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FOREWORD

After 15 months of intensive study of the charce given to us by
the Regents, and after the accumulation, analysis, and correlation of an
imrense amount of statistical information and other data, the Regents
Task Force has identifiec. ¢ nurber of factors which influence these
problems. We have developed some conclusions and have made some
recommendations now, in this interim report, based on our findings to
date. Because of the magnitude and camplexity of our task, most docu-
mentation will be presented in the final report. And some of our most
important and specific recommendations will have to wait for the final
report. Because of the magnitude of the task of full data analysis and
documentation of our final report, and the necessity to have a much more
canprehensive discussion of the various factors and their interrelation-
ships impinging on the production of physicians and their retention
in New York State, it is impossible to produce the final printed docu-
ment in time for recamendations to be included in the Regents Iegislative
Brochure for action by the ILegislature at its next session. The issues
are far too ocamplex, their interrelations too intertwined, and the fu~
ture too indistinct to provide for a full and comprehensive presentation
at this time, without uniform fiscal and program data from all the
medical schools; these will not be avaJ:.lable to us until the close of
this year from a study now underxway.

At our request, each of the twelve medical schools in the State

is now undergoing a cost analysis of medical education which will




provide the first uniform analysis of all medical schools in a
single state, according to a format which only recently was developed
by the Institute of Medicine, on mandate from the Congress, through
contract with the Department of Health, Education and Welfare.
For this reason specific financial recommendations for long range
funding of medical education, and other information from that study, along
with a great deal of statistical data which we have accumulated,
will be included in the final report which will be available scme-
time during the Spring of 1975.

Because of the limitations of staff and time, only a minimm of
supporting data is included herein. Extensive tabulations, on
which many of the conclusions and recammendations were based, and from
which our own New York State statistics were derived,are available
in work tables; these will be provided in the final report.

From testimony given to the Task Force, we knew that the
Federal Govermment was engaged in a major multiphasic study cf the supply
of, and demard for, physician manpower, which we were told would
contain major departures from currently held opinions. Significant
segments became available to us in a prepublication edition very
recently, (Aagust 1974). Materials in this very important docu-
ment necessitated a complete reappraisal of many popular assumptions.
This provides further explanation of our inability at this time to trans-
mit a fully documented final repvort.

Our first priority has been to provide the Regents with

some recomrendations with which they can begin to attack these

very critical problems.




Since the Task Force was appointed, it has met monthly and has
spent close to 120 hours in joint sessions. Between formal sessions,
committees of the Task Force and staff have spent much time in
studying topics and developing materials for the Task Force. As a group
we have consulted with several dozen persons, including deans of
medical schools,officials of third party payers, medical economists,
sociologists, medical students, Federal and State officials, repre-

sentatives of hospitals and medical associations, other professional

groups and proponents of new medical schools.




EXCERPYS FROM THE CHARGE TO THE REGENTS TASK FORCE ON MEDICAT, SCHOGL
ENROLIMENT AND PHYSICIAN MANPOWER PRESENTED BY DEPUTY OOMMISSIONER
T. EDWARD HOLLANDER, JULY 30, 1973

"The Regants have broad responsibility for education and licensure
which affects the quality and distribution of health delivery in the
State. . . .the Regents hawe, fram time to time, been required to deal
with the following specific questions.

--Should the Regents approve applications for charters for
additional medical schools?

--Should the Regents encourage the further expansion of
existing medical schools by recammending extended State aid
programs to accamplish this abjective?

--Should the Regents adopt a policy of substituting American-
educated physicians for foreign-trained physicians who now
receive one-third of the new licenses issued annually by the
Department?

-~Should the Regents contine to oppose legislation that would
reserve a portion of medical school places for students who
agree to practice in areas of physician shortage?

--Should the number of county and state medical fellowships
that carry a comitment for practice in an area of shortage
in the State be expanded? . . .

