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EDICINE-PEDIATRICS

Medical Student Guide to Combined
Internal Medicine and Pediatrics
Residency Training

Introduction

Combined Internal Medicine and Pediatrics (Med-Peds) residency training is a
unique and exciting way to become a well-trained physician. As program
directors, we find students eager for more information about the nature and
possibilities of such training. In compiling this manual, our goal was to provide
up-to-date information about the history, mechanics, training, and career
opportunities available to the future Med-Peds physician.

As with any decision, careful consideration of your personal goals is the
foundation of the process. The selection of a specific residency program happens
only after a well-researched decision on what specialty to pursue, followed by
examination of individual program strengths and weaknesses. This is a process in
evolution; each encounter during training is an opportunity to focus on how best
to achieve your goals.

Good decisions get better with information from the best sources, and this guide
is meant to assist in that process. Communicating with those who have already
followed a given path is important, and we strongly encourage you to seek out
Med-Peds physicians in your community. There is no substitute for the expertise
of one who has already been through residency and successfully practices his or
her art every day.

Specific information about individual programs is best found by direct contact
with that program. Other sources of information about Med-Peds and Med-Peds
programs will be listed throughout the manual. Thank you for your interest in
Med-Peds and best of luck in following your career path.
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Birth of Primary Care
Prior to the late 1960’s, there
were no comprehensive
training programs that
prioritized a comprehensive
primary care curriculum that
spanned across all ages. The
American Board of Internal
Medicine (ABIM) and the
American Board of Pediatrics
(ABP) first recognized the
four-year Combined Internal
Medicine-Pediatrics (Med-
Peds) training program as an
avenue  for  postgraduate
education in 1967. That same
year, a three-year curriculum in
general practice was organized
that ultimately developed into
the Family Medicine specialty.
These programs represented the
first formalized primary care
curricula to include the
spectrum of health care for
families

A Changing Medical Environment
The medical managed care environment
that rapidly evolved through the 1980’s and
1990’s led to many changes, ultimately
resulting in the decline in services offered
by traditional generalist physicians. The
spectrum of care provided by primary care
specialists was becoming more similar.
Ambulatory training became increasingly
important in general internal medicine.
Medicine and Pediatric Departments
increasingly received funding for the
combined  generalist curriculum  of
Medicine-Pediatrics. Lifestyle issues and
perceptions regarding the medical practice
environment have increasingly impacted
medical students’ choices regarding
residency training. All of these factors fed
the rapid growth of Med-Peds programs
which expanded from nine intern positions
in four programs in 1980 to 400 positions
in 100 programs in 2002, while consistently
attracting the greatest proportion of US
Medical School Graduates among the
primary care specialties throughout the
1990’s.
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The first organized meeting of Med-
Peds physicians occurred in 1987
through residency program directors
associations. This collaboration of
associations and their specialty
Boards led to the Combined Med-
Peds Training Guidelines published
in 1989. By 1991, the Medicine-
Pediatrics Program Directors
Association (MPPDA) formally
organized with the mission to foster
collaborative interactions and
maintain high training standards that
addressed  the spectrum  of
comprehensive health and illness
care for all ages.

AAP-MED-PEDS SECTION
Within MPPDA, a second
organization was launched as a
graduate network.  The graduate
network soon evolved under separate
leadership into the Med-Peds Section
within the American Academy of
Pediatrics.

NMPRA

The National Med-Peds Residents’
Association (NMPRA) was formed
in 1997 as a resident driven
organization dedicated to providing
information,  opportunities  and
programs to Med-Peds residents.

AAP AND ACP-ASIM

All  three of these Med-Peds
organizations collaborate though the
American Academy of Pediatrics
(AAP) and the American College of
Physicians-American ~ Society  of
Internal Medicine (ACP-ASIM).
Through the efforts of these
organizations, Med-Peds physicians
are now recognized as internists, as
pediatricians and as unique specialist
who provide care to families. Med-
Peds physicians have a separate
specialty ~ voice  on  national
committees among their internal
medicine, pediatrics, and family
medicine colleagues to help direct
primary care policy for the
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The Med-Peds physician has achieved national recognition as a collaborative
physician; meeting the needs and taking a leading role in an evolving managed care
market. Outcome data have now demonstrated that Med-Peds has enhanced practice
efficiency in collaborative practices with Family Physicians, further optimizing the
managed care environment. From the standpoint of health care policy, both Houses of
Congress have recognized the primary care training potential of the Med-Peds
physician by protecting continued funding of these programs through the Primary
Care Promotion Act, incorporated into the Balanced Budget Act of 1997. Thirty years
after its inception, the specialty of Med-Peds has secured and established a role in
providing health care to families.
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What can I do when I finish my training in a Med-Peds residency?

A Med-Peds residency may be the most versatile residency available. Med-Peds
physicians have a wide range of opportunities available to them following
graduation including private practice, academic medicine, hospital medicine,
research, public health, international medicine and other variations and
combinations of clinical activities. Med-Peds graduates are qualified for and are
routinely accepted into fellowship training programs in subspecialties in internal
medicine, pediatrics or both. Upon graduation most Med-Peds physicians continue
to provide care for both adults and children in outpatient and/or inpatient settings.

What do the majority of Med-Peds trained physicians do after training?
According to a recent study, the majority of Med-Peds graduates are practicing
general internal medicine and general pediatrics in primary care settings. It is
interesting to note that more Med-Peds residents choose to pursue primary care
careers than either categorical internal medicine or categorical pediatric residents
despite having the widest variety of subspecialties available to them.

Can Med-Peds trained physicians pursue sub-specialty training?

Yes, training in Med-Peds is a great launching pad for many subspecialties. Many
subspecialty fellowship programs offer combined adult and pediatric training.

What Combined Med-Peds fellowships are available?

Med-Peds graduates have entered virtually every subspecialty. Fellowship
programs will often combine training for interested Med-Peds graduates.
Examples include infectious diseases, allergy immunology, critical care,
cardiology, endocrinology, rheumatology, pulmonary, nephrology,
gastroenterology and others. Med-Peds graduates are also eligible for
generalist fellowships in medical informatics, health policy and general
internal medicine-pediatrics

What are the advantages to Combined Med-Peds fellowships?

In addition to the enjoyment of being able to continue to care for adults and
children, graduates of Combined Med-Peds fellowships can fill unique niches.
For example, a Med-Peds nephrologist can provide pediatric nephrology care
to a smaller community that might not have the patient population to support a
full-time pediatric nephrologist. A Med-Peds sub-specialist can serve in
specialized centers caring for adults and children with congenital heart
disease, cystic fibrosis, or other transitional illnesses.



What kind of practices do Med-Peds physicians enter?

Med-Peds physicians practice
in a variety of environments.
In most areas of the country,
Med-Peds physicians are
considered extremely 7% 4%

Med-Peds Career Choices

O Primary Care
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with  other  dual-trained
physicians either exclusively
or in multi-specialty
practices. Ninety percent of Med-Peds physicians work in practices that combine
pediatricians, internists, and/or family physicians in multi-specialty group settings.
Med-Peds physicians specializing in the care of hospitalized patients, “hospitalists,”
have become increasingly popular in the last decade. Fifteen percent of Med-Peds
graduates choose full-time careers in academic medicine and over half of graduates
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maintain some academic affiliation.

How are combined Med-Peds residency programs regulated?

The American Board of Internal Medicine (ABIM) and the American Board
of Pediatrics (ABP) must approve Med-Peds residency programs. The ABIM
and the ABP have agreed on guidelines for combined programs. One of the
most important of these guidelines states that a Med-Peds program can only
exist within an institution with a Residency Review Committee (RRC)-
accredited Internal Medicine residency program and a RRC-accredited
Pediatrics residency program. The two Boards regulate Med-Peds programs
together.

Aren’t Med-Peds Programs more difficult?

Because Med-Peds training incorporates all of the important elements of two
three-year training programs into one four-year program, Med-Peds
residencies are indeed more rigorous. In most programs, Med-Peds residents
have less flexibility than their categorical counterparts. Typically, they have
less elective time. However, a good understanding of one specialty enhances
the understanding of the other specialty. Residency programs often take
advantage of this by offering combined adult and pediatric elective rotations.
Combined elective rotations also allow residents to increase their exposure to
a variety of subspecialties. Since the establishment of the Med-Peds
guidelines, the attrition rate for Med-Peds programs has dropped to a level
that is among the lowest of all residency programs.
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How does Med-Peds training differ from Family Medicine training?

