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Abstract

Primary care is a crucial part of a functional health care system, though in many parts of the world there are current
or projected gaps in the primary care physician workforce. The academic family medicine organizations in the
United States (US) developed the “Four Pillars for Primary Care Physician Workforce,” a model built on decades
of research, highlighting four main areas of emphasis for increasing primary care physician output: 1) pipeline;
2) process of medical education; 3) practice transformation; and 4) payment reform. This commentary proposes
that this model, although developed in the US context, is applicable in other medical education settings, including lsrael,
based on the recently reported findings of Weissman and colleagues in this journal.
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Main text

Author note: We use the term “primary care” to

be inclusive; however, in the US and Israel, family
medicine physicians make up the majority of primary
care physicians, so we use some data referencing
“family medicine” in the commentary below.

It has been well-established that a strong basis of primary
care is a critical part of a functional health care system;
investing in the design and delivery of primary care as an in-
tegral part of the health care system leads to healthier popu-
lations [1, 2]. The production of primary care physicians
relative to specialists has been declining in the United States
(US) [3], and like other parts of the world, including Israel,
increased specialization and an aging population are leading
to projected workforce gaps for primary care physicians,
especially in rural and underserved populations [4-7].
Currently, there are not enough students choosing primary
care careers to make up for this projected workforce gap [8].
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With this context, the academic family medicine orga-
nizations in the US developed the “Four Pillars for Pri-
mary Care Physician Workforce,” [9-11] a model that
draws on many years of research and highlights the main
areas where improvement and innovation may impact
the number of primary care physicians in the workforce,
and consequently, the health of the public. These Pillars
include: 1) pipeline (identifying, recruiting, and retaining
students into primary care throughout the continuum of
training); 2) process of medical education (excellence in
training physicians who practice evidence-based, com-
passionate, and comprehensive care); practice transform-
ation (exposure to “primary care practices of the future”
that deliver evidence-based and patient-centered care);
and 4) payment reform (appropriate reimbursement for
practice and education). We propose that this model,
despite being developed based on the context within and
research from the United States, may have components
that are generally applicable in other countries, and
highlight the applicability to Israeli medical education
and health care system, based on the recently reported
findings of Naimer [5], Avidan [12], Weissman [13], and
colleagues. Components of the Four Pillars model also
align well with the expert recommendations suggested

© The Author(s). 2018 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to

the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.


http://crossmark.crossref.org/dialog/?doi=10.1186/s13584-018-0254-8&domain=pdf
http://orcid.org/0000-0003-3673-4797
mailto:aweidner@adfm.org
mailto:aweidner@uw.edu
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/

Weidner and Davis Israel Journal of Health Policy Research (2018) 7:57

by Lahad et al. in their recent commentary reacting to
these findings [14].

Pipeline

Early exposure to medical careers, particularly to pri-
mary care, can help increase interest in primary care.
Access to role models and ongoing mentoring can help
stimulate and maintain interest. Meaningful representa-
tion of primary care faculty on admissions committees
as well as holistic medical school admissions processes,
including consideration of factors associated with higher
choice of primary care, such as being oriented to com-
munity service and being from a rural background, can
help increase admissions of those who are more likely to
choose primary care careers [15-17].

These strategies seem universally applicable in places
where getting into medical school is a competitive
process. Naimer et al. recommend pre-medical mentor-
ship and favoring students interested in primary care ca-
reers in the medical school admissions process in Israel.
The findings from Avidan et al. builds on this concept of
holistic admissions by encouraging marketing primary
care differently to various sub-groups of students; for ex-
ample, focusing differentially on those who have family
obligations, have prior exposure to working in healthcare
settings, or had previous careers, such as completing
military service before medical school in Israel. In the
United States, holistic review is increasingly being
adopted in admissions and selection which allows for
consideration of an applicant’s full story and life path, in
addition to quantitative assessments [18].

Weissman et al. recommends marketing in the 4th
and 5th years of medical school, referencing data dem-
onstrating that students frequently change their minds
about specialty choice before this point. However, given
that longitudinal exposure to primary care is the only
factor consistently associated with increased proportion
of students choosing primary care [19], earlier “market-
ing” with ongoing support and encouragement — and
continued marketing in the later years of schooling —
might be better. Many innovative programs have started
combining these multiple facets of the Pipeline pillar; for
example the Targeted Rural Underserved Track at the
University of Washington School of Medicine incorpo-
rates a special admissions review and selection process,
a clinical longitudinal continuity experience tied to a
specific rural community, and ongoing support and en-
couragement over the course of medical school [20].

