and Hurricane Sandy 
under the National Disaster Medical System. Including general surgeons and other surgical specialists in this service may 
help address the access issues as well as our response to national and international disasters. 

The number of GME positions funded by Medicare has not been increased since 1997.Yet, most residencies have grown 
to accommodate the increased demand and general surgery is no exception.  As a result, Departments of Surgery have had 
to provide significant funds—mostly from clinical practice revenue—to pay for the salary and benefits of residents. The 
exact dimension of this subsidy is not known, but our organization estimates approximately 25% of the trainees in most 
programs are surgery residents supported by sources other than GME funds. The demand for post graduate training will 
increase proportional to the newly established medical schools and the ever increasing number of medical school 
graduates each year. Looming reductions in funding for GME will require increased investment by academic departments 
reducing funds available to support essential academic programs. Given the proposed reductions in payment for health 
services, the hospitals and academic departments will not have the financial resources to support the number residency 
positions that will be required. Hence, contrarily, if reductions in GME funding do prevail, then it is likely some training 
programs will reduce the number of resident slots. This will reduce the number of trainees and ultimately lead to an 
exacerbation of the acknowledged shortage in the surgical workforce. Calls to reduce the duration of training in order to 
reduce the overall funding needed must be based in the reality that training has already been reduced by 20% in order to 
accommodate the 80 hour work week and this has resulted in trainees seeking additional training in fellowships. 

In order to support the needed growth in GME positions, we recommend three considerations.  First we believe that we 
should study an All-Payer System as was proposed by the Commonwealth Fund. Insurance companies could and should 
absorb some of the cost of GME. Secondly, with insurance exchanges and Medicaid in evolution under the Affordable 
Care Act, a collaborative financial model such as that developed in Utah could address GME financing. Finally, 
modification of the training paradigm to permit independent practice in the last portion of resident training, based on 
achievement of specified milestones, may provide revenue to offset reductions in GME funding and enhance training by 
the introduction of graduated independence. 

In addition, there is an urgent need for enhanced transparency of the deployment of the Direct Medical Education (DME) 
and Indirect Medical Education (IME) funds at the hospital level. In particular, the use of IME at the local level is not well 
documented. An accountable GME system will require a detailed funds flow at the local level. 

While other areas of concerns exist, the academic surgery community is committed to being a constructive participant in 
health reform including graduate medical education. The future is our trainees, and the American Surgical Association is 
committed to constructively working with the Institute of Medicine and others to find innovative solutions for financing of 
general surgery training, improving geographic distribution and expanding federal service to include general surgeons. 
 
Respectfully submitted, 
 
 
 
 
L.D. Britt, MD, MPH, FACS, President 
 
 
 
 
E. Christopher Ellison , MD, FACS Secretary 


