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The Primary Care is in Crisis White Papers were commissioned by the Michigan Primary Care Consortium (MPCC) 
as a call for action to preserve and revitalize the primary health care system in Michigan.  Paper One defines 
the crisis within the context of the larger health care system.  Papers Two, Three and Four include solutions for 
resolving the crisis and each concludes with recommended actions the MPCC could undertake during 2009, 2010 
and beyond to strengthen the primary health care system in Michigan.

The MPCC is a partnership of organizations committed to rebuilding and strengthening primary care as the 
foundation of the state’s health care system and to improving the delivery of primary health care services.  The 
MPCC’s vision is that every Michigan resident will access primary health care in a patient-centered medical home 
that provides comprehensive, evidence-based preventive and chronic disease care and helps patients to engage in 
self-management of their health. 

MPCC’s diverse member organizations include primary care associations, employers, health plans, physician 
organizations, academia, quality improvement initiatives, public health agencies, consumer groups, and many others.  
The MPCC strives to align quality improvement initiatives, identify barriers and gaps, and generate creative solutions 
for sustaining and improving the delivery of primary care.  Important MPCC initiatives include:

• Utilizing health information technology to improve safety and quality of care.

• Reengineering practices to improve efficiency and effectiveness.

•  Incorporating decision support tools into practices to assure evidence-based preventive and chronic disease care 
are the norm. 

• Reforming the way that primary care is reimbursed.

• Making effective use of community health resources.

• Engaging consumers to become active members of their health care teams.

• Rebuilding the shrinking primary care workforce.

The MPCC invites and welcomes all who are interested to read these papers and join us in the challenge to rebuild 
and strengthen the foundation of our health care system—primary care.
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T his white paper addresses the 
current and projected status 
of the primary care workforce 

in Michigan, and assesses strategies 
designed to meet Michigan’s needs 
for accessible, effective and efficient 
primary care in the 21st century from 
the workforce perspective.  

The analysis is based on the 
Patient-Centered Medical Home 
(PCMH) model as a method of care 
delivery and it addresses only health 
professionals serving as direct primary 
care providers within a PCMH.  It 
examines the primary care workforce 
shortage and opportunities for change 
from the larger perspective of primary 
care, rather than the more specific 
perspective of individual primary 
care disciplines (physician, nurse 
practitioner, physician assistant).  

Some issues, however, are of 
particular relevance to an individual 
discipline—these are addressed 
within the broader consideration 
of education, practice or the 
public policy environment.  Each 
recommendation supports increasing 
provider capacity to make a PCMH 
available to all Michigan residents. 

THE PRIMARY CARE PROVIDER 
WORKFORCE SHORTAGE

Shortages exist in all three primary 
care provider disciplines.  This section 
addresses common issues, as well as 
those issues specific to physicians, nurse 
practitioners and physician assistants.

According to the Council 
of Graduate Medical Education 
(COGME), there were 272.9 
physicians per 100,000 population 
(222 MD, 50.9 DO) in Michigan in 
2007.  COGME estimates that more 
than 300 physicians per 100,000 
population will be needed to meet 

future demand.  Rural areas are 
of particular concern, since rural 
Michigan has only 165 physicians per 
100,000 population.  

According to the last three of four 
annual surveys sent out as part of 
the Michigan license renewal process 
each year, the overall physician 
shortage will be further complicated 
by retirements.  The percent of active 
physicians practicing in Michigan who 
plan to retire within 10 years has 
increased from 34 percent in 2006, 
to 41 percent in 2007, to 47 percent 
in 2008.1  In 2008, factors cited for 
decisions to retire or reduce patient 
care hours were age (70 percent), 

followed by increasing administrative 
and regulatory burden (41 percent), 
inadequate reimbursement for 
services (39 percent), lifestyle changes 
(28 percent) and cost of medical 
malpractice insurance (26 percent).  
General lack of job satisfaction, 
personal or family concerns, move 
to management/consulting/teaching/
research, employer/employee conflict, 
and childbearing/rearing were also 
mentioned as reasons to retire or 
reduce patient care hours.1  These are 
issues that impact all areas of medical 
practice, including primary care. 

