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ABSTRACT

In response te Yashington rural residents cencerned
about avalladbility and distribet.en of health care, a study vas
conducted to: (1) better understand the physicians serving rural
vashington and (2) detetsine if their services could be increased by
ttgiaz‘phylicttnn out of their traditional solo practitioner roles
and eing thes in groups of 2, 3, or & decters. All rural
physicians vere screened to isolate those whose practice was in a
teral cosaunity of no more than 10,000 papulation, not more than 1%
ailes from a hospital, and staffed oul; by general practitioners.
Posty-one physicians in 17 practices (% solo practitioners and &
practices of 2-sman, 3-man, and N-pman xtonyl) n 15 coamunities
throughout Nashington wege intervieved detween Noveaber 1971 and
April 1972. They vere asked about medical care in rural Washington,
group practice, and the business organisation and econonic
productivity of their practices. Some findings vere: (1) Vashington's
rural areas had fever xh{ntctunn pet cugitn than i¢ts urban areas; (2)
there vere hospitals without doctors; (3) sany rural towns had
ih}licilﬂl reaching ages vhen retirement or seairetirensent is
nescapable; (4) rural residents often resided many niles froam the
closest physiciang and (%) more suggestions were made for iaproving
aedical care by increasing the nuaber of xo:nonnol rather than
reorganising the present personnel into different types of practice
arcangeaents, (NQ)
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SUMMARY

This bulletin reports 4 study made to better under-
stand the physiciane serving rural Washington. Another
Kual wan o determine if physicians’ seevices could be in-
creased by taking physicians out of their teaditional solo
practitioner roles and placing them in groups of two,
theee. or four doctoes. The impetus for this study was
from 4 general feeling expressed by Washington's rural
citizenry that rural areas are short of physicians and that
health <ary in these areas is inferior to care available in
urhan regions,

The study included 1 general practitionees in i7 prac-
tices in 18 communities throughout Washington. The
communities had 10,000 or fewer people. Practices ranged

~ from single practitioners to i-physician groups and were

within 18 miles of & hospital.
In general. the physicians interviewed had the follow.
ing characteristics:
1. Those in group practices were somewhat vounger
than their colleagues in solo practices,
2. Most respondents had lived in small towns during
their formative years.

3. More doctors had lised in Washington before their |

eighteenth birthday and had served internships or
residencies in Washington than in any other state.
4. The doctors were relatively immobile, tending to
remain ‘n the community in which they first es-
tablished their practice.
3. The physicians’ decisions to practice in their present
communities were Lirgely based upon personal and

professional considerations, although econumics had
some influence.

Most advantages of group practice were reluted to
increased professionalism and improvements in the dovtors’
working conditions. Doctoes believed these factors resulted
in superior care for the patient. The disadvantages were
more subjective in nature and concerned relationsh
between the doctor and patient and among ductors. Addi-
tional inquiry is needed to clarify this issue and to ascer-
tiin patients’ opinions on the advantages and disadvant.
ages of grouping physicians.

Such capital items as x-ray equipment anc laborasoris
owned by the physician may or may not ncrease thy
number of patients a physiclan can treat. Lhe cost awd
return structures of the 17 sample practices shoaw that net
annual retuens per physician do not autorhatically increase

as doctors are added to the practice. Solo titioners
in this study had higher net incomes than prac.
ticing in the two- and three-man groups. When four

doctors practiced together, net returns increased to sube
stantiully above the levels enjoyed in any other peactice
setting. ,

Physicians practicing alone incurred substantially more
costs than those in two- and three-mun groups but the
four-man groups had relatively high costs. Ressons for
these ecratic results can be traced to the peoblems asso-
ciated with the indivisible nature of some essential capital
and labor inputs and the size and array of facilities pro-
vided in the doctor’s office.

INTRODUCTION

Many residente of rural Washington have become
concerned about the availubility of health care and the
wav such care is distributed. Some of this concern is well-
founded. In 1970, Washington's most heavily populated
counties, King, Pieece, Spokane and Snohomish, had 144.8
active private physicians per 100,000 population. The
state’s 8 counties with populations below 10,000 had only
6ot actively practicing private physicians  per 100,000
population. The problem in these nonurban counties is

compounded by long distances to a doctor's office. In
rural areas, especially in the sparsely populated agricultural
and forested regions, a doctor can easily be houts awsy.
Since farming, forestry, and mining are hazardous occu-
pations, it is understandable why rural residents are con.
cerned about the avallability of physician services..

This hulletin repor-s a study of physiclans now prac.
ticing in Washington's rural areas.

CONDUCTING THE STUDY

Fhis study i hased on one fundamental but noemative
presumption: the asailabilits of physicians’ services in
rural Washington should be increased.  Apparently  this
goal can be reached by at least two wass. One is to pro.
vide more phyacians, A second is to encourage physicians
to group together so that cconomies of scale can be realized
in the production of some services,

Atteacting maore doctoes to an area is a well-understond
method but before policies can be ntade to accomplish this
godl, much mare must be known about the phasician him.
wif.  Vhe needed knowledge includes the w.y he relates
to the ruedl community, how he views his practice of
medicne, and what aspirations he has. This problem w.is

approached by direct personal inteeview of 41 physiclans,
now practicing in rural portions of the state,

Economies of scale is u well-established principle stating
that as workees producing similae products are grouped
together, they can increase their productivity by sharing
specialized equipment and by having different workers
specialize in different tasks.  For example, physicians
inight realize such economies hy grouping ductoes into
practices where two, theee, or foue physicians could hire
4 huokkeeper to relieve the physiclans of onerous record
keeping. T'he physician would then be free to see more
patients and could inceease the supply of  physician
\CPVicey.
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However, the applicability of the ‘economies of scale
concept to physician services it not always clear-cut. For
example, cthe grouping together of two or three doctors
might allow them to afford an X-ray machine, which a
ductor practicing alone (4 solo practitioner) could not
afford. It can be argued that the use of the X-ray equip-
ment would provide faster diagnosis and would relieve
the physician of having to wait for results of a diagnosis
referred to an NX.ruy specialist. But it might also require
that the doctor himself spend valuable time operating
the machine and consequently lease less time for direct
patient care. .

To learn more 1bout economies of scale and its appli-
cability to the deliverv of health care in rural areas, the
41 physicians who provided personal data were also asked
to provide data regarding hours worked, number of pa.
tients seen, and the economic steuctures of their practices.
These practices ranged in size from solo practices to
four-man groups.

Sslectien of the Sample

Physiclans are very busy people with full, erratic, and
overwhelming schedules. Yet tv meet the needs of this
inquiry, the cooperation of pravticing physicians was re-
quired. The support of the Washington Mgdical Education
and Research Foundation and the President of the Whit-
man County Medical Society was enlisted to insure this
cooperation and to insure consistency in the desired infor-
mation. The former office aided in screening all of
Washington's rural physicians in order to isolate those
meeting three criteria:

. The practice had to be in a rural community of no

more than 10.000 poulation.

2. The practice could not be more than 1% miles

from a hospital.

3. The ptactice had to be staffed only by general

practitionees (GPs).

The requiremen that all practices be near a hospital
was established for two reasons. Fiest, the proximity of
a hospital may influence the effectiveness of a physician
as he engages in direct patient care. A doctor practicing

far from a hospital may feel compelled to pravide certuin
facilities and services that would otherwise be provided
by the local hospital.  Secondly, it was reasuned chat
doctoes far from a hospital spead o disproportiondte
amount of time traveling to and from the nearest hospital.
Such time in transit nukes it haeder to estimate the number

- of hours worked and to measure other variables affecting

physician productivity.

The third criterion, that all selected practices include
only GPs, was introduced because GPs are the main source
of physician seevices in ruril areas. In addition, it was
assumed that this constraint would ensure a certain uni-
formity among doctors and practices in the sample.

The screening process had one more function. It had
to determine the size of the group in which a. physiclan
practiced.  Solo practitioners and groups of. two, three,
and four physicians were wanted for the study. Afrer
close screening to eliminate “unusual" practices, a list in.
cluding one group of more than four doctors, seven four-
man groups, nine three-man groups and seven two.man
groups remained.

Unusual practices included those in which one or moee
of the physicians was semiretired, those that had recently

expanded by adding a new doctor, and those who had a”

Medex or other paramedical professional affitlated with
them. Any of these situations would alter the cost and
performance structure of the practice enough to damage
comparability among practices.

Solo practitioners satisfying the three selection criteria
appeared. to be relatively abundant. Five practices in each
of the four urgunizational settings were selected: five
swlo practitioners, five two-man practices, five three-man
practices and five four-man practices.

Physiclans in some of the practices selected for study
were unable to participate in the inquiry. However, co-
operation was eventually enlisted and the needed data
gathered from five solo practitioners and four practices
in each of the three remaining size groups. This selection
vielded 17 practices and 41 individual physicians, The
were interviewed between November, 1971 and April,
1972,

THE PHYSICIANS

The 41 physicians were in 17 practices in 1% communi-
ties throughout Washington, Fleven practices were in
towns east of the Cascade Mountiins: six were in towns
west of the mountiins. The physicians were in 12 counties
that taken together had an average of 72.2 medical doctors
(MDy) per 100,000 poputation. This is well below the
national aserage of 1218 MDs pee 100,000 population
and only slightly abose the 60.1 physicians per 100,000
population found in Washington's eight least populous
counties,

Most solo practitionees were in the more remote areas.
he nearest any solo practitioner was to a Standard Meteo-
politin Statistical Ared (SMSA) was 10 miles. On the
other hand, four of the group practices were located within
20 miles of an SMSA. Washington has six SMSAs: Seattle,
Tacoma, Spokane, Frerett. Vancouver, and Y.akima

)

Five of the practices were in communities without hos
pitals. However, the longest distance between a sample
practice and a hospital was 14 miles.

Personal and Professional Characteristics

The average age of the physiclans was 81 years; those in
group practices were slightly youngee thun the solo prac.
titionees (table 1). The age differential may bhe due t
the growth and acceptance of group practices among phy-
siciuns during the last 20 years. The older wulo practition.
ers had likely started their careers as physiciang before
grouping became 4 major trend in the medical profession.

Data in chaet 1 lend mild support to the contention
that those in medicine and health-eelated industeies pass
occupations along from father to son. Seven of the 41
doctoes (1707) were sons of physicians, dentists, oe phar.
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Table 1. Age I1n years of physicians in the sample
Number of Range in aye Average
Sice of practice physicians Low High age
Solo practitioners 5 47 - 68 56
2-man groups 8 37 . 88 49
3-man groups . 12 ' 32 - 60 48
4-man groups 16 ¥ - 6o 52
All physicians 41 2 - 68 51

dage reported as of enumeration date.

2
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PHYSICIANS,
JENTISTS, Adr
PHARMACISTS

MANAGERS, OFFICIALS,
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‘EXCEPT FARM)
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FARM LABORFRS AND
FAREMEN, FARMERS, AND
FARM MANAGLRS

ANRKETS

1. Oceupations of fathers of physiciens in the sample.

macists. Neurly one-fourth of the physicians came from
families supported by nonmedical professional or technical
waorkers. Fathers of the sample physicians tended to have
been' in uccupations of generally high sociv-economic status.
Over GOF, of the fathers were physicians, dentists, phar-
macists, technical or professional workers, managers, offi-
cials, or proprietors. Othees in the sample came from
homes supported hy fathees in a wide variety of occu-
pations,

Nearly theee-foueths of the doctors had lised in places
of less than 10,000 population before their eighteenth
biethdass (tahle 2). Muany of the physicians had lived
in several locations during childhood. ‘Twenty had resided
in Washington State for at teast part of theie childhood
or adolescence. Twenty-two had lived in other states and
sesen had resided in foreign counteies.

Of the §1 physicians in the sample, 4 had received
their M.D. degrees from the University of Washington,

the state’'s only medical school (table 3). This is a4 rather -

small propoetion, considering the number of physicians
who had lived in Washingten peioe to their eighteenth
birthds A partial explination is that 19 of the (1 doctoes

Table ). P'aces of residence befure physician's eighteenth
birthday
Population and location of compunity Number
A ST, ST
Less than 2,500 15
2,500 - 9,999 15
10,000 - 24,999 4
25,000 - 49,999 ?
50,000 - 99,999 2
100,000 - and over 12
Unclassified responses b 10
Total 60°¢
NN ST
Washington 20
States other than Washington 22
Foreign countries 7
Total 9°

dgased on official census figures for the decennial year
closest to the physician's birth year plus 9 yesrs. This
provides & rough estimate for population of the town of
residence during the birth-18 year age.

b
Primarily foreign nlaces of residence.

Csome physicians had resided in more than one locsle,

had graduated from medical schools before 1930, the year
the University of Washington graduated its first class of
medical students. Although only 109, of the doctoes
were graduates of the University of Washington Medies!
School, 40¢% had served internships in Washington.
Internship is required of all MDs. Young physicians
often undertake additional training in the form of a resi-
dency. Sixteen of the doctors in the sample had
training and morc of the Tesidencies had buen served in
Washington than in any other state (table 3).
The most prevalent type of residency teaining was
surgical: general practice ranked second. ‘The physicians

Table 3. Location of medical training, internship, and
residency
Medical Intern-
Loeation 3chool ship Residency ?
........... —ee NUmMbOr cecccsscvacecnnss
Washington 4 1?7 4
Nredon B 6 2
Gther states 2? 10 5
Farnrn countries ’ 4 5
Yo respanse ) 4 ?

'3Itteup ot the 41 Mh.
teginipg,  Tan of thee
whate,

tn the study had received residency
seryed residencing in more than one
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who had undertaken specialized wurgical residencies dil
nut consider themselves specialists. They felt their prac:
tices and case mixes were generally comparable to the
typical general practitioner's.

Twenty-two of the sampled physicians had not prac-
ticed in any community other than their present one.
Nearly 6077 of the physicians interviewed had been prac-
ticing in their present location fur more than 18 years
(cable 4).

Taple J. Yeqrs practiorng in present conmunity

Year, Yo of physticians

3 years or less
6-10 yuars
i years

1o-0%9 sears 1
over 5 yedrs

o o oo

Most. 38 of 41, plinned to continue practicing in
their present locales. Twe of the remaining six doctors
were uncertain about future plans: and two did not expect
to move but were planning to retire from active practice.
Of the 19 doctors who had practiced in other communities,
8 had not practiced in Washington before: 8 had prac-
ticed only in other communities in Washington: and 3
had practiced in other states and in other Washington com-
munities. There is nu positive association between the
number of communities in whirh.a_ physician had prac-
ticed and his age -\ greater percentage of those 30 years
of age and under had practiced in 2 or more communities
than hid those over 30 years of age.

Table 3 shows why physicians chose their present
locales. Although most of the reasuns given were personal
or professional. economics did influence the decisions.
The most frequent reason, personal preference for the
general area, was mentioned by 71€7 of the physicians.
Economic reasons were given by 39¢% of the respondents.
“Preference for the general area” differed from “personal
ties to the community” in that the latter category referred
to family and childhood attachments to the particular

fable 5. Redsons for :hoosing to practice in present
~ommunity
Percentage
of total
sumple

Reasgr jrien Number?d (N=24))

Persong %ra, s Lumrurity f 17
Parignal protarance for janery! grey 9 71
Profanoanyi 3pped of ne Lmgnyni e g 14 37
R I LA N I Y R PR RS P KN
LN She oty 14 Al
Foanomt o oeegnnneg 16 119
Jrrer regngne 1 '
1. _
Vi, mgee g e S F eo pomiert L ora e
L e L e P L L I T
N
" ey e e, e LN B LN DR R :;70'.‘.' b
e el gt et 1yt Tugre cadegandencn e rary!
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community in which the physiclan was now practicing.
Apparently, family ties were much less important than
personal preferences in deciding where to practice.

Opinions Regarding Present Practice

' Tables 6, 7, and 8 summarize the physicians’ opinions
tegarding their present practices. General practitioners
in rural areas are expected to deal with a variety of medical
and nonmedical problems. The GPs in this sample found
this variety challenging and rewarding. Over 4097 of the
respondents mentioned this variety and challenge as being
4n enjoyable aspect of their work (table 6).

Other frequently mentioned sources of enjoyment
were the favorable working conditions and the type of
community in which the practice was located. Financlal
rewards were not often mentioned as an enjoysble aspect
of tie practice. Nor was low income often listed as a
frustration stemming from the practice. It appears shat
the doctors were satisfied with their income and most of
their job satisfactions were not derived from econmmic
considerations,

By far the most cited source of physician frusteation
(table 6) was the excessive amount’ of work and respon-

Table 6. Opinfons regarding present practice
Questions or opinion Number
® . ' . .
what hoaow e dewd gour prvae st popaot o
Variety and challenge of medical oroblems confronted 18
Favorable working conditions of practiced - 18
Type of community in which practice is located 18 _

-
Compatibility and personal re‘ationship with patients n
General satisfaction of medicine and relating to

people . 7
Financial rewards 4
No response : 2

Total responses 75b
whe L o MG Pt pating Bt e pecaentt peget oo

Excess work, responsibilfty, demands, and expectations
by patients and community 2?7
Too much paperwork, jovernment regulations, and

medical abuses 8
Medical isolation and 1{mitations of facilities 6
Incompatibility with certain patients 6
Personal disadvantages of small town liying ]
Otrer reasons 6
No frustrations ) 1

* b
fotal responses 57

cateqory includes such diverse responses 45 “closeness
nf offiza tn home; “compatible partners,' and “6pportunity
to 4o surgery that physitian would be espected to refer to
specialists in larqer citins."

%.ms to more then rumber of respondent; since wome physie
+1any Jdve more than ane answnr,

1
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sibility demuanded by his patients and by the community.
This problem was mentioned more than three times as
otten av any other problem. ‘The physicians’ frustrations
with the overall burden of their workloads are consistent
with their responses about the size of their caseloads.
Specificatly, 61¢; of the doctors fele theie caseloads were
too large and A7, fele they were the right size. One
“ductor said his caseload was too small.

Tables 7 and 8 present the professional view of the
medical needs ot the communities. About one-fourth of
the doctors mentioned that mure physicians were needed
in the local community (table 7). One-fifth mentioned
the need For improved hospitals and supporting facilicies.
Most of the remaining needs the physicians mentioned
concerned specific problenis and specific groups of people.

For example, the medical needs of the poor, immobile,
and elderly were mentioned av pressing needs of the com-
munities. Similarly, the lack of programs, personnel, and
treatment facilities for those with personal and mental
problems appeared as a pressing need. Three physicians
waid the mose pressing medical needs were better coupera-
tion and coordination among existing local doctors and
five doctors felt the medical needs of their communities
were being adequacely met.

Thiety-four doctors believed their communities could
financially support an added physician. One of the en
physicians who listed an additional doctor as a pressing
community need did not feel his community could finan-
cially support the added physician, Needing but not being
able to support anogher doctor illustrates the difference
between “needs’ as defined by healeh professionals and
the “effective demand” generated by the community.
Needs are being judged by using some health care stand-
ards or some reference to the responding physician's case-
load.  Effective demand depends on the community's
ability  to pay for the services it needs. For example.
in low income areas, medical care needs may be quite
high bat the lack of purchasing power ‘in the area will
limit the amount of medical care seevices that can be
profitably supported by patients.

Of the &4 doctors fecling their communities could
support annther doctor, most felt only one or two addi.
tional physicians could be added to the number already
prictiving in the area. Most respondents felt that added
medictl workers should be GPy (tables = and 8). The
strong preference for GPs was not sueprising. considering
the smutlloess of the communities 1 the study.

Physicians' Assessments of Medical Care in
Rural Washington

Numerical infoemation is crucial in making judgiments
on the adegquacs of medical care seevices in rural areas.
“oare the views of those delisering these services. ‘There
fore. the sample phasiciany were asked to vompare the
medical care delivered in either their own community or
in rursyl W nhington, with that delivered in the state’s
urhban regons. OF the A6 doctors willing to make sach
veomparison, 8 felt medicl care in urban areas was s
perior. 16 beliesed urban care was inferior. and 12 thought
there w.as no significant difference between arban and
raral medical care.

The physicians who made comparisons on the basis
of rural Washington were, in general, much more likoly
to state that urban medical care was superior than those
who based their comparisons on their own communities.
This suggests that there may be a tendency to not fault
the care delivered in one's own community. :

The doctors who felt the care in urban'Washdh‘\stm
was cither inferior or superior t the care provided in
their own community or in rural Washington were asked
why they felt as they did. Their responses are summarized
in table v,

Table 7. Opinions on medical needs of conmunity

Selected questiors - Number

D LS R P L P AL NIRRT U L TR T
More doctors 10
More adequate hospital and ancillary facilities 8

Programs, personnel, and/or facilities to meet the
needs of :
The poor and inmobile
The elderly
Those with personal and mental problens

Better cooperation and coordination among doctors
Other needs
Needs are adequately met

o & o e~

No response

Total response ar

B A IR LRI WU PR Y SR L ST

R T L

None
Cne
Two

—
—— OO~

Thre s
Fousr or more
No esponse

' yms to more than number of respondents since some physicians
j47e mpre than one anawer,

Table #, Type ot ductor(s) commynity could
firancially support

of physicians
feelir) their
community could

Tyee St doctor! o) most appro- financially support

proate o cemranyty needs Namper anotner doctor
(N:34)
Inly HP4 mentigred /3 hH
Gy wppcialisty mentingned } 9
D grd cartarn apeniglingte
oty appropriste / 2!
‘e, ra NIaNT | 3
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Table 9,

Reasons tor reeling urdan medival care 1s superior
or nferyr

selucted guewlise, Number?
- R L3 (L . [SLEE o K ." o \N‘lb‘
cess personalrled care 7
Joctors and facrlities are Ias, responsive to

patrents’ needs ;
Less Logperative and .uurd nated nedi gl

omynitty }
Jther regsons &
NO reason prver 1

Tota' respurse, N
- )
+ 1 (N=5!
More Jo.tur, 6
More Lontiry g agucst ot and profes;iieng,

SLINUL4S FOr Lridn foltors 3
cess sroblams oF tire g0l Sritygnce 2
Super:ar f3ct] ey 2

Taty’ relgorae, 13

43m L rGre tnan o ber 0 rescordents since <ome
BRYyS' . 1Aty Jave ngre tndr ,ne jnywer,

ynte 10 Sujestiing for HEDroy i ng medical Care

Inoraryt o Aasnrgtoe

Natire 3¢ Suggeston Number

[ncreaie the ,upply 5¢ Joctors and
oaramedi gl geriorne. 12
Me jsures tn alter tpe JPOgrapriy,

Jestributogn of Jo-tars 9
Tapansan if tpe ME_E ¢ oroig e am 2
Satroar neg gl facalite, 7
Yroveatan L f speciglists on g

retgting fasis 5
ure nealtn st gr tor rural o itigeg 4
“are urtinuteg edyostioge for ryral Jogtors 3
uhher reg;iong 6
Haoaperrang )

- Al d
34l responges H)
ums 0 mora tnan nymber Jf resperderts since some phyiictans
14Ve "Qra LRar gre gnseer,

In beoud terms, those who fele medical care it urban
areas was inferior thought that urbun medical care 1
delivered wing an imvensitive, impersonal, and awkward
wstem (table 9). Those who felt urhan cire to be o
perior believed there were quantitative e technical ad-
vantages of uthan location. For example, they fele that
the greater concentration of doctors and the shorter times
ind distanies i urban areas permitted patients in these

y

areas to reach o doctor's office or hospital faster than in
rural areas.

The physicians’ suggestions €or improving medical care
of Washington's eural citizens are in table 10. The three
most frequently mentioned ideas were:

I. Increase the supply of doctors and paramedical
personnel.  (Puramedical personnel cefers to the
physician’s medical support personnel and includes
nueses, medical secretaries. and laboratoey assist-
ants.)

Alter the geographic distribution of physicians,

3. Expand the MEDEX program. The suggestion
relating to expansion of the MEDEX “program is
an honest extension ¢ the suggestion to increase
the supply of doctoes and paramedical nel.
The MEDEX progeam is explained in mnre detail
in the appendix.

Must of the suggestions for improving medical care

in rural Washington dealt with increasing the number
of medical care personnel rather than with reorganizing

tw

_the present personnel into different types of practice ae-

rangements such as group practice.

Physicians’ Opinions and Group Practice

A major objective of this study was to inquire into
the advisability of group practices and into the possibility
that grouping physiciane together might inciease the
supply of physician services in rural areas. To learn more
about the issues surrounding group practices, the physicians
were asked several questions reg: rding the relative merits
of solo and group practice. Taules 11 through 16 sum-
marize theit responses. Table 11 shows that the ductors
were about evenly divided on whether more pationts
could be seen per hour in group practice or in solo prac-
tice. Thirty.two doctors (31 of whom were in groups)
felt group practice enhanced the quality of medical cate.
Only three felt quality would decrease when phyhicians
were grouped together.

Must of those doctoes saying group practice enabled
the physician to see more patients per hour believed that
Rroup practice:

‘able 11, Doctors' opintons reqarding efficiency and quality
assuciated with group practice

Number
Question and response responding
"
fer, 15
‘i 15
Ma she 6
Ho response 5
fon 3
‘1o }
Yy gl 3
l"’ " .“’“'...“ {
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t Provided superior paramedical labor and more di-
vision of labor,

2. Provided wuperior andillagy facilities.
. Allowed more flexibility in physician workloads
.and patient scheduling (cable 12).

Tante 100 Rpdso™s Far axpect'ng effigiency gatns in group
pract.e

Number

Qe g any, Jlyen (N221)

ioerae paramediodl labor with 3 greater
Steteror and Spectaligation 3f labor 13
youer 3e anccilaeys faciiigres 6
Ware tlacidility 'rowor!lad, dattent

Loneduling, eto. 6
JrRer regsong )
NG ore3son Jlven !

a0, d
3%4! responses 30

Yyums 45 nore tnan mumber af respondents since Some physi-
*any jave 0= thdr dne answer, N=21 because this
1080 was 3.x23 2t )nly those physictans who thougnt
(P D g Wt brong jreater of ficiency,

Clearly, items | and 2 are clinely related and refer
to the capacity of the group<practice to employ more
labor and more sophisticated diagnostic or treatment fa-
cilities. The efficiencies in sheduling may be important,
too, but their impact on the physician's ability to see
mote patients is less clear. T'he main qualitative advantages
of group practice were the greater opportunity for speciali-
sation, consultation and the exchange of knowledge among
physicians (table 13). Twenty-five doctors gave this
reason,

Table 14 reports responses to questions asked fiest of
the solo practitioners, then of those practicing in groups.

r

ibie 1. “Yeasors for expecting quality

1dvartiges in group practices

(]
Number
PO q,LNG e (“’35)
sraater LUy tren e spectalization,
3oyt hatan, e 24 range ¢ irowledge 25
Cow Lt L r o Lrer rogcew by partrers 7
A L N A LN L F R AT:1,1 A8 £
Meen sean bota v e gryyttan Fatique
vy ca Sy sgre ntieytmy education 6
ccee e by e ey ey npgrtige melp 4
LRI BT e
B
R R IR LA 5 4
Coa g epreer 8 rongrdent s S ren ot phyn g
oo te oL 1T e e R uestian Wl
: A ALt gty oagerted quality
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Because only five solo practitioners were consulted, the
responses may or may not represent what most solo peac-
titioners think.

The solo practitioners in the sample felt that mavin
into group practice would reduce the length of the w
week and the number of patients seen (table 14). Thes
respunses were consistent with the opinions of group
practitioners who felt that moving into solo :
would increase both the hours worked and the number
of patients seen per week.

Opinions on whether group or solo would
increase income varied. Theee of five physicians in solo
practicc thought group practice would incresss their in-
comes. A plurality of physicians in gm& practice in
effece disagree: 14 of 36 thought they would mate
money in solo practice. Eight believed that solo
is less profitable, but 14 thought thers was no difference,
or did not answer the question.

Table 14, Opinions on the impact of group
practice on selected varfables
varfable Number
A g le pperetitioner, I8 geu were to practice tn (N=5)
1 grcup rrarttoe Jhat shanges sould you expeot ing
Hours worked per week:
An increase 2
A decrease k|
Patients seen per week:
An increase 1
A decrease 3
No change 1
Annual income:
An increase 3
A decrease 1
No response 1
R TR o A R A Y N 2 o ST
fep L et tegy ot enpgedt 0O oo eggest g
Hours worked per week: (N=36)
An increase- 19
A decrease . ]
No change 8
No response 4
Patients seen per week:
An increase 14
A decrease 8
%o change 10
Ho response 4
Annual in.ome:
An increase 14
A decrease 8
No chanrge 9
No response 5
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Solo practitioners seem to feel that affiliating with
a geoup would simultaneously reduce  work loads and
increase incomes. Group practitioners may be more real-
istic. Over half expect they would work harder and
397% expect they would earn higher incomes if they trans-
ferred to solo practice.

Physicians realize thut grouping will affect both doctor
and pacient. Moreover, these effe:ts divide into advant-
ages and disadvantages to the (wo groups (see tables 1
and 16). Table 13 refers to the physicians’ opinions about
good and bad effeces of grouping on the doctor.

In an era of growing emphasis on medical consumer-
ism, it is important to keep in mind that this study deals
only with the opinions of medical providers—namely
physicians. There is no reason to expect that medical
consumers (patients) and providers hold similar views
on the issues considered in this stuly.

All but one of the responding doctors mentioned
more free time for continuing education and leisure as a
distinct advantage of a group practice. Other frequently
-mentioned advantages to the doctor were greater oppor-
tunities for specialization, consultation, exchange of kaowl-
edge and increased efficiency. Some physicians believed
group practice created econumic disadvantages for the

Tanla 16 Bl cizigagt soinivny regyaruing advantages and dise
advantages of jroup practice to the physician

Number

Advantages ar Jdisadvantdges (N=41)
.‘-"D'-' Liva ‘-‘ . ,;v,_;' ooy . -_'
CEA S TR N

More free time for -ontinuing educ.tion and

leisure kY
Greater Jpportunities for specialization, .

consultation, and e«change of knowliedge 23
Increased efficiency and other economic

advantages 1]
Stimulation and peer review by partners 6
Supericr facilities and supportive help 4
Ntner advantages 2
No response 3l

Tatal response 90?

,‘..-".:,.-‘.‘.' E .' ...,"- et ot . "

‘. N
UL 7 LA IRRRF AR 1S DIA S L 23
1755 af prufessiaral independence 4nd

tndrgidualism 12
Dess cnuume and more re,pon,ibiiity for

fingroty’ gnd 5%3%,5 Tvahiiting of partrer; ,
isher 3iadyantages 5
No ‘raaduantacges k)
I respnnse 3

*y%al response 527

", ™t re tnge symber 38 e nngni, ov foume prgni ot an,

jriv oo LA TNEY SY CR Y ARV Y
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doctor—lower income and greater financial responsibility
for the liabilities of partners.