Process of medical education

The US differs from Israel and many other countries in
its medical education process, where students get a
4-year undergraduate degree before attending 4 years of
medical school. At the end of medical school, students
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participate in a process to match to a residency program;
if they do not match in their choice of specialty, students
enter a special supplemental match experience to find
any open position in their specialty of interest or another
“backup” specialty. This contrasts to students in Israel,
who start 6-year medical school straight out of high
school, and who, as found by Avidan et al., are willing to
wait 2-3 years to begin a residency in a specialty of
interest if they do not match right away as opposed to
immediately starting residency in a specialty that inter-
ests them less.

These differences aside, at the medical school and resi-
dency levels, learners need excellent and inspiring role
models, transformative teaching and experiences, as well
as time to explore a diversity of clinical sites and a broad
range of clinical care.

The “hidden curriculum” that promotes a hierarchy
between specialists and generalists, with the generalist
perceived as inferior, has been identified as a factor dis-
couraging students from choosing primary care and fam-
ily medicine [21]. Israel faces a similar challenge; Naimer
et al. reports that students perceive that family medicine
suffers from low prestige in the eyes of colleagues as well
as the public. Naimer et al. also reports that there is a
perception that family medicine is boring with few pro-
cedures and suggests exposing students to practices
where procedures are common to mitigate this; this sug-
gestion certainly applies elsewhere, including in the US,
particularly as scope of practice of family physicians con-
tinues to decline [22, 23]. This changing scope of prac-
tice is also a potential issue influencing students, as also
cited by Lahad et al. in their recent commentary [14],
and more study of how this is impacting student choice
is warranted.

Practice transformation

In Israel, as in the US and elsewhere, team care is the
“new” model of primary care and becoming increasingly
common [4]. Though these teams may not always be
comprised of the same types of providers among coun-
tries, the concept of teaching medical students to func-
tion in interdisciplinary teams by providing education
and experiences that involve a variety of learners is para-
mount to the learning experience and the functionality
of these future systems.

Like the US, Israel faces notable discrepancies in the
health of different facets of its population [4]. Weissman
et al. report that those who are more interested in pri-
mary care were more inclined to a specialty dealing with
social problems and more interested in residency in the
places that most need doctors (i.e. the “periphery”). The
cornerstones of primary care, particularly family medi-
cine, are comprehensive, continuity care and practice
transformation occurs within this context; the future of
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primary care practice in the US and Israel, as elsewhere,
lies partly in managing the health of populations, includ-
ing tackling inequalities and addressing the social deter-
minants of health and access to care. Getting students
excited about a future career in primary care by embra-
cing and fostering their interest in its social aspects and
exposing them to practices that embrace comprehensive
continuity care within a team-based model is universal.
This is also pointed out by the leaders in the Lahad et al.
commentary, and articulated well by Dan Merenstein,
MD, who wrote: “lack of procedures, boredom and little
action shouldn’t be [the reasons students don’t choose
family medicine]” [14].

Payment reform

Reforming the payment structure of primary care in the
US includes not only transitioning from volume-based
to value-based care and addressing the gap in reimburse-
ment for primary and specialty care, but also reforming
payment for graduate medical education (residency) and
addressing student debt, which has a differential impact
by specialty. Because of differences in health care system
structure and payment, where all OECD countries ex-
cept the US have the government schemes and compul-
sory health insurance as the main health care financing
arrangements [24], aspects of the “Payment Reform” pil-
lar may be less applicable in other contexts. However,
given that international data shows a clear correlation
between primary care career choice and the ratio of the
mean income of primary care physicians and the mean
income of all other physicians [25], reforming payment
for primary care has the potential to make the biggest
difference in the US [10].

In 2011, Israel implemented sizable salary increases for
family medicine physicians as part of a physicians’ union
contract and salaries are comparable to other physicians.
Additionally, primary care physicians have few on-call
obligations and have set hours. Given this, it is unsur-
prising that Weissman et al. found that those inclined
toward primary care were more interested in lifestyle,
spending time with their families, working limited hours,
and working during the day. Interestingly, however, des-
pite the actual comparability of salaries, Naimer et al.
found that there remains a perception that family medi-
cine does not provide a high salary among those not in-
terested in family medicine, though those who were
interested in family medicine perceived it to have a rea-
sonable lifestyle to income ratio.

