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ABSTRACT

The International Forum of Internal Medicine (FIMI) presents a position statement aimed at
analyzing the current state and projecting the future of Internal Medicine within a global
context characterized by population aging, increasing multimorbidity, fragmentation of
healthcare systems, and rapid technological transformation. This document was developed
through a collaborative process involving 52 scientific societies of Internal Medicine from 43
countries, with active representation from all five continents, providing its conclusions with
a plural and global perspective.

Based on data derived from previous research conducted in Ibero-America and on the
integration of consensus among international society leaders, the document describes the
current status of the specialty and its central role in comprehensive, longitudinal, and
person-centered care for adults, particularly for complex and multimorbid patients. Key
strengths of internists are identified, including integrative clinical reasoning, the ability to
coordinate interdisciplinary care, and their contributions to education, research, and health
system management. At the same time, persistent weaknesses are acknowledged, such as
heterogeneity in training and certification systems, unfavorable working conditions, declining
social recognition, and a high prevalence of professional burnout.

The document also analyzes the challenges and opportunities posed by the incorporation
of new technologies, including telemedicine, point-of-care ultrasound, and artificial
intelligence, emphasizing the need for ethical and responsible integration that preserves

clinical judgment and the physician—patient relationship.

Finally, FIMI proposes an Improvement Plan with concrete and applicable guidelines,
structured around the domains of clinical care, education, research, management, and
professional well-being, aimed at strengthening the profile of the internist and consolidating
Internal Medicine as a cornerstone of more integrated, sustainable, and people-centered
health systems.

Keywords: Internal Medicine — Professional competencies — Patient-centered care —
Multimorbidity — Scientific societies — International cooperation
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A Historical Overview of Internal Medicine

This brief section outlines why Internal Medicine is an integrative rather than a fragmentary
specialty (1-5).

Internal Medicine is rooted in a medical tradition that conceives the patient as a biographical,
clinical, and prognostic unity. As early as the year 620, Isidore of Seville stated that the
physician should fulfill three fundamental missions: anamnesis, understood as the
recognition of the past; diagnosis, as the understanding of the present; and prognosis, as
the anticipation of the future. This triad early on expressed a comprehensive vision of
medical practice that transcends the mere management of isolated disease.

During the Middle Ages, a progressive separation between medicine and surgery took place,
establishing a distinction between clinical and surgical approaches that would shape the
subsequent development of medical practice. In 1761, Giovanni Battista Morgagni
introduced the concept of organic pathology by linking diseases to lesions of specific organs,
inaugurating a form of medicine centered on the “solid” components of the body. Throughout
the nineteenth century, this approach became consolidated within Clinical Medicine, based
on signs and symptoms, with a progressive identification of organ-specific functions and
diseases, thereby fostering the emergence of medical specialties.

Nevertheless, the need to preserve an integrative perspective led to the formalization of
Internal Medicine as a distinct field. On April 20, 1882, the Congress of Innere Medizin was
held in Wiesbaden, Germany, with the aim of defining an area of medical care distinct from
both external pathology and the classical concept of Clinical Medicine of the time, which was
limited to the study of disease rather than the person who is ill. This milestone marked the
formal birth of Internal Medicine as a specialty oriented toward the comprehensive care of
the patient.

Subsequently, in 1920, the German Society of Internal Medicine was established,

consolidating its institutional development in Europe. In the United States, the founding of
the American College of Physicians (ACP) in 1915—Iater merged in 1998 with the American
Society of Internal Medicine (ASIM)—and the creation in 1936 of the American Board of
Internal Medicine (ABIM) with the purpose of formally certifying specialists, reflected the
growing professionalization, standardization, and recognition of Internal Medicine as a
central discipline within modern healthcare systems.




Introduction

Medicine and healthcare systems are currently undergoing an accelerated transformation,
driven by population aging, the increasing prevalence of multimorbidity and polypharmacy,
the digitalization of scientific information, the emergence of artificial intelligence, and growing
pressure on healthcare resources (6,7). These changes are compounded by the emergence
of a new type of patient—more informed, digitally engaged, and participatory—who
demands an active role in decision-making regarding their health. In this context, internists
are required to manage an ever-increasing volume of scientific information while ensuring
comprehensive, safe, cost-effective, and person-centered care, even in settings with limited
resources (6).

In most Latin American and Ibero-American countries, Internal Medicine services share
relatively similar organizational structures, although with variations determined by health
policies, resource availability, and socioeconomic context. Despite differences in the formal
definition of the specialist’s profile, there is broad consensus that the internist is the clinical
physician par excellence, responsible for the care of individuals from puberty through the
end of life, whether healthy or ill, with an integrative approach encompassing prevention,
diagnosis, treatment, and longitudinal follow-up, while also promoting the rational use of
available resources and evidence-based preventive interventions (6).

However, a significant proportion of the population—and even healthcare systems
themselves—lack a clear understanding of the profile and functions of Internal Medicine,
which undermines the social recognition of the specialty and reinforces the need to
strengthen its visibility and positioning by governments, universities, scientific societies, and
internists (6).

The progressive advance of hyperspecialization has contributed to fragmentation of care,
leading to increased costs, duplication of diagnostic studies, divergent recommendations,
and unsafe transitions of care. In patients with multimorbidity, this model results in disjointed
care pathways and a diffuse allocation of responsibilities, negatively affecting quality of care
and system efficiency. In this scenario, Internal Medicine has consolidated its role as a key
reference in diagnostic assessment and in the coordination of care for complex patients,
particularly when fragmentation compromises clinical outcomes (8).