Much of the difference between Med-Peds training and Family Medicine
training depends on your perspective and your personal career goals. Med-
Peds is a four-year curriculum that focuses on two specialty areas, which
overlap. Family medicine has a broader scope, which may be advantageous in
practice settings where physicians are expected to handle wide-ranging
problems without the availability of physicians in certain specialties such as
obstetrics and surgery.

Med-Peds residents experience more in-depth exposure to the medical care of
adults and children, incorporating the essential elements of both Internal
Medicine and Pediatrics. Med-Peds physicians are recognized as both
internists and pediatricians. Med-Peds generally involves care for more
complicated patients both in the outpatient and inpatient setting. Therefore,
Med-Peds programs require more critical care and inpatient experience.
However, this does not equate to less ambulatory training. The current Med-
Peds guidelines require 45 percent of training over four years in the outpatient
setting which compares to the 42 percent average over three years that the
Family Medicine curriculum devotes to ambulatory training.

Med-Peds Curriculum (48 months)

Med ER
Peds Outpt 841/0
25% Med Inpt
28%
Peds ICU
8% Pods Inot Med ICU
e So MPL peds ER Med Outpt 8
1% 6% 10%

Family Medicine Curriculum (36 months)

Med ICU

3% Med Inpt
25%

Outpatient
36%

Med ER

o
Surgery OB Peds Inpt
11% 8% 1%



actually score

higher levels
categorical

Pediatrics.”

in training.”

How do I decide whether Med-Peds or Family Medicine is right for me?
More than anything else, this depends on the individual and his/her ultimate
practice plans. Below are some useful questions to consider:

e Would you prefer a career that narrows your practice to Internal
Medicine and Pediatrics or has broader scope?

e Do you desire training that involves greater depth?

e Do you enjoy multiple and complicated problems or prefer to work
with less complex diseases and problems?

e What level of training are you comfortable with to prepare you for
your career?

Will I be able to pass both boards when I graduate?

As a group, Med-Peds graduates actually score at equal or slightly higher
levels than categorical graduates on the certifying exams for both Internal
Medicine and Pediatrics. This may be due, in part, to the fact that training in
one area enhances knowledge in the other area.

Don’t most graduates choose one field or the other after they graduate?

A recent survey of 708 Med-Peds graduates completed by the Medicine-
Pediatrics Program Directors Association revealed that 86% of Med-Peds
physicians in private practice care for both adults and children.

Is it possible to keep up with both fields of internal medicine and pediatrics
after I graduate?

Although it is more challenging, it can be done. In fact, being familiar with
the advances of one area enhances your practice of the other area. Most Med-
Peds physicians feel that the extra effort to keep up with two fields is well
worth the trade-off for the ability to care for patients of all ages, including
families and patients with complex medical problems.

How many Med-Peds programs are there?

Currently, there are approximately 105 Med-Peds programs offering around
400 first-year resident positions. This makes up almost 10 percent of the
internal medicine and around 15 percent of the pediatric residency positions.

Aren’t Med-Peds programs extremely competitive?

Because of the relatively limited number of Med-Peds positions nationally,
Med-Peds programs are generally more competitive than their parent
categorical programs. The competitive nature will vary, however, from one
program to the next. Most determined applicants obtain a Med-Peds position.



“Remember t
a Med-Peds

of Internal
Medicine and
Pediatrics to
provide the
resources fo
training.”

Should I rank “back-up” categorical programs?

Ranking a back-up categorical program is usually not necessary. Almost any
motivated student should be able to match in a Med-Peds program if the
student does not place too many restrictions on his or her match list and
realistically evaluates how competitive his or her application is with the
individual programs.

How do I judge the relative strengths of Med-Peds programs?

This can be done in many ways. Remember that a Med-Peds program cannot
stand alone, but relies upon both the departments of Internal Medicine and
Pediatrics to provide the resources for training. Therefore, in evaluating the
quality of a Med-Peds program, one should carefully evaluate the two
categorical programs. Applicants should also look at specific Med-Peds
portions of the program. Coordination, communication and cooperation
between the departments are essential. A well-coordinated Med-Peds
program with good communication and cooperation with the categorical
programs can work synergistically, enhancing the quality of all three
programs.

Is it important for a Med-Peds program to have a combined Med-Peds
continuity clinic?