Continued advocacy for payment reforms in the US to
support a primary care workforce — and continued advo-
cacy for sharing actual data on family medicine and
primary care physician salary and lifestyle in other places
like Israel, are critical goals fundamental to increasing
the primary care workforce where it is needed.
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Conclusions

Although country-specific approaches to marketing fam-
ily medicine and primary care in general, as suggested
by Naimer et al. are well-supported by the data, the Four
Pillars for Primary Care Physician Workforce Reform
may be a useful working model for countries seeking to
build a strong primary care workforce. For more ideas
on what can be done locally, we refer readers to “Putting
the Four Pillars for Primary Care Physician Workforce
Into Practice Locally” [11].

Abbreviation
US: United States

Acknowledgements

The authors would like to acknowledge Phil Diller, MD, for his ideas and
review of the manuscript. We would also like to acknowledge the Council of
Academic Family Medicine for their design of the Four Pillars framework,
particularly the authors of the referenced article, “The four pillars for primary
care physician workforce reform: A blueprint for future activity” [8].

Authors’ contributions

AW was the major contributor in writing the manuscript. AD provided critical
review and edits to the manuscript. Both authors read and approved the
final manuscript.

Authors’ information

AD is the Executive Director of the Association of Departments of Family
Medicine (ADFM) and AW is the Data and Special Projects Manager of the
ADFM. The mission of the ADFM is to support academic departments of
family medicine to lead and achieve their full potential in care, education,
scholarship, and advocacy to promote health and health equity. Through the
role of ADFM in Council of Academic Family Medicine, both AD and AW
were integral to facilitating the development of the Four Pillars for Primary
Care Physician Workforce Reform model and subsequent manuscripts. Both
authors also work for the University of Washington Family Medicine
Residency Network, a regional collaborative of 31 family medicine residency
programs in five northwestern states of the US.

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Received: 31 August 2018 Accepted: 7 September 2018
Published online: 14 September 2018

References

1. Starfield B, Shi L, Macinko J. Contribution of primary care to health systems
and health. Milbank Q. 2005;83:457-502. https://doi.org/10.1111/j.1468-0009.
2005.00409.x.

2. Phillips RL, Bazemore AW. Primary care and why it matters for U.S. health
system reform. Health Aff. 2010;29:806-10. https://doi.org/10.1377/hlthaff.
2010.0020.

3. Makaroff LA, Green LA, Petterson SM, Bazemore AW. Trends in physician supply and
population growth. 2013. https//www.graham-centerorg/rgc/publications-reports/
publications/one-pagers/trends-physician-growth-2013html. Accessed 5 July 2018.

4. OECD Reviews of Health Care Quality: Israel 2012: Raising Standards OCED Library
http//www.oecd-llibrary.org/social-issues-migration-health/oecd-reviews-of-
health-care-quality-israel-2012_9789264029941-en. Accessed 10 Sept 2018.


https://doi.org/10.1111/j.1468-0009.2005.00409.x
https://doi.org/10.1111/j.1468-0009.2005.00409.x
https://doi.org/10.1377/hlthaff.2010.0020
https://doi.org/10.1377/hlthaff.2010.0020
https://www.graham-center.org/rgc/publications-reports/publications/one-pagers/trends-physician-growth-2013.html
https://www.graham-center.org/rgc/publications-reports/publications/one-pagers/trends-physician-growth-2013.html
http://www.oecd-ilibrary.org/social-issues-migration-health/oecd-reviews-of-health-care-quality-israel-2012_9789264029941-en
http://www.oecd-ilibrary.org/social-issues-migration-health/oecd-reviews-of-health-care-quality-israel-2012_9789264029941-en

Weidner and Davis Israel Journal of Health Policy Research (2018) 7:57

5. Naimer S, Press Y, Weissman C, Zisk-Rony RY, Weiss YG, Tandeter H. Medical
students’ perceptions of a career in family medicine. Isr J Health Policy Res.
2018;7(1). https://doi.org/10.1186/513584-017-0193-9.