Internists are called upon to play a central role in the management of individuals with
complex clinical conditions or unclear diagnoses, as well as in the co-management of
critically ill or surgically treated patients through shared-care models and interprofessional
teams. Likewise, continuity of care for chronic diseases requires close integration with
primary care and nursing teams, incorporating innovative approaches to outpatient follow-
up and the rational use of technological tools (9,10).

The training of new generations of internists represents a critical component of this process.
Undergraduate education and residency programs must promote a broad, integrative vision
adapted to contemporary challenges, incorporating mentorship, appropriate evaluation
systems, and certification processes that ensure professional quality and ongoing updating
(6). Within this framework, scientific societies play a strategic role in defining educational
and organizational standards, respecting regional heterogeneity while preserving the core
values of the specialty (7,11).

Looking ahead, a profound transformation of medical practice can be anticipated over the
next two decades (12,13). Between 2025 and 2035, widespread adoption of telemedicine,
electronic health records, and the increasing use of artificial intelligence to support diagnosis
and clinical documentation are expected. Genetic testing and targeted therapies will expand,
while mental health and chronic diseases will assume an increasingly central role, alongside
emerging ethical and cybersecurity challenges related to health data (12,14).

In the period from 2035 to 2045, even greater disruption is anticipated, with more
autonomous artificial intelligence systems, the consolidation of personalized medicine
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based on genomics and epigenetics, smart hospitals, advanced models of home-based
care, and emerging technologies such as remote surgery and nanomedicine. In this context,
physicians—and internists in particular—will primarily act as coordinators of care for
complex patients, with a reinforced role in communication, ethics, and decision-making
under conditions of uncertainty (12,13).

The present document of the International Forum of Internal Medicine (FIMI) is situated
within this scenario. FIMI is an international network of scientific societies, hospital services,
and academic units that promotes education, research, professionalism, and clinical
leadership in Internal Medicine through cooperative education and mentorship (15). This
initiative arises from the need to define and harmonize the activities of the specialty in the
face of heterogeneity observed between countries and among centers within the same
country, and to strengthen the role of the internist in the care of patients with multimorbidity
and in the coordination of complex healthcare systems (8). According to the World Health
Organization, healthcare systems must adapt to population aging and the growing burden
of chronic diseases (16).

The objective of this document is to build a common reference framework from which
different scientific societies can establish, at the local level, recommendations regarding
training pathways, professional profile, and the role of the internist, thereby promoting both
the performance of their members and dialogue with health policy decision-makers (8).
The text is organized into two main sections. The first presents the current status of Internal
Medicine, a SWOT analysis, the profile of the specialist required in Ibero-America, and a
future projection, based on previous FIMI research and the collection of perceptions from
key stakeholders within scientific societies (9). The second section proposes an
Improvement Plan developed through a participatory process that included rounds of
consultation by email, a face-to-face meeting, and a final round of revisions, with the
participation of presidents and board members of societies from all five continents, as well

as independent professionals (9).

In this way, the document articulates a comprehensive vision of challenges such as
fragmentation of care, increasing multimorbidity, demographic transitions, growing clinical
complexity, and pressure on human resources, offering a perspective that is relevant not
only for Ibero-America but for Internal Medicine and healthcare systems worldwide (9).




Current Status

Based on data obtained from previous studies conducted by our professional group (17—
20), the following situation is observed in Latin America (values correspond to regional
averages, and heterogeneity between countries may exist):

The specialty is obtained through more than one pathway: in over 90% of countries
through medical residency programs, while in 25% it can also be accessed through
university-based courses and in another 25% through an evaluation or certification
examination.

The specialty is awarded by different institutions: universities (85%), scientific
societies (15%), ministries of health (21%), and medical councils or boards (15%).
Recertification of the specialty is mandatory in 21% of countries, optional in 42%, and
nonexistent in the remainder.

Internal Medicine societies have developed or participated, together with Ministries
of Health or other scientific societies, in the development of clinical practice guidelines
or recommendations in 48% of cases.

Eighty percent of scientific societies have affiliates, districts, or regional
representations within their countries.

Fifty-eight percent of societies have a scientific journal, of which 80% are indexed in
Latin American databases.

Thirty percent of internists work exclusively in the hospital setting, 22% in the private
sector (including private practice), and 48% in both settings.

Economic income derives from inpatient care in 40% of cases, outpatient care in
55%, and teaching activities in 5% (a small fraction also corresponds to inpatient
care). In this item, no distinction is made between the public and private sectors.
The average weekly workload is 60 hours during the first 10 years of professional
practice and 54 hours thereafter.

Fifty-two percent of internists have completed a second clinical subspecialty.
Overall satisfaction with the specialty is 54%.

Fifty-two percent of internists are involved in undergraduate university teaching, and
when postgraduate teaching is also considered, this proportion rises to 61%.
Thirty-seven percent have given presentations at conferences and/or published
scientific papers within the past three years.

The training quality of residency programs in each country receives an average rating
of 7.

The economic situation of internists working exclusively in the public sector is
considered reasonable by 37% and fair or poor by 63%.

Internists consider themselves highly competent in: hospital medicine (89%),
outpatient medicine (68%), care of older adults (73%), adolescent care (68%),
hospital management (16%), and care of chronic diseases (84%).

Internists also work in other areas—either complementarily or exclusively—such as
palliative care, pain management, research, teaching, perioperative medicine,
tropical diseases, in-hospital and out-of-hospital emergencies, information and
communication technologies, hospital administration and other healthcare facilities,
management and marketing in pharmaceutical laboratories, publishing and editorial
work, advisory or consultancy roles in healthcare, educational or pharmaceutical
institutions, development of digital tools, medical auditing, occupational medicine,
and legal expert practice.

