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The Radical Redesign of a U.S. Primary Care

Residency Program: Optimize Training for the Work
Graduates Will Perform

Jeannette M. Shorey, M.D.

Director , Primary Care Residency Program ,
Harvard Pilgrim Health Care / Brigham and Women's Hospital , Boston

Primary care medicing in the United
States has changed dramatically in the past 20
years. The changes have been driven by two
powerful forces: 1) substantial medical science
and technology discoveries, and 2) our society’s
demand that rapid escalation in the cost of nealth
care delivery be constrained. The discoveries
have compelled a new set of knowledge and
skills that physicians must master in order to
manage huge quantities of rapidly growing and
changing information, and allow them to make
clinical decisions based on the best available
evidence for effective diagnosis and treatment.
The pressures to contain health care costs have
fostered the development of new models of
health care delivery, wherein the majority of care
is rendered in ambulatory settings outside
hospitals. Primary care physicians now find
themselves at the center of these new delivery
systems, practicing internal medicine and
coordinating all aspects of their patients’ care.
This work requires knowledge, skills and values
related to teamwork, systems thinking, and
leadership that most physicians have not
previously needed.

Brigham and Women’s Hospital is one of
the most prestigious academic teaching centers in

the UUS. Harvard Pilgrim Health Care has been
repeatedly ranked as one of the country’s highest
quality managed care organizations. These two
institutions have collaborated in the pgraduate
training of primary care internists since the early
1970s. The leaders of these two institutions, in
1993, examined the outcome of their <o-
sponsored Primary Care Program and concluded
that the program was not meeting its goal to
graduate superb primary care physicians. The
majority of training occurred in the hospital, and
the most revered teachers were subspecialists.
Mot surprisingly, then, most graduates choose
careers in subspecialty medicine or health
services research. The leaders made the same
bold decision that you have made here in
Taiwan — to redesign the training program, such
that the training sites, the curriculum, and the
practical experiences provided to the trainees are
focused explicitly in the knowledge, skills, and
values they will need to succeed as excellent
primary care physicians. This presentation will
detail why we made these radical changes, the
process we pursued to make them, the structure
and curriculum of the new program, and the

outcomes of the changes.
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Special Lecture

Training for General Practice in Australia

Guan-Teik Yeo, MBBS, FRACGP
State Director NSW, The RACGP Training Program

Terminology

In Austrafia, “General Practice” means “‘family medicine” (in North America abbreviation

GP is used interchangeably to mean either General Practice as a discipline, or a general

practitioner, GPs refers to general practifioners.

1.Overview of the Australian Health
Care System

Some information on the Australian
health care system with a particular emphasis on
the role of the peneral practitioner will help
create a context in which it is easier to
understand the how and why of training in
Australia.

The Australian health care system is
characterised by a number of important
principles, which guide policy decision making:

¢ Health services are accessible by all

® There is a strong emphasis on primary
health care — with the general practitioner
playing a key role in first line care and
preventive medicine, as well as referral to
specialists

* Strategies have been put in place to contain
costs — a key government policy is to keep
health care expenditure as a stable
percentage of GDP

® Clear national health priorities have been
agreed between the professions, consumers
and government

® Strategies have been put in place for
improving overall health statistics in terms

of increasing life expectancy and reducing
rates of morbidity for many of the major
causes eg. coronary heart disease.
There is a blended arrangement of
funding and service provision from the public

and private sector.
2.Sources of funding

In 1995/96 total health care expenditure in
Australia was around 341 billion, of which more
than two thirds was provided by governments -
44% by Commonwealth (national} government
and 22% by state and local governments {AIHW,
1998). In the non-government sector, individuals
contributed 17% of the funding, health insurance
funds 11% and other private sources 6%.

Health care expenditure in Australia has
remained stable around 8.5% of GDP since
1991/92, This is consistent with most major
OECD countries, except the USA, Health care
expenditure in the USA, which relies mainly on
voluntary health insurance as a financing
mechanism, runs at over 14% of GDP and is far
in excess of other OECD countries. There are of
course many reasons for this major difference,
but the difference highlights the strengths of
publicly financed health systems in achieving
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cost containment and ensuring universal

coverage.
3.Uses of funding

On the service delivery side, private
practitioners provide most medical services,
pharmaceuticals, dental and other heaith
professional services. Government funding is
channelled through a number of universal
programs:

# Medicare, the national health insurance
scheme that provides cash benefits for
private medical services

® Nursing home care provides subsidies for
nursing homes

® Pharmaceutical  Benefits
prescription medicines

Scheme for

* Australian Health Care Agreements ensure
free access to public hospitals.

Medicare and other universal programs
are funded by a 1.5-% levy on taxable income
and general taxation revenue.

The main areas of expenditure on health
services are the public and private hospitals
(36%), medical services provided by recognised
medical practitioners (ie. GPs and specialists)
{20%), pharmaceuticals (12%) and nursing
homes (8%) (AIHW, 1998).

The Commonwealth and state
governments  have  varying levels of
responsibility. The Commonwealth government
is mainly responsible for funding medical
services, pharmaceutical benefits and nursing
homes. The Commonwealth and the States share
the funding of public hospitals, but the States are
responsible for running them. The States are
primarily responsible for funding community,
public health and some dental services. Dental
services are primarily paid for by individuals or
covered by private health insurance.

Private health insurance is voluntary.
Approximately 32% of the population are
currently privately insured. Private health
insurance provides coverage for a range of
services not covered under Medicare, the largest
component being accommodation costs in
private hospitals,

Under Medicare, all Australians are
automatically covered for medical services
provided by medical practitioners on a fee-for-
service basis. Medical practitioners are free to set
their own fees, but under Medicare reimburses
85% of the set fee. Patients pay any gap between
Medicare reimbursement tate and the doctor’s
fee. Doctors can choose to send their patients’
bills in bulk direct to the Government (via the
Health Insurance Commission). For patients who
visit a doctor who bulk-bills, there is no charge.
In 1996/97, approximately 80% of visits to
general practitioners were bulk-billed.

4, The medical workforce

In 1994, there was a little over 48,000
medical practitioners in Australia, of whom
about 45,000 were practicing clinicians. Around
42% were working in general practice or primary
health care (3% were GPs in training) and 42%
were in specialist practice (9% were specialists
in training) (ATHW, 1996)

5.General Practice in Australia

So what do we mean by General Practice?
With the advancements of science, medicine has
become increasingly specialised. Likewise, the
discipline of General Practice has also become
increasingly  complex, challenging and
demanding. However, it is precisely because of
this increasing fragmentation of medicine, thai
the need for the competent, caring generalists is

greater than ever (Kilmartin, 1999).
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In Australia, General Practice is usually
the commumity's first point of contact with the
health care system. General Practice is defined
by the RACGP as that component of the health
care system which provides initial, continuing,
comprekensive and coordinated medical care for
all individuals, families and communities, and
which integrates biomedical, psychological and
environmental understandings of health.

GPs must be able to take responsible
action on any problem the patient presents,
whether or not it forms part of an ongoing
doctor-patient relationship. In the provision of
primary care, much ill-defined illness is seen.
There is the constant challenge to make an
appropriate diagnosis. The practitioner must be
able to make an assessment of the person’s
condition without subje.ting the person to
unnecessary  investigations, procedure and
treatment. In managing the patient, the GP must
be able to decide when referral to a specialist is
appropriate. Incorporating the advice sent back
to the GP, the GP is then able to provide further
information and support to the patient helping to
ensute a coordinated approach by all health
professionals.