6. Dall T, West T, Chakrabarti R, lacobucci W. 2018 update, the complexities of
physician supply and demand: projections from 2016 to 2030. Association
of American Medical Colleges: Washington, DG 2018. https://aamc-black.
global.ssl fastly.net/production/media/filer_public/85/d7/85d7b689-f417-
4ef0-97fb-ecc129836829/aamc_2018_workforce_projections_update_april_
11_2018.pdf. Accessed 5 July 2018.

7. US. Department of Health and Human Services, Health Resources and Services
Administration, Bureau of Health Workforce, National Center for Health Workforce
Analysis. US. Department of Health and Human Services, Health Resources and
Services Administration NC for HWA. National and regional projections of supply
and demand for primary care practitioners: 2013-2025. Rockville,; 2016.
https//bhw.hrsa.gov/sites/default/files/bhw/health-workforce-analysis/research/
projections/primary-care-national-projections2013-2025.pdf. Accessed 5 July 2018.

8. Council on Graduate Medical Education. Twentieth report: advancing
primary care. Rockville; 2010. https://www.hrsa.gov/advisorycommittees/
bhpradvisory/cogme/Reports/twentiethreport.pdf. Accessed 5 July 2018.

9. Hepworth J, Davis A, Harris A, Kruse J, Shaffer T, Pugno P, et al. The four
pillars for primary care physician workforce reform: a blueprint for future
activity. Ann Fam Med. 2014;12(1):83-87.

10.  Matson C, Davis A, Epling J, Freeman J, Iroku-Malize T, Stephens M, et al.
Influencing student specialty choice: the 4 pillars for primary care physician
workforce development. Ann Fam Med. 2015;13:494-5. https://doi.org/10.
1370/afm.1859.

11. Diller PM, Weidner A, Roett M, Wilke A, Davis A. Putting the four pillars for
primary care physician workforce into practice locally. Ann Fam Med. 2017;
15:189-90. https://doi.org/10.1370/afm.2049.

12. Avidan A, Weissman C, Elchalal U, Tandeter H, Zisk-Rony RY. Medical
specialty selection criteria of Israeli medical students early in their clinical
experience: subgroups. Isr J Health Policy Res. 2018;7:20. https://doi.org/10.
1186/513584-018-0215-2.

13. Weissman C, Zisk-Rony RY, Avidan A, Elchalal U, Tandeter H. Challenges to
the Israeli healthcare system: attracting medical students to primary care
and to the periphery. Isr J Health Policy Res. 2018;7:28. https://doi.org/10.
1186/513584-018-0218-z.

14. Lahad A, Bazemore A, Petek D, Phillips WR, Merenstein D. How can we
change medical students’ perceptions of a career in family medicine?
Marketing or substance? Isr J Health Policy Res. 2018;7:52. https://doi.org/10.
1186/513584-018-0248-6.

15. Senf JH, Campos-Outcalt D, Watkins AJ, Bastacky S, Killian C. A systematic
analysis of how medical school characteristics relate to graduates’ choices
of primary care specialties. Acad Med. 1997;72:524-33.

16.  Senf JH, Campos-Outcalt D, Kutob R. Factors related to the choice of family
medicine: a reassessment and literature review. J Am Board Fam Pract.
2003;16:502-12.

17.  Bland CJ, Meurer LN, Maldonado G. Determinants of primary care specialty
choice: a non-statistical meta-analysis of the literature. Acad Med. 1995;70:
620-41.

18. Conrad SS, Addams AN, Young GH. Holistic review in medical school
admissions and selection. Acad Med. 2016,91:1472-4. https://doi.org/10.
1097/ACM.0000000000001403.

19.  Pfarrwaller £, Sommer J, Chung C, Maisonneuve H, Nendaz M, Junod Perron
N, et al. Impact of interventions to increase the proportion of medical
students choosing a primary care career: a systematic review. J Gen Intern
Med. 2015;30:1349-58. https://doi.org/10.1007/511606-015-3372-9.

20. Greer T, Kost A, Evans DV, Norris T, Erickson J, McCarthy J, et al. The WWAMI
targeted rural underserved track (TRUST) program. Acad Med. 2016,91:65-9.
https.//doi.org/10.1097/ACM.0000000000000807.

21. Mahood SC. Medical education: beware the hidden curriculum. Can Fam
Physician. 2011;57:983-5.

22. Peterson LE, Fang B, Puffer JC, Bazemore AW. Wide gap between
preparation and scope of practice of early career family physicians. J Am
Board Fam Med. 2018;31:181-2. https.//doi.org/10.3122/jabfm.2018.02.
170359.