Care settings for the clinical internist include: the community, ambulances (transport
or emergencies), home care, institutional or private outpatient clinics, community or
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primary care centers, emergency departments, general inpatient wards, and
intermediate care units.

Forty-two percent believe that the future of the internist is promising and that the
specialty will grow.

Ninety-four percent believe that it is necessary to empower the internist and place
them at the center of patient care.

Multiple job holding reaches an average of 4.3 work settings per professional.
During professional training, physical violence within hospital staff has been reported
in 5-10% of cases, and violence by patients or relatives in 33%. Psychological
violence within institutions ranges from 22% to 56%, and from patients or relatives
reaches 63%. Workplace abuse by superiors is reported as frequent by 20%.

The average number of physical health problems occurring after the start of
professional activity is 4.8 per professional.

Twenty-nine percent state that, if they were to graduate again, they would not choose
the specialty of Clinical Medicine or Internal Medicine.

Regarding burnout dimensions, internists present high levels of depersonalization
and emotional exhaustion, and moderate levels of professional accomplishment. The
number of dimensions with high burnout was: none (25.23%), one (36.57%), two
(24.59%), and three (13.59%).

Available structures and care modalities include: medical day hospital (43%),
palliative care services (57%), perioperative medicine (67%), shared care with other
medical services (90.5%), short-stay hospitals or beds (48%), continuity-of-care units
linked with primary care (33%), and hospital-at-home programs (28.5%).

A significant number of general practitioners perform functions typically associated
with internists, even self-identifying as such.

There are also internists who did not complete formal residency training but practice
as such, as well as professionals who completed residency training but did not obtain

official registration of the specialty and nevertheless work as internists.




Internal Medicine Societies and Their Leaders

Most Internal Medicine societies have, or have had, among their leaders and active
members individuals who perform leadership roles across multiple domains, including:

Ministers of Health

Ambassadors

Directors of hospitals and other private healthcare institutions
Heads of Internal Medicine or General Medicine departments
University authorities

University professors

Researchers holding doctoral degrees (PhD)

Professionals holding a master’s degree

Directors of postgraduate university programs

Directors or coordinators of residency training programs
Researchers

Authors with publications indexed in PubMed

Professionals awarded scientific prizes

Directors and members of editorial boards of scientific journals




Strengths, Weaknesses, Opportunities, and Threats (SWOT) Analysis

Focusing on the SWOT analysis derived from previous research conducted in Ibero-
America, the following situation can be summarized (17-20), as presented in Tables 1—-4:

Table 1. Strengths of Internal Medicine (authors’ own elaboration)

Strengths of Internal Medicine

Comprehensive view of the patient: internists are trained to manage complex and multimorbid patients,
with a humanistic and cost-effective perspective.

High level of technical competence, particularly in hospital medicine, outpatient care, emergency
medicine, care of older adults, and chronic diseases.

Educational and academic capacity: 61% are involved in undergraduate and postgraduate teaching,
with active participation in scientific congresses.

Involvement in public health: 48% of societies have developed clinical practice guidelines, and 47%
have participated in health policy initiatives.

Territorial presence: 80% of societies have active regional branches or affiliates.

Ethical and social commitment, with a strong humanistic component oriented toward equity and
comprehensive adult care.

Structured training through residency programs and universities.

Participation in multicenter research initiatives.

Holistic approach to multimorbidity, with flexibility to adapt to different clinical scenarios, as
demonstrated during the COVID-19 pandemic.

Owing to their integrative perspective, internists are well positioned to understand and effectively use
artificial intelligence tools and other cutting-edge technologies.

Training that facilitates development in other clinical and non-clinical fields, such as hospital
administration, education, medical auditing, epidemiology, and public health, among others.

Ability to manage patients across diverse socioeconomic and healthcare contexts.

Operational capacity to conduct field research, registries, and multicenter epidemiological studies.
Capacity for synthesis and complex diagnostic reasoning, enabling the identification of rare or difficult-
to-diagnose conditions.

Expertise in managing clinical complexity and multimorbidity.

Adaptability and versatility: in Latin America, internists often work across multiple levels of care, ranging
from high-complexity hospitals to intermediate care centers.

Leadership within healthcare teams.

Ability to respond effectively in resource-limited settings, prioritizing and rationalizing the use of
technology to ensure quality care across diverse environments.

Table 2. Opportunities for Internal Medicine (authors’ own elaboration)

Opportunities for Internal Medicine

Positioning itself as a leader of an integrative care model in the face of fragmented healthcare delivery,
reducing hospitalizations, costs, and errors, while contributing organizational capacity and
multidisciplinary management.

Designing and participating in strategies for follow-up and care outside the hospital, ensuring continuity
of care.

Increasing the impact of scientific societies on public health.

Interpreting population aging and designing actions at the micro (clinical), meso (management), and
macro (health policy) levels.

Developing evaluation systems and credit frameworks for certification processes.

Strengthening recertification processes.

Actively participating in editorial boards and scientific production.

Promoting teaching and research.

Leading undergraduate and postgraduate education, training professionals with an integrative vision
capable of addressing complex problems.

Improving residency training programs and assessing “under-resourced” or unprotected training
settings.
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Leveraging new technologies (telemedicine, point-of-care ultrasound, artificial intelligence).
Incorporating occupational health and burnout detection into curricula.

Training in artificial intelligence with an ethical and responsible approach.

