
 

 

 
 

January 16, 2015 

 

The Honorable Fred Upton  

United States House of Representatives 

Chairman, Committee on Energy and Commerce 

2125 Rayburn House Office Building 

Washington, DC 20515 

 

The Honorable Frank Pallone, Jr.  

United States House of Representatives 

Committee on Energy and Commerce 

2125 Rayburn House Office Building 

Washington, DC 20515 

 

Dear Chairman Upton and Representative Pallone:  

 

The American Society of Anesthesiologists (ASA), on behalf of over 52,000 members, 

appreciates the opportunity to comment on graduate medical education (GME).  ASA 

recognizes that as Congress works to transform the nation’s health and healthcare system, 

there will be accompanying changes and improvements in the methods of educating 

medical students and training physicians.  We appreciate the Committee’s interest in 

physician education and training and look forward to being a resource on this matter.   

 

The existing GME system has supported robust medical education and training programs, 

and consequently produced a physician workforce that is the envy of the world; accordingly, 

as we seek improvement, it is important to build on the strengths of the current system.  We 

commend the Committee for issuing the Open Letter Requesting Information on Graduate 

Medical Education and would like to focus our response on the topics outlined in this 

correspondence.  GME financing is a complex and multifaceted issue, and we seek to focus 

on key areas of importance in order to maintain a future of the highest quality, safest, most 

cost effect practice of anesthesiology and perioperative medicine for our patients.  We ask 

that the Committee consider these key issues and involve ASA in future discussions with 

other stakeholders surrounding this important issue regarding the health and healthcare of 

America.  

 

 

Adequacy of Current Training Positions 

In 1997, Direct Graduate Medical Education (DGME) payments were capped by the 

Balanced Budget Act, resulting in a freeze on the number of resident positions funded by 

Medicare.  Despite increased medical school enrollment and increased number of 

graduates, the number of training positions funded by DGME remains today at the same 

level as in 1997. In the past decade, U.S. medical schools have increased overall enrollment 

by nearly 28 percent, many in response to concerns about the local physician supply. Yet, 



 

 

residency positions have not kept pace with this increase in supply of medical school 

graduates.  If this course continues, not all medical school graduates will be afforded an 

opportunity to complete the requisite training of residency that is necessary to achieve 

competency as a physician specialist.1 The “freeze” on training slots not only perpetuates 

inequities in the geographic distribution of training slots, but it also ignores changes in 

geography and demography of the U.S. population.2  Physician shortages are also a concern 

for both primary care and specialty care.  Although estimates of physician workforce 

shortages have varied, the Association of American Medical Colleges (AAMC) projects 

meaningful shortages of both primary care and specialists through the year 2025.3   

Estimates of the supply of anesthesiologists to meet the public need for physician led 

perioperative care have varied over time.  The most recent survey by RAND Corporation 

suggests that we are at equilibrium nationwide regarding the supply of anesthesiologists to 

meet the public need.4  Any GME reforms must preserve that equilibrium and maintain 

patient access to physician anesthesiologists’ care. 

 

The U.S. population has significantly increased over the last several decades, and continues 

to grow older.  An aging population further necessitates an increase in the demand for 

physicians, as the elderly are the largest consumers of healthcare services, and are more 

likely to develop chronic and complex conditions that require specialty care.  America’s 

physicians are also aging, with more than one-quarter likely to retire in the next ten years.5   

 

Although the specialty of anesthesiology is currently at equilibrium, it is in the public’s 

interest to address the overall physician workforce shortage by removing barriers that 

artificially restrain entrance to the workforce of highly trained physicians that only medical 

school and specialty residencies can provide.  The methodology that maintains a cap on the 

number of funded resident positions is outdated and fails to accurately reflect current 

patient needs, regional demands and access to certain specialties. Removing the cap would 

allow training programs to properly expand or contract over time and enable alignment with 

patient and population needs as well as changes in local priorities. 