"The Regents are sensitive to the fact that the Departments of
Health and Mental Hygiene have direct respcnsibilities for the quality of
health care. They recognize also that the private medical colleges and
the State University have the more difficult problems of implementing
programs that may result from the broader policy statements. The Regents
are also concerned that their efforts not overlap with tie activities of
the Health Manpower Planning Camission. Rather than seek the advice
of a broader public group, they specifically requested the advice of the
professionals, in and out of govermment, and sought out this qroup to
help them deal with the policy questions which are within the scope of
their responsibilities. . .

accessible to all residents of the State. Yow: report should define as
precisely as you can the nunber of physicians and supporting staff, (e.a.,
associates, assistants, nurses) needed, say by the year 2000, and their
source of supply. You may want to comment on such specific questions as
the need for additional medical. schools, the possible expansion, if
hecessary, of existing anes, the state and federal roles in financing

and programs for recruitment to areas of physician shortage."

i1




ANALYSIS Of THE SUPPLY OF
PHYSICIANS AND RELATED PROBLEMS

One of our major charges was to determine the adequacy of
nurbers of physicians available. We have examined many criteria for
measuring demand and requirements, and have found no universally accep-
table criteria to measure the adequacy of supply of physicians. Nor
are there any precise measures of reasonable demand for physicians'
services. Nor at our current level of development is there :;1 close
correlation between pnysician manpower raﬁos and population health.

How can New York State have a physician shortage when only
Israel and the U. S. 5. R. (Table 1) seem to have higher ratios
of practicing physicians to population than New York and when
New York State has the highest physician to population ratio of any
state in the Union, as well as the greatest concentration of medical
schools, medical research institutions, and excellent teaching
hospitals in this country and probably in the warld?

New York Coampared to Other States

A convenient and conventional way to measure adequacy of supply
has been on a comparative basis. Owverall, New York State seems
to be in an exceedingly favorable position by this measure. But one
of the great difficulties in assessing comparative data on this teopic
is the determination of which physicians have been counted. For
exanple, the American Medical Association statistics for New York
State attribute over 11% more physicians to the State than the New

York State registration files include, and the American Medical




Table 1

INTERNATIONAL OCMPARISON OF REPORTED
PHYSICIAN-POPULATION RATIOS
1969

(Nutber of Physicians per 100,000 Population)

NORTH AMERICA EASTERN EUROPE
Canada 41 Bulgaria 183*
United States?® 155 Czechoslovakia 145
Hungary 191*
WESTERN EUROPE Poland . 146
Romania 129
Austria 182% Yugoslavia 95
Belgium 155
Dermark 145 OMHER
Finland 95
France 130 Australia 118
Fed. Rep. of IsraelP 245%
Gexrmany 170% Japan 111
Netherlands 122 New Zealand 115
Norway 141 U.S.S.R. 231*
Sweden 13¢
Switzerland 138
United Kingdom:

England & Wales 121
Northem Ireland 131
Scotland 133

SOURCE: ¥Viorld Health Organization (1972), Table 2.1.

8This ratio includes only professicnally active physicians. It is not
clear whether rigures for the other nations have been similarly
adjusted.

Prncludes hysicians who are registered in Israel but do not reside or
L P
practice there.

*Denotes nations reporting a higher physician-population ratio than
was reported by the United States.

