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however, their access to health care is threatened by a deep decline in the production of primary care physicians. Poorer access to primary care risks poorer
health outcomes and higher costs. Meeting this increased demand requires a
major investment in primary care training. Title VII, Section 747 of the Public
Health Service Act previously supported the growth of the health care workforce
but has been severely cut over the past 2 decades. New and expanded Title
VII initiatives are required to increase the production of primary care physicians; establish high-functioning academic, community-based training practices;
increase the supply of well-trained primary care faculty; foster innovation and
rigorous evaluation of these programs; and ultimately to improve the responsiveness of teaching hospitals to community needs. To accomplish these goals,
Congress should act on the Council on Graduate Medical Education’s recommendation to increase funding for Title VII, Section 747 roughly 14-fold to $560 million annually. This amount represents a small investment in light of the billions
that Medicare currently spends to support graduate medical education, and both
should be held to account for meeting physician workforce needs. Expansion of
Title VII, Section 747 with the goal of improving access to primary care would be
an important part of a needed, broader effort to counter the decline of primary
care. Failure to launch such a national primary care workforce revitalization program will put the health and economic viability of our nation at risk.
Ann Fam Med 2012;10:163-168. doi:10.1370/afm.1367.
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T

he Patient Protection and Affordable Care Act (P.L.111-1148)
(ACA) will provide health care coverage to nearly all Americans,
but it did not go far enough to assure access to appropriate care.
Despite providing for expansion of community health centers and the
National Health Service Corps, the ACA did not do enough to reverse
a serious decline in production of primary care workforce. Cautionary
evidence to support this concern comes from the universal health care
initiative in Massachusetts, where, despite having one of the nation’s
highest ratios of primary care physicians to the resident population, the
newly insured were generally unable to access primary care physicians.1
The ACA contained some important provisions to shore up primary care,
including primary care incentive payments, a preference for primary
care if unﬁlled residency positions are redistributed, authorization and
funding for Teaching Health Centers, extension of Medicare Graduate
Medical Education (GME) payments for training in nonhospital settings,
and increase in Medicaid rates to 100% of Medicare for primary care
physicians. Since passage of the ACA, the Health Resources and Services
Administration (HRSA) also made a 5-year investment of $168 million to
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expand primary care physician positions.2,3 All these
initiatives are useful, but health care reform demands a
much larger and more focused policy effort to produce
a greater number of primary care physicians and to
distribute these physicians more equitably.
We describe the emaciation of primary care physician production and its adverse consequences for the
health of the nation. We review some of the reasons
for the limited trainee interest in becoming primary
care physicians, who practice longitudinal, comprehensive primary care. As a ray of hope, we present
evidence from remarkable successes of HRSA’s Title
VII program initiatives in previous decades to address
physician workforce deﬁciencies, including primary
care. We amplify recommendations of federal advisory committees to expand the Title VII, Section 747
program to help stimulate the renewal of primary care
training. This discussion is intended to mobilize the
primary care community and other stakeholders who
recognize the value of improving access to physicians
trained to work with teams in improved models of
care. Title VII could again be the platform for revitalizing primary care.