The primary care physician 
workforce is also affected by lifestyle 
choices made by medical school 
graduates.  It is no longer a cultural 
practice for a primary care physician 
to be supported by a spouse at home 
and staff willing to extend themselves 
to help balance the physician’s life and 
practice.  In a family with a practicing 
primary care physician at their current 
salary levels, it is generally the case 
that both parents are working and 
both have to make emotional and 
time commitments to their family 
and children.  The desire of younger 
physicians to find a career path that 
allows a better balance of work and 
personal life has produced challenges 
in workforce planning. 

Another contribution to the 
shortage is the tendency for generalist 
physicians to choose to sub-specialize.  
Medical students often look to the 
EROAD specialties (emergency 
medicine, radiology, ophthalmology, 
anesthesia and dermatology).  Data 
indicate 51.8 percent of internal 
medicine residents, 40.1 percent of 
pediatric residents and 12.0 percent 
of OB/GYN residents will sub-
specialize.2  This shift from generalist 
to specialist is apparent between 2002 

PRINCIPLE #1: Contributing 
factors to the primary care 
workforce crisis are significantly 
lower income compared to 
specialists, the difficulty in 
caring for patients with complex 
chronic illnesses, and the 
administrative requirements 
placed on primary care practices.

PRINCIPLE #2: Widespread 
implementation of Patient- 
Centered Medical Homes will 
enhance the attractiveness 
of primary care as a field of 
practice.

PRINCIPLE #3: Public policy 
interventions are needed to 
correct anticipated primary care 
workforce shortages as well as 
the current maldistribution of 
that workforce in Michigan.

PRINCIPLE #4: Timely action is 
urgent because the Michigan 
economy makes it particularly 
difficult to recruit and retain 
primary care providers.
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and 2007.  There was a 2.8 percent 
decline in family medicine residents 
(-273 persons).  New physicians 
(residencies) chose anesthesia (+415 
persons), emergency medicine (+633), 
neurology (+299) or radiology (+499).  

Another major influence in this 
shift is the decline among graduates of 
American medical schools in primary 
care fields.  Family medicine graduates 
declined 26.7 percent, internal 
medicine 7.5 percent and pediatrics 
1.8 percent.  Overall, the percentage 
of residents likely to practice in 
primary care decreased from  
28 percent to 24 percent between 
2002 and 2007.3  Additionally, the 
decline in generalists may be greater 
due to a large number of internists 
who choose to become hospitalists 
(Wachter and Goldman, 2002 as cited 
in Salsberg et. al., 2008).3  

While sub-specialization is a way 
to improve incomes and manage 
lifestyle, the resulting decrease in 
generalists intensifies recruitment 
needs for primary care physicians.

There are additional physician 
workforce issues that require 
discussion.  The current generation 
of physicians seeks responsibilities 
in addition to clinical practice, 
largely due to the realignment of 
primary care into larger and health 
system-based practices rather than 
individuals into entrepreneurial 
practices.  The 2008 Michigan 
Survey of Physicians1 indicated that                                  
23 percent of active physicians were 
involved in administration in a private 

practice; 14 percent were involved 
in administration in a medical school, 
hospital, health plan or nursing home; 
and 48 percent were involved in 
teaching.  While these activities have 
intrinsic value, physicians engaging in 
these activities have fewer hours of 
patient care time available. 