There are advantages to a combined clinic and advantages to attending
separate Internal Medicine and Pediatrics clinics in alternating weeks. A
combined clinic offers residents the opportunity to treat whole families, to see
children and adults in the same setting on the same day and to follow-up
patients at the resident’s next clinic day if needed. Many combined clinics
also have Med-Peds faculty who can serve as role models. On the other hand,
concentrating on one area or the other with a categorical preceptor may also
offer advantages.

Is it important for a Med-Peds program to have a Med-Peds-trained director?

A dual-trained director may be better equipped to coordinate a Med-Peds program as
well as act as a mentor or role model. However, there are many excellent programs
without a dual-trained director and many superb program directors that are trained in
one field or the other.

Should the program I choose have many Med-Peds-trained faculty?

Regardless of how many Med-Peds faculty a program has, faculty in the categorical
programs will do the majority of the teaching. Be sure to evaluate the categorical
faculty in both departments. Med-Peds trained physicians on faculty or in the
community can serve as role models and mentors, but the number is not as critical as
their level of involvement with the residents.



Are there geographic differences in Med-Peds programs?

For the most part, Med-Peds has become well established with physicians practicing
in every region of the country. However, Med-Peds residency programs and
positions are not evenly distributed throughout the country. Applicants may need to
consider training in a region other than where they ultimately plan to practice.

Med-Peds First Year Residency Positions Offered
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American Academy of Pediatrics (AAP)- Section on Med-Peds
http://www.aap.org/sections/med-peds/

American Association of Medical Colleges (AAMC)
http://www.aamc.org/

American Board of Internal Medicine (ABIM)
http://www.abim.org/

American Board of Pediatrics (ABP)
http://www.abp.org

American College of Graduate Medical Education (ACGME)
http://www.acgme.org/

American College of Physicians-American Society of Internal Medicine
http://www.acponline.org/

American Medical Association (AMA) FRIEDA Online
http://www.ama-assn.org/ama/pub/category/2997.html

Association of Pediatric Program Directors (APPD)
http://www.appd.org/

Association of Program Directors in Internal Medicine (APDIM)
http://apdim.med.edu/

Electronic Residency Application Service (ERAS)
http://www.aamc.org/audienceeras.htm

Medicine-Pediatrics Program Directors Association (MPPDA)
http://apdim.med.edu/medpeds/

Med-Peds Guidelines
http://www.abp.org/certinfo/genpeds/medped.htm

National Med-Peds Residents Association (NMPRA)
http://www.medpeds.org/

National Residency Matching Program (NRMP)
http://www.nrmp.org/
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ALABAMA
University of Alabama Medical Center Program (Birmingham)
University of South Alabama (Mobile)

ARIZONA
Maricopa Medical Center Program (Phoenix)
Phoenix Hospitals Program (Phoenix)

ARKANSAS
University of Arkansas for Medical Sciences Program (Little Rock)

CALIFORNIA

Loma Linda University Program (Loma Linda)

Cedars-Sinai Medical Center Program (Los Angeles)

University of Southern California Program (Los Angeles)

University of California (San Diego) Medical Center Program (San Diego)

CONNECTICUT
Yale University (Bridgeport) Program (Bridgeport)
University of Connecticut Health Center/John Dempsey Hospital Program

(Farmington)

Yale-New Haven Medical Center Program (New Haven)

DELAWARE
Christiana Care Health Services Program (Newark)

DISTRICT OF COLUMBIA
Georgetown University Hospital Program (Washington, DC)

FLORIDA

University of Miami-Jackson Memorial Medical Center Program (Miami)
Orlando Regional Healthcare System Program (Orlando)

University of South Florida Program (Tampa)

HAWAII
University of Hawaii Program (Honolulu)

ILLINOIS

Rush-Presbyterian-St Luke's Medical Center Program (Chicago)
University of Chicago Program (Chicago)

University of lllinois College of Medicine at Chicago Program (Chicago)
Loyola University Program (Maywood)

University of lllinois College of Medicine at Peoria Program (Peoria)

INDIANA
Indiana University School of Medicine Program (Indianapolis)

KANSAS
University of Kansas Medical Center Program (Kansas City)
University of Kansas (Wichita) Program (Wichita)

KENTUCKY
University of Kentucky Medical Center Program (Lexington)
University of Louisville Program (Louisville)
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LOUISIANA