 

 

Continued Necessity of Specialty Care 

As physicians, anesthesiologists are responsible for administering anesthesia to relieve 

pain, as well as preoperative care and management of vital life functions during surgery, 

including breathing, heart rhythm and blood pressure. After surgery, they maintain the 

patient in a comfortable state during the recovery and are involved in the provision of critical 

care medicine in the intensive care unit.  Moreover, other subspecialties of anesthesiology 

                                                 
1 AAMC. 2013 State and Physician Workforce Data Book. Table 10. Available at 

https://www.aamc.org/download/362168/data/2013statephysicianworkforcedatabook.pdf    
2 Graduate Medical Education that Meets the Nation’s Health Needs, Institute of Medicine, Available at 

http://www.nap.edu/catalog.php?record_id=18754  
3 AAMC Physician Shortages to Worsen Without Increases in Residency Training. Available at 

https://www.aamc.org/download/153160/data/physician_shortages_to_worsen_without_increases_in_resid

ency_tr.pdf   
4 Baird M, Daugherty L, Kumar KB, Arifkhanova A: The Anesthesiologist Workforce in 2013. RAND Corporation 

Research Report 2014. Available at http://www.rand.org/pubs/research_reports/RR650.html  
5 AAMC Physician Shortages to Worsen Without Increases in Residency Training. Available at 

https://www.aamc.org/download/153160/data/physician_shortages_to_worsen_without_increases_in_resid

ency_tr.pd 

https://www.aamc.org/download/362168/data/2013statephysicianworkforcedatabook.pdf
http://www.nap.edu/catalog.php?record_id=18754
http://www.rand.org/pubs/research_reports/RR650.html


 

 

such as pain medicine, hospice care and palliative medicine provide specialty care beyond 

the traditional boundaries of perioperative care.  Even with new innovations such as 

telemedicine and team-based care models, patients require the presence of specialists for 

complex medical conditions, such as an anesthesiologist during a surgical procedure.  

Additionally, anesthesiologists possess the skills and experience required to lead and 

supervise the delivery of high quality and safe team-based patient care.   

 

A healthcare system that meets societal needs is in the public interest, requiring an 

investment in training to produce physicians who practice high-quality, patient centered care 

as effective members of inter-professional teams.  As the medical specialty representing the 

recognized leaders in patient safety, ASA recognizes the importance of collaboration among 

the specialties to ensure the highest level of care is provided to patients.  This is 

demonstrated through ASA’s commitment to innovation in healthcare delivery as evidenced 

by the Perioperative Surgical Home (PSH) model of care.  The PSH is a patient-centered, 

physician-led system of coordinated care with a vision for better health, better healthcare 

and reduced costs of care.  The PSH model aims to promote standardization of care and 

improve clinical outcomes through more patient-centered continuity of care in the 

preoperative, intraoperative and postoperative periods emphasizing systems based care 

and collaboration with other specialties and with patient engagement.   

 

Although each medical and surgical specialty is unique and presents its own challenges, the 

nation requires a stable GME financing mechanism in order to effectively address the needs 

of the population, which require both primary care physicians and specialists to deliver 

comprehensive healthcare services. 

 

 

Patient Safety First 

The Institute of Medicine (IOM) has noted anesthesiology as one of the areas of medicine 

most committed to patient safety.  Their 1999 report stated, “Few professional societies or 

groups have demonstrated a visible commitment to reducing errors in health care and 

improving patient safety…there has been little collective action…the exception most often 

cited is the work that has been done by anesthesiologists to improve safety and outcomes 

for patients.”6  ASA continues to hold patient safety as an important pillar for its members. 

 

Anesthesiologists typically train in major academic centers as opposed to community based 

programs and contribute to patient care in several ways.  For example, in many hospitals, an 

anesthesiologist may be one of the only physicians available that can handle acute 

emergencies in the middle of the night.  Further, hospital-based anesthesiologists provide 

care to several different service areas, such as trauma, the burn unit, obstetrics, and more. 

Additionally, a recent study has shown that the number of premature deaths associated with 

preventable harm to patients in hospitals is estimated at more than 400,000 per year.7 

Anesthesiology, a specialty that incorporates patient safety into the residency program from 

the start, has trainees that can help prevent these harms.  

                                                 
6 To Err is Human: Building A Safer Health System, Institute of Medicine, Available at 

http://www.nap.edu/download.php?record_id=9728#  
7 James, T. John, A New, Evidence-base Estimate of Patient Harms Associated with Hospital Care, Available at 

http://journals.lww.com/journalpatientsafety/pages/articleviewer.aspx?year=2013&issue=09000&article=00

002&type=abstract  

http://www.nap.edu/download.php?record_id=9728
http://journals.lww.com/journalpatientsafety/pages/articleviewer.aspx?year=2013&issue=09000&article=00002&type=abstract
http://journals.lww.com/journalpatientsafety/pages/articleviewer.aspx?year=2013&issue=09000&article=00002&type=abstract


 

 

 

Therefore, changes to the GME financing system can impact not only the number of training 

positions, but also components of the hospital system that are not obvious, notably patient 

safety.  Although primary care is important, any shift in geographic or specialty GME 

positions should not come at the expense of acute medical care.   