Nurse practitioners and physician 
assistants are being affected by the 
same issues impacting physicians.  
Nurse practitioners tend to follow 
the trend of general nursing where 95 
percent are female, although in recent 
years there has been some increase in 
male students.  A small sample survey 
conducted by the Michigan Council 
of Nurse Practitioners revealed that 
59 percent of respondents practiced 
in primary care, while 41 percent 
practiced in other settings including 
academia, administration or specialties 
such as psychiatry and cardiology.  Of 
those nurse practitioners practicing in 
primary care, 22 percent worked 40 
hours or more per week, 38 percent 
practiced between 20-39 hours per 
week, and 9 percent practiced less 
than 10 hours per week.  For those 
nurse practitioners who reported 
practicing outside primary care, the 
top three specialties most often 
cited were cardiology, psychiatry and 
geriatrics.  

When asked to prioritize the 
reasons they chose to not to 
practice in primary care, responses 
included low income (43 percent), 
poor reimbursement by insurances 
(27 percent), physicians unable to 
afford my services (27 percent), and 

public policy barriers to practice (19 
percent).  Low reimbursement of 
nurse practitioner services negatively 
impacts a physician’s decision to 
hire them for the practice and also 
to develop their own practices.4  
Lower rates of reimbursement for 
comparably coded services similarly 
impact physician assistant practices.

The 2007 Michigan Department 
of Community Health Survey of 
Physician Assistants5 reported there 
were 2,821 licensed in the state; of 
those, 87 percent were active, with 
36 percent practicing in primary 
care (38 percent male, 62 percent 
female).  Eighty percent of those 
practicing were raised in Michigan, and 
75 percent received their physician 
assistant degree from a Michigan 
program.  For those voluntarily leaving 
physician assistant positions, factors 
most often cited were lack of job 
satisfaction and inadequate salary.  
Nurse practitioners and physician 
assistants (who have seen their 
peers in primary care downsized due 
to declining reimbursement) also 
report that Michigan’s unstable job 
market influences practice location 
post-graduation; and as previously 
discussed, nurse practitioners similarly 
report choosing specialty areas over 
primary care practice.  However, it 
has been observed that physician 
assistants tend to go in and out of 
primary care within their lifetime 
depending upon opportunities and 
interests, giving hope that, when the 
primary care environment improves, 
it could lure back those physician 
assistants who had previously chosen 
to work in a specialty practice.6  

PROFESSIONAL  
EDUCATION & CAPACITY 

This section discusses issues 
related to professional education that 

While sub-specialization is a way to improve incomes and manage 
lifestyle, the resulting decrease in generalists intensifies recruitment 
needs for primary care physicians.
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impact primary care provider capacity.  
For purposes of this discussion, health 
profession education is defined as 
the environment in which health 
professional students (physicians, 
nurse practitioners and physician 
assistants) are initially prepared 
for primary care and other clinical 
specialties.  Post-graduate education 
is defined as the clinical training 
environment, and its selection reflects 
the specialization decisions made by 
health professional graduates. 

The issue of educational capacity 
for primary care providers in Michigan 
is complex and cannot be defined 
simply by the number of seats available 
for health professional education.  
In addition to available seats, issues 
include curricular priorities that 
support or subtly dissuade students 
from choosing primary care and the 
range of specialties available which, in 
addition to being more lucrative, are 
perceived as having higher professional 
status.

A number of educational 
challenges confront all three primary 
care disciplines.  First, interest in 
primary care is decreasing while sub-
specialty interest is increasing among 
nurse practitioner and physician 
assistant graduates.  Second, clinical 
resources for training are limited and, 
to some extent, all three disciplines 
compete for the same resources.  
Finally, faculty development and 
retention are continuing challenges for 
all three professions given increasingly 
attractive alternative career options.   

Michigan’s economy faces 
significant challenges, and state 
government faces fiscal limitations.  In 
FY 2006, Michigan expended $1.98 
billion in higher education funding, 
or 21 percent of the general fund 

expenditures.  This funded the state’s 
15 public universities, paying about 
half of their operating expenses.  
The general fund contribution to 
higher education had been reduced 
by 13 percent in four years, creating 
untenable pressure on universities.  
Four universities in Michigan have 
recently expressed an interest in 
starting new medical school programs, 
perhaps as a way to increase their 
revenue.

