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Abstract
National planning and management of the physician workforce is a multifaceted, difficult, and even controversial
activity. It is an important subset of overall health workforce planning and management, which contributes to a
country’s having an effective and efficient health care system. This commentary builds on a new survey of specialty
considerations by Israeli medical students early in their clinical training, places it in the broader context of health
workforce planning, and provides examples of some approaches and activities being taken in the United States
that are applicable to other developed countries.
This is a commentary on http://www.ijhpr.org/content/1/1/13.
Commentary
In any country the ability of persons to get the health
care services they need depends upon the size, composition, and accessibility of that country’s health care workforce and health care facilities. The country’s supply of
physicians is a subset of the overall health care workforce. In turn, the supplies of specific types of physician
generalists and specialists are subdivisions of the total
physician supply. Furthermore, within countries there
tends to be large geographic variation in the distribution
of the various elements of the health care workforce,
which affects accessibility of services or certain types of
services.
It appears that each of the abovementioned issues is
relevant in Israel. Recently, to address an apparent
shortage of domestically trained and retained physicians,
medical schools have been increasing their class sizes,
and a new medical school has opened for the first time
since 1974. There has also been concern that new graduates of Israeli medical schools are not choosing to train
in fields such as internal medicine, general surgery, and
anesthesiology, and concern about the tendency of physicians to locate centrally within the country rather than
in the periphery. It is in that context that Weissman et
al. have surveyed fifth year medical students, studied
medical specialty considerations at that stage of their
training, and pointed out the opportunity to influence
their specialty considerations in the early stages of clinical training [1].
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Workforce assessment and planning efforts are complex. Although the issues I present below are generally
applicable to developed countries, my examples come
primarily from the United States. Within the U.S., workforce assessment and planning efforts are not only complex but highly controversial and sometimes politically
sensitive. The controversies relate to the data sources,
the methods of analysis, and whether approaches to
addressing workforce issues should be through policies
and regulation or market forces [2-4]. A surplus of physicians for the 2000s that was projected in the mid1990s based on the growth at the time of managed care
and the way managed care organizations used physicians
and other health professionals [5], failed to materialize
[3]. An increased choice of primary care training by new
physicians in the late 1990s, probably driven by the prevalence at the time of managed care and its use of primary care gatekeepers, not only failed to be sustained
but reversed dramatically and is now a significant issue
[6]. There is also controversy about the degree to which
the U.S. will have a future shortage of specialists [7].
And there is controversy about the relationship of care
outcomes to physician supply [8]. It is argued that a
major factor in care outcomes is primary care physician
supply [9]. Indeed, there is evidence from around the
world that more primary care services, not necessarily
delivered solely by physicians but also by nurses and
other health professionals, are associated with better
outcomes, lower costs, and greater equity of care [10].
Turning to the seemingly more circumscribed issue of
medical student choices of specialties, it is well known
that multiple factors are involved [6,11-13]. The article
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by Weissman et al. [1] becomes important in assessing
some of these factors if Israel’s policy-makers believe
there are problems that need addressing. If so, it is not
merely an article about the considerations of current
fifth year medical students but a starting point for determining whether and how those considerations might be
altered to best serve the country’s needs. Weissman et
al. point to opportunities “to address the shortages of
physicians in certain specialties”, including the “design
of selection processes, medical school curriculum
experiences, role model exposure, career counseling services and incentives...” Each of these merits attention.
The U.S. is not known for central planning or management of its health care workforce or even its physician workforce. Indeed, like most other aspects of health
care in the U.S., workforce planning and management,
to the extent it occurs, has been highly fragmented. As
stated by The Robert Graham Center in Washington,
DC, “Unlike many Western nations, the United States
does not manage or actively regulate the number, type,
or geographic distribution of its physician workforce.”
[11] That said, there have been frequent national efforts
to assess and make recommendations about the physician workforce. The U.S. Congress in 1986 authorized a
Council on Graduate Medical Education (COGME) “...
to provide an ongoing assessment of physician workforce trends, training issues, and financing policies and
to recommend appropriate Federal and private-sector
efforts to address identified needs.” [14] The U.S.’s 2010
health reform legislation [15,16] included a provision
that established a 15-person National Health Care
Workforce Commission. Although persons were
appointed to the Commission, it subsequently was not
funded by Congress and has not become active. There
is, however, an operational National Center for Health
Workforce Analysis within the U.S. Department of
Health and Human Service’s Health Resources and Services Administration.