VALUE OF PRIMARY CARE AND CURRENT
DECLINE IN THE UNITED STATES
The evidence that primary care can improve health
outcomes and control costs has been well documented
by studies conducted over several decades.4-6 Because
of universal access to primary care, other industrialized nations enjoy better health status and outcomes
than in the United States, despite our signiﬁcantly
greater health care expenditures.7 This difference is
partly explained by the higher proportions of primary
care physicians within the physician workforce of most
other developed nations.
Our nation’s crumbling primary care infrastructure
stands in marked contrast to these other nations.6,8,9
Currently, 31% of US physicians practice in primary
care specialties, but less than 25% of physicians-intraining are currently entering primary care practice.10,11 Many trainees who do not subspecialize but
remain in primary care are electing to practice only in
the inpatient setting, reﬂecting in part the predominant focus on inpatient training at all levels of medical
training. Currently 20% of general internists care only
for inpatients, and one-third of the trainees entering
general internal medicine plan to restrict their practice
to inpatient settings.12 The Council on Graduate Medical Education (COGME) recently sounded an alarm
that the numbers of primary care trainees and those in
the current workforce will likely continue to decline, a
situation that must be remedied.13
A NNALS O F FAMILY MED ICINE
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ECONOMICS ARE RESHAPING THE
EDUCATIONAL LANDSCAPE
There are several reasons for the decline in primary
care physician production, many of which have to do
with artiﬁcial market incentives biased against generalist training.14 Choosing primary care rather than a
nonprimary care specialty is the equivalent of giving
up $3.5 million in career earnings, a difference that
decreases the likelihood of choosing a primary care
career by nearly one-half.15,16 These economic factors
are also associated with reduction in GME training
positions for primary care compared with the substantial expansion of nonprimary care training positions
by teaching hospitals.10,13,17 For example, between 1998
and 2008, family medicine lost 46 programs and 390
positions, and general internal medicine experienced a
loss of nearly 900 general internal medicine positions,
while 133 new internal medicine subspecialty programs
were created.11 This trend reﬂects hospital incentives
to use GME to support more lucrative hospital services
at the expense of producing generalist physicians.
This dire situation has galvanized leading foundations, health policy experts, federal and state health care
agencies, and advisory panels to suggest possible solutions. Many recommendations target the payment gap,
but others have focused on education payment policy.
In 2008, the Medicare Payment Advisory Commission
(Medpac), a federal advisory committee that makes
recommendations about Medicare payments, recently
decried the primary care income gap and limited community-based training opportunities.18 Medpac’s recommendations were eerily reminiscent of recommendations
made by the Institute of Medicine 2 decades earlier.19
COGME similarly warned Congress and the Administration that too little of the nearly $10 billion in Medicare GME funding was going to training physicians in
ambulatory primary care.13 In 2010, Medpac went even
further, recommending that one-third of GME funding
be redirected to training more primary care physicians
and other physician specialties in limited supply.20
Revising payment policy for clinical care and GME
are possibly the 2 most potent policy options to reform
production of primary care physicians. They are also
the most politically charged. So, in this article, we
focus on a smaller, but strategic, source of investment
in health workforce training most often referred to as
Title VII.

OPPORTUNITIES FOR INVESTMENT IN
PRIMARY CARE TRAINING
The Title VII program of the US Public Health Service Act is currently focused on supporting primary
care educational programs that promote interprofes-
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sional education, training to meet needs of a diverse
population, and increased diversity in the workforce.
This focus is the third strategic modiﬁcation made by
Congress in the last 4 decades.21 At its inception, Title
VII provided the equivalent of $2.5 billion (current
dollars) to build new medical schools and successfully
increased allopathic training by 60% (40 new schools),
osteopathic by 83%, and dental programs by 44% (Figure 1).21,22 With the second phase, from 1976 to 1991,
through its Primary Care Medicine and Dentistry
(Section 747) appropriations, Title VII focused on the
growth of our nation’s primary care workforce through
new training programs in family medicine, general
internal medicine, general pediatrics, and geriatrics.
This phase of the Title VII, Section 747 initiative
played a major role in developing an educational infrastructure to produce primary care clinicians.
Funding for Title VII, Section 747 has declined
dramatically during the past 2 decades as its mission
was restricted. In 2009, Section 747 received just
$48.4 million.23 These cuts occurred despite evidence
of the positive effects of exposing trainees to Section
747 programs for increasing choice of primary care
careers.24,25 As noted by the 7th Report of Advisory
Committee on Training in Primary Care Medicine and
Dentistry (ACTPCMD), the committee of experts

charged with advising Congress about Title VII Section 747, this accomplishment is all the more remarkable given substantial funding reductions.