Physician Education and Capacity
The primary care pathway for 

physicians begins with the selection 
for post-graduate (residency) 
training made during medical 
school.  Currently, data regarding 
the proportion of students from 
each medical school who eventually 
practice primary care in Michigan 
is not publicly available.  However, 
information concerning post-graduate 
residency training indicates that 
fewer medical graduates are entering 
primary care residency training (family 
medicine, internal medicine, pediatrics 
and combined medicine-pediatrics).  

Results from the 2008 National 
Resident Match Program match 
indicate a relatively low, and declining, 
level of interest in primary care 
residencies among U.S. medical 
school seniors (18.5 percent entered 
internal medicine, 8.1 percent family 
medicine, 11.2 percent pediatrics 
and 1.7 percent combined medicine-
pediatrics).7  Attrition due to post-
residency sub-specialty training, 
especially for internal medicine 

residents, also contributes to the 
reduction of the primary care 
workforce. 

The planned expansion of several 
existing Michigan medical schools and 
the potential development of several 
new schools will not contribute to 
increases in the primary care physician 
workforce unless there is a concerted 
effort to do so.  These expansions 
include Michigan State University’s 
expansion of its College of Human 
Medicine in Grand Rapids, and College 
of Osteopathic Medicine in Macomb 
County and at the Detroit Medical 
Center.  Oakland/Beaumont University 
is in the process of creating a medical 
school; Central Michigan University, 
Kettering, and Western Michigan 
University are in the planning stages.  

These expansions will require 
concurrent expansion of programs 
that reimburse providers who assume 
the role of primary care mentors, 
not only in traditional settings like 
hospitals and academic communities 
but also in non-traditional settings 
that serve rural and underserved 
areas.  Without systemic changes in 
training, primary care delivery and 
financing, the expanded and/or new 
schools will not increase the output 
of future primary care physicians.  The 
lack of Michigan specific data about 
the number and location of practicing 
primary care providers and the output 
of primary care providers from the 
state’s colleges and universities highlight 
the need for state-level planning.

The percent of active physicians practicing in Michigan who plan 
to retire within 10 years has increased from 34 percent in 2006, to 
41 percent in 2007, to 47 percent in 2008.1
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COGME has issued 19 reports, 
and over 22 years has advised 
Congress on physician workforce 
issues.8, 9  In its 19th report, COGME 
recommends that the public good of 
Graduate Medical Education (GME) be 
made explicit, accountable and subject 
to regular and rigorous evaluation.10  
Additionally, the Association of 
Academic Health Centers has called 
for “establishment of an inclusive 
planning body to create a national 
workforce agenda and promote a 
sound national health workforce 
policy.”9  

In light of forthcoming health 
care reform on the national level 
and various states demonstrating the 
PCMH, it seems even more imperative 
to have a planning body concerned 
with workforce issues more broadly 
than just GME and more broadly than 
just physicians.  The lack of sound data 
(such as the Michigan Department of 
Community Health surveys of licensed 
physicians) makes it essential to the 
planning process that data about the 
actual workforce be obtained and 
maintained on a state level basis.

Physician Assistant and Nurse 
Practitioner Education/Capacity

Five Michigan universities currently 
offer physician assistant education 
programs, and 10 prepare primary 
care nurse practitioners, offering 
family, adult, adult/geriatric and/or 
pediatric specialties.  Educational 
barriers specific to physician assistants 
and nurse practitioners include lack 
of classroom space, faculty shortages, 

and limited clinical placements and 
preceptors.  In addition, Michigan is 
ranked among the lowest 10 states for 
favorable nurse practitioner practice 
environments due to limitations 
on scope of practice and lack of 
independent prescriptive authority. 

Although nursing programs 
and funding sources such as the 
Disproportionate Share Hospital and 
Nurse Corps funding from the State 
of Michigan have been expanded to 
increase the number of bachelor’s-
prepared nurses, there have been no 
such programs aimed at increasing the 
number of nurse practitioners.  

