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REFLECTIONS

COGME’s 16th Report to Congress:
Too Many Physicians Could Be Worse 
Than Wasted

ABSTRACT
Departing from past reports, the latest Council on Graduate Medical Education 
(COGME) report warns of a physician defi cit of 85,000 by 2020 and recommends 
increases in medical school and residency output. COGME notes that contributions 
of other clinicians and changes in how medical care is delivered in the future 
would likely offset physician defi cits but chose not to modify their recommenda-
tions. COGME offers a relatively minor workforce correction in an otherwise fl awed 
system of health care; however, the nation awaits a reassessment of its physician 
workforce based on what the nation wants and needs from physicians working in 
modern systems of care. Great caution should be exercised in expanding the phy-
sician workforce. Producing a physician surplus could be far worse than wasted, 
because the investment required and resulting rise in health care cost may harm, 
not help, the health of people in the United States. Instead, these resources could 
be applied in ways that improve health.

Ann Fam Med 2005;3:268-270. DOI: 10.1370/afm.331.

COGME’s latest and perhaps last report is a serious departure from 
its previous 15, which have been fairly consistent in calling for a 
brake on the production of physicians and a health care workforce 

focused more on primary care.1 It is a rigorous and thoughtful analysis, but 
the recommendations suffer from the same problem Olympic competitor 
Matt Emmons encountered when his last shot in the 50-meter 3-position 
rifl e fi nal competition in the 2004 games was dead-on—unfortunately, he 
aimed at the wrong target. The COGME’s modeling offers a great deal of 
precision, testing many scenarios that might affect demand and need, and 
gives a brief nod to the potential impact of burgeoning nurse practitioner 
and physician’s assistant workforces. The COGME goes off-target, how-
ever, in basing its recommendations on how physicians currently work 
rather than incorporating the likely changes during the next 15 to 20 
years that they modeled in their scenarios. COGME’s recommendations 
also fail to account for how the nurse practitioner and physician’s assistant 
workforces will affect health care in the future. The potential of this report 
for effecting an expansion of the physician workforce is evidenced by the 
Association of American Medical College’s use of the fi ndings to change 
its own workforce policies before to its formal release.2 The fl aws in 
COGME’s recommendations and potential for diverting precious resources 
deserve attention before this momentum grows.

Slightly more than a decade ago COGME used the federal Physician 
Demand Model to project the physician-to-population ratio at 2020.3 This 
report projected from 240 to 298 physicians per 100,000 people by 2020, 
and that a little less than one third of practicing physicians would be gen-
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eralists. These and other studies 
prepared for COGME also recom-
mended a generalist physician-to-
population ratio of about 80 per 
100,000.4 In 2004, there were 265 
physicians, including 92 general-
ists, for every 100,000 people in 
the US population (Table 1), and 
if we count only those in direct 
patient care (nearly one third 
of physicians do not spend the 
majority of their time in direct 
patient care) for every 100,000 
people, there are 212 physicians 
including 75 generalists. By either 
measure, the physician workforce 
in the United States either cur-
rently does or is poised to exceed previous goals set by 
COGME. This workforce has increased by 78% dur-
ing the last 25 years, a rate nearly 3 times that of the 
general population. The range of projections for the 
population of the United States between 2005 and 2020 
suggest that population growth will slow, growing only 
9% to 15%, while there is no slowing in the production 
of physicians.5 Thus, we question whether a mismatch 
will exist between physician production and system 
needs or demands. 

Where this report probably goes astray is in its tar-
geting. First, the report projects the work of physicians 
in isolation. While acknowledging the need to account 
for nurse practitioners and physician’s assistants, cur-
rently numbering about 150,000 and positioned to 
double by 2020, they don’t actually do it. The absence 
of reliable data should not preclude assessing the 
impact of another clinician workforce of 150,000 to 
300,000 clinicians, especially when COGME’s esti-
mates of physicians vs demand range from 50,000 to 
170,000. COGME has done previous reports on the 
importance of interdisciplinary education to quality 
and safety, but this report does not continue that aim.6 
The contributions of nurse practitioners and physician’s 
assistants will be felt, not only in primary care, but 
across the physician workforce, particularly because 
there are already more physician’s assistants working 
outside primary care than in it. Nurse practitioners and 
physician’s assistants could radically alter the number of 
physicians needed to deliver the more routinely techni-
cal aspects of subspecialty care in the next 15 years, 
such as endoscopic screenings and intervention, much 
the way that certifi ed nurse anesthetists have fi lled a 
niche working with anesthesiologists. With growing 
recognition of the need to develop better health care 
teams designed to meet the needs of patients, we can-
not afford to model in isolation.7,8 