RECOMMENDATIONS TO EXPAND THE
TITLE VII, SECTION 747 PROGRAM
The Josiah Macy Jr. Foundation and COGME both
recently called for strategic expansion of Title VII
(Table 1).9,13,26 The Macy Foundation did not mention
a speciﬁc amount, but COGME has recommended an
investment increase to $560 million annually, which
in current dollars is actually less than one-fourth of
Title VII funding in the early 1970s. This 10-fold
increase in current Title VII funding would raise it to a
little less than 5% of what is currently spent on GME.
COGME’s recommendation would support key initiatives that will complement the new ACA investments
in primary care training.2,3 COGME’s recommendation
did not have speciﬁc funding targets, but throughout
the report it mentions several goals: funding speciﬁcally for community-based training; producing a physician workforce that is 40% primary care; promoting
primary care GME training initiatives to enhance the
quality and number of physicians; and enhancing student exposure to underserved areas.

Figure 1. Title VII funding levels, adjusted to 2008 dollars.
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Reprinted with permission from Fitzhugh Mullan. Data source: Health Resources and Services Administration.
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Table 1. Strategic Title VII Expansion for Support of Health Reform
Specific Area of Strategic Funding
Investment in community-based training
and longitudinal experiences a

Expand primary care faculty

Annual Funding
Level

Focus Within Strategic Funding Area

$200 million

Residency position creation and maintenance, 2000 residency positions in
community-based sites and Teaching Health Centers

$100 million

Expansion of undergraduate medical education training to create longitudinal experiences, financially support those relationships in the community, and create school-based or AHEC resources to support them

$30 million
$50.5 million

Support for Rural Training Tracks; undergraduate and graduate level
50 faculty development fellowships annually ($200,000 each to offset salary, benefits, fellowship support, travel), support for a full FTE faculty
position at each medical school (150 schools, $270,000 salary, benefits,
overhead)
$500,000 in ongoing support, 200 sites; to support infrastructure and
team-based training
Grants to involve trainees and faculty in community evaluation, description, priority-setting, intervention, and evaluation
10-20 grants annually to test new models of training, population management, and community engagement; support rigorous evaluation
Funding for evaluation and analysis of Title VII outcomes, data platforms
to support impact assessments, and accountable transparency

$100 million

Establish high-functioning academic
ambulatory practice models for training
Reconnect training hospitals to their
communities
Innovation grants

$25 million

Evaluation, analysis, data management

$4.5 million

Total

$560 million

$50 million

AHEC = Area for Health Education Center; FTE = full-time equivalent.
The primary care residency expansion program requires about $50,000,000 annually to maintain at current levels; likewise, the Teaching Health Center Program
requires about $50,000,000 annually to maintain at current levels. This estimate seeks to double the expansion.

a

We build on COGME’s recommendation of $560
million, offering how this could be allocated to distinct
areas where the funds should be expended and some
rough estimates for allocating funding (Figure 1). The
ﬁrst focus for funding would be longitudinal, outpatient
training experiences at the undergraduate and graduate level. This funding could create 2,000 new primary
care residency training positions to replace the 1,200
primary care training positions lost in recent years and
create the added capacity sought by the ACA (roughly,
$200 million, annually). These funds and related positions should strategically focus on underserved and
rural communities by supplementing existing residency
programs that serve these populations, by building on
the new Teaching Health Center authorization, and by
creating community partnerships for longitudinal training opportunities in other underserved/rural sites.
New money is also needed to support existing
Rural Training Tracks and build new ones (an additional $30 million per year) and to support partnerships with Critical Access Hospitals. Rural practice
experiences for medical students and residents attract
a disproportionally large share of graduates into rural
practice; unfortunately, many rural residency programs
have been lost over the last two decades.27
Medical students would further beneﬁt from more
community-based, longitudinal experiences, such as
those facilitated by Area Health Education Centers,
particularly if they involve community-oriented primary care principles ($100 million per year). We support COGME’s recommendation for community-based
A NNALS O F FAMILY MED ICINE