 

 

Governance, Transparency and Accountability  

There is no single public or private entity that “owns” physician education or one that 

determines competencies from medical school through a physician’s career. Specifically, 

although the Accreditation Council for Graduate Medical Education (ACGME) has the leading 

role in the assessment and advancement of the quality of resident physician education 

through accreditation, the standards and program requirements—across the continuum of 

physician education—are the responsibility of a wide array of private organizations and 

government licensing agencies with sometimes overlapping interests and jurisdiction.8   

 

As the IOM points out, good governance requires transparency— public access to 

information— to promote accountability.  ASA appreciates IOM’s analysis of this issue but 

disagrees with their approach to improve the system.  ASA agrees with the American Medical 

Association’s (AMA) position that accountability and transparency in GME funding are 

important but should not instill performance-based penalties for GME.  Training programs 

are already extensively evaluated through the accrediting bodies, the ACGME and the 

American Osteopathic Association (AOA).  They use defined standards that require residency 

programs to provide outcomes evidence and meet guidelines related to specific program 

requirements.  Additionally, the above accrediting bodies are in the process of joining 

together to create a single system and focus more on educational outcomes.  They are 

working together to develop metrics to measure patient-care quality and safety of GME 

learning environments.  ACGME has already begun to restructure its accreditation process.  

In 2013, ACGME developed the Next Accreditation System (NAS), shifting focus to 

educational milestones and specific tasks or activities that residents are expected to 

achieve as they progress through training.  The new system is more transparent and 

requires ongoing data collection and trend analysis to ensure that programs meet standards 

for a safe and effective learning environment.9  As a component of NAS, ACGME has 

established the Clinical Learning Environment Review (CLER) program, which aims to 

generate national data on program and institutional attributes to benefit quality and safety 

in settings where residents learn and quality of care rendered after graduation.10  Despite 

these extensive accreditation requirements already in place and the planned shift to a single 

accreditation system, some stakeholders have suggested implementing accountability 

programs that either duplicate the accreditation process or require penalties based on 

performance of students and residents.  Recommendations to penalize institutions where 

residents are still learning and improving are misplaced and entail an array of unintended 

                                                 
8 Graduate Medical Education that Meets the Nation’s Health Needs, Institute of Medicine, Available at 

http://www.nap.edu/catalog.php?record_id=18754 
9 ACGME. Next Accreditation System. Available at 

http://www.acgme.org/acgmeweb/tabid/435/ProgramandInstitutionalAccreditation/NextAccreditationSystem.

aspx 
10 Nasca TJ, Philibert I, Brigham T, Flynn TC. The next GME accreditation system--rationale and benefits. N Engl 

J Med. 2012; 366(11): 1051-1056. [Epub 2012 Feb 22.] 06/10/2012 Ver. 1.0 

http://www.nap.edu/catalog.php?record_id=18754
http://www.acgme.org/acgmeweb/tabid/435/ProgramandInstitutionalAccreditation/NextAccreditationSystem.aspx
http://www.acgme.org/acgmeweb/tabid/435/ProgramandInstitutionalAccreditation/NextAccreditationSystem.aspx


 

 

consequences that will adversely impact the medical care American’s receive from the next 

generation of physicians.  

Additionally, the proposition to form new agencies to oversee the system will only consume 

needed resources that could instead be allocated toward residency training programs, 

adding to existing bureaucracy without obvious benefit to society.  The IOM suggests this 

approach—proposing the creation of two additional agencies to improve accountability and 

transparency.  Their report recommends the creation of a GME Policy Council in the Office of 

the Secretary of the U.S. Department of Health and Human Services and a GME Center 

within the Centers for Medicare & Medicaid Services, the first of which would be responsible 

for ensuring collaboration among the accrediting bodies and the second of which would be 

predominately responsible for data collection and transparency of GME funds. 