Increased liability refers to the possibility of all doctors
in a group suffering financial difficulties as a result of
malpractice actions against only une in the group. This
item was cited much less often than the possibility of
incompatibility among doctors or loss of professional in-
dependence and individualism.

The doctors believed the major advantages of group
practice o the patient were easier accessibility to complete
and continual care and superior quality of care. The
doctors said that disadvantages of group peactice for the
patient include restrictions on the choice of ician
and disruption of the doctor/patient relationship (tabls
16).

This supposed disadvantage to the patient, resteictions
on free choice of doctor, conflicts with an often mentioned
advantage of group practice—easier acc o coin
plete and continual care. That is, according to the
doctors, the patient who has his medical
to by a group practice may find it easier to see & docter
and the doctor he sees will have ready access to the pa.
tient's medical records and medical history. But the pa-
tient may not always be able to see the doctor he prefers.

The problems of choice in physicians and distuptions
in the doctor/patient relationship were not mencloned as
a disadvantage to the doctor. This is contraty to a fre- .
quent argument that a strong doctor/patient telationship

Table 16. Physicians' opinions regarding advantages and
disadvantages of group practice

Number
Advantages or disadvantages {N=41)
Advantazes tu paciesi
Easier access to complete and continual care 26
Superior care due to:
Consultation among doctors 18
Availability of supporting help and equipnent 13|
No specific reason 3
Opportunity to choose among physicians 8
Less expensive care 4
Other advantages 2
No response 6
Total res,.hses 78¢
el El-z';ﬂ e
Restriction on choice of physician 1?7
Disruption of patient/doctor relationship 12
No disadvantaqes exist 7
Other disadvantages 5
No response 6
Tota! responses 4

1ums to more than number of respondents since some
physicigns qave more than gne qnswer,
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15 at least as imporeant to the doctor as it is @ the patient.
Moreover. all of the group practice advantages accruing
to the physician were abo conadered o be advantageous

“to the patient.

Apparently. docors beliese both  groups share the
same advantages. The tact that benefits for ductor and
patient are the same does not necessarily raean that the
total advancages of group practice exceed i totil disad-
vantages. Table 16 reports 4 disaiavament related to the
choice of physicians. Fight respondents said group prac:

tice was wdvantagenus to patients because it gave che
patieats an opporeuaity to choose among several physicians.
However 17 respondents suggested that the group prac-
tice was disadvantagenus o the patient because it restricted
his chuice of physicians,

Anuther 12 respondents were concerned that the group
practice might disrupe the relationship between doctor
and patient.  All named disadvantages to the patient cen
tered on the personal affiliation between doctor and pa.
tient. No technical reasons were mentioned.

BUSINESS ORGANIZATION AND ECONOMIC PRODUCTIVITY
OF THE SAMPLED PRACTICES

The practice is the business organization the doctor
uses in producing his services. It can be very simple--
an office with warcels more than an examining table and
4 few imstruments. Or it can be extrene!s complex, in-
cluding nurses, receptionists, Laborators facdities and com-
plicated diagnostic equipment.

AU bue 1 oof the 12 group practices were organized
as fornul partnerships.  The one exception was organized
as a4 corporation. The "basic accounting arrangement in
the group practices was for 4l revenues and all expenses
i B shared inoan eplicit fashion. In six groups, the
physician-members shared revenues and expenses equally.
In the other six groups, the sharing arrangement was

related o either seniority of the doctors of to the contri-

but.on eswch phvsician was nuking to the total revenue
of the practice. Work load was apparentls considered
only insofar as it contributed o toel revcaue.

Before condusions can be drawn regarding the effects
ot practice size on the supply of physician services in rural
Wo.shington, sarious clisses of resources used to produce
services and various Kinds of services themselses must be
defined and measared. The focus of this study was the
physician services produced in the doctor's office.

In generill resources (inputs) used to produce these
swrsioes nchude capital. the phvsiciany' labor, acquired
Fibor. and nornual operating needs such s telephone,
isurince. and medical and office supphies. Outputs of 4
Physician s office are exeremels hard to standardize and
quantits. I dus seads. oaepue is defined as the number
of puents the doctor treats in his office (office visits).

Cortunlv the tvpe ot treatment saries among office
Minor surgers conducred in the office is o different
tpe of othice vt from soaking 1 sprained  finger or
comuizing an achetars problem. However, of it is assamed
thae the proportions of speafic medicd needs treated are
roughiv Siloe unong dactors, the use of the office visit
s standardized mesire of ourgait s Gilid for companng
practices  Suchan asoumption has been made and s
defenable o the geounds that !l doctoes in the study
were somvwhat homageneous (all were GPy) and sersed
sinthar ruedd sopal inons

AN AT Y

Physical Measures of Inputs and Outputs

INffereny phyacl mesares of rthe phystctansy’ inpuat
ind outpat lecels vee i table 17 The doctors nput s
mesured bByothe yoauagat of e he \p(-nd\ in routinge

professional activities. Routine activities are professional
tasks directly associated with the practice of medicine.
These tasks include physician time spent in direct patient
care, in X.ray and laboratory work, in administeative and
clerical functions, consulting with other doctors, and rou-
tine professional reading and study.’

His output is defined by the number of patients seen
in his office per unit of time. All physicians taken to-
gether spent an average of 46.7 weeks per year in routine
rerivities sssocdated with their medical practices. Devistion
about this average was very slight.

Doctors in 2-man groups had the shortest working
sear (4. weeks). Solo practitioners spent the most time
at their jobs (47.9 weeks per year). Solo practitioners
also spent more hours per week in routine work ' (67.3
hours) than did physicians in the group practices (60.3
hours per week). As in the case of weeks per yeat, the
Zaman groups had the shortest work week (33.7 hours)
of any group studied. The longer time spent in routine
professional activities by solo practitioners is consistent
with the earlier mentioned opinions that time demands
are geacrally greater among those in solo practice.

One might hypothesize that the longer time per year
spent in major professional meetings and conventions by
group practitioners (table 17) is also related to more
emphasis on “professionalism™ encountered when practic-
ing under the influence, stimulation, and ohservation of
peers. This hypothesis is supported by the fact that as
the size of the group increased, the percentage of doctors
holding mentherships in the American Medical Association
and in the Anterican Academy of Family Physiclans also
increased.

The heavs work schedule for solo practitionces and the
relatively light work schedule for doctors in two.-man
practices is perhaps partially explained by differences in
popalation hases sersed by the sample settings. The solo
practitioners were in towns and counties with the fewest
doctors per 100,000 population while the four 2-man
groups in the sample were in towns and counties with
the Lirgest physician to population ratio in the study.