The capacity to increase 
the number of available nurse 
practitioners also continues to be 
limited by the number of nursing 
faculty.  The ability of advanced-
practice nurses to pursue careers 
in non-academic roles (e.g., private 
practice, health care administration 
and quality improvement) further 
compounds the nursing faculty 
shortage.  Academic salaries are not 
competitive with salaries in clinical 
practice or administration, and 
dissatisfaction with work loads in 
academic settings is frequently cited 
as a disincentive.  Finally, workforce 
efforts to date have primarily focused 
on entry-level (bachelor’s) and 
academic (faculty) nursing and not 
education of nurse practitioners.  
Additional efforts to study workforce 
phenomena for advanced-practice 
nursing are critical.   

Interdisciplinary Training  
of Primary Care Providers

The concept of team care, an 
expectation in PCMHs, is relatively 
new in many practice settings, and 
educational programs for primary 
care providers and other health 
professionals are lacking in this area.  
However, models of team training are 
being tested in practice simulation and 
in-situ settings as it appears likely that 
team care will be part of health care 
delivery in the future.  

In team training settings, physicians, 
nurses and other health professions 
undergo scenario-based event sets 
with clearly identifiable, teachable 
team skills representing the challenges, 
systems and operational environments 
of health care workers.  Students 
also learn elements of team stability, 
leadership variability and operational 
systems.  Integrating team training 
in curricula is necessary to prepare 
graduates to function in an effective 
primary care delivery team.  Similarly, 
team training programs are necessary 
for practicing primary care providers; 
in the existing environment, the team 
culture may be more difficult to fully 
assimilate.11 

The practice team will include 
professional and administrative 
personnel inside the primary care 
practice as well as clinical and non-
clinical professionals in the community.  
This team collectively assumes 
responsibility for the ongoing care of 
patients.  The team concept is critical 
to the transformation of primary 
care to maximize quality, efficiency 
and value.  Although a physician will 
often be the primary care team leader, 
a nurse practitioner or physician 
assistant may also function in this role.  
This multidisciplinary team approach 
is dependent on a comprehensive 

The lack of Michigan specific data about the number and location 
of practicing primary care providers and the output of primary 
care providers from the state’s colleges and universities highlight 
the need for state-level planning.
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understanding of the population 
served by the primary care practice, 
coupled with a cooperative effort 
among all members of the practice 
team.  Members of the practice team 
share in decision making regarding 
patient care within their explicitly 
defined roles and are accountable to 
patients, each other and each patient’s 
primary care provider.12

The paradigm shift to the 
PCMH requires new approaches for 
educating students, residents and 
practicing primary care providers to 
improve patient care.  The curricula 
should include PCMH concepts and 
methods of practice for not only team 
care, but also integrating and using 
health information technology within 
the practice environment, population 
management, patient self-management 
and care coordination.  These 
new approaches include vertically 
integrated undergraduate curricula, 
inter-professional learning, redesigned 
residency programs, development 
of exemplary clinical settings 
where optimal patient care and 
education takes place in a seamless 
fashion, practice-based learning and 
improvement throughout one’s 
professional career, and the creation 
of an academic base to facilitate these 
goals.  

The Institute for Healthcare 
Improvement (IHI)13 is leading the way 
through collaborative arrangements 
with leaders of 16 medical schools.  It 
has recently joined schools of nursing 
and has made future arrangements 
with other health professions 
schools and partnerships with 
national organizations such as the 
Accreditation Council for Graduate 
Medical Education (ACGME) and 
the Association of American Medical 
Colleges.  

The IHI Health Professions 
Collaborative includes schools of 
medicine, nursing and pharmacy 
that have been implementing 
school-wide quality curricula.  The 
projects currently underway in these 
participating institutions focus on 
inter-professional learning, vertically-
integrated improvement curricula, 
exemplary learning sites, faculty 
development, student-initiated quality 
improvement and organizational 
infrastructure.