✦

primary care practices to enhance the training experience, recognizing that infrastructure development will
be an enticement for ambulatory care practices to open
their doors to trainees.
Preparing the next generation of physicians to
work in new models of practice can be promoted by
establishing high-functioning academic ambulatory
practice models as an attractive training environment.
An annual appropriation of $100 million would provide
grants of $500,000 per year to 200 sites to transform
practices into team-based medical homes, develop
curricular innovations to prepare trainees to deliver
evidence-based medicine in these collaborative settings, train faculty to educate trainees in these novel
forms of care, and free faculty to dedicate more time
to training young physicians. Training programs with
high-functioning primary care practices can serve as
models for other regional providers and can form clinical and curricular learning collaboratives. This regional
learning-by-example follows the successful model of
regional GP Super Clinics in Australia.28
Second, Title VII, Section 747 should provide
enhanced support for the educators who will train this
primary care physician workforce ($50.5 million per
year). In the ACTPCMD 7th report, speciﬁc recommendations were made to increase fellowship training
opportunities for primary care physician-educators
to meet greatly expanded educational demands and
to create capacity for training to new models of care.
These funds could also support training of physicianscientists who are able to lead community-based
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participatory research, community engagement, and
evaluation efforts.
Primary care transformation would beneﬁt from
grants to help the third area for new support: grants to
help up to 200 training centers implement infrastructure and training capacity for new models of care, such
as the patient-centered medical home, and team-based
care. The ACA expands demonstration opportunity
for the patient-centered medical home, an important
transformation of primary care practice, and Title VII
should play a major role in facilitating this transformation and preparing the next generation of primary care
physicians for this new care model.
Fourth, models, such as New Mexico’s Health Education Rural Outreach (HERO) program, are showing
how academic health center-community partnership
around training and community engagement can
strategically improve health and health access ($50
million, annually).29 This funding would support strategic training partnerships that help draw health professions students from underserved areas and return
them there for portions of their training to build and
reinforce relationships that help them choose to return
home for their careers. The other aspect of this funding would support trainee participation in communityoriented primary care projects to include community
deﬁnition, characterization, engagement, intervention,
and evaluation.
The ﬁfth and sixth foci for enhanced Title VII
funding would directly invest two important and
often neglected efforts: innovation and evaluation. We
propose creation of a small fund to support training
innovation experiments ($25 million, annually), and
funding for prospective evaluation of Title VII-funded
programs ($4.5 million, annually). The latter would
improve accountability and effectiveness of this strategic expansion of Title VII.
In summary, the ACA opens the door to the
health care system for millions of uninsured individuals. Providing health care coverage to all Americans
is an essential prerequisite to raising the standard of
health, but the current, rapid decline in the supply of
primary care physicians means that many Americans
will not be able to beneﬁt from receiving coordinated,
continuous, and comprehensive health care. Title VII,
Section 747 should reprise its role as a catalyst for
increasing our nation’s health workforce. Raising Title
VII, Section 747’s investments in primary care training
from 0.5% to 5% of what is currently spent on GME
could spark a primary care resurgence by building the
educational infrastructure and expanding communitybased and primary care training for medical students
and residents. Historically, such expansions in Title
VII funding have been approved by Congress when it
A NNALS O F FAMILY MED ICINE
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appreciates the need for this investment. Many national
advisory bodies, including COGME, ACTPCMD, and
Medpac, are speaking out to help Congress and other
national stakeholders understand that the time has
come for such an investment in the primary care workforce. This money should come with a requirement
for evaluation and accountability, at least as rigorous
as what is implemented for Medicare GME funding.
It is time for Title VII, especially Section 747, and for
HRSA to be regarded as a centerpiece of a national initiative to train and retain more primary care physicians
in longitudinal ambulatory care settings.
To read or post commentaries in response to this article, see it
online at http://www.annfammed.org/content/10/2/163.
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