The 1 physicians in the study conducted an average
of 6128 office visits pear vear.  Physicians in 4-man
groaps appeared to be most productive: they averaged
T AR office visits per sear and 182 office visits per work
week (table 1°). The twoman groups, perhaps because
of the snualler population hase served, appeared to he




Table |7,
Al
physicrans b
Medsures of 1nput and output {N=19)
Averige nuinber ot weeks spent:
In routine actrvitres 16,
in najor professional neetings,
wonventians, ete. 2.0
Un vacation 3
Average number ot nours of
routine work weex soert in- {N341)
Physictan s ot e 36.1
Tmospital and nurstng nome
(exciading travel %ime} 14,9
Patrent’s nome | taciuding
trave! time; 1.1
Phystcran’s home 6.0
Tota) MOurs 'n wore week 6l.2
Average number of off e vigits b
per physi_ian {N=39)
Per gear 6,328
) (N=41)
Per week 135
Per physician nour 1n office 3.87
Per physician nour in disect
patient care n office 5.55
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Phystcran input and Qutput, by stre of practice, 1970

Solo Physicians Physivians Physicians
practi- in -man in 3-man in 4-man
tioners Jroups ?rOups qroups

(N:5) (N=R) N=11) (N=15)

7.9 45.5 46.! 47.4
1.2 2.1 2.7 1.7
2.9 4.4 3.2 2.9

iN=5) (N=8) (N+12) (N=16)

37.5 35.4 35.3 36.5

20.1} 14.0 16.4 20.%

.3 1.3 1.1 1.1
3.9 5.0 7.2 4,7

67.3 §5.7 60.0 62.8

(N25) (N-8) (Ns11) (N=15)

6,464 5,023 5,774 7,183

(N=5) (N=B) (N=12) (N=16)

136 m 130 152
3.69 3.18 4,02 4,16
4,96 4,62 5.66 6.11

_‘Fwe of the doctors in three-man groups were unable to estimate the amount of time spent in direct patient care., The
percentage of tota! office hours spent by the remaining 36 doctors on direct patient care was used to estimate this

variable for these five doctors.

b‘hlo doctors were excluded from this table because they joined the practice during the study year,

least productive. They saw an average of only $.023
patients per physician per year.

The number of office visits per year is a measure of
the total supply of physician seevices available to 4 com-
munity but it dees not consider the differing amounts of
time physicians spend in their offices. When placed on a
per time unit basis, a2 somewhat different picture emerged.
When the number of annual office visits was divided by
hours the physician spent in the office, productivity per
hour generally increased with size of practice. The two-
man group was un exception: it had the lowest produc-
tivity per hour of any organization. Doctors in four-man
groups produced about 13€; more office visits per hour
than solo practitionees. .

A more pronounced trend emerged when productivity
was measured by office hours spent in direct patient care
(tahle 17). Using this measure, doctoes in four-man
groups produced 230, more office visits than solo prac
titioners. As before, the two-nun groups stood apart feom
the trend. Again, this perhaps is due to their location
in towns and counties with more doctoes per 10,000
population.  Apparently, because of this lower physician
to population eatio, physicians in the two-man groups were
able to perform theie office work at o more leisurels
pace.

Doctors in four man geoups had the most office visits
per vear, per week. pee physician houe in office, and pee

(0

physician hour in direct patient care while in their offices
(tablc 17). Doctors in three-man groups had s higher
productivity per office hour and per office hour in d
patient care than did the solo practitioners but solo prac-
titioners produced more office visits per wesk and per
year than three-man groups. The reason for this is aot
hard to find. The average solo practitioner worked more
weeks per year, spent more hours per week in his office,
and spent more -ffice hours in direct patient cate chan
physicians in three-man groups,

The lack of consistency in productivity among practice
sizes raives a fundamental issue. The physician's incentive
to enter group practice is often based on the frospect of
increasing hourly productlvity so more leisure and more
time for continued education will be available Such a
move may benefit the ductor but does society benefit if
this results in less total output per year?

If the strice criterion of maximum output per unit of
physician time is chosen, the greater hourly productivity
is to be preferred. [f increased hourly productivity comes
at the expense of lowered annual productivity, it can be
argued that the potential of group practice for lessenin
the scarcity of physician services is not being realized.
I'his need not be un either/or situation. The doctores in
the four-man practices, for example, produced more office
visits per vear than the solo practitioners even though
they worked fewer houes per vear. The two- and three.
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man groups were not so productive on an annual basis.

In addition to tutal yvearly output, the quality of care
must be considered. Physicians felt quality was enhanced
by grouping because it allowed an increase in leisure time,
easier consultation with other physicians and it permitted
more participation in continving education. Unfortunately,
the study did not provide substantive insights into the
validity of these assertions. '

Reasons for the Varying Output Per Unit of Time

Economic reasoning indicates that doctoes practicing
in groups will be more productive because they have more
capital resources (e.g.. equipment and facilities for diag-
nosis and treatment) in their offices and they enjoy a
greater division and specialization of lubor (e.g.. nurses
to give inu ulations and bookkeepers to do the billing).

Doctors in the four-man practices apparently do have
mote capital equipment (fixed office expense in table 18)
and hired libor per physician than physicians in other
practice sizes. Doctogs in two-man practices had the least
capital and hired labor per physician. Solo practitioners
had more capital facilities at their disposal than those in
two or three:man groups but the solo practitioners were
relatively less productive on an houely basis than the
doctoes in three-man groups.

Pruduction of patient care in a general medical prac-
tice appears to be very labor-intensive. For example, about
47¢¢ of the average physician's total annual expenses of
€29,593 were salaries and wages of office and paramedical
personnel. The large proportion of labor expense suggests
that there should be considerable potential for the division
and spectalization of labor as the size of practice increases.

That is, considerable efficiency should be gained by group-
ing physicians so that several cun use the same office
persunnel and nursing staff,

To gain insights into this possibility, physicians were
asked to allocute weekly work schedules by the types of
tusks they performed (table 19). Solo practitioners spent
74 office hours per week in administrative and clotiesl
tusks. This was more than doctors in any other sise
practice. Moreovee, if it is assumed that the administeative
and clerical tasks done in the physician’s home are related
to his office workload, the solo practitioner appsars to be
further burdened by these tasks. ‘This evidence
that the greater opportunity for division and whaa-
tion of labor in group practices relieves the doctar of
much administrative and clerical responsibility, The re-
leased time could be devoted to caring for patients,

Related to this argument is the obser stion that the
three: and four-man groups were much more lkely to
have a full-time business or office manage: than the
smaller practices. It appears that in the larger practices,
nonphysicians can do administrative and clerical tushs
in place of physicians. However, the labor substitution
does not appear to take place in the case of lshoratory
and X-ray tasks. While the absolute number of howes
spent performing these tasks is relatively smafi, solo
practitioners spent less than half as much time in lahors.
tory and X-ray work as did doctors in the multi-dector
groups.

This apparent inconsistency can be rationalized. The
range of ancillary services tends to increase as the aumber
of doctors practicing together increases. For example, o
much larger percentage of group practices thaa solo prac.

Table 18, Annual expenses by size of practice, 1970

Al S¢lo 2-man J-man 4-man

. rractices practices groups groups groups
Averaqe auperses ger pnysisian (N=17) (Na§) (N=4) (N=4) (N=4)
351 aapenses b $29,593 $31,169 $22,917 $24,700 $39,192
e and saramede Ly iahor 13,942 13.583 © 10,098 12,286 19,920
ARRY.L | f ke mepongosg” 5.682 E|337 3.682 4.540 7.382
Taxes 1ng i censes’ 684 673 596 609 860
Maiury trp tnsuran. 1.510 1,499 1,340 1,654 1,548
‘alupnone aipense a6 288 579 785 933
Smter Sing 9f serg e ast 1,081 1,503 1,610 183 925
Yedroal aed surqital 5upctfes 3,617 3,947 2,708 2,929 4,802
Admen. and 3FF1oe agger 2,276 2,267 2,304 1,14 2,822

Yt igonses based on averaqes per physician in each of the 17 sample practices. Two of the 41 physicians studied joined their
resgertise froud oractices during 1979,  Consequently, expense; per physician in these two practices also reflect expenses

» amulated by the tan dnctors trey replaced,

Y

rulades N, eart, clegrer igtine interest, opportunrity o5t on
aquigment . /- tatiteaqgng Y3 agstodial fabor,

!Dr'nar'i/ shake useresy and 9ogpation  tax "approasimately |

ey Dagrytt taces, gnemploment fnsurance, employees retirsment, and other employees benefits,

equity, insurance, repairs, tares on land, buildings, and

percent of Qross revenuye),

oneeq g apnrytory and L-ray services and professional feas pald other doctors.
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Table 19,