In collaboration with accrediting 
boards, the IHI project is intended to 
assist health professionals to develop 
the foundation for lifelong practice-
based learning and improvement.  
Health professions education 
programs in Michigan should 
integrate the principles and practices 
of the PCMH and should consider 
becoming active participants of the 
Collaborative.
 
PRIMARY CARE PROVIDER 
RECRUITMENT & RETENTION

Michigan’s economic decline makes 
recruiting and hiring primary care 
providers especially difficult.  Health 
care employers must compete with 
other states, many of which have 
stronger economies and better 
practice climates, for a shrinking pool 
of candidates.  Employers also need to 
focus on retention efforts.  Turnover 
is costly for medical practices, making 
retention planning an important 
cost-avoidance strategy that assures 
continuity of care.  For many medical 
practices, the challenge is two-fold—

finding ways to effectively improve 
access and quality for patients 
while also ensuring a satisfying and 
rewarding career for primary care 
providers.

This section discusses the primary 
care practice environment and 
factors to recruit and retain primary 
care providers.  For purposes of 
this white paper, the primary care 
practice environment is defined as the 
systems of primary care that provide 
opportunities for education and 
training of future primary care health 
professionals.

Physician Recruitment
Attitudes that influence the 

factors that cause students and 
residents to choose a specialty are 
learned in school and residency 
training.  Hauer reports that only 2 
percent of the students plan a career 
in primary care internal medicine 
and that only 19 percent reported 
that the attractiveness of a career in 
general internal medicine is favorably 
influenced by their core medicine 
clerkship.8  It is imperative that the 
curricula change to promote the 
PCMH as a positive model of primary 
care practice.  In addition to providing 
a multi-disciplinary approach to 
patient care, the team concept frees 
up time for the physician to attend 
to those needs that only a physician 
is trained to address.  It has been 
suggested that as more practices 
adopt this approach and residents are 
exposed to teams and what social 
workers, nutritionists and other health 

The paradigm shift to the Patient-Centered Medical Home requires 
new approaches for educating students, residents and practicing 
primary care providers to improve patient care.  
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professionals can manage within the 
practice, the practice of primary 
care will become more attractive to 
medical school seniors and residents 
(Darer et. al., 2004 as cited in Hauer 
et. al., 2008).14

As previously discussed, several 
Michigan medical school expansions 
and new programs are planned or 
underway.  Assuming these plans move 
forward, a significant issue will be the 
availability of GME slots, which may 
negatively impact the number of slots 
for International Medical Graduates 
(IMGs).  This is important because 
IMGs currently represent 34.4 percent 
of the Michigan physician workforce, 
compared with 25.9 percent of all U.S. 
physicians.15  IMG physicians are more 
often primary care providers who 
traditionally practice in underserved 
areas of the state; decreasing IMGs 
would likely increase recruitment 
challenges in underserved areas.  

Despite these challenges, there are 
favorable factors affecting physician 
recruitment in Michigan.  Nationally, 
Michigan ranks fourth in total number 
of medical students (both MD and 
DO), eighth in number of residents 
training in the state, and third in active 
physicians who complete an ACGME-
accredited residency in the state and 
who remain in the state after training 
(55 percent).  These data indicate 
that the location of residency or 
fellowship training is a major factor 
in determining where a physician 
ultimately chooses to practice.16  This 
finding agrees with data from the 2008 

Michigan Department of Community 
Health Survey of Physicians which 
indicate that 50 percent of active 
Michigan-licensed physicians grew up 
in the state and 39 percent attended a 
medical school in Michigan.1

Michigan has an excellent 
network of services and associations 
contributing to recruitment efforts, 
including the Michigan Department 
of Community Health, State of 
Michigan Healthcare Workforce 
Center, Michigan State Medical Society, 
Medical Opportunities in Michigan 
(MOM) program of the Michigan 
Health Council, Michigan Recruitment 
& Retention Network, Michigan 
Primary Care Association and 
Michigan Center for Rural Health.  