REB:10/3/74
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Table 2

PHYSICIAN MANPQUER PER 100,000 TOPULATICN
OO TARATIVI. STATE PAXR

USDIG VARIOUS PINSICIAN BASES
1972
Physiciansb‘m& w)s’ !D Physicians Only !D & DO Physicians MD Physicians (only
excluding including includina Graduates of !-bdical3
RANK Interns & Posidents Interns & Fesidents Interns & Residents  Schools in the U.S.)VY
State Patio
1. b.C. 286  D.C. 423 b.C. 424 Dp.C. 448
2, New York 193 YNew Yor}. 239 loew York 243 California 188
3. Massachusetts 172 Massachusetts 213 Massachusetts 216 Coloraco 182
4, California 172 California 198 California 200 rMaryland 181
5. Connecticut 165 Conrecticut 196 Connecticut 1598 tassachusetts 178
6. Vermont 163 Yaryland 192 Vermont 194 Vermont 166
. v7. Arizona 156 Verrent 185 taryland 193 Connecticut 151
* 8, Oolorado 155 Colorado 178 Colorado 189 Mew York 151
9. Hawaii 154 Rhode Island 167 Arizana 175  Vashingtm 146
10. Florida 154 Hawaii 165 Rhode Island 175  Wyoming 146
. 11. FRhde Island 150 Florida 162 Florida 172 Arizona 143
12, Maryland 144  Arizona 155  Pennsylvania 169  Oregm 138
13. New Jersey 142 Pennsylvenia 155 Hawaii 168 Utah 138
14. Pemnsylvania 139 Minnesota 151 New Jersey 161 Florida 137
15, Oregon 137 New Jersey 150 Washington 156 Mirnesota 137
16. Washington 137 tashington 150 Missouri, 155 Lawaii 136
17. Maine 134  Oregen 147  Cregmn 154 Peansylvania 133
18. New Hampshire 132 Illinois 142 Minnesota 153 Louisiana 123
19. Delaware 130 Utah 142 Michigan 152  Virginia 123
20, Missouri 129 New Hampshire 141 Delaware 146  New Mexico 122
21, Michigan 125 Delaware 139 Illinois 145  Nebraska 119
22. Nevada 120 chio 135 Ghio 145  Tennessee 118
23. Minnesota 120 Missouri 131 New Hampshire 144 Texas 118
24, Ohio 119 Virginia 129 Utah 144 Rhode Island 117
25. Illinais 118 Michigan 128 Maine 139 Kansas 16
26. Utah 118  Wisconsin 124 Yew Mexico 133  Nevada 113
27, New Mexico 116 Louisiana .23 Virginia 130 North Carolina 113
28, WVisoonsin® 111 Tennessee 122 Kansas 128 New Hampshire 113
29. Montana 111 New Mexico 20 Wisconsin 128 Missouri 1n2
30. Kansas 109 Kansas il9 Texas 126  Georgia 111
31. Oklahama 108 Maine 119 Louisiana 123  Wisoconsin 109
32, Virginia 108 Texas 119 Tennessee 123 Oklahama 108
33, Texas 107 Webraska 1s Nebraska 121 Alaska 105
34, Nebraska 106 Nevada 116 Nevada 120 Montana 105
35. Iowa 103 ilorth Carolina 113 Cklahoma 119 Illinois 104
36. Iouisiana 103 Georgia 112 Iowa 118 New Jersey 104
37. Tennessee 103 West Virginia 109 Georgia 14 Chio 102
38, West Virginia 103 IMontana 107  West Virginia 114  South Carolina 100
39. Wyaning 103 Iowa 104 tiorth Carolina 113  Arkansas 99
40, Idaho 100 Kentuclky 104 ‘ontana 111 Delaware 98
41. Georgyia 93 Indiana 103 Indiana 106 Kentucky 98
42, Uorth Carolina 97 Oklahoma 103 Kentucky 105 Idaho 96
43, North bDakota 97 Uyaning 101 Vyoming 104 Iowa 95
44, Indiana 96 Idaho 97 Idaho 100  Michigan 95
45, Kentucky 92 North Dakota 97 tlorth Dakota 98 Indiana 94
46. Arkansas 86 South Carolina 97 South Carolina 97 Alabama 93
47, South Carolina 86 Arkansas 95 Arkansas 96 Maine 91
48, Alaska 82 Alabama ) Alabamna 91  Mississippi 91
49, South Cakota 82 Missji s ippl 83 South Dakota 85 North Dakota 87
50. Alabana 80 Alaska 8l tdssissippi 83 South Dakota 34
S1. lMississippi 5 South Dakota 81 Alaska 82  Viest Virginia 84
| Sources:

\y)\ll '.D., Intemn & Posident, and Population Data campiled from Mierican Medical
Association, Distribution of Physicians, 1972, Wol. 1.

Wosteopathic Thysicians - Aerican Osteopathic “ssociation, Directorv of Ostocpathic
Phricians, 1972.

.5., hiealth, Iducation and velfare, Th Surply of Pealth ‘anpower, February, 1974.
REB:9/27/74
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Association statistics form the basis for almost all Federal and other
studies of this subject. In part, this discrepancy is due to the
fact that American Medical Association tabulates all medical degree
holders whether or not they are licensed to practice medicine. Thus,
AMA includes many inactive physicians as well as interns and resi-
dents in their statistics. Many of these, while present in the State,
are not licensed or do not treat patients in New York State.
Generally, when New York State is ranked camwparatively, it comes
out ahead of all cther states. As can be seen fram Table 2, depending
upcn which kinds of physicians are counted, New York State had between
193 and 243 physicians per 100,000 population. However, when New York
is ranked against the other states, according to the numbers of
graduates of United States medical schools registered in the State, it
falls to seventh place with only 151 United States medical araduates
per 100,000 population as campared to California with 188 such
physicians. In addition, while New York State has granted 13% of the
MD's awarded in the United States, it does not re;:eive its "fair share”
of these graduates, since only 9% of all United States medical school
graduates in recent history have ultimately settled in New York
State (Table 11). Part of this is no doubt due to a general popu-
lation drift to more rapidly growing states. (Further analysis of
this issve will be provided in the final report.) The difference is
compensated for by graduates of foreign medical schools, on which New
york State has been relying heavily. New York has received more than
25 percent of the recent annual foreign medical oraduates (FMG)

migrations into the United States, and thus our state is becoming

N
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increasingly dependent upon foreign medical graduates to maintain its
physician to population ratio. (gee Tables 4 to 6 for conparative statistics

showing increased dependence of States on foreign medical graduatesr 1959 and 1970.)