Hours per week spent in various tasks by place of work and task, 1970

Solo Physicians Physicians Physicians
Al practi- in 2-man in 3-man in 4-man
physiciags tioners groups groups rougs
Place Of work by task (N=36) (NsS) (N=8) (N=7) ?N-l )
Average number of nours spent
in office
Direct patient care 25.6 2.8 26.3 2.3 ' 26.0
Lab, and Xeray tasks 1.6 .8 2.0. 1.9 1.7
Adgmin, and clerical tasks 5.5 7.4 4.4 4.1 6.0
Consult, with other physiotans 1.1 A .9 1.6 1.3
Routine reading and study 1.3 1.4 1.8 o 1.8
Average nymper of hours spent in
hospital and nursing home (ex-
cluding !ravell time?
Direzt patient care 13.1 16.7 7.9 11.6 18.2
Lab. and Xeray tasks .6 2 .9 2 7
Admin, ang clerical tasks 31 2.0 3.5 3.2 3.3
Consult. with ather physicians 1.2 1.2 .8 1.8 1.0
Routine reading and study .4 .0 .9 .3 3
Average numoer of nours spent in b
physician's home 1n {N=39) (Na5) (N=8) (N=10) (N=16)
Direct patient care® 1.6 1.1 1.6 2.7 1.1
Agmin, and clerical tasks .9 3.7 .9 8 N
Routine reading and study 3.5 4 2.5 4,1 3.4
% jve doctors were unadle to allocate mours in office, nospital, and nursing home among tasks.
DY'uo doctors were unable to allocate hours in their homes among tasks,
CPHmdrHy phone Calls related to patient care.
Table 20. Percent of practices offering selected services by size of practice, 1970°
Al Salo 2-man 3-man d-man
practices practices rwss ?rougs ?rw $
Service (N=17) (NsS) ?N-‘ Ned Ned
Performing minor surgery 100 100 100 100 100
Setting fractures 88 60 100 100 100
Physical therapy 70 100 50 28 100
X-ray n 40 4 4 100
Electrocardiogram b 59 20 7% 50 100
Selected laboratory services 51 43 5¢ 38 ¢’

9 practice was considered capable of performing a service even §f the service was offered on a 1imited basis,
bLabf)ratory services considered were urinalysis, hematology, cardiopulmonary, pulmonary function, chemistry, and microdiology.

tices could provide X-ray and electrocardiogram seevices
(table 20). With the exception of three-man practices,
group practices also appeared to have greater laboratory
capubilities. The four-man practices clearly offered the
widest range of ancillary setvices.

It was hoped that the category of expenses “contract.
ing of services” would pro-ide insights into differences
in the range of services offered. However, in some cases
the central labotatory or hospital providing the service
hilled the patient directly while in other cases the practice
was hilled. In the latter case. the practice subsequently
billed the patient. Hence, it was not possible to use this
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expense category as a gauge for the range of services
offered by a particular practice.

Added capital equipment requires labor to operate it
and some of the mote sg;ciallzed laboratoty equipment
requires highly skilled labor (e.g., laboratory and X.ray
technicians). Some practices, especially the four-man
groups, appeared to be large enough to support the major
capital fixtures but too small to make effective use of
specialized personnel to operate the capital. Ay a result,
the doctors themselves ran the machines. Capital is labor
saving for the physician only if it provides him "with
quicker diagnosis or if it lesens Fis own labor. In sum,



the capital items used in the sophisticated practice o
maodern medicine may or may not inceease the capacity of
the physician to see more patients.'

As would be expected, solo practitioners spent vietually
no time in consultativn with other doctors. Group prac.
titioners, however. made considerable use of the consul-
tative opportunities uffered by their colleagues (table 19).
The fact that doctors in group practice spent relatively
more hours per week in consultation with each other
decreased the time they had available to see patients.
As with the time spent in laboratory., X-ray., and other
ancillaey tasks, it can be hypothesized that the time spent
in consultation mav increase productivity per hour if it
permits faster diagnosis, _

It has been noted that the greater number of weeks
worked per vear by wolo practitioners appeared to infringe
on their ability to attend major professional meetings and
conventions. Despite their longer time worked per week,
wlo practitioners were able to spend a total of 5.3 hours
per week in routine professional reading and study (table
19). This figure was compariable to the amount of time
physicians in group practices spent in these activities.
The extent to which routine reading and individual study
can substitute for formal learning experiences is not
known.

Economic Peatures of the Practices

—~ Some cost and revenue data obtained from the 17
sample practices are in table 21. Gross revenue per phy-
sician ranged from slightly more than 858,000 per doctor
in the two-man groups to over $88.000 in the four-man
groups. The average gross revenue for all doctors re-
porting was $68.210.  After deducting annual expenses

"'The tremendous increases in malpractice suits and malpractice
insranee rates bave induced phvsicians to be much more cautious
in diagnosing (or not dingnosing) particalar ills. Care in diagnos-
tis can come through the addition of more sophisticated equip-
ment, even b it means that the doctoe himself must operate the
mucunes The peice of this caation s, then, fewer physician hours
amvathable for seeing ind creating patients

associated with the practices, average net' revenue per
physician was $38,617. Dactors practicing in three-man
groups had the lowest net incomes ($34,941), Those in
four-man groups earned net incomes above $46,000.

Most people like to think that a physician’s income
is intimately bound up with the extent of activity in his
office. ‘Table 21 partially confiems this. Depending upon
size of practice, revenue from office visits conteibuted
between $3¢7 and 38C% to the practice’s total revenue.
The remainder came from surgery, laboratory cests, and
uther sources. The percentage of total revenue from
office visits does not appear to be correlated with the
number of office visits per year, '

The doctors in the two-man practices, seeing only an
average of $,023 patients per year, obtained 36,19, of
their revenue from this source; more than the solo prac.
titioners who, on the average, suw more patients. The
physicians in three-man groups saw 3,774 patients per year
and received 98.1¢% of their income from this source.

The four-man groups saw the most patients but derived
only $8.1%of their revenues from office visits—this in
spite of the fact that their charge per visit was higher
than those practicing either in solo practices or in theee.
man groups.

Calculating the cost of producing an office vislt i -
extremely difficult. Many expenses assoclated with the
practice are joint expenses and cannot be allocated ac
curately to the office visits or to any other single aspect
of the physician's activities. Total expenses shown in table
21 do appear reasonable. The solo practitioner has high
expenses bocause of indivisibitities. He must have helpers,
and equipment may not be fully used.

Total expenses per physiclan drop for the two. and
three-man groups—likely because of shared costs of spe-
cialized equipment. On the basis of tables 18 and 20,
it can be inferred that four-man groups offer more an.
cilliary services than any other size of practice. These
ancillaey seevices apparently add significantly to the total
expenses of this type of practice.

“inle /1. Ayeraqe expenses and revenues per physician by size of practice, 1970°

Percent of

Rryenye 2ny0ne : total
SRS from from Total revenue Annual revenue

B LY U Surter ntfice ther from al% Total net coming from
e b aryt ow per o 2f s vi3iLs S50uUrces SouUrCes expenses revenye Vs
ALL hyntans §6.10 6,304 I8, 127 $:9.,483 $63,210 $29,593 438,617 56.8
')‘Jl") :)l‘l-_’,' .E" 'l. 7.’ 6¢46d ]6‘9’4 ?¢an 6‘)‘262 3‘ ¢‘69 38¢093 5304
TAG-TAn 04D Y 6,50 5,023 32,650 .50 58,151 22,97 25,234 66.1
fhrom.ogn roaes [ ) ‘)"74 34‘644 34‘997 59.64' 24.700 34.94' 58.]
Eor —ean jreaays, b, 1 1,183 47,119 BALY 15,523 19,192 46,30 55.1
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o grern t, oHE Jhyst gn’ey fadery! inrnme tyeeg,
n‘,,.:, e oany L F e en cul gt vy tha redy g pryction o gre cnnstdered,
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DISCUSSION

The guestion of the extent of 4 doctor shortage is not
an easy one. Opinions regarding “shortages.” “needs,” and
“demands” for physician services are easily found but are
hard to authenticate or to understand. Some areas hive
more physicians per capita than otker areas and physicians
have left some rural areas to practice in urban locales.
Some physicians who have left rural areas have not been
replaced.  These situdtions are not, however, proof of
weed. 1t is not possible to sy exactly when a shortage
exists and when 4 community weeds more physicians, or
even when it needs 4 single physician. Because of the
difficulty of determing need. this report is limited to
only the mose primitive indicators of need.