The Michigan State Loan 
Repayment Program (MSLRP) has 
grown to become the largest SLRP in 
the nation.  Over the past three years, 
the MSLRP has placed 129 primary 
care providers in underserved areas.  
The program is nationally recognized 
for excellent program administration 
and innovation to meet recruitment 
and retention needs across Michigan.  
This success has been rewarded by 
a steady and significant increase in 
federal funding for the program from 
$612,000 in FY 2007 to $795,000 in 
FY 2009.  An additional increase to 
$845,000 has been approved for FY 
2010.  All federal dollars need to be 
matched with non-federal dollars.  
With state funding remaining level, 
the program has been successful in 
generating local dollars to match the 

federal dollars through the expansion 
of the local match program and the 
establishment of the “Sign-On Bonus” 
Loan Repayment Contract.  The 
addition of employer contributions 
to the program is another innovative 
method to expand the program 
and place even more primary 
care providers in underserved 
communities.  

Despite the kudos these programs 
have received, they do not meet the 
primary care workforce needs of this 
state.  There is a need to expand the 
loan forgiveness programs, encourage 
endowments and capital campaigns to 
expand the number of primary care 
providers recruited from and trained 
in Michigan, and to expand financial 
aid to students who elect to pursue 
primary care residencies and practice 
in Michigan, especially in rural and 
other underserved areas.  

Additionally, the Michigan Health 
Council reports that recruitment 
efforts in Michigan are frequently 
competitive rather than collaborative, 
strategies are not uniform and, in 
most parts of Michigan, workforce 
planning does not exist.  There is 
opportunity for these entities to 
collaborate to pool resources and 
more efficiently conduct recruitment 
efforts across the state.  

Provider Retention 
In 2006, the Michigan Health 

Workforce Center at the Michigan 
Department of Community Health 
surveyed physicians17 applying for a 
second- or third-year educational 
limited license who had indicated they 
planned to move out of Michigan after 
completing their graduate training 
program.  Respondents most often 
cited the desire to be closer to family 
as a primary reason for moving away 

The Michigan Health Council reports that recruitment efforts in 
Michigan are frequently competitive rather than collaborative, 
strategies are not uniform and, in most parts of Michigan, 
workforce planning does not exist.
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from Michigan after graduating (66 
percent).  Other reasons in order 
of ranking included the weather (45 
percent), entertainment or recreational 
opportunities (29 percent), job 
opportunities for spouse/partner    
(23 percent) and the economic 
outlook of the state (21 percent).  
Retirement package/salary, cost of 
living, malpractice liability insurance 
rates, health care reimbursement rates, 
schools and proximity to research 
institutions were also mentioned as 
reasons for leaving the state.  

Primary care physicians often leave 
the primary care setting to pursue 
specialty practice.  Contributing factors 
for the movement to specialty care 
include higher incomes, greater prestige 
and lifestyle issues such as the desire for 
a controllable work life, regular work 
hours, and child and elder care needs.  
Efforts to retain Michigan primary 
care physicians need to address these 
barriers by working to increase primary 
care physician reimbursement, enhanced 
benefits, lifestyle improvements and 
other mechanisms to improve personal 
and professional satisfaction.  Nurse 
practitioners and physician assistants are 
experiencing the same types of barriers 
and also require the same attention.  
 
RECOMMENDATIONS 
FOR ACTION  

Based on the issues identified 
throughout this paper, the following 
recommendations address primary 
care workforce shortages and 
maldistribution and support 
the adoption of PCMH.  The 
recommendations below that appear in 
BOLD type are those selected by the 
Steering Committee of the Michigan 
Primary Care Consortium (MPCC) on 
January 23, 2009, to be its “Priorities 
for Action in 2009 and 2010.”

CATEgoRy 1:  Centralized Data 
Repository and Planning

1.  The MPCC should support 
the development of a State 
Plan based on analysis of 
workforce data to address 
the gap between projected 
workforce needs and the 
projected number of primary 
care workers (all disciplines) 
who will be employed in 
the state, paying special 
attention to geographically 
and economically underserved 
areas. 

2.  The MPCC should promote 
development of a publicly-
accessible centralized data 
repository to track and trend 
information on primary care 
provider workforce (e.g., location 
and type), as well as academic 
information on medical student, 
nurse practitioner and physician 
assistant student enrollment, 
clinical placement and graduation 
rates.

CATEgoRy 2:  Recruitment of 
Primary Care Providers

1.  The MPCC should advocate 
for the expansion and 
wide communication of 
loan forgiveness programs 
and other incentives to 
professionals who agree to 
provide primary care services 
in designated underserved 
areas in Michigan.

2.  The MPCC should convene 
a multidisciplinary, multi-
organizational task force to 
examine Michigan’s primary 
care recruitment efforts and 
create collaborative strategies to 
implement the recruitment aspect 
of the State Plan.  

CATEgoRy 3:  Primary Care 
Education to Prepare New 
Professionals

1.  The MPCC should encourage 
the expansion of programs 
to reimburse providers 
who assume primary care 
mentoring roles.

2.  The MPCC should research 
evidence-based behavioral and 
educational practices to encourage 
medical, nursing and physician 
assistant students to choose a 
primary care specialty.

3.  The MPCC should encourage 
and facilitate Michigan 
universities and colleges that 
offer medical and all other 
health professional educational 
programs to incorporate into their 
undergraduate and post-graduate 
programs curricular content on 
building a PCMH and providing 
patient-centered care, inter-
professional learning experiences, 
and clinical placements in primary 
care settings that have PCMH 
recognition.

The Michigan State Loan Repayment Program has grown to 
become the largest SLRP in the nation.  Despite kudos received, this 
does not meet the primary care workforce needs of this state.
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4.  The MPCC should create a 
mechanism to more equitably 
distribute among regional clinical 
facilities the available combined 
clinical education slots across the 
disciplines of medical, nursing and 
physician assistants.

5.  The MPCC should encourage 
and support curriculum-sharing 
and resource-sharing educational 
models among primary care 
professional training programs 
to reduce educational costs and 
contribute to a collaborative 
professional environment.

6.  The MPCC should convene 
academic institutions offering 
primary care educational programs 
to develop and implement methods 
for multidisciplinary team training 
within their curricula.

7.  The MPCC should encourage 
universities to actively participate 
in learning collaboratives such 
as the IHI Health Professions 
Collaborative that engages faculty 
and medical, nursing and pharmacy 
students in inter-professional 
learning to promote the value 
of life-long quality improvement 
efforts.

8.  The MPCC should encourage and 
support PCMH recognition for 
all settings that serve as clinical 
practice sites for primary care 
students.

9.  The MPCC should encourage 
the development of training 
partnerships between health 
professional schools and Federally 
Qualified Health Centers (FQHCs) 
and encourage medical schools 
and residency training sites, when 
appropriate, to apply for FQHC 
status.

CATEgoRy 4:  Financial Support

1.  The MPCC should 
advocate for academic 
institutions giving financial 
aid preference, including 
loans and scholarships, to 
medical residents and nurse 
practitioner and physician 
assistant students who commit 
to practice in primary care 
settings in Michigan with 
bonuses to those who choose 
to practice in rural and other 
underserved areas.   

2.  The MPCC should encourage 
endowments and capital campaigns 
to assist in expanding the numbers 
of medical, nurse practitioner 
and physician assistant students 
recruited from and trained in 
Michigan who choose to become 
primary care providers in Michigan.

3.  The MPCC should advocate for 
granting state funding preference 
to health professional schools that 
meet or exceed target numbers of 
graduating students in designated 
primary care specialties. 

The MPCC should support the development of a State Plan based 
on analysis of workforce data to address the gap between projected 
workforce needs and the projected number of primary care workers.
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