[he GP often sees the patient over many
years and is able to draw on this knowledge in
providing medical advice. As part of this the GP
is able to assist the patient in a consistent way to
take steps to promote their health and to prevent
disecase. With the continuity of care that GPs are
able to provide, over time, they are able to ensure
that any new condition i1s viewed in the context
of the patient’s overall health and in terms of
their  family  circumstances and  work

environment.

6.The gatekeeper role of GPs

In Awustralia, the GP plays an important
gatekeeper role in the provision of health care to
the community. People are free to choose their
own GP in Australia. For most people, the GP is
the first point of contact with the health care
systern, and in most cases, the GP will provide
that ongoing continuing care for patients over
time, whether in sickness or in health.

While access to general practice is open,
access to other areas of the health system is
generally by way of referral. The GP may make
referrals to specialists, other health professionals
{such as physiotherapists, podiatrists, and speech
therapists} or to community health services (such
s community nursing, hearing services,
disability services or mental health services).
Patients can access Medicare reimbursement for
specialists’ fees only if there is a referral.

In some cases, GPs may need to refer
patients to acute care hospitals, for care either as
an in-patient or as an outpatient. Diagnostic tests
and radiology tests are usually carried out upon
request from GPs where appropriate. In rural
hospitals, GPs are often responsible for
emergency management and in-patient care at
their local hospitals. GPs are also responsible for
prescribing people’s medications, Recent data
indicates that GPs refer their patients to other
services in 10.6% of encounters, mainly to
specialists, but also to allied health professionals.
Very few referrals to hospitals or emergency
departments were recorded (BEACH study, 1399)

The gatekeeper role of GPs is recognised
as an important role both from the point of view
of continuity and whole patient care, as well as

from an economic point of view.



Training for General Practice in Australia

7.Reasons for seeing a GP

So why do Australian patients see their GP?

Table 1. Most frequent reasons for seeing a GP'

Reason for encounter % of encounters
1. Prescription 8.1
2. Cough 7.3
3. Cardiac check-up 5.3
4, Immunisation 5.1
5. Throat complaint 39
6. Back complaint 3.5
7. Upper respiratory 1.3
8. Rash 3.2
9. General check-up 3.0
10. Hypertension 2.4

The BEACH study found that the top ten
reasons accounted for about one third of the total
number of reasons recorded for seeing the GP.
There is a fair degree of similarity with similar
studies conducted in Canada and Britain.

20% of the population saw their GP in the
preceding 2 weeks {National Health Survey} and
85% attended their GP in the preceding year
(Deeble, 1991).
peuetration, general practitioners are critical to

With an unsurpassed market

the success of any health promotion / disease

prevention campaign.
8.Postgraduate medical training

Australia has eleven medical schools
offering 5 to 6-year undergraduate courses in
medicine or 4-year graduate entry courses in
medicine. Upon completing medical school,
doctors must work for 1 year as interns in a
public hospital before they can become
registered as medical practitioners by the medical
board in their State or Terntory. Most doctors
wsually work for another year or so in salaried
positions in public hospitals before beginning

their postgraduate vocational training.

To train as general practitioners they musi
be admitted into the Royal Australian College of
General Practitioners® Training Program. This is
Australia’s national and only vocational training
program for General Practice. Each year, the
RACGP offers 400 new places in the program, or
33% of the annual medical scheols’ output of
approximately 1200 doctors. The
Commonwealth government determined this
limit. Many believe this number to be too low a
replacement for the GP workforce, and that
eventually will skew the medical workforce in
the direction of specialists {with consequent cost
implications}).

The government funds the RACGP to mun
the Training Program. Specialist {training
programs in other disciplines are run by each of
the other specialist colleges, but funding i1s less
vigible, being a component of the service

provision of public hospitals.

9.Key Features of the Training
Program

* National program for 27 years. Set up in
1973, the first intake commenced in 1974,
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* Enhanced apprenticeship, with 1 on 1
supervision that 13 graded to the stage of
training

& Minimum 18 months in general practice

® Training in the community. According to
the principle one can only learn how to
swim if one gets into the water, GP
registrars should be trained where they
would be working — in the community,
Training practices are private clinics, mn by
general practitioners. The Training Program
trains the supervisors in educational skills.

» Regular direct observation. During the
first 12 months of general practice (basic
and advanced GP terms), education staff
conduct 3.5 howurs of direct observation of
registrar consultations every 3 months. In
NSW, routine observations in the final year,
carried out by trained GPs every 6 months,
can be substituted with participation in
small group learning. In all mandatory
workshops, direct observation in small
groups by educational staff occurs to check
on skills taught in those workshops. Use of
trained actors / actresses as simulated
patients is routine.

® Flexible and responsive to regisirar needs.

10.Structure of General Practice
Training

Medical graduates can only practice
independently as general practitioners if they
successfully complete the RACGP Training
Program. The RACGP is the only organisation
recognised by government for the training of
general practitioners. The mission is fraining
GPs who will provide high quality primary
health care services relevant to individual and
community needs. (Training Program Handbook

2000)
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The Training Program is essentially a
three-year postgraduate program that takes place
in hospital and community settings. The first
yvear of hospital-based training can take place
immediately after the first postgraduate year and
consists of a minimum hospital rotations in
RACGP accredited posts. Recognition of prior
experience is possible. In line with other
speciality colleges, the RACGP is moving to
enrol  doctors who have completed 2
posigraduate years, ie. PGY1 & PGY2 will be
unsireamed.

Hospital rotations

Mandatory hospital rotations include
general medicine, general surgery, emergency
medicine and paediatrics. In addition, trainces
{called GP registrars) must obtain hospital
experience in at least 3 other areas that include:
ENT, genatrics,
infectious diseases, obstetrics & gynaecology,

psychiatry,

anaesthetics, dermatology,

ophthalmology, orthopaedics,
rehabilitation, urology.

While hospital training extends registrars’
knowledge and provides a strong foundation
relevant to future general practice, experiences
from different specialities collected together does
not make General Practice. For example, one can
gather all the components of a cake — flour, egpgs,
butter, sugar, flavouring, and baking soda —ona
table. That still doesn’t make a cake, unless these
components are blended together and baked.
Thus
integration of

General Practice 1s very mwuch the

often-disparate hospital
experiences.
Basic GP terms

The second and third years of training
take place in general practice-based settings. The
second year of training includes 6 months of

basic general practice terms followed by 6
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months of advanced general practice terms. The

basic terms are conducted wunder close
supervision by an experienced GP supervisor in
the teaching practice.

The RACGP has an Australia-wide
network of accredited teaching practices and a
larpe number of accredited teachers. The
RACGP pays a practice snbsidy and a teaching
allowance to supervisors. Practices employ the
registrars, and retain the fees of patients who
consult the registrars.

The GP supervisor is responsible for
ensuring that the registrar obtains suitable
clinical experience, for providing practice-based
education to the registrar, and for ensuring that
the registrar is released for one half-day per week
for education activities. Training Program
medical educators are responsible for fortnightly
or monthly local regional educational releases.
They monitor the volume and type of clinical
services provided by registrars, time for
educational activities, and the quality of the
learning environment, supervision, teaching and
feedback received by registrars.

These basic terms provide an introduction
to  community-based medicine and assist
registrars make the transition from hospital-
based medicine.

Advanced GP terms

During advanced GP terms, registrars
consolidate their knowledge of patient care and
develop confidence in dealing with less conumon
and more complicated presentations. Supervision
during the advanced general practice terms
becomes gradually less intensive as registrars
learn to deal with cases more independently.
There are still dedicated

practice-based education and education release

requirements  for

tmes.
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Subsequent GP experience

In the third year of training, or subsequent
general practice experience, registrars have an
opportunity to operate more as independent
practitioners with practising GPs as their mentors.
This year provides an opportunity to explore the
process issues at a more complex level,

During this year they may choose to
undertake up to 6 months in special skills posts
where they can gain experience in areas which
are important to the health of the community,
such as adolescent health, mental health,
HIV/AIDS medicine, Aboriginal health, etc.
NSW has set up the only HIV/AIDS special
skills training position in Australia, as well as the
only Public Health special skills training position.

11.Training for Rural General
Practice

The RACGP has a commitment to
training doctors for practice in rural areas.
Registrars interested in a career in rural General
Practice can enrol in the Rural Training Stream
(RTS) of the Training Program. The RTS is
sttuctured in the same way as the regular
Training Program. What is different is that the
general practice-based terms and in some cases
the hospital-based terms are conducted in rural
As the additional
educational sessions, the networking and training

settings. well as ths,
opportunities (eg. emergency management skills
training), are specific to rural General Practice.
RTS registrars can access up to one
additional year of training in advanced rural
skills. These are available in aboriginal health,
anaesthetics, emergency medicine, mental health,
obstetrics & gynaecology, paediatrics, procedural
obstetrics and surgery. Rural training stream
registrars who complete a full year of advanced
rural skills training are awarded the Graduate
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Diploma in Rural General Practice.

In NSW, 55% of basic and advanced GP
terms training occur rurally. Almost 70% of RTS
registrars continue to practice in rural areas after
graduation, and 13% of the general stream
registrars practice in rural areas after graduation.
(RACGP NSW, 2000)

12.Mandatory components of training

Registrars must achieve training in:
* Areas of medical service need (AMSN).
In the course of their training, all
registrars are required to undertake at
least 6 months training in areas where the
of
insufficient. Commonly this occurs in

provision medical services is
rural areas. However, registrars for whom
relocation to rural areas is onerous can
train in urban AMSN.

particularly

These are posts
with

socioeconomic conditions, where there is

associated low
a shortage of medical services. These
settings provide unique experience in
managing health care in situations where
resources are often madequate, as well as
insights into the many diverse aspects of
future general practice.

» Aboriginal health curriculum (refer
section 12 on National Health Priorities}

s Paediatric emergencies
Registrars must gain experience in child
and adolescent health that includes a high
proportion  of paediatric  emergency
attendances, to achieve the objective of
being able to recognise, dizgnose and
manage the seriously ill child. This should
be achieved prior to commencing the basic
GP term.

s Advanced life support

nust

In the hospital year, registrars
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complete at least 3 months in an
enmergency post. Regisirars must be able to
demonstrate competency in advanced life
support, including CPR and defibrillation.
Registrars in the Rural Training Stream
may have additional emergency skill

requirements.

13.0verview of the RACGP Training
Program Curriculum

The RACGP

curriculum sets out what should be learnt during

Training Program
the Training Program. It comtains details of the
attitudes, skills aud knowledge that are necessary
for competent, unsupervised General Practice.
Assessment 15 directly linked to the leaming
objectives of the Training Program.
This curriculum was developed after
taking into account three key considerations:
» What do GPs need to know? This has been
the
framework of the domains of General

extensively  documented  within
Practice.

* Why do most people seek the services of a
GP? Particular focus is given to common
patient presentations.

» What are the health needs and priorities of
the Australian population? GPs are trained
to understand and support the government’s

narticnal health priorities.

14.The domains of general practice
What do GPs need to know?

The five domains of General Practice
represent the critical areas of attitudes, skills and
knowledge, which are necessary for competent
general practice. They are relevant to every
patient consultation.

1.Communication skills and the patient-

doctor relationship;
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2.Applied professional knowledge and skills;
3.Population health and the context of
general practice;

4 Professional and ethical role;

5.Organisational and legal dimensions.
These domains were developed by the
RACGP following a process of extensive
consultation between the profession, other health

professionals, university academics, consumers

and the funders in order to produce the
curriculum framework and the curriculum
statements ‘RACGP  Training  Program

Curriculum, 1999),

Within each domain, the Cellege has
defined the key learning objectives, the scope
and the minimum and essential skills that a
registrar can be expected to demonstrate. For
example, in relation to ‘Communication skills
and the patient-doctor relationship’, registrars are
expected to show an understanding of different
consultation models, to demonstrate a patient-
centred approach and to foster effective whole
person care with appropriate communication
skills and attitudes.

In relation to ‘Applied professional
knowledge and skills’, registrars eed to be
knowledgeable of significant medical conditions
and approaches to undifferentiated problems.
They must leamm how to gather information,
conduct a physical examination, undertake
procedures and make clinical decisions.

Within the context of ‘Population health
and the context of general practice’, registrars
need to understand demographics, epidemiclogy,
public health problems and the health needs of
special groups. They need to develop an
awareness of the patterns and prevalence of
disease and be able to participate in population-

based preventive strategies.
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The GP’s "professional and ethical role’
relates to their behaviour with respect to patients,
colleagues and the community. Professional
ethics are based on belief systems of the
profession and the community. Registrars who
are competent in this domain for example will
exercise a special duty of care at all times, strive
to maintain professional standards of practice
according to contemporary ethical principles, be
committed to lifelong learning and continuous
professional improvement.

GPs

*Organisational and legal dimensions’ of general

who are competent in
practice will ensure that adequate arrangements
are made for the availability and accessibility of

care, they will have a critical appreciation of

practice management requirements, medical
records, legal responsibilities and reporting
requirements.

15.Common and significant patient
presentations

Why do most people see their GP?

General Practice primarily involves
providing advice to individual patients in the
treatment and management of medical conditions.
GPs in Australia manage the majority of medical
presentations in the community.

The curriculum should reflect the type of
patient presentattons that will come to the
attention of the GP. The curriculum and training
program therefore also include education under
the following major headings:

e Problems that significantly contribute to
morbidity and mortality;

» Common presentations which exemplify
general practice;

» Presentations requiring special skills;

» Health problems which present differently

with different proups;
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with a
significance; and

» Presentations public  heaith
* Health problems which have been shown to

be preventable.
16.National Health Priorities

What ave the health needs and

priorities of the Australian

population?

The RACGP is responsible for training

GPs who will provide high quality primary
health care services relevant to individual and
community needs. It is important therefore that
the
understanding of Australia’s overall health needs

Training  Program  develop Tegistrars’

and priorities.

Australia’s national health priorities are
based on reducing morbidity and mortality in the
six areas where morbidity and mortality are
highest:

¢ Cardiovascular health (smoking, heart and
vascular disease);

 Cancer control {the most cormmon cancers in
males are prostate, colorectal, lung and skin;
whereas, in females, they are breast,

colorectal, skin and lung cancers, The major

causes of cancer death in males are lung

cancers and in females breast cancers);

* Injury prevention and control (6% of all
deaths in 1996, it is the main cause of death
in children and young adults);

¢ Mental health (suicide and attempted suicide,
depression. In 1996, the incidence of suicide
in 20-29 year old men - approximately 33
suicide deaths per 100,000 population - was
six times greater than for women the same
agel;

* Non-insulin dependent diabetes (there are no

national estimates for diabetes incidence,

estimates of the true prevalence of diabetes
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in Australia based on regional data are
around 3.7%, which is very high compared
to other countries); and
* Asthma (11.3% of Austalians reported
asthma as a recent or long-term condition in
1995; the incidence is highest in 5-14 vear
olds where it is 19.2%)
The national health priorities aim to
reduce morbidity and mortality in these areas by:
» Reducing health inequalities;
health
participation in decision making;

¢ Improving care  access and

+Increasing intersectoral action at state and
federal levels;

lifestyles

reduced smoking and alcohol consumption,

¢ Promoting healthy (such as
increased physical activity, improved diet,
and reduced cholesterol, obesity and blood
pressure).

The learning objectives in the domains of
General Practice and the common patient
presentations are relevant to consulting with all
patients. In addition to this, specific Iearning
areas of the cwriculum were developed after
taking into account the national health needs and
priorities, and the needs of certain population
groups {eg. Aboriginal people, women, young
people, etc) or aspects of general practice (eg.
practice management, critical thinking and
research, etc),

Aboriginal Health

‘The National Aboriginal Health Strategy
in 1989 highlighted the urgent need to address
the cutrent state of Aboriginal health in Australia.
The strategy states “Aboriginals have the worst
health of any identifiable group in Australia, they
carry a burden of poor health and mortality far in
excess of that expected from the proportion they
comprise of the total Australian population.”
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The report highlights the shorter life
expectancy of Aboriginal people (around 55
years for males and around 65 years for females).
The major causes of death are diseases of the
circulatory system (cardiac, high blood pressure),
external injuries, and diseases of the respiratory
For Aboriginal
children, the majority of deaths are due to

and genito-urinary systems.

infections and parasitic diseases.

The nutritional status of Aboriginals is
characterised by child under-nutrition and adult
obesity. Body weight is an important facter in
the development of a number of conditions
among Aboriginals, such as diabetes, high bleed
pressure and heart disease. Tuberculosis and
hepatitis B infection is also prevalent among
Aboriginal people,

The Training Program recognises that
GPs have a key role to play in improving health
services for Aboriginal people and includes a
detailed curriculum component, which was
developed in consultation with Aboriginal people,
to specifically address this issue,

17.Assessment & Fellowship of
the RACGP
In addition to satisfactory completion of

the
successfully complete the College examination

Training  Program, registrars  must
before they are eligible for the award of the
College Fellowshp. Fellowship of the RACGP is
the highest academic qualification for general
practitioners and confers recognition as a general
practitioner and independent access to GP items
on the government-funded Medicare system.
Assessment like training is based on the
domains of General Practice. Informal
assessment currently takes place during training
to provide feedback to registrars on progress in
the of the

achieving learning objectives
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curriculum, especially in areas that are difficult
1o examine. The College is currently considering
a more formal in-training assessment process.
The College Examination is the formal
of the
Training Program. The learning objectives of the
with the
assessment matrix, which is used to select the

summative assessment requirement

Training Program are consistent

sample of cases used in the examination.
There are 3 components of the Examination
1.Applied Knowledge Test assesses the
breadih
knowledge required for certification to enter

and application of contextual

unsupervised General Practice. All 160
questions (lo be completed in 3 hours) are
clinically based.

2. Key Feature Problems assess clinical
decision making, a “key feature” being a
critical step in the resolution of a clinical
problem. This is a written component of

approximately 25 questions in 3 hours.

3.Clinical Examination assesses applied
knowledge, clinical reasoning,
commumication  skills and professional

attitudes, largely using role-playing patients.
There are 15 stations over 3.5 hours.
Candidates must complete all components
as a unit, and if unsuccessful in some
components, must repeat all components at a
subsequent examination (Examination Handbook
2000).

18.New South Wales

This is the largest state operation in the
Training Program, accounting for approximately
one-third of the training activity nationa]iy, with
an annual operational budget of A$4.3 million
{1999).

We have an annual enrolment of 113
total  enrolment of

registrars, with a
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approximately 400. Training is delivered in 9
in NSW
collaborative arrangements with Universities,

regions and involving different

of General Practice, and Rural
Training Units. There are 4
metropolitan Sydney, 4 mural regions in country
NSW, and one region that includes urban and

Divisions

regions in

rural. Regional education release programs take
place in 11 locations face-to-face, with additional
teleconference and videoconference teaching.
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SPECIAL CONSIDERATION ON THE PRIMARY

CARE MEDICINE IN TAIWAN
SHE - BBAINRZIH®REF

Shoei K. Stephen Huang, M.D. ( 35 A4 #3%)
National Taiwan University College of Medicine

The fundamental goals of the primary
care medicine are 1) to provide convenient
ambulatory (or office-based) health care service
to the patients, 2} to serve as a gatekeeper for the
subspecialty field so as to curtail the loading to
the sub-specialists, and 3) to reduce the cost by
avolding unnecessary medical tests and treatment.
In a broad sense, the scope of the primary care
medicine spans General Internal
General Pediatrics, Family Practice (or Family

Medicine,

Medicine or General Practice), General
Obstetrics and Gynecology, and perhaps General
Surgery. However, in a strict sense, it should be
applied only to General Internal Medicine,
General Pediatrics, and Family Practice (or
General Practice). Nonetheless, the definition of
the panel of the primary care medicine remains
quite confusing. In Taiwan, there has been sharp
escalation in the number of physicians practicing
in the sub-specialty fields and horrendous
diminution in the primary care physicians in the
past decade. To express the concern and to
attempt at reversing the situation, we have begun
to examine the application of primary care
medicine in Taiwan. However, to adopt the
systems of primary care medicine currently
exerted in the foreign countries, some special
constderations would need to be kept in mind.

The factors for consideration include 1) the

17

traditional culture difference, 2) the national
health policy, 3} the
environment, 4} the incomes of the physicians

msurance existing
and the hospitals, 5} the recognition and identity
of the primary care medicine by the patients and
physicians, 6) the attitude and cooperation of the
administrative officers, and 7) the availability of
the experienced personnel in primary care
medicine. With the understanding of the above
factors, it is conceivable that several task forces
need to be achieved so that the primary care

be
Some of these task

medicine  program  can successfully
implemented in Taiwan.
forces could be painstaking and time consuming.
The task forces that may be considered important
and feasible include the followings: 1} to first
establish identity and recognition of the need and
importance of the primary care medicine
program; 2) to demand an insurance policy that
would require a primary care physician as a
gatekeeper for every patient; 3) to subsidize the
income and promotion for physicians devoted to
primary care; 4) to build more office-based
professional buildings rather than building more
big hospitals, 5) to curtail the sub-specialty
training in each specialty field; 6) to encourage
more out-patient care; 7) to strengthen the
residency training in General Internal Medicine,

General Pediatrics, and Family Practice (in



BEHAEWHE

Taiwan, it is a community-based family
experienced
etc); B} to

emphasize teaching in primary care medicine in

medicing) to produce more

personnel (physicians, nurses,
medical school and other associated professional
schools; 9) to appoint an independent committee
{or a council) to oversee the primary care
program; and 10} to wide-scale educate the

In summary,
after years of overemphasis and overproduction

patients and general population.

of sub-specialty training in Taiwan, it is time to

18

rectify the foreseeable tragedy and to seriously

and carefully implement the primary care
medicine program that must be tatlored to the
conditions and needs in Taiwan under some
special considerations. To this end, a stepwise
and integrated reform of the medical education,
residency training and the health insurance
policy will become essential to ensure a long-
term success in the primary care medicine

program in Taiwan.
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The development of surgery: Histroical Aspects of Modern Surgical Science.
Molecular biology in surgical.
Clinical outcomes in surgery.
Homeostasis: Bodily Changes in Trauma and Surgery.
Shock: Causes and Management of Circulatory Collapse.
Fluid and electrolyte management of the surgical patient.
Principle of preoperative preparation of the surgical patient.
Blood transfusions and disorders of surgical bleeding.
Metabolism in surgical patients
Surgical aspects of diabetes mellitus.
Amnesthesia and postoperative analgesia.
Wound healing: Biologic and Clinical Features.
Bums: Including Cold, Chemical, and Electric Injuries.
Principles of operative surgery: Antisepsis, Technique, Sutures, and Drains.
Surgical infections.
Trauma: Management of the Acutely Injured Patient.
Surgical complications.
Acute renal failure in surgical patients: Prevention and Treatment.

Immunobiclogy and immunotherapy of neoplastic disease
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BB MU

SRR R ER{E B T

FHEMLIRAE -

FRfRZEH( venopuncture)

fER 28 femoral puncture)

R CHAEERAR - BEIE R B
b ) [arterial puncture (radial,
brachial, or superficial ternporal)]

SEFFIE L (jugular vein puncture)

4 FHFIEZEF(subclavian vein puncture)

R 22 (chest tapping)

{5 %rHi(abdominal tapping)

52 22l ventricular tapping)

Rk 22 W (subdural tapping)

HEHE 22 lumbar puncture)

it 2] cisternal puncture)

Big b2l suprapubic bladder
puncture)

BT R H (arthrocentesis)

FRGEFHE (urinary catheterization)

FE BB E(ransillumination of skull)

E # fir{ otoscopic examination)

AR #4i1{ ophthalmoscopic examination)

MR READE (RS EREE )

AFARIEHT S (8 R e Bl b SRR E )

[ ELEEH(pericardiocentesis)

B BEEHY ix(bone marrow aspiration)

HE I it (ultrasonography)

TR B 2r(electrocardiography)
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A ARAE

FFIREF $4Gv injection)

[E SRS A B S8 % ( peripheral vein infusion)

bRk 55744 ¥ (central vein infusion)

98 R PR EL T8 ¥ (scalp vein infusion)

HFIREEHI(iv catheterization)

BHAR B fiarterial catheterization)

FB 1 1 1 rh R R B i (percutaneous
peripherally central vein
catheterization)

B 5 & (gastric intubation)

B &t R 3 [ (chest tube insertion and
drainage}

BOSER B R ENE 2 HIE (oral-
endotracheal and nasotracheal
ntubation)

WP R (IR ERAE - SRR - IR
2% ) [respira- tory therapy (oxygen
hood, O2 tent respirator))

MEEETRE (PENIRAAEHFR ) [umbilical
catheteriza- tion {arterial and venous))

A8k (phototherapy)

MM i (exchange blood transfusion)

& (peritoneal dialysis)

FEA IR IR 22 A { continuous arterio-

venous hemofiliration)



Py 8% —

BHENEUES

—Jist B

HE A
SRABEERER

o

% - il
1B - HREREHHE HERAFH
L—EEREEREER  AREHFERENE
HEVEE - BRERNBE TERSARR
EHBNIANE - BRI AR R E
MECNBIT R - BE LRRENE R
IR - BB EPRIRPE R TR
RIERFEETTEE TR AR - fE R
TR Bont S B 8RR T ROl S bR E B A
{EHRERRR -

ATEEK - BRHAERCAEREEE B
PR SR A R RIS -
PHE WS FRAIBR e T R R A i Ry
REMBAHZ BB - 11988 - Rt gEien
BY] - RERERLSR OGN RER T
ELEHENEE -

RABRERRERALTERER - LR
AR - (R e B AR A Y B R
5 WEHEEREES I W ARRERE
SHCHERRE - BZIMATERI et &
TRESER BIRINR) — A6 - DAL B en B 22
ARERE AR EHERRSE - it a8
SRR AR - TR A - SO
PIEIERF I « A7 B AREN R 7 T Bl 3 A 5
F— AT, - R E
B - BEEVERIN O SERVETAL - FI8T - RE -

SR I EHRRRTRE ST - BB & B AT R OYER
FREZAE - S RARE L B RREVER S - A0k
BARSERE—-BEAIEER - AE - B2
B AR R -

B~ vk B R R A

—iREFEIRER "SRRG,
TEREAEE, - iR,
FoEfrt - HAISHTRERE—F - BBEE
LRSS T - LA — R B
i - ARWEZEN I - HEPMIRE - 3
FEIEEATE -

o FREL | EH ERRMMRETE kg
R EEMAL CARE (F RESERME -
TR - HERHERAEE) - BTN
(2HRE - WIERE - B - 1
ERAEHRSTEE BLSREEE
WS TR EBAIE G -

— - ERAL SRR RARIE - B A

RIS - MRER BOGRIMERSR - I #hE e

AL ERE(T -

 HEBELTT | ER-RBE MR

FERIRET - TEERRE - E N

FEMRE - DEROEKEIREZHE

= .

L RN - BESR (FHEH
fal )y - B ME - EE A RBRIE

tl



BEAEHNE

i

% .

» BRE ARSI E H R R AR FEIT £ - BT BRI —

FEEETFE I TR B TE - BERIE R

12 URRER  MEEERTRHEME  feodth o LERRIEEAE | IR -
BOCEGRAEN - EFRRA - 1 - 1B MEhESIE - AT SR T R

il

CEEAD...) CELE HERE  BLUNIERES T ITRIE LER RN

4 EETHER < 3 - MRECRA T ERFE - ERT SR E B RE
I EEEAENEEN - SEBLALE 6 B HESHRGE I - 2UERE
E-ENEET  BEERAHEEE  PREEENRE - TR 1 2R3 7R pe
PEMERN - FEREAHERNEREE Sl RBEAS eI RaREE

b

o

 THTEENG - 2AEGE - BER URIIBER Tl - ML ERME

FEEAHRIR - SOy RLRRRE -
= 1 —REH R EER RO R

LERUARER TR (REEERER - 250 RaREENE
i) -

2 NERRGR (AHEMRA B S EREARRER) -

3ERRAREEAE R H R -

4. BEERAE - B AR (B -

5184 -

6. B RIS R A A L A R B L -

7 AT BT -

# 2 —REFI R R R

15 RSB RER TR BTaE T -

2R R R ER R B -

3.8 - Fogk - FIERE RAERERIRAIAES -

4. TERT FRE S R R LR I BE ST -

5 FEEh R T R S RE D -
6ETBTERTISRIE - BT REBRE R -
7.8 A R KB A B B S -
8.LUSCF B = 3h A (M B G HE AR R R R IR [ LY g
9. AR HEE B M2 sAIaE T -

10. R E RS K BRI TR ATTRYRES -

3R R R R RS

LEHRA - KR - R8RS -
2 EBMETRIEY -
3. B T R (o L B S R T ) (R A -

40



R

2~ BB
— MR ARy BRI E R R
- 58E RRAZBZMNEE) - (Y
BIE - TEMNBEREEBEARAE R
RE - Bigm = - i FFI3E
~ e BT AR A R, - B
FELUR BEPRECRE -
* LS SR AR R A A R
/R REE bR = ARERT TR B A -
- HOREURE R R R AR A E R - 15
A HEE -
AEEEMS @ TEMPEREEEE
o RMER W A SR I ER TR
FIEE T ERRAEENRE » EESEEH
HiERRINIIAE ST - REE IS T AR B
T - MBS EEAGHFTHE - 22 R
REEHFiRIMTER - 155 AR IR R A i
o AR E AR REEE -

BRAMS  WAREHGEESE L
ERRTR T RZAHEA - RARNTRES
REENEIE - ARERN R REEHE
AR SRERE -

— B A Al PR B i SR P L KR e BB B P
2 THER - TEEEEERITEET - WA
HHERe H B - FI2 SRR R ER
BRI AT -

—~ REHHLES

EREAE - EEENEETEER AN
HE AR - PENACREEREERE
LHEEREED "B MEHEAZ
i - SR E TR LRI -

HEENHE AR ER T CRR R

L1

41

b M LUA SR AR E R - Rl
B - MBIL + LU BB R < BTRY
HEhHER A -

BEEELEHIEER G - AMEH
BEL R - ARSI - TR —EfE
HESFARMRBRENBREASERER
{ofyaTan b [Hl e - 5384 FERL R A BURTRE e
— IR R R ARIERS - s TR
oF 0 FIEEREEREE - A HARRRIEATHE
1 REZEHE MER L P - E52
BT » DUR Hfth Bl I RE AR YRS

M2 EHAREY B R T ERR
Bl - BE ARSI RARE - HE—
TR S EEMAE IR [ - BT R A By
ik o

HERRIRSTENRERK  LH
A ERERY SR T TH - FELUE SR Bl sl
A5 TR SR A A 5 & FEER AR AT
(RIS PR A SR ERY B -

e R HEE AR — R A A ey
ZRAED - BRAERE T o R Sy
A RRERIERR S - BRI - 725
ISR B R H) 8 5 - ENERR A B9
RE o HS | AP R EIRER - RIBRAVRIRAT
A ARHERE B SR VI AUl ek - 2R
HEE R - BEE  RERM— i —
FHeE - BERFETERSER MY
fF - TRE T ER/ERRE ) HEE -
= PR R E

PIZETRASE - REFImEEEY
BT - RN - BEEEIRA SR TERE
PR SRR R, -

T IR BEERSEEE



BRHEE

FIRENRE - FHEREE R BRI
11 RBEERENRE - MR EERER
R - SFLEERAER - AR ENE
BEENAE RS - LR EBEEEENAG
1file] -

FEFTR2 S AN R TR R M T
BYRMEHRER - T AER AR AR
P
—~ HEPRELIAMATIE | BENGARE
REEURAT - KRE R ENRE - SCAinve
BEIREFR - MR BUREERIIE LN
B - R ERIBRHEIH.LAER SRR A -
MR RERGEEER  BEER TR
PERNEE - M3 - 5.0 EHERE
- B A R R AR B AR A
BERHER - RIFQ2EE - HERY
BIRIRE R R PR AR B R T BGR
IR | - BRI -

- LRI - ZATRSERRTAGE -
B A IR A s B v R R B R )
2 TR RE R L ERE - SRR
HIREAT R AR B BaT sk - HE
BRI R AT IR F IR MR s B 2 R
HIHIRE 7 a8 - EHEEE - BEHM
HHEARRMARNT LR - HEDTARERE
B4 EEAFRAREER TBRE
EtTHE - EAH . B E

- RGEENE R - REEMREREEY
BITE - ROIBENS - B EBTF A
MR LIRS - PEENETTS
P B EMIEE TR RER % - 2H
H IR R A R Y B2 8 -
BILAE EH CRRE AR - SETEEHE

[

42

BERY - FESZH RRGRPERORRRE - TERER
FfH - STHSEBENTE - EETHEER
fEHZR - TETEREF 2T EMH TR
R - AR CE IR T EGERE -
* R RN R | SRR
W7 P R FE R T — S ER AR A MRS R S
R MR R RS SE, -

BE ~ BN

— R B 3 R B PR A R AT
BARER A NSRRI - R AR
(SERMRVRE - - FRs - 58
BULIEEZIIERE L8 - BRE - 3R
RES) - RIBH RN TSRS - BHE
BiE @ EREHEENERE - B T2 i
HHEE - HYAME EENSEEREER
BfERENGE) - HEEENEERES FEW
B B [ e -

— > 54 A8

- EHENEERL AR TR E
15 - TEHERE AR G B AT o
EAEEC TERRE ) H AT
HOEERIRLS - B —ErRAERB IR
B BEIFHEE - L EEHIIERE
FZER - BREME FHR TR AR
BRESA\EE - HIEEEMES - BEENH
BERCHE—Fod - EERRTE RS
DERAFAER 7 FOEHHE R ? (- EHEATES
FACERE AERE ZANBRE IR ? FER B ER
PPEHR | LAREPRIES (case mix) Bl
BELIORTR S (skill mix ) B2EHEE? TF
HIREESEE P SEEELFPREZ T
BEATE SRR R 7



— AR i

BrT BT LIS - BLIR AR B
73 FIRRRIREDS - WERHEBRERIEF
WIRETT - SERBERIRAYRIT - TRERIRIM
BEEE mRPERRUIRERYE RS
BWESHEE - hEIEEEMTEH BB
PR ENIAE -
C BEREaR
E RIS E 2R EN H R
B BEENRERE  SETEMRIEEE
BOSEE R OIRE - BRI ¢ BB SRy
HRELHEE 7 EENSETTHEE ? 588
A E R E R R H S E
i - ERFRRE RIS SES - ATk ERREs ?
AR A — R MERTERERAETD) 7 SIRFZAIHEER
— HRIRREST A Z IR RE 2 AT fm AR5 2

HEANMNEEELARTRENA
B« £ ERIHIRMT - IREEFEENHET
B3 HEEMLAR 2 £ 3 AR EEM
—KHE - FHSHERRRE LI -t
A ERRETER - BHEERNIRRIESZ
BHEESLHLHEFIRER: - 5 -
I BARHEMA BRI E R HESTA S
FREIRAME R R A T R E E R -

h -~ BERENRIE

— R e R R AR RN
M - BREAFRERABEREE - B8
5 SR RE T E R AR Mim A FE R EF
{5 ~ PR - BEEE - MRS ARRRRERIAES) -
e DR E BB - FRCRRHE
FRRERRE ~ DLR IR SN B BTy A B iGEE -
4 - RIS RmReVER T RE E HRE R
HRRR BRI TR AR -

-
o

T

43

RN EE A ETERYE 27
B B B TE A T T 15 1 R SR B B R A R A
& SIS AERES - Y E RS
HYHIEERERE « 28 B O8I - di3R - JURAE
1 AREEPUE ARIERARRIRE o (iR IR
WARIR FEN: H i AT S emE L R - A2
TR R R BRE ALt - AR AR TR
TR - BESRER TR -

ENEEREN T ERERTBEERN
RES RS HHREEEREENE
£ HAEEEOBRTFHERETS - iiEE
EEC T REERL 550, - AR RS
THIERmREE -
— BRFME  BEELHBIEAR &%
- BE=AEREAGYE  ELEES
rnE R R R RS RREND - fREETE
HEANENEESE - BrER T HEER
REEE9HER - HIEEE  BETHE
Hedavlllls - MERNES - ERIsEHEE
FU SRS - AR A E R Pl 2
LSRR ERRER] T RHEL N RYRER Bk
B - WHRHITTE EOE - BRFERIER
LR AR - R R DU -
- ZURAREEE - FIER R EREEE RE
RPN AN TS - BREIRMEENE
AT ERYEML - HIMERE SR
B OPalTE b CIE ML HEE -
AR - DRRKIRETT TR R AR AR A A
AR B R e B T Y
SRR - TR A T - HIERER]
BR T EHBERE
medicine } FFEH -

( evidence-based



BEHEWE

BT 8 =

The Imperative for the Academic Medical Center and

Managed Care Organization Teaching Collaboration

Jeannette M. Shorey, M.D.
Harvard Pilgrim Health Care/Brigham and Women's Hospital,

Boston

Should managed care organizations
{MCOs) participate in graduate medical
education (GME)? The answer is resoundingly,
ves. Increasingly, MCOs are the places to find
three essential resources for GME: large numbers
of patients, large numbers of competent
physicians, and the best settings in which to
teach/learn the key competencies critical to
effective physician performance in various health
care delivery systems. Today, 56% of the insured
US populace gets its health care from MCOs,
and 87% of the employed US population obtains
its health care within MCOs. Ninety-two percent
of US physicians have at least one managed care
contract and earn 50% of their revenues from
these contracts. Veloski et al, in 1996, found that
16% of US medical schools had significant
teaching affiliations with MCOs, and an
additional 46% had some sort of teaching
collaboration. GME collaborations between
academic medical centers {(AMCs) and MCOs
are fewer. We know of nine residency programs
that have established substantial curricelum
offerings within MCQOs. The Pew Charitable
Trusts and Robert Wood Johnson-sponsored
Partnerships for Quality Education has supported
six of those nine large endeavors and has
catalyzed lesser GME efforts in another 66
programs. Among these, our program is the most

fully fledged and the most radical in design,
committing 60% of the three years of training to
ambulatory work within the MCO. We believe
our collaboration with the Brigharm and Women's
Hospital (BWH} has created many valuable
innovations that can be generalized to other
partnerships

training involving

between academic teaching hospitals and MCOs,

programs

I will shortly tell you about our program, and the
story of our recent financial turmoil. It highlights
some of the basic economic challenges that must
be met if high quality MCOs are to participate in
GME. HCFA's recent regulatory changes have
opened the door to federal support for
ambulatory teaching programs; but as our story
tllustrates, they have not solved the funding
challenges.
Should MCOs That Don't Teach Be
Taxed™ to Support GME?

The American Association of Health
Plans (AAHP) is on record supporting a uniform
tax for these purposes. Currently, a few MCOs
incur expenses for education while most do not.
Essentially, this places the socially responsible
plans at a market disadvantage. A new approach
to financing education at both a graduate and
undergraduate level is needed if high quality
educational activities are to be adequately
supported both within hospitals and MCQs.
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Should MCOs Have Freestanding
Programs, Partner With Traditional
Programs, or Help in Some Other
Ways?

There remain very few MCOs who own
and manage their own hospitals. Therefore, the
infrastructure freestanding MCO-based
residency programs does not currently exist to

for

any substantial extent and does not appear to be
on the horizon. Hence, partnerships between
academic teaching hospitals and MCOs are
be
developed if we are to train internists adecquately
for the jobs they will be asked to perform. The
current important facts are these: A few MCOQs

critically important collaborations  to

are already committed to teaching; others are
approachable on the subject, under the right
health

as you well know, is

care
hotly
competitive, and teaching is not the top priority

circumstances. However, the

marketplace,

of any MCO. Sustaining programs like ours, and

eliciting widespread teaching
collaborations with high quality MCOs will
require several important kinds of action:

1. Teaching models must be designed that add

maore

clear and demonstrable value to the MCO —
ours is one such model;

2. Academic medical centers and hospitals who
wish to teach with MCOs must invite full and
respectful partnership in these endeavors;

3. Mechanisms to provide fair and realistic
financial support for these programs must be
developed; and

4. Faculty development programs will need to be
put into place in the MCQOs,

What Do the MCOs Have to Offer

GME?

Why should high quality MCOs be sought
out to participate in GME? By their very nature

45

and design as health care delivery systems, they
seek to provide care to defined populations using
fixed budgets. They can provide access to large
numbers of ambulatory patients, a practical
population perspective on medical care, and
emphasis medicine.
thoughtful

competencies that 21st century physicians must

on  preventive Many

individuals have enumerated the

master. You will appreciate that the “new”
competencies have grown directly out of
physicians’ needs to work effectively in large
healthcare delivery systems — seeking to
provide high quality, ethically sound, cost-
effective care. Dr. Nicole Lurie has summarized
these usefully into nine domains:

1. Health

organization and delivery

. Evidence-based, epidemiologically-based medicine
. Ethics

. Development of provider-patient relationships

systems  finance,  economics,

h b 9

. Leadership:  promoting teamwork and
organizational change

. Quality measurement and improvement

. Medical informatics

. Systems-based care

oo =1

. Competencies relevant to primary care.

These competencies are the bedrock of
successful, high quality MCOs. Those MCOs can
be the "learning laboratories” for stdents and
residents wherein  experienced  physicians
demonstrate the practicai application of these
principles. Partnering with AMCs and teaching
hospitals will be critical for both the acute care
training that internal medicine residents must
experience and for the faculty development work
that is necessary to enhance the teaching skills of

{many) MCO physicians.
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What's In It for the MCOs? What
Value Can Participation in GME
Provide to MCOs?

1 can answer this question based on data
we have collected at Harvard Pilgrim Health
Care (HPHC) from our clinician-educators, our
leaders,
Uniformly, our clinicians who volunteer to teach

organization's and our patients.
tell us they do so because teaching enhances their
work life. They are more satisfied with their jobs
because they are challenged to stay up-to-date by
the questions their residents ask. They are taught
by the residents who retum to their ambulatory
offices, fresh from rotations at the Brigham
state-of-the-art

strategies

where they have learned

diagnostic and therapeutic for
managing many {sometime esoteric) diseases.
While our medical directors admit that
this is difficult to measure, they believe that
offering their best clinicians oppormnities to
enhances

retention. Physician retention is a critically

teach physician recruitment and
important aspect of cost-containment for MCOs.
Patient satisfaction and re-enrollment is one of
the most critical variables for success in an MCO.
In 1996, the HPHC Foundation Board,
commissioned a study of patient satisfaction with
teaching and research in our organization. We
leamed that by presenting our teaching and
resecarch endeavors clearly to our patients, they
distinctly enhance members' perception of the
organization's quality and positively distinguish
it from its competitors. Another important

advantage of our collaborative residency
program has been a generally enhanced
appreciation of HPHC's physicians and case
managers at our partner hospital. These are all
important but relatively intangible elements of

value that an MCO can accrue by participating in
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GME. In capitated health care delivery systems,
tangible dollars can be had or saved only by
reducing staff costs or ancillary costs. The
traditional organization of residency training into
block rotations where residents participate on a
service, e.g., at the MCO, for only a month or
two, cannot allow the MCO to capture the value
of their services. In other words, for an MCO to
benefit financially by having residents render
care to its patients and recoup at least some of
the costs of teaching, there must be enough
residents present for enough time to allow the
MCO to decrease, by some appropriate ratio, the
number of its more highly paid, salaried staff
positions, and still meet the service requirerents
of its patients. Patients in MCOs will not tolerate
seeing one physician after another, whether
resident or staff physician, They and their
employers buy and expect continuity of care,
The Harvard  Pilgrim  Health
Care/Brigham and Women's Hospital
Primary Care Residency Program
A bit of history: HPFHC s
"academically conditioned” MCO. Its founder
was the late Robert Ebert, then dean of Harvard
Medical School.
community service along with health care
the
Community Health Plan. Residency teaching has
existed within HPHC since the early 1970s.
Many of its staff physicians were trained in
Boston's AMCs. Initially, HPHC offered sites for
both ambulatory primary care and subspecialty

an

Teaching, research, and

delivery were mission of Harvard

care confinuity clinics to the housestaff of
several Boston teaching hospitals. In the 1980s
block rotations in primary care were developed
in collaboration with the Brigham. Participants in
these rotations did what almost all BWH
housestaff did in those years — they pursued



The Imperative for the Academic Medical Center and Managed Care Creanization Teaching Collaboration

careers in subspecialty internal medicine. Our
current program was designed im 1993 in
response from the HPHC
Foundation: Graduate excellently trained primary

to a mandate

care internists who have the capacity to be
leaders in establishing the best practices in
clinical medicine and health care delivery at
large — and leave the training of subspecialists
to the AMCs who have the best resources for that
important work. This
collaboration between its sponsoring partners.

program is a true

Without the joint vision and support from the

leaders and faculty at both HPHC and BWH, this

program would never have been created and

certainly could not continue to exist today. The

program does four things in ways that are fairly

radically different from most primary care

programs:

1. The schedule puts 60% of training into the
ambulatory seiting.

2. The curriculum emphasizes competencies
necessary to manage care,

3. The
incorporates principles of adult learning

teaching methodology  routinely
theory.
4. The schedule rebalances the education and
service activities of the residents.
Three Year Overview of Residents'
Schedule
PGY-1 focuses on acute care skills with
interns spending eight months at the Brigham.
The first block, however, introduces them to
their preceptors and health centers, welcoming
them to what will be their primary academic
homes. Each resident is paired with one
preceptor throughout all three years, and with
that person the resident shares an office with two
desks, two phones, and two computer terminals.
The resident becomes a full partner on the
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preceptor's practice team, working closely with
the team's nurse practitioners, medical assistants,
registered nurses, and other staff physicians.
Typical Ambulatory Week's Schedule
PGY-2 focuses on ambulatory skills. The
residents' own patients are the catalysts for their
learning. Their patients’ problems and stories are
what bring life to the seminars which provide the
intellectual foundation of the
program. The residents practice seven sessions

ambulatory

each week — four sessions in their own offices
and three sessions in the ambulatory specialty
offices of internal medicine, surgery, and
gynecology that are pertinent to adult primary
care. Three half-days each week are devoted to
seminars. In each seminar, expert faculty
facilitate the residents' unfolding of their patients'
problems that are pertinent to the core content of
the session. The methodology is one of lived
experience, followed by a time for reading and
then reflection with peers and an expert about the
important issues and learning edges, and then a
return to “practice™ — literally putting into action
the lessons of the seminar that had their origins

in the office. The seminars and their timing are

as follows:
® Clinical Epidemiology and Preventive
Medicine (weekly)

® Psychosocial Medicine, Psychiatry, and
Communication Skills (weekly)

® Common Clinical Problems in General
Medicine (weekly in 2 settings)

® Medical Ethics and Professionalism (5 part
series for PGY-2, projects for PGY-3)

® Leadership and Management for Medical
Residents {8 part series for PGY-2)

® Care at the End of Life (5 part series for
PGY-2, and hospice experience)

® Caring for Older People (10 part series for
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PGY-2 and 3, and extended care facilities
experiences for PGY-2)

® Understanding  Systems  Thinking in
Medicine (5 part series for PGY-2 and 3 --
in development)

During three months of PGY-2, the
residents continue to hone their acute care skills
and Ieadership skills, serving as the junior
assistant residents on the general medical
services, the emergency department, and the
coromary intensive care unit at the Brigham.
PGY-3 continues to fecus on ambulatory skills,
A set of experiential evaluation exercises takes
place at the end of PGY-2 and the beginning of
PGY-3. From these and reflections on their
learning over their entire time in the program, the
senior residents determine both how they will
spend their elective practice sessions and on
what senior project they will work. A major task
of a primary care internist is to manage the care
of a panel of patients. Hence, a major task of this
residency program is to prepare its graduates for
that work. Therefore, elective time is measured
in half-days, not block months. If a resident were
"away" from the practice for substantial periods
of time, it would be the preceptor and nurse
practitioner who would be "managing his‘her
panel,” which numbers between 300 - 600
patients by the end of PGY-3. As in PGY-2,
three months of PGY-3 is spent at the Brigham,
on general medicine services, in the emergency
department, and in the medical intensive care
unit. That is the structural overview of the
program. As all the program directors here well
know, the importance of the schedule cannot be
overstated. It reflects the core goals and values of
the program. In our model, adequate primary
care training for general internists requires

spending a very substantial amount of time in the

ambulatory world for critically important
educational and financial reasons. Educationally,
this is essential in order for the residents to
® have enough experience with common
ambulatory problems to master the care of
patients  with  these illnesses and
psychosocial issues. This is a matter of
case-mix and practice; and to
#® have enough experience in a place where
primary care is highly valued and where
their principal role models are practicing
primary care physicians. There are
abundant data that demonstrate we humans
tend to emulate our heroes (and heroines).
Primary care heroes are easy to find in high
quality MCOs.

Financially, this extended period of
ambulatory time allows for the residents to
acquire a panel of patients for whom they can
genuinely serve as primary care providers. We
estimate that if the program were able to grow to
at least three residents in each health center
training site, this would allow HPHC to reduce
expenses by one FTE staff intemist at each site,
achieving a net cost savings to the organization.
This brings us to the budget for this residency. It
has been supported from four sources: -

® The HPHC Foundation, that in years past
has paid for the residents' stipends for the
periods during which they worked at
HPHC. as well as substantial support for
the program's administration;

® BWH support of the residenis’ stipends for
the periods during which they worked at
the Brigham, and

#® Title VII funds through a grant co-authored
with general medicine colleagues at the
Brigham — providing support for the

seminar faculty;



The Imperative for the Academic Medical Center and Manaeed Care Oreanization Teaching Collaboration

® In-kind from  Harvard

Vanguard Medical Associates, providing

contributions

salary support for the precepting faculty,
overhead, and the opportunity costs of
teaching.

This past year, both of our sponsoring
institutions have posted major financial losses,
Most residency programs in the US are facing
serious financial challenges. By virtue of having
two partners and an atypical distribution of
residents' services, we are in double jeopardy.
HPHC is contemplating the pecessity to reduce
its allocation to the HPHC Foundation by one-
half in this next fiscal year. BWH has declared
that our residents will not be counted under their
HCFA cap. The residents’ stipend support is the
big-ticket item that is especially at risk. Strong
philosophical support for the rightness of this
model within HPHC and (parts of) the Brigham
have helped us identify stipend funding for the
three classes of residents currently enrolled in the
program. It remains to be seen whether this
model can be sustained. It seems quite ironic that
the market is demanding exactly the product of
our program: highly competent general internists

who know how to deliver compassionate,
cthically sound, cost-effective care. The
distribution of DME and IME dollars for

graduate medical education is made on the basis
of political decisions, not market forces. Market
forces should be working in our favor. However,
federal

regulations, and the complexities of graduate

a combination of market forces,
medical education financing have put our
program in grave jeopardy. There is another
primary care residency program sponsored by
HPHC in conjunction with the Mt Aubum
Hospital and the Cambridge Hospital. That

program has graduated more than 40 primary
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care physicians, several of whom have been
hired by HPHC. That program is educationally
sound, though not as mnovative as the one I have
described for
occupies about 30% of the residents' schedules. It

you. Its ambulatory training
is financially sound, largely by virtue of the
sponsoring hospital's willingness to fund the
residents’ stipends. Our program raises serious
questions in which I hope the Board will be
What is the of
ambulatory and inpatient training for internists,

interested. right balance
especially for those who know, on entering
residency, that primary care is the direction in
which they want their careers to go? What can
should the Board do
partnerships between AMCs and the nation's
high quality MCQs? Finally, how can the Board

and to help foster

help academic teaching hospitals carefully
evaluate how they allocate their HCFA-funded

residency slots?
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