Louisiana State University Program (New Orleans)

Tulane University Program (New Orleans)

Louisiana State University (Shreveport) Program (Shreveport)

MAINE
Maine Medical Center Program (Portland)

MARYLAND
University of Maryland Program (Baltimore)

MASSACHUSETTS

Harvard Combined Program (Boston)

Baystate Medical Center Program (Springfield)
University of Massachusetts Program (Worcester)

MICHIGAN

University of Michigan Program 1 (Ann Arbor)

University of Michigan Program 2 (Ypsilanti)

Wayne State University Program (Detroit)

Hurley Medical Center/Michigan State University Program (Flint)

Grand Rapids Medical Education & Research Center/ Michigan State University
Program (Grand Rapids)

Kalamazoo Center for Medical Studies/Michigan State University Program

(Kalamazoo)

William Beaumont Hospital Program (Royal Oak)

MINNESOTA
University of Minnesota Program (Minneapolis)

MISSISSIPPI
University of Mississippi Medical Center Program (Jackson)

MISSOURI

University of Missouri-Columbia Program

University of Missouri at Kansas City Program (Kansas City)
St. Louis University Group of Hospitals Program (St. Louis)

NEBRASKA
Creighton University Program (Omaha)
University of Nebraska Program (Omaha)

NEW JERSEY

UMDNJ - New Jersey Medical School Program (Morristown)
Newark Beth Israel Medical Center Program (Newark)
UMDNJ-New Jersey Medical School Program (Newark)

St Joseph's Regional Medical Center Program (Paterson)
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NEW YORK

Albany Medical Center Program (Albany)

Maimonides Medical Center Program (Brooklyn)

SUNY at Buffalo Graduate Medical-Dental Education Consortium Program
(Buffalo)

Flushing Hospital Medical Center Program (Flushing)

Mount Sinai School of Medicine Program (New York City)

St Vincent's Hospital and Medical Center of New York Program (New York City)
Staten Island University Hospital Program (New York City)

University of Rochester Combined Internal Medicine/Pediatrics Program

(Rochester)
SUNY at Stony Brook Program (Stony Brook)

NORTH CAROLINA

University of North Carolina Hospitals Program (Chapel Hill)
Duke University Program (Durham)

East Carolina University Program (Greenville)

OHIO

Akron General Medical Center/Children's Hospital Medical Center Program (Akron)
Summa Health System (Children's Hospital Medical Center) Program (Akron)
University of Cincinnati Hospital Group Program (Cincinnati)

Case Western Reserve (MetroHealth) University Program (Cleveland)

University Hospitals of Cleveland/Case Western Reserve University Program
(Cleveland)

Ohio State University Program (Columbus)

Wright State University Program (Dayton)

Western Reserve Care System/NEOUCOM Program (Youngstown)

OKLAHOMA
University of Oklahoma Health Sciences Center Program (Oklahoma City)
University of Oklahoma College of Medicine-Tulsa Program (Tulsa)

PENNSYLVANIA

Geisinger Medical Center Program (Danville)

Penn State University/Milton S Hershey Medical Center Program (Hershey)
Albert Einstein Medical Center Program (Philadelphia)

University Health Center of Pittsburgh Program (Pittsburgh)

RHODE ISLAND
Rhode Island Hospital Program (Providence)

SOUTH CAROLINA
Medical University of South Carolina Program (Charleston)
Greenville Hospital System Program (Greenville)

TENNESSEE
University of Tennessee Program (Memphis)
Vanderbilt University Program (Nashville)

TEXAS

Texas Tech University (Amarillo) Health Sciences Center Program (Amarillo)
University of Texas Medical Branch in Galveston Program (Galveston)
Baylor College of Medicine Program (Houston)

University of Texas at Houston Program (Houston)

Texas A&M College of Medicine-Scott and White Program (Temple)

15



Program
Web
Sites

UTAH
University of Utah Program (Salt Lake City)

VIRGINIA
Virginia Commonwealth University Program (Richmond)

WEST VIRGINIA

West Virginia University (Charleston Division) Program (Charleston)
Marshall University School of Medicine Program (Huntington)

West Virginia University Hospitals Program (Morgantown)

WISCONSIN
Marshfield Clinic-St Joseph's Hospital Program (Marshfield)
Medical College of Wisconsin Program (Milwaukee)
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