Influencing healthcare systems to train clinical professionals who lack a background in Internal
Medicine.

Training in High-Value Care (HVC).

Accessing greater employment opportunities in administrative positions, advisory and consultancy roles,
education, research, and marketing within public and private organizations.

Table 3. Weaknesses of Internal Medicine (authors’ own elaboration)

Weaknesses of Internal Medicine
Training and certification
¢ High heterogeneity in training and certification systems across countries.
¢ Only 21% have mandatory recertification; in more than 40% it does not exist.
e Moderate training quality of residency programs (average score: 7/10).
¢ Limited availability of mentors and structured assessment processes.
¢ Insufficient training in bioethics, particularly at the end of life.
Medical students
e Limited understanding of the internist’s professional profile.
¢ Increasing enrollment without sufficient clinical training sites.
o Educational deficiencies at entry into residency programs.
Working conditions
Excessive working hours.
Low income in the public sector.
Multiple job holding.
Reduction in human resources.
High clinical workload and burnout.
Violence and mistreatment during training.
Weak integration with primary care and post-discharge follow-up.
Devaluation of the role
Limited public visibility.
Perception of the internist as a “referring physician.”
Risk of displacement by subspecialists or technology.
Fragmentation of care.
Reduced appreciation of the integrative approach.
Shift toward subspecialization
e More than 50% pursue a second specialty.
e Economic, academic, or dissatisfaction-driven motivations.
Loss of vocation
e Declining number of entrants into the specialty.
o Twenty-nine percent would not choose the specialty again.
Professional society engagement
e Limited dissemination of the role of Internal Medicine.
o Low sense of professional belonging.
Research
e Lack of training and funding.
e Low publication culture.
e Limited institutional support.
Technology
e Limited access.
e Low level of digital innovation.
Perioperative medicine
¢ Role not formally recognized.
e Resistance from other specialties.
Geographic distribution
e Urban concentration of internists.




Table 4. Threats to Internal Medicine (authors’ own elaboration)

Threats to Internal Medicine
e Low professional satisfaction.
Increasing subspecialization.
Failure to adapt to social changes.
Failure to adapt to technological changes.
Lack of recognition of the internist's managerial and care coordination role.

In relation to strengths, internists, by virtue of their profile, training, and professional
attributes, are well positioned to perform clinical, academic, research, and managerial roles.
Dr. Flavia K. Borges (McMaster University, Canada) highlights that many internists lead
clinical decision-making, teaching units, outpatient clinics, hospital units, and research
projects, with the ability to improve efficiency and patient experience by facilitating care flow
and connecting patients with appropriate resources (21).

Likewise, the development of new leaders requires the integration of leadership training from
undergraduate education through residency, with the aim of strengthening skills to guide
multidisciplinary teams, improve quality of care, and propose economically sustainable
models.

One study showed that many Internal Medicine residents in the United States practice
components of High-Value Care, although they rarely incorporate cost considerations into
clinical decision-making. Exposure to faculty who discuss High-Value Care during clinical
encounters was the factor most strongly associated with these practices, representing a
clear opportunity for improvement in training (22).

Technological development also offers concrete opportunities. The use of point-of-care

ultrasound (POCUS) has expanded among internists and residents; Tierney and colleagues
demonstrated that its selective use is associated with a significant reduction in total
hospitalization costs, radiology expenditures, and the number of chest radiographs
performed (23).

With regard to artificial intelligence, Mansoor et al. demonstrated differences in the
perception of its impact across specialties, underscoring the need for transparent,
interpretable tools tailored to each discipline in order to promote responsible adoption (24).

Regarding threats, in many countries between 70% and 80% of residents attempt to migrate
toward subspecialties, primarily due to dissatisfaction, excessive workload, limited access
to continuing education, and perceptions of lower economic and professional recognition.
This trend negatively affects quality of care and the physician—patient relationship. Higher
levels of professional satisfaction have been shown to be associated with greater patient
satisfaction (25).




What Type of Internal Medicine / Medical Clinic Specialist Is Needed?

The specialist profile shows many similarities across countries (17-20). Although regional
variations may exist depending on context, the core profile of an internist in any region of
the world can be defined according to the following domains:
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General Characteristics of the Internist

The specialist in Internal Medicine—also referred to as a general physician or
internist—is a professional dedicated to the care of adults (from adolescence through
the end of life), whether healthy or ill, hospitalized or in outpatient settings, within the
context of their family and community. Additionally, the internist assumes
responsibility for the collective care of groups of individuals at risk, whether healthy
or ill, adopting a socio-health perspective on health problems.

The term general physician or clinician is often broader in scope, as it encompasses
both inpatient medicine (Internal Medicine, hospital medicine) and outpatient care;
however, each country has its own legislation regarding the official designation of the
specialist title.

The scope of practice of Internal Medicine is broad, as it encompasses— to a greater
or lesser extent— all levels of adult healthcare. It is also complex, as it is not defined
by the care of a specific organ or system, but rather by the comprehensive approach
to all adult diseases across diverse life circumstances.

The internist is the professional capable of providing and coordinating medical care
from adolescence through old age, across the different stages of the health—disease—
care process, promoting and protecting health while implementing efficient, ethical,
and humanistic care strategies.

Maintains a balance between scientific knowledge, technological advances, and the
patient considered as a whole.

Applies a scientific approach to the health—disease process from a biopsychosocial
perspective.

Practices person-centered and personalized medicine.

Integrates the clinical method, a holistic view of the individual, and longitudinal follow-
up, acting as the primary reference for patient care.