Physician Supply Problems

On the basis of various models of health care delivery, and
using other criteria, (which will be discussed in much greater detail
further along in this interim report and in the final report) even
with New York's high physician to population ratio, there are not
enough. total physicians to meet the requirements for physicians'
services in New York State. Gross State ratios mask needs of areas

in the State well below average State ratios.

Physician Maldistribution

In addition to the total shortage of physicians to population,
two other kinds of shortages are even more cbvious; these both
result fram maldistribution. The experience in New York State is
not different fraom that of the oﬁner states and other countries
except, perhaps, in magnitude. Geographic maldistribution is mani-
fested by a more than tenfold difference between counties in New
York State in ratio of physicians to population as can be seen fram
Tdble 3 and the map:and within most of the counties there is probably an
equivalent range of difference.

Factors which influence the choice of practice location of nhy-

sicians are not very different fram those which influence the location

of other professionals. As one naturally would expect, physicians gt

4

tend to congregate around urban and metropolitan centers where there

are ample facilities for patient care and referral for all purposes.




Tokle 3

DISTRIRUTION OF PHYSICIANS ‘I.Y.S.
BY OPS REGIONS

Populationz chistercd3 Physician 3pcr 100,000 Porulaticon
1 (000) Physicians Region County
Pegions 1972 1972 Fate Range
Upstate
Westezrn 1,372 2,195 160 78 - 177
Genesee-Finger Lakes 1,090 1,869 171 48 ~ 204
Southern Tier West 272 289 106 65 ~ 122

Southem Tier Central

Black River/St. Lawrence
Central,

Southern Tier East
Upper Mohawk

213
261
762
488
329

305
292
1,221
731
467

143
112
160
150
142

131 - 153

64 - 132

63 - 204

51 - 181

73 ~ 160

Lake Champlain/Lake Ceorge 208 310 149 89 - 225
Upper udsen 942 1,608 171 61 - 294

Mid~-Hudsan

Nassau/Suffolk

Upstate Subtotal

Neww York City

Bronsc

Kings

New York
Queens
Richmond

Rew York City Sultotol

Total State

1,830
2,609
10,464

1,462
2,585
1,529
1,974
293
7,843
18,307

4,367
4,769
18,423

2,041

3,959
10,401
3,497
543
20,441
38,3864

239
183
176

86 - 316

135 - 223

48 - 316

A

a

NA

NA

NA

140 - 680

48 - 680

1

S Source. JALY.S. OPC pepulation rodidicd by lLY.S. ieeldh Mept. 1972 count
fouren: L Yool State PMueation Drosartivant Neaistration files

Sobrelu e dpatitntion ) repulation not inelulod in Mweicnal Lotals.

Sec rap facing pace

DRG0
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THE STATE PLANNING AND DEVELOPMENT REGIONS
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The most significant underserved areas of the State lie in the

sparsely populated or declining rural areas and multiproblem urban
areas.

There are studies which show that the prime influence on where
a physician elects to settle and practice is the location of his
internship and residency training, and not where he went to medical
school or even the community in which he matured. The next strongest
factors in influencing physician distribution are the climate of the
area and the educational, recreation, social and cultural rescurces
available there for the family. These are influences over which there
can be very little control.

Another strong element in the settlement decision is the pro-
fessional climate. Are there other physicians available with whom
rhysicians can interact, who can "bacicstop" them and are there satis-
factory hospitals available in which their patients can receive
quality care? Other considerations include the State's tax struc-
ture, and malpractice insurance premiums (which in this State have
just increased 93 percent).

The crime and decay in urban prcblem areas render these loca-
tions not only unattractive to physicians as locations for practice,
but they are extremely hazardous. Many physicians' offices in these
areas are kept locked; would-be entrants are screened, and all sorts
of inconvenient and stifling precautions are taken in order to prevent
the recurrence of robