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Ambulatory Training to Lead Residency Reforms
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Leaders of academic internal medi-
cine are developing plans to reform
residency training so residents can

spend more time in ambulatory settings
and so programs can promote residents on
the basis of their mastery of certain skills.

The recently convened Education Re-
design Task Force of the Alliance for
Academic Internal Medicine (AAIM) is
expected to issue its final report during
the first 6 months of 2007.

The task force recommendations are

likely to guide those of the Residency Re-
view Committee for Internal Medicine of
the Accreditation Council for Graduate
Medical Education, which updates its re-
quirements every 3 years, according to Dr.
Barbara Schuster, president of the Associ-
ation of Professors of Medicine, one of
the component organizations of the
AAIM. (The other four AAIM organiza-
tions are the Association of Program Di-
rectors in Internal Medicine, the Associa-
tion of Specialty Professors, the Clerkship
Directors in Internal Medicine, and the
Administrators of Internal Medicine.)

The task force, which met in October in
New Orleans during an AAIM meeting
that was closed to the press, focused its ef-
forts on defining the core curriculum of

internal medicine residency, identifying
resources needed in residency programs,
and assessing ways to evaluate residents,
Dr. Schuster said in an interview.

The committee also discussed basing
training and progress within residency on
demonstration of the specific ACGME
competencies, rather than gauging
progress according to time spent in resi-
dency, she said. Those competencies are
patient care, medical knowledge, practice-
based learning and improvement, systems-
based practice, professionalism, and in-
terpersonal and communication skills. 

Giving residents more training in am-
bulatory care was of great interest, Dr.
Schuster said.

One option discussed by the task force,
she said, was having residents spend 3
months in ambulatory care and then ro-
tate back to the hospital, instead of spend-
ing a half-day in ambulatory care every
week. Educators are concerned that hav-
ing residents spend a half-day each week
is not effective, and that residents some-
times can’t come into the ambulatory clin-
ic “because they’ve been on call the night
before or because they’re worried about
their patient in the ICU.”

That sentiment was shared by two in-
ternists from the University of Califor-
nia–Davis Medical Center in Sacramento
who attended the meeting.

“One criticism is that we have residents
spend way too much time in the hospital,”
said Dr. Craig R. Keenan, director of the
primary care residency program in the 
internal medicine department. But a
change would require reforms in funding
of residency programs, he said, given that
teaching hospitals and university medical
schools are funded in large part based on
the number of patients who receive treat-
ment from residents in the hospital. 

Another potential obstacle is the inte-
gral role that teaching hospitals—and by
extension, their residents—play in caring
for uninsured and underinsured patients,
said Dr. Mark C. Henderson, who is vice
chair for education in the internal medi-
cine department.

“Teaching hospitals bear the largest
share of uncompensated care,” he said. “So
most of the underin-
sured are taken care
of by residents in the
large urban centers.
To take residents
away to offices, where
they can get better
training, could wors-
en the crisis of care
for the uninsured and
underinsured.”

Thus “the stewards of the teaching pro-
grams . . . have to advocate to disentangle
our residents from the financial and ser-
vice needs of their teaching hospitals,” he
said. “We have to somehow protect their
education and design their education
based on what they need to learn, rather
than how many patients the hospital has
and the fact that they’re overwhelmed
and need bodies to provide that service.”

Promotion within residency is an area
that many IM educators consider to be in
need of change, Dr. Henderson said. “Peo-
ple are promoted from the first year to the
second year to the third year based on how
much time they’ve spent in the program,”
he said.

“The problem is that in that 1 year, two
residents may have a very different actual
clinical experience. One resident may see
twice as many patients as another resi-
dent,” he noted. “So the question be-
comes, why do you promote people with-
in the 3 years simply based on the amount
of time they’ve spent? Wouldn’t it be bet-
ter to promote them based on the acqui-
sition of certain required skills or compe-
tencies?” But such an approach would

require more intense supervision of each
resident.

Residency reform is needed to address
the dearth of IM residents, Dr. Henderson
added. “Fewer students are choosing in-
ternal medicine as a career—and this has
implications not only for the quality of in-
dividuals who go into internal medicine
but also for the workforce.” Given the ag-

ing U.S. population,
this shortage could
lead to a national cri-
sis in primary care.
The coming paucity
of internists will
most acutely affect
geriatrics, an area of
increasing need, he
noted.

Recruitment to in-
ternal medicine, particularly general in-
ternal medicine, may be stymied by val-
ue differences between two
generations—physicians in current prac-
tice and those now going into residency. 

Today’s residents “have seen their par-
ents grow up being workaholics, but they
want a balance in their lives,” Dr. Keenan
said. “Internal medicine demands a lot of
hours, after-hours phone calls, and week-
end call, yet you don’t get reimbursed
very well for these activities.” This con-
trasts with the pager-free shift work of
emergency physicians, he said. Yet heavy
patient loads make hospitals loath to re-
duce the 80-hour weeks that IM residents
must endure.

The changes discussed by the task force
are similar to those recommended by the
American College of Physicians in a posi-
tion paper published in the June 2006 is-
sue of the Annals of Internal Medicine
(2006;144:927-32).

The next AAIM meeting will be in 2008
and is open to all practicing internists, as
well as academic staff in departments of
internal medicine. For more information,
visit www.im.org. ■

One option is to
have residents
spend 3 months in
ambulatory care
and then rotate
back to the
hospital.
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Residency program
directors ‘have to advocate
to disentangle our
residents from the financial
and service needs of their
teaching hospitals.’
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Task force on reform discusses the core curriculum,
evaluation of residents, and hospital staffing issues.
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HOSPITALIST MEDICAL DIRECTOR
SPARTANBURG, SOUTH CAROLINA

An exceptional opportunity exists for an experienced board-certified Internal Medicine physi-
cian to assume the role of Medical Director for an expanding practice of 11 hospitalists and 2
PAs at Spartanburg Regional Medical Center. The hospital based group offer services in-house
24 hours a day on 12 hour shifts; admits for over 100 adult PCP’s, specialists, and sub-
specialist and are eligible to admit to ICU’s and interpret EKG’s. The successful candidate must
have a combination of at least 5 years of hospitalist/leadership experience and be currently
license to practice in the state of South Carolina.
SRHS offers an excellent compensation package including a generous base salary with a
production incentive, bonus and competitive benefits package. Four weeks paid time off to
include a week for CME.
Spartanburg Regional Healthcare System is an integrated healthcare delivery system anchored
by Spartanburg Regional Medical Center, a 588-bed teaching and research hospital. The
system offers a range of specialized healthcare services that is unrivaled in its five-county
service region, featuring world-class specialty centers making SRHS the region's preferred
provider of comprehensive healthcare services.
For more information, contact Kristin Baker, Hospital Recruiter, Spartanburg Regional
Healthcare System, 800-890-0138 or fax your curriculum vitae to 864-560-7393
kbaker@srhs.com www.spartanburgregional.com EOE
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CAN YOU COLLECT DISABILITY INCOME BENEFITS?
Our law firm represents medical and business

professionals who are either preparing to file or have
been denied benefits under their disability insurance
policy. Established in 1979, our litigation experience

and disability claim handling knowledge has allowed
us to help our clients receive disability benefits. Visit

our website at www.diAttorney.com or call to learn
how we can help you with your disability claim. 
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