Upholds philosophical, humanistic, and ethical values, with sensitivity, integrity,
altruism, and social responsibility.

Healthcare Delivery

Is capable of caring for adult patients in both inpatient and outpatient settings, as well
as in other healthcare scenarios.

Provides continuous care across different levels of the healthcare system: primary
care, emergency services, secondary and tertiary care, and across diverse
healthcare institutions.
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Can practice in both extrahospital settings (primary care, referring physician roles,
prehospital emergency services, outpatient clinics) and intrahospital settings (general
wards, emergency departments, outpatient hospital clinics), as well as act as a
consultant for other services.

Performs horizontal follow-up of hospitalized patients, including surgical patients with
medical complications, preoperative risk assessment, and perioperative
management.

Manages patients with one or multiple chronic diseases.

Provides end-of-life care and palliative medicine for both acute and chronic patients.
Cares for complex and multimorbid patients, avoiding unnecessary interventions by
multiple specialties, duplication of diagnostic studies, and drug—drug interactions.
Manages patients with systemic diseases and those at high vascular, metabolic,
renal, hepatic, or cardiac risk, ensuring quality of care.

Provides, at least initially, care for individuals with rare diseases, integrating into
networks, registries, and coordinated care pathways.

Emerging Infectious Diseases and the Role of the Internist

« Emerging and re-emerging infectious diseases are a critical component of Internal
Medicine practice, particularly in Latin America and Ibero-America.
Internists must assume a central role in the detection, clinical management, and
coordination of conditions such as dengue, chikungunya, Zika virus infection,
leptospirosis, influenza, drug-resistant tuberculosis, and zoonotic threats.
The experience of the COVID-19 pandemic highlighted the need to strengthen
competencies in epidemiological surveillance, data analysis, and decision-making
under conditions of uncertainty.
Internal Medicine represents a fundamental pillar in preparedness and response to
public health emergencies.

Mental Health in Patients with Chronic Conditions and the Role of the Internist
Mental health is a central component in the care of adults with chronic diseases.
Depression, anxiety, cognitive impairment, and other mental health disorders are
common in the context of multimorbidity.

Internists are strategically positioned to identify mental health conditions, initiate
interventions, and coordinate mental health care.

This integrated approach improves quality of life, reduces hospital readmissions, and
strengthens the physician—patient relationship.

Public Health and Epidemiological Action
o Participates in health promotion, prevention, treatment, and rehabilitation.
e Applies primary, secondary, tertiary, and quaternary prevention strategies.
e May pursue training in both clinical subspecialties and public health.
e Leads screening initiatives and community-based coordination efforts.

Teaching, Research, and Management Roles
o Integrates clinical care, teaching, research, and management.

Provides undergraduate and postgraduate education.
Develops continuing medical education programs.
Leads field-based research, registries, and clinical trials.
Engages in lifelong learning.
Manages clinical services.
Exercises professional leadership.
Coordinates interdisciplinary teams.




« Facilitates collaboration among specialists.
« Participates in medical boards and professional councils.

Ethical Values and the Physician—Patient Relationship
e Respects patient autonomy, values, and beliefs.
e Maintains confidentiality and honesty.
« Applies the principles of non-maleficence, justice, beneficence, and autonomy.
o Uses artificial intelligence in an ethical manner.

Skills and Competencies
Adequate technical, ethical, and professional training.
Evidence-based practice.
Diagnostic accuracy and technological prudence.
Cost—benefit assessment.
Integration of clinical, communication, technological, and humanistic competencies.
Rational use of information and communication technologies (ICT).
Teaching and assessment of soft skills (Table 5).
Knowledge, interpretation, and performance of clinical procedures according to the
level of proficiency (Table 6).

Other Considerations and Challenges
e Prevention and management of burnout.
o Reassessment of professional fees and remuneration.
o Consideration of population aging, climate change, access gaps, and the tension
between longevity and quality of life.

In Summary
The internist is the professional who provides comprehensive and continuous care for
adults, exercising clinical, educational, research, and managerial leadership, with both
transversal and specialty-specific competencies, grounded in evidence-based practice,
ethical values, and social responsibility.

Table 5. Soft Skills (Adapted from 26)

Soft Skills

v Assertive communication (oral and written, with colleagues and the public),
including active and passive listening, non-verbal communication, and
eloquence.

Reporting in complex cases and communication of bad news.

Control and management of negative emotions.

Tolerance to frustration, perseverance, and self-esteem.

Positive attitude.

Emotional intelligence.

Empathy and supportive care.

Awareness of personal strengths and weaknesses.

Identification and creative resolution of problems.

Critical thinking and reasoning.

Initiative, creativity, and innovation.

Motivation.

Planning skills.

Teamwork.

Group dynamics.

Positive leadership.

Leadership that fosters a positive work environment.
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Clinical debriefing.

Time and agenda management.

Flexibility and adaptability.

Stress management and tolerance to pressure.
Conflict management and negotiation skills.
Burnout prevention.

Resilience.

Ergonomics and occupational health.
Decision-making and skills related to harmonious coexistence.
Research and teaching.

Bioethics.
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Table 6. Procedures According to Level of Proficiency (Authors’ own elaboration)

Procedures According to Level of Proficiency

Know: specialized techniques that the internist will not perform directly but must
understand in order to indicate them appropriately and interpret their clinical
usefulness (e.g., cardiac catheterization, PET-CT).

Interpret: studies that the internist must be able to read, contextualize, and
discuss with sound clinical judgment (e.g., echocardiography, pulmonary
function tests, colonoscopy, arterial blood gas analysis).