23.  Carek PJ. Potentially alarming trends in the scope of practice for family
physicians. J Am Board Fam Med. 2018;31:178-80. https://doi.org/10.3122/
jabfm.2018.02.180022.

24.  Organisation for Economic Cooperation and Development (OECD). Health
at a glance 2017: OECD indicators. Paris; 2017. https://www.oecd-ilibrary.

25.

Page 4 of 4

org/docserver/health_glance-2017-en.pdf?expires=1530827332&id=id&acc
name=ocid195064&checksum=E5807AECF08522606737C3C7EA7307C2.
Accessed 5 July 2018.

Kruse J. Income ratio and medical student specialty choice: the primary
importance of the ratio of mean primary care physician income to mean
consulting specialist income. Fam Med. 2013;45:279-80.

Ready to submit your research? Choose BMC and benefit from:

e fast, convenient online submission

o thorough peer review by experienced researchers in your field

 rapid publication on acceptance

o support for research data, including large and complex data types

e gold Open Access which fosters wider collaboration and increased citations
e maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions


https://doi.org/10.1186/s13584-017-0193-9
https://aamc-black.global.ssl.fastly.net/production/media/filer_public/85/d7/85d7b689-f417-4ef0-97fb-ecc129836829/aamc_2018_workforce_projections_update_april_11_2018.pdf
https://aamc-black.global.ssl.fastly.net/production/media/filer_public/85/d7/85d7b689-f417-4ef0-97fb-ecc129836829/aamc_2018_workforce_projections_update_april_11_2018.pdf
https://aamc-black.global.ssl.fastly.net/production/media/filer_public/85/d7/85d7b689-f417-4ef0-97fb-ecc129836829/aamc_2018_workforce_projections_update_april_11_2018.pdf
https://aamc-black.global.ssl.fastly.net/production/media/filer_public/85/d7/85d7b689-f417-4ef0-97fb-ecc129836829/aamc_2018_workforce_projections_update_april_11_2018.pdf
https://bhw.hrsa.gov/sites/default/files/bhw/health-workforce-analysis/research/projections/primary-care-national-projections2013-2025.pdf
https://bhw.hrsa.gov/sites/default/files/bhw/health-workforce-analysis/research/projections/primary-care-national-projections2013-2025.pdf
https://www.hrsa.gov/advisorycommittees/bhpradvisory/cogme/Reports/twentiethreport.pdf
https://www.hrsa.gov/advisorycommittees/bhpradvisory/cogme/Reports/twentiethreport.pdf
https://doi.org/10.1370/afm.1859
https://doi.org/10.1370/afm.1859
https://doi.org/10.1370/afm.2049
https://doi.org/10.1186/s13584-018-0215-2
https://doi.org/10.1186/s13584-018-0215-2
https://doi.org/10.1186/s13584-018-0218-z
https://doi.org/10.1186/s13584-018-0218-z
https://doi.org/10.1186/s13584-018-0248-6
https://doi.org/10.1186/s13584-018-0248-6
https://doi.org/10.1097/ACM.0000000000001403
https://doi.org/10.1097/ACM.0000000000001403
https://doi.org/10.1007/s11606-015-3372-9
https://doi.org/10.1097/ACM.0000000000000807
https://doi.org/10.3122/jabfm.2018.02.170359
https://doi.org/10.3122/jabfm.2018.02.170359
https://doi.org/10.3122/jabfm.2018.02.180022
https://doi.org/10.3122/jabfm.2018.02.180022
https://www.oecd-ilibrary.org/docserver/health_glance-2017-en.pdf?expires=1530827332&id=id&accname=ocid195064&checksum=E5807AECF08522606737C3C7EA7307C2
https://www.oecd-ilibrary.org/docserver/health_glance-2017-en.pdf?expires=1530827332&id=id&accname=ocid195064&checksum=E5807AECF08522606737C3C7EA7307C2
https://www.oecd-ilibrary.org/docserver/health_glance-2017-en.pdf?expires=1530827332&id=id&accname=ocid195064&checksum=E5807AECF08522606737C3C7EA7307C2

	Abstract
	Main text
	Pipeline
	Process of medical education
	Practice transformation
	Payment reform

	Conclusions
	Abbreviation
	Acknowledgements
	Authors’ contributions
	Authors’ information
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	References