It has been noted that Washington's rural areas have
fewer physicians per capita than the state’s urban areas.
It is also known that some Washington communities have
hadl physicians but no longer do; there are hospitals with-
out doctors: cural residents often reside many miles from
the closest physician: physicians in many rural towns are
reaching ages when reticement or semireticement is in-
escapable.

These items establish the need for inquiries regarding
the production of physicians’ services in rural Washington.
If rural Washington is not to fall hopelessly behind in
the production of physicians’ services. some method must
be found to increase the availability of such seevices in
the next few years.

Two methods of increasing the supply of services
have been discussed here. The first is simply to attract
more doctors to an area. This problem is approached
by determining pertinent characteristics of rurai physicians
and by asking physicians what they like and dislike about
their present practices. Communities searching for new
physicians could cupitalize on these results.

ft «eems clear that many of the physicians in the
study had come from towns of less than 30,000 persons.
Most had lived in the Pacific Northwest and attended
medical «hool or interned in the Pacific Northwest.
Medical schools in Washington and Oregon seem ceason.
able places fur recruitment: students from rural Washing
ton, Oregon. and ldaho, wherever they attend medical
wchool. may also be fruitful objects for a community in
search of a doctor,

Communities teving to ateract doctors can promise the
new doctor a “general practice” in which the doctor can
apply his skills to 4 wide range of medical problems.
The work load of a doctor in 4 eural area is likely to
he extremely tixing. The wolo practitioners in the study
wortked an avetage of 67.3' hours per week. 7.0 weeks
per year.

The second method of increasing the output of physi.
cian’s seevices in rural Washington is to group doctors,
Small gtoup practices with two, three or four physiclans
working together can share sophisticated equipment and
specialized personnel.  Thiv arrangenment would reduce
hoth the hours worked per week and the weeks worked
per vear.
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While the study did not show that two: and three-man
groups would increase the number of office visits per
vear (that is, the number of patients the doctor is able to
see each year), the four-man groups were able to boost
oftice visits ruther substantially. Four doctors conducting
independent practices would bhe able to handle 29,486
otfice visits per year. The same four 'doctors operating
in single group practices would be able to handle 29,832,
a 14.3C increase.

While grouping doctoes can increase output and re-
lieve some of the burden often placed on solo peactl-
tivners, it does raise a major problew of proximity. Rural
Washington has low population densities and extreme
remoteness—especially wn the forest and ranch areus.

If physicians group together, output may increase but
patients may have to tijpel farther for medical attention.
This problem becomes more serious when it is realized
that ageiculture, focesrry, and mining i.re among the high
risk and high accide:st industries in the nation.

This question is one of equity: Whose welfare could
receive priority: the patients’ or the doctors'? This s
not an easy question and it is one that will require much
more study and innovation before it can be adequately
resolved.

This report has a major limitation. The report deals
with physicians, not with bealth care. The two must be
separated because they relate to two different things and
they offer two sets of opportunities for meeting the needs
of rural residents. Physicians are assuredly the most
important part of the health care system., However, that
system also includes dentists, nurses, technicians, hospitals,
rest homes, physical therapy units, school nurses, dieticians,
and perhaps dozens of others. In many cases, a physician
is needed, for only he can do surgery and only he can
prescribe certain medicines. Because of this, rural areas
need physicians.

However, many health problems are related to the
environment of the patient or to his diet. These kinds
of problems can be treated by health personnel other
than physicians,. Moreover, treatment of many health
problems can be delayed. Physical examinations can be
conducted next week or the week after. Routine innocu.
lations for children can be performed on a "when it's
convenient” basis. In these cases, a physiclan may be
needed but his office need not be near the place where
suich services are rendered. The patient can easily get
to the doctor at a time that is convenient for both,

Finally. the broad health care system in the United
States functions within a teeribly inflexible set of institu-
tions. The doctor and his nurse loosely affiliated with
a hospital is a hehavioral mode that has persisted without
major modification for decades. If health care in dts
broadest sense or esen physician services in thelr narrowest
conceptualization are to be mad?2 more available and more
Accessible in eural areas, much innosation is needed. ‘This
inhovation will take continued research, much frusteation,
and  perhaps some failures before o eruly satisfactory
Artangement cah cmerge.

001t




APPENDIX
The MEDEX Program in Washington

The MEDEX progeam is designed to help develop
new types of paramedical personnel trained to assume a
more active role in delivering medical care services.
MEDEX come from the French phrase, medicin extension,
meuning “physician extension.” In most current writing.
the program i» referred to as the MEDEX program while
an indistdual participating in the program is a Medex.
The program is jointly sponsored by the University of
Washington School of Medicine and the Washington
State Medical Education and Research Foundation. The
purpuse of the program is to relieve overburdened physi-
cians of certain routine medical tasks and procedures that
can be effectively undertaken by personnel not having
the sophisticated teaining of a physician.

Pacticipants in the MEDEX progeam are selected
from the ranks of corpsmen who have bLeen discharged
from the Armed Forces Medical Corps. The program
capitalizes on the fact that these individuals have up to
2,000 hours of furmal insteuction in medical cace and up
to 20 years experience in providing medical care to mili-
tary personnel. The civilian training for the MEDEX
trainees comes in two phases. The fiest phase consists of
an intensive 3-month classtoom session at the University
of Washington School of Medicine. Pediatrics and geri-
atrics— two areas of medicine with which militaty corps-
men are likely to have had little contact—as well as psy-
chiatey, cheonic diseases, physical examinations, and patient
history-taking are emphasized during this phase.

After completion of the 3-month cureiculum, trainees
are placed with actively practicing physicians for a 9-month
preceptorship. This is roughly comparable to a physiclan’s
training av 4n inteen. This placement is not done ran.

domly, but is made aftec careful consideration of the
personnel and professional aspirations and preferences of
the physician, the trainee, and the traince’s spouse. One
reason for this careful placement is to maximize the
sibility of the trainee's remaining permanently with the
doctor who supervises the preceptorship. cing the
preceptorship the trainee becomes actively involved in
patient care but works under close supervision and guid-
ance.

Upon completing the 1z.month program, tesinees are
awarded the title of Medex. Program graduates m\_agiz
command a starting salary of from $8,000 o $12,000,
salary is paid by the employing doctor. Among the tasks
a Medex often performs ace screening patients, taking
patient histories, conducting simple physical examinations,
treating minor injuries, assisting with surgery, and hand-
ling certain administrative responsibilities.

The altimate goal of the program is to incresss the
quantity of medical care available in needy aress. The
potential of the program *o meet this goal rests on two
interreluted considerations. Fiest, it is hoped that the
effective use of Medex will increase the suppl{ of medieal
care services, Secondly, the strengthening of the physi
clan's supportive staff will honefully provide relief from
the constant and excessive patient demands made on doc
tors in medically needy areas. If this possibility is realised,
these areas wiil presumably find it easier to attract
into thelr communities or be less concerned ahout losing
their present doctors.

The fiest class of trainees began the progeam on July
1. 1969. Since that time, about 65 Medex have besn
graduated and placed throughout Washington.
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