The second place this report is off target is in its 
failure to discuss what physicians will do in new mod-
els of care. Rather than “shooting” at the right number 
and mix of doctors, COGME had an opportunity in 
this report to decide the types of services we want to 
produce in the future and how we align the physician 
workforce to participate in delivering them. COGME 
seeks tighter methods for planning a workforce, but the 
report does not offer a vision of what this workforce will 
accomplish. Improving population health is one option, 
and in this regard there is consistent evidence that a 
primary-care–focused health system has benefi cial effects 
for the population and individuals. This evidence led the 
Institute of Medicine to advocate for it nearly a decade 
ago.9 Since that time, the evidence for cost-effective, 
patient-centered primary care outcomes has continued 
to grow, and the United States is falling behind its peers 
around the world, at least in part because our system 
is oversubspecializing.10-12 There is good evidence that 
subspecialists operating within the boundaries of their 
training do well, but evidence from our own shores is 
showing that simply having more subspecialists may 
be hazardous to our health.11,12 Producing more doc-
tors to do the same things will compete for resources, 
consume more of our gross domestic product, and likely 
have little impact on the well-documented disparities 
in health and health care in the United States. In fact, 
if this process outcompetes other factors known to 
reduce disparities in health, such as education and public 
health, its impact is likely to be harmful. Alluding to the 
opportunity costs of producing physicians, one work-
force study advisor proclaimed, “too many physicians is 
worse than wasted.”13 The authors of the COGME study 
acknowledge that it may be desirable to reduce unneces-
sary services and even do sensitivity analyses to model 
potential reductions in services; however, the COGME 
does not embrace this idea in its recommendations.

Table 1. Number of All Active Physicians (MD and DO) 
in the United States in 2004 Including Medical Residents

Characteristic

Family Physicians 
and General 
Practitioners

All Generalist 
Physicians* Subspecialists Total

Physicians in 
specialty

106,101 268,809 510,963 779,772

Population per 
physician

2,765.2 1091.4 574.2 376

Physicians per 
100,000 people

36.2 91.6 174.2 265.8

Note: Graduate Medical Education National Advisory Committee defi nition includes all active physicians (resident 
calculated = 0.35 physician).

MD = doctor of medicine; DO = doctor of osteopathy. 

* Family medicine, general practice, general internal medicine, and general pediatrics. 

Reprinted with permission from Green et al.13
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COGME’s 16th report to Congress is thorough and 
practical in its analysis and recommendations. As was 
Matt Emmons’ fateful, fi nal event in the 2004 Olympics, 
however, it is technically correct but fundamentally not 
directed toward the right target. It fails to account for 
exploding nurse practitioner and physician’s assistant 
workforces combined with a physician workforce that 
is still growing much faster than the general US popula-
tion, and it fails to accommodate what physicians actu-
ally will do in redesigned health care. If COGME’s goal 
was to suggest a minor correction in physician work-
force production, suitable for past and present practice 
approaches, it is probably more right than wrong. But 
COGME seems to have missed an opportunity to take 
advantage of its denouement to develop projections 
based on a vision of a physician workforce that could 
deliver better health care and better health outcomes for 
everyone with greater effi ciency. History has been hum-
bling for previous physician workforce analyses, and 
such is likely to be true for this COGME report. COG-
ME’s 16th report should be seen more as another step in 
advancing the science of workforce estimation and not 
as a prescription for change or worry. Great care should 
be taken before implementing additional enlargement 
of the US physician workforce. An excess of physicians 
may produce no gains in population health even as 
the effort to produce them starves education and other 
policy options that are critical to health—an outcome 
not only off-target but “worse than wasted.”

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/3/3/268. 
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