Perform: procedures that the internist must master and carry out safely (e.g.,
paracentesis, thoracentesis, intubation, central venous catheter placement,
point-of-care ultrasound, cardiopulmonary resuscitation).




The Future

Where are we heading?

This question involves two dimensions: the capacity to actively shape our own professional
future, and the need to understand the role that healthcare systems assign to us.

The main trends regarding the future of Internal Medicine can be outlined through the
following scenarios (17-20):

Increasing subspecialization, driven by academic, professional, and economic factors,
with economic considerations being the most determinant.

Accelerated population aging and a growing burden of non-communicable chronic
diseases—such as cardiovascular disease, cancer, diabetes, and obesity—which
constitute the core of internists’ clinical practice.

A progressive decline in the number of internists, with the associated risk of being
replaced by sophisticated technologies.

A tendency to assume more administrative than clinical positions.

A reduction in the number of applicants for teaching positions.

A decline in the number of entrants into residency programs.

What should we do, or what should we aim to achieve?

The proposed strategic goals are as follows (17-20):

To remain the central integrative pillar of healthcare delivery.

To achieve recognition from the public, policymakers, Ministries of Health, governments,
and private institutions, with a tangible impact on remuneration.

To attain salary improvements that allow internists to work exclusively in the public sector
without the need to migrate to the private sector or to hold multiple positions.

To create incentives for participation in congresses and continuing professional
development activities.

To regulate the number of positions in subspecialty training programs.

To ensure public funding for professional training.

To promote integrated and non-competitive collaboration between internists and
subspecialists.

To empower the role of the internist, enabling them to resolve cases in both outpatient
and hospital settings, including the ability to request diagnostic tests without unnecessary
restrictions.

To lead the care of patients with systemic multimorbidity, integrating autoimmune,
cardiovascular, metabolic, respiratory, renal, and infectious diseases.

To coordinate care among different specialties, ensuring a patient-centered, evidence-
based approach with a holistic perspective.

To implement time-limited remuneration contracts for post-residency physicians in
Internal Medicine areas.

To modify and rationalize on-call duty systems in order to reduce occupational stress.
To actively participate in decision-making regarding models of care at the governmental
level.




To regulate care delivery parameters, such as the number of patients per hour in
outpatient clinics, the number of inpatient beds per internist during hospitalization and
on-call duties, and workload in home-based care.

To transform the prevailing hospital-centered model toward one that incorporates
outpatient care, competencies in information and communication technologies,
evidence-based medicine, clinical economics, population health, service management,
teamwork, and lifelong learning, using student-centered educational methods.

To guarantee to society and healthcare systems a specialist with high problem-solving
capacity, strong principles, and cost-effective practice.

To reaffirm that Internal Medicine is the cornerstone of integrated healthcare in the face
of the fragmentation of current health systems.

The following core domains should always be present in our activities:
Integration of personalized medicine.

Focus on preventive medicine.

Telemedicine, digital technologies, and artificial intelligence.
Chronic diseases and population aging.

Multidisciplinary approach and teamwork.

Diagnostic advances.

Evidence-based medicine and decision-making.
Person-centered care.
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Likewise, minimum training settings should be considered:
Outpatient care in Internal Medicine.
General inpatient care.
Emergency departments.
Critical care units.
System-based services: cardiology, pulmonology, nephrology, gastroenterology and
hepatology, endocrinology, rheumatology, hematology, medical oncology, infectious
diseases, geriatrics, among others.

Based on all of the above, the internist has a high capacity for managing health and disease
and is qualified to lead healthcare institutions of varying levels of complexity.




Improvement Plan Proposed by FIMI Members

Our distinctive identity is centered on the care of older adults and patients with multimorbidity
and high clinical complexity, grounded in broad and in-depth knowledge of pathophysiology,
diagnostic reasoning, and therapeutic approaches, aimed at maximizing clinical benefit
through the efficient use of resources. Looking toward the future, Internal Medicine must
adapt to new scenarios without losing its core strengths, values, and essential
competencies.

It should be noted that the discussion presented thus far primarily refers to Ibero-America,
the region in which the research underpinning the theoretical framework was conducted.
However, the Improvement Plan outlined below emerges from the joint contributions of
internists and executive boards of Internal Medicine societies from all five continents,
thereby providing a truly global perspective.

Methodology

In August 2025, the FIMI Executive Board established a working group composed of three
physicians from scientific societies representing countries that are members of FIMI. The
selected individuals had prior experience in the management of scientific societies and in
the development and/or implementation of clinical guidelines or consensus documents in
different areas within their respective countries.

Between August and October 2025, this group conducted a non-systematic review of TRIP
Database, PubMed, Embase, and LILACS. This search was complemented by reference
tracking of the retrieved documents and by direct contact with experts in the field, including
the incorporation of results from previous research conducted by FIMI. Based on this
process, preliminary outlines of the thematic axes to be developed and proposed
improvement strategies were generated. These initial documents were discussed and
refined through successive consultations with 161 selected experts from 52 scientific
societies across 43 countries, representing all five continents. Countries with multiple
societies contributed a larger number of experts.

The consultation process was carried out in three stages. First, through email
correspondence or videoconference meetings (individual or in small groups) with the
selected experts. Second, through weekly videoconference meetings (October—November
2025), with the participation of presidents of Internal Medicine societies from all five
continents. Third, some societies conducted internal discussions with their boards and
members, and independent professionals from those countries also contributed ideas and
perspectives.

Once the base document was consolidated, a three-round DELPHI methodology was used
to achieve final consensus, involving 25 experts selected from the original group of 161,
using a five-point Likert-scale questionnaire.

Consensus on recommendations was defined as being achieved when the proportion of
responses rated as “agree” or “strongly agree” reached 270% and 285%, respectively.
Finally, an in-person meeting was held in Buenos Aires in November 2025, with the
participation of presidents from 18 societies, allowing for a final round of agreements prior
to submission for publication. The manuscript was completed in January 2026.




Results

The core domains of the internist’s profile comprise five axes, which are presented in Table

7.

Table 7. FIMI recommendations regarding occupational health, training pathways,
professional profile, and the role of the internist (authors’ own elaboration)

STRATEGIC
AXIS

DOMAINS

RECOMMENDATIONS

Occupational
Health, Well-
being, and
Professional
Satisfaction

Professional
satisfaction and
pride
Improvement of
working
conditions
Burnout
prevention

Improve organizational climate and promote respectful
hierarchical relationships.

Ensure protected time and funding for continuing education
activities.

Regulate clinical workload, on-call duties, and the number
of patients per internist.

Ensure adequate rest and recovery periods between on-call
shifts, with a reduction in excessively long working hours.
Appropriately size staffing levels and guarantee protected
time for teaching and research.

Improve salaries and incentives to prevent multiple job
holding and migration toward subspecialties.

Monitor workload indicators and periodically adjust staffing
positions.

Implement institutional well-being programs with a
preventive focus—particularly addressing occupational
stress and environmental health—and create protected
spaces for professionals’ emotional health.

Conduct periodic well-being surveys using validated
instruments.

Develop peer-support networks and dedicated spaces for
emotional support.

Education and
Training
(Undergraduate,
Postgraduate,
and Continuing
Education)

Undergraduate
education
Training and
professional
development
Continuing
medical
education and
academic
networks

Recognize Internal Medicine as a guiding discipline in
medical education.

Incorporate internists into university faculty staff at the
undergraduate level.

Establish admission and assessment criteria for residency
training programs.

Integrate into curricula: clinical reasoning, rational use of
resources, critical thinking, and a humanistic perspective.
Establish regional residency standards (shared minimum
regional standards), with competency-based accreditation
and EPAs (Entrustable Professional Activities), including
periodic (ideally annual) self-assessment of training
programs.

Incorporate mentorship, periodic assessment, simulation-
based training, and academic portfolios.

Include competencies in Evidence-Based Medicine,
information and communication technologies, clinical
economics, ethics and communication, palliative care,
perioperative medicine, medical humanities, applied clinical
pharmacology, artificial intelligence, and responsible digital
health, along with review of local regulations on Good
Clinical and Prescribing  Practices, malpractice
considerations and patient safety, pharmacovigilance, and
systematic reporting of adverse events.

Incorporate applied clinical epidemiology and biostatistics.
Promote continuing medical education and universal
recertification.
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Develop regional certification and recertification programs.

Clinical Care
and Models of
Care

Clinical care and
the role of the
internist
Organizational
innovation and

new care
settings
High-Value Care
Technologies
and digital health

Reaffirm the internist as the reference professional for
comprehensive care of complex and multimorbid patients.
Develop comprehensive care protocols and longitudinal
follow-up pathways for complex and multimorbid patients,
under the leadership of internists, promoting the creation of
areas of special interest within the specialty in which some
internists focus on clinical care and clinical research
production, thereby contributing to improved quality of care
and the generation of applied knowledge.

Lead outpatient care, perioperative medicine, home-based
care, and transitions of care.

Implement progressive care models within hospitals.
Establish internist-led clinical units (e.g., cardiometabolic,
multimorbidity-focused units).

Coordinate multidisciplinary teams across intra- and
extrahospital settings.

Incorporate principles of High-Value Care and efficient use
of resources.

Train residents in cost-benefit analysis and rational
decision-making.

Integrate artificial intelligence, telemedicine, and point-of-
care ultrasound with a critical, ethical, and non-
dehumanizing approach.

Prevent excessive reliance on algorithms, artificial
intelligence bias, fragmentation of care, privacy risks,
technological gaps, dehumanization, digital fatigue, and
inadequate infrastructure.

Research,
Knowledge, and
Scientific
Development

Clinical research
and health
services

research

Clinical practice
guidelines and
implementation

Strengthen training in hospital-based research, clinical
registries, and systematic reviews.

Promote interdisciplinary, multicenter, and multinational
research groups.

Develop registries for prevalent diseases and conduct field-
based studies.

Generate clinical consensus documents with a focus on
sociosanitary variability.

Develop clinical practice guidelines contextualized to local
healthcare systems.

Evaluate implementation and measure the clinical and
organizational impact of clinical practice guidelines.

Management,
Leadership, and
Professional
Positioning

Clinical
management
and leadership
Institutional
empowerment
and
representation
Integration of
regional

contexts

Strengthen the internist’s leadership in clinical management
and continuous quality improvement based on performance
indicators.

Incorporate metrics such as clinical workload, number of
beds per internist, on-call duties, teaching, research, and
procedures performed.

Ensure participation in public policy development, academic
settings, and executive leadership positions.

Grant greater clinical autonomy and problem-solving
capacity in diagnostic and therapeutic decision-making
(e.g., ordering diagnostic tests and initiating treatments
without unnecessary co-signatures, and participation in
decisions regarding the acquisition of relevant equipment).
Promote institutional campaigns to position the internist as
a central pillar of the healthcare system.

Create channels for interregional articulation and
cooperation across diverse contexts.

Acknowledge challenges in remote regions and in resource-
limited healthcare systems.




Measurable Operational Indicators

The Improvement Plan can be strengthened through the incorporation of clear operational
metrics—such as key performance indicators (KPls), milestones, and prioritization levels—
that facilitate implementation, monitoring, and evaluation by national societies and
healthcare systems. Some illustrative examples are proposed below.

1. Clinical and Organizational Performance Indicators (KPIs)
Average time to diagnostic resolution.
Percentage of patients with multimorbidity under longitudinal follow-up in Internal
Medicine services.
Rate of avoidable hospital admissions through internist-led interventions.
Proportion of services implementing integrated care models (co-management,
structured consultations, among others).¢

2. Milestones
Formal implementation of recertification programs in Internal Medicine.
Adoption of updated training curricula with an emphasis on clinical reasoning,
multimorbidity, and person-centered medicine.
Progressive incorporation of digital tools and associated training programs.
Development of institutional strategies for the prevention and management of
professional burnout.

3. Prioritization Levels
Actions within the Improvement Plan can be classified according to their time horizon:
o High priority (1-2 years): strengthening clinical reasoning, improving continuity of

care, preventing burnout, and standardizing training programs.

Intermediate priority (3-5 years): expansion of integrated care models, responsible
digitalization, and development of evaluation and recertification structures.
Long-term priority (5 years or more): consolidation of international collaborative
networks, promotion of multicenter research, and development of global comparative
indicators.




Discussion

This document reflects the position of FIMI on the fundamental organizational aspects and
functions of Internal Medicine services within the hospital setting and is applicable to centers
in the countries that endorse it. The final text was unanimously accepted by all signatory
societies, and we believe it may be useful for the effective development of these services.
This initiative arose from the need to define and harmonize the activities of the specialty,
given the heterogeneity identified by FIMI among different countries—with diverse cultures
and regulatory frameworks—and even among different centers within the same country. The
ultimate objective was to achieve a broad and robust agreement that would enable the
provision of appropriate, high-quality organization of care for the population.

Several relatively recent topics have emerged that are common to the work of internists
regardless of the country or institution in which they practice, including clinical complexity,
telemedicine, artificial intelligence, point-of-care ultrasound (POCUS), and environmental
stewardship (27-31).

Accordingly, this document is not intended as a rigid guideline, but rather as a set of basic
recommendations that are flexible and adaptable in their application. The benefits of
adhering to these recommendations are evident at multiple levels. At the clinical level, they
provide a framework of proven quality across multiple areas in which Internal Medicine has
already demonstrated its value. At the legal level, they support activities that are regulated
differently across countries. At the administrative level, they offer a basic organizational
framework that can be adapted to local needs. Finally, at the levels of education and clinical
research, they provide a shared developmental framework based on common foundations.
This initiative also aims to achieve other equally important objectives, such as strengthening
the institutional positioning of Internal Medicine vis-a-vis public policy decision-makers and
healthcare system managers; providing a consensual technical framework to facilitate
dialogue with health authorities; and promoting the organization of services, allocation of
resources, and development of regulations based on clinical, scientific, and quality-of-care
criteria. In this regard, the document seeks to serve as a reference for health planning,
professional regulation, and the defense of care models centered on comprehensiveness,
continuity, and equity of access.

When evaluating this document, certain limitations must be considered. First, clinical
activities and modes of care delivery evolve rapidly; therefore, the period of validity of the
recommendations is limited. The authors consider that a thorough review of the document
will be necessary within a maximum period of three years. Second, the analysis focuses on
the hospital setting in selected countries; consequently, its conclusions may not be
applicable to other contexts. Finally, administrative and legislative support for these medical
activities may differ across countries. For this reason, we suggest that the scientific societies
that have reached this consensus assess their national contexts and initiate the necessary
actions to adapt local regulatory frameworks accordingly. The overarching goal is to provide
the highest possible quality of healthcare while ensuring compliance with the prevailing
regulations in each country.

The benefits of adhering to these recommendations are evident at multiple levels,
particularly in improving care coordination for complex patients (32,33). Moreover, a shared
framework facilitates interprofessional collaboration, continuing education, and the
production of high-quality scientific knowledge (34,35). Nevertheless, it must be
acknowledged that the implementation of consensual recommendations faces contextual
barriers that require local adaptation and ongoing evaluation (36).

In conclusion, this document represents a milestone in the construction of a shared global
vision for the future of Internal Medicine, resulting from the consensus of 52 scientific
societies from 43 countries, reflecting diverse healthcare, cultural, and regulatory realities.
Its recommendations constitute a roadmap to guide health system planning, hospital service
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organization, workforce training, and professional regulation, placing the internist at the
center of comprehensive, longitudinal, and patient-centered care. By offering a technical
framework grounded in evidence, international experience, and shared professional values,
this agreement provides scientific societies with a legitimate tool to engage in dialogue with
policy-makers and to promote public policies that prioritize quality, sustainability, and equity
in healthcare. Progressive implementation and periodic review will allow these
recommendations to adapt to epidemiological, technological, and social changes, thereby
contributing to more resilient, integrated health systems oriented toward the real needs of
the population.




Key Points

Reaffirmation of Internal Medicine as the cornerstone of coordinated, patient-
centered care.

Emphasis on strengthening clinical reasoning, longitudinal follow-up, and continuity
of care.

Recognition of training needs, recertification, interdisciplinary collaboration, and
digital transformation.

Dedicated attention to burnout, workforce sustainability, and professional identity.
The Improvement Plan, which provides concrete and applicable guidelines to
strengthen Internal Medicine at a global level.
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