Although federal GME regulations are nearly silent regarding transparency and 

accountability for use of Medicare GME funds, ASA recommends using existing entities to 

improve in these areas.  The IOM points out that there are statutes prohibiting accreditation 

organizations from directly engaging in workforce issues such as geographic distribution of 

resources, number and type of subspecialty programs or the size of residence programs.11  

However, the Council on Graduate Medical Education (COGME), which assesses physician 

workforce trends, training issues and financing policies, can play a critical role here.  COGME 

has extensive knowledge on GME issues and already provides recommendations to 

Congress and federal agencies. Implementing programs that virtually duplicate the 

accreditation process or create additional bureaucracy will not ensure further transparency 

or accountability.  We urge Congress to consider alternative ways to accomplish this goal, 

working with stakeholders and the existing accrediting bodies to improve the system.  

Providing additional resources to COGME and using the systems already in place would be 

less costly than creating new and inexperienced entities.   

 

 

The Role of States in GME 

The care provided by medical students and residents during and after training is not limited 

to Medicare beneficiaries but impacts all patients. States, localities and private entities 

benefit from this care and should therefore contribute to its funding.  States have played an 

increasing role in funding GME, and ASA strongly encourages these initiatives. 

 

Some stakeholders have criticized the correlation between Medicare discharges and 

Medicare GME payments.  However, for settings that serve high numbers of Medicaid 

patients, this could be an opportunity to expand GME support through state Medicaid 

programs.  Providing new incentives for states to invest state dollars in physician training 

through their Medicaid programs could help bolster support to community health centers, 

but not undermine facilities serving higher numbers of Medicare beneficiaries.  Thus, ASA 

strongly supports states’ involvement in GME and welcomes the opportunity to discuss the 

role of all GME sources with the Committee. 

 

                                                 
11 Graduate Medical Education that Meets the Nation’s Health Needs, Institute of Medicine, Available at 

http://www.nap.edu/catalog.php?record_id=18754 

http://www.nap.edu/catalog.php?record_id=18754


 

 

Future Innovative Training Methods 

GME financing in the future should acknowledge the shifts in healthcare delivery.  Previously 

mentioned, innovations such as telemedicine and team-based care models are on the rise 

and as a proponent of the Perioperative Surgical Home (PSH) model of care, where 

physician-led team based care is the standard, ASA strongly supports new innovations.   

 

The IOM’s proposal to pilot new payment models through the Transformational Fund could 

help drive changes to the current GME system. Yet, ASA cannot support a recommendation 

to divert funds away from direct support of training programs to operationalize these new 

programs.  Instead, the Committee should consider ways to utilize existing entities, such as 

the Centers for Medicare and Medicaid Innovation, to test new models. ASA also supports 

other stakeholder programs to test and support new educational models.  For example, the 

AMA’s Accelerating Change in Medical Education12 program has provided over $11 million in 

grants to medical schools to develop new models that, once tested, can be adopted more 

broadly. This program specifically addresses new methods for measuring and assessing key 

competencies for physicians, promoting exemplary methods to achieve patient safety and 

patient-centered team care and optimizing the learning environment. Moreover, ASA is 

already working with the American Congress of Obstetrics and Gynecology (ACOG) on 

tracking performance and outcome measures through the Maternal Quality Improvement 

Program, which launched last spring.  The program is a joint effort to develop a national 

obstetrical outcomes registry through ASA’s affiliated Anesthesia Quality Institute.  

Ultimately, it will provide hospitals with the information they need to understand and 

improve their outcomes, providing the benchmark for focused education in quality gaps. 

Findings from these models can be a valuable resource for the Committee as it considers 

GME reforms. 

 

ASA is grateful for the opportunity to comment on this important topic and we look forward 

to ongoing discussions with the Committee.  The American Society of Anesthesiologists and 

anesthesiologists throughout the United States are fully committed to implementing the 

National Quality Strategy and achieve the vision of better health, better healthcare and lower 

costs for Americans.   

 

Please do not hesitate to contact ASA staff members Manuel Bonilla (m.bonilla@asahq.org), 

Chief Advocacy Officer, or Ashley Walton (a.walton@asahq.org), Federal Affairs Associate, via 

email or by telephone at (202) 591-3706 if we can be of further assistance.  Thank you 

again for your leadership in assuring training programs for residents and patient access to 

healthcare.  

 

Sincerely, 

 

 
J.P. Abenstein, M.S.E.E., M.D. 

President 

American Society of Anesthesiologists 

                                                 
12 AMA Accelerating Change in Medical Education. Available at http://www.ama-assn.org/ama/pub/about-

ama/strategic-focus/accelerating-change-in-medical-education.page?  
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