It is now recognized that a very large percentage of
Americans have one or more chronic conditions and
that management of persons with multiple chronic conditions accounts for a disproportionate share of the U.
S.’s very high levels of health spending. Those conditions are managed primarily in ambulatory settings. Persons from several developed countries with those
conditions report frequently having problems related to
fragmented care; and they appear to benefit from having
a primary care “medical home” to coordinate their care
[17]. This line of reasoning has led to several provisions
within the U.S. health reform legislation designed to
expand access to primary care and provision of primary
care services [18]. These include workforce training provisions such as expanded student loan programs in primary care and nursing. In addition, concern about the
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supply of primary care physicians in the U.S. and the
degree to which graduate medical education is providing
an appropriate primary care workforce has led to recent
recommendations by COGME [14], recommendations
from other groups [19], and a variety of efforts to
address several of the factors raised by Weissman et al.
[1] that are involved in physician choice of specialties.
A few of these efforts are worth mentioning here:
First, new medical schools, both allopathic and osteopathic, have been opening in the U.S. for over a decade.
In part this has been a response to the fact that for
many years U.S. medical schools have not produced
enough physicians to fill graduate medical training positions. Indeed, for many years, about one-quarter of all
U.S. residency slots have been filled by international
medical graduates (IMGs), particularly in fields such as
family medicine, internal medicine, and psychiatry.
Osteopathic medical school graduates have been more
likely to enter primary care than are allopathic medical
school graduates, and some of the new allopathic medical schools have been adopting new educational models
in hopes of training physicians who have a better
grounding in ambulatory care and are more likely to
choose generalist fields [20]. Role model exposure is
related to the “hidden curriculum”, the lessons that
medical students learn from those around them and not
just from the formal curriculum. It is also related to
faculty development efforts [21], to evaluation of faculty
for providing appropriate role modeling, and to professionalism. Efforts to formally integrate education about
professionalism into medical education curricula are
ongoing in most if not all U.S. medical schools.
As U.S. students are thinking about and deciding on
their choice of medical specialty, it is known that they
seriously consider their future income [11]. I believe
that not just in the U.S., students also consider what
their actual daily work will be like once they have
trained. In part, that involves important lifestyle issues e.g., ability to work scheduled hours or part-time, and
amount of on-call responsibility. In part, it should
involve understanding the essential roles for which physicians trained in various fields will be needed. I think
that for both specialists and generalists, too little attention has been paid to defining these essential roles. In
the U.S. some of the roles are changing and are likely to
continue to change. One possible change is the degree
to which physicians, vs. other members of a team, such
as highly trained technicians, will be performing some
technical aspects of specialty care. Another is the degree
to which delivering primary care will be the responsibility of physicians vs. other professionals, e.g., nurse practitioners, physicians’ assistants. It is now recognized that
in the twenty-first century, teams of health professionals
will be needed to provide care, not just in settings such
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as operating rooms, but also for patients needing postacute and chronic care. Physicians and other health professionals will need to know how teams can be organized and function most effectively. They will need to
know what they can best contribute to the team and
what can most effectively be contributed by others.
Interestingly, Weissman et al. [1] found that only
about a third of the surveyed Israeli medical students
were interested in specialties with much teamwork. It is
known that team care can be facilitated by interprofessional education (IPE). IPE has been defined by the
World Health Organization as “... when students from
two or more professions learn about, from and with
each other to enable effective collaboration and improve
health outcomes.” [22] Teamwork can also be facilitated
by enabling different health professional groups “... to
practice to the full extent of their education and training”, a formal recommendation of the U.S. Institute of
Medicine with respect to nursing [23], which can be
applied to all health professionals. Indeed just among
physicians, to achieve more efficient and effective practice, it will be important for specialists and subspecialists
to teach generalists knowledge and skills that need not
be the exclusive domain of the more specialized
physicians.
Finally, as mentioned by Weissman et al. [1], incentives can play a significant role in influencing physician
choice of specialty. These can include the length of
training, availability of training positions, financial
rewards, and possibly others. In the U.S., at Texas Tech,
there is new curriculum for students committing to a
career in family medicine that enables medical school
graduation in three vs. four years (post-college). U.S.
health reform legislation includes some direct financial
rewards for primary care practitioners, stimulates development of enhanced primary care practices or medical
homes, provides bonuses for primary care physicians
who practice in underserved areas, and for physicians in
rural areas to be paid as much as those in urban areas
[18].
In short, there are many ways to influence physician
choice of specialty–ensuring that the physician workforce has the right composition is an important piece,
but hardly the only important piece, of health workforce
planning. One might wonder if there is a blueprint to
guide health workforce planning so that it is done right.
The answer appears to be that there is no single way to
approach the task. But fortunately, there are instructive
case examples of different national approaches to health
workforce planning and management [24-26]. As with
providing universal coverage for health care services
[27], each country is likely to need to take an approach
that grows from understanding the specific problems
that need to be addressed and, importantly, from
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national values related to workforce and healthcare.
Both Israel and the U.S. need to consider these elements
and then determine the structures, policies, and practices they need to implement or enhance to attain their
desired goals.

Author’s information
Stephen C. Schoenbaum, MD, MPH, is Special Advisor
to the President of the Josiah Macy Jr. Foundation.
From 2000 to 2010, he was Executive Vice President for
Programs at The Commonwealth Fund and Executive
Director of its Commission on a High Performance
Health System. He has had extensive experience as a
clinician, epidemiologist, and manager.
Competing interests
The author declares that he has no competing interests.
Received: 19 January 2012 Accepted: 12 March 2012
Published: 12 March 2012
References
1. Weissman C, Zisk-Rony RY, Schroeder JE, Weiss YG, Avidan A, Elchalal U,
Tandeter H: Medical specialty considerations by medical students early
in their clinical experience. Isr J of Health Policy Res 2012, 1:13.
2. Grumbach K: Fighting hand to hand over physician workforce policy.
Health Affairs 2002, 21:13-27.
3. Reinhardt UE: Analyzing cause and effect in the U.S. physician workforce.
Health Affairs 2002, 21:165-166.
4. Reinhardt UE: Dreaming the American dream: Once more around on
physician workforce policy. Health Affairs 2002, 21:28-32.
5. Weiner JP: Forecasting the effects of health reform on US physician
workforce requirement: Evidence from HMO staffing patterns. JAMA
1994, 272:222-230.
6. Schwartz MD, Durning S, Linzer M, Hauer KE: Changes in medical students’
views of internal medicine careers from 1990 to 2007. Arch Intern Med
2011, 171:744-749.
7. Cooper RA: There’s a shortage of specialists: is anyone listening? Acad
Med 2002, 77:761-766.
8. Goodman DC, Grumbach K: Does having more physicians lead to better
health system performance? JAMA 2008, 299:335-337.
9. Chang CH, Stukel TA, Flood AB, Goodman DC: Primary care physician
workforce and Medicare beneficiaries’ health outcomes. JAMA 2011,
305:2096-2104.
10. Starfield B, Shi L, Macinko J: Contribution of Primary Care to Health
Systems and Health. Milbank Q 2005, 83:457-502.
11. The Robert Graham Center: Policy Studies in Family Medicine and Primary
Care: Specialty and geographic distribution of the physician workforce:
What influences medical student and resident choices? Washington DC:
The Robert Graham Center; 2009 [http://www.graham-center.org/online/
etc/medialib/graham/documents/publications/mongraphs-books/2009/
rgcmo-specialty-geographic.Par.0001.File.tmp/Specialty-geographycompressed.pdf].
12. Resneck JS Jr: The influence of controllable lifestyle on medical student
specialty choice. Virtual Mentor 2006, 8:529-532.
13. Martini CJ, Veloski JJ, Barzansky B, Xu G, Fields SK: Medical school and
student characteristics that influence choosing a generalist career. JAMA
1994, 272:661-668.
14. U.S. Department of Health and Human Services, Council on Graduate
Medical Education: Twentieth report: Advancing primary care. 2010
[http://www.hrsa.gov/advisorycommittees/bhpradvisory/cogme/Reports/
twentiethreport.pdf].
15. One Hundred Eleventh Congress of the United States of America: The
Patient Protection and Affordable Care Act. Washington DC; 2010 [http://
www.ncsl.org/documents/health/ppaca-consolidated.pdf].

Schoenbaum Israel Journal of Health Policy Research 2012, 1:14
http://www.ijhpr.org/content/1/1/14

Page 4 of 4

16. U.S. Senate: The Patient Protection and Affordable Care Act: Detailed
summary.[http://dpc.senate.gov/healthreformbill/healthbill04.pdf].
17. Schoen C, Osborn R, Squires D, Doty M, Pierson R, Applebaum S: New 2011
Survey of patients with complex care needs in 11 countries finds that
care is often poorly coordinated. Health Aff 2011, 30:2437-2448.
18. Abrams MK, Nuzum R, Mika S, Lawlor G: Realizing Health Reform’s
Potential: How the Affordable Care Act Will Strengthen Primary Care
and Benefit Patients, Providers, and Payers. New York: The
Commonwealth Fund; 2011 [http://www.commonwealthfund.org/~/media/
Files/Publications/Issue%20Brief/2011/Jan/
1466_Abrams_how_ACA_will_strengthen_primary_care_reform_brief_v3.
pdf].
19. The Josiah Macy Jr. Foundation: Ensuring an effective physician workforce
for the United States: Recommendations for graduate medical education
to meet the needs of the public. The second of two conferences–the
content and format of GME; chaired by Debra Weinstein, MD; May 2011;
Atlanta, Georgia New York: Josiah Macy Jr. Foundation; 2011 [http://
josiahmacyfoundation.org/docs/macy_pubs/
JMF_GME_Conference2_Monograph(2).pdf].
20. Whitcomb ME: New and developing medical schools: Motivating factors,
major challenges, planning strategies. New York: Josiah Macy Jr.
Foundation; 2009 [http://josiahmacyfoundation.org/docs/macy_pubs/
jmf_whitcomb_medschools_web.pdf].
21. Branch WT Jr, Frankel R, Gracey CF, Haidet PM, Weissmann PF, Cantey P,
Mitchell GA, Inui TS: A good clinician and a caring person: Longitudinal
faculty development and the enhancement of the human dimensions of
care. Acad Med 2009, 84:117-125.
22. World Health Organization, Department of Human Resources for Health,
Health Professions Networks Nursing & Midwifery: Framework for action
on interprofessional education & collaborative practice. Geneva: World
Health Organization; 2010 [http://whqlibdoc.who.int/hq/2010/
WHO_HRH_HPN_10.3_eng.pdf].
23. Institute of Medicine of the National Academies: The future of nursing:
Leading change, advancing health; Report brief. Washington DC: National
Academy of Sciences; 2010 [http://www.iom.edu/~/media/Files/Report%
20Files/2010/The-Future-of-Nursing/Future%20of%20Nursing%202010%
20Report%20Brief.pdf].
24. Rechel B, Dubois C-A, McKee M: The health care workforce in Europe:
Learning from experience. England: European Observatory on Health
Systems and Policies; 2006 [http://www.euro.who.int/__data/assets/pdf_file/
0008/91475/E89156.pdf].
25. Dubois C-A, McKee M, Nolte E: Human resources for health in Europe.
Open University Press, European Observatory on Health Systems and
Policies; 2006 [http://www.euro.who.int/__data/assets/pdf_file/0006/98403/
E87923.pdf].
26. Gorman D: The utility of idealized patient journeys as a centre-piece of
health workforce planning. Asia Pacific J of Health Management 2010,
5:8-13.
27. Gawande A: Getting there from here: How should Obama reform health
care? The New Yorker 2009 [http://www.newyorker.com/reporting/2009/01/
26/090126fa_fact_gawande].
doi:10.1186/2045-4015-1-14
Cite this article as: Schoenbaum: Planning and managing the physician
workforce. Israel Journal of Health Policy Research 2012 1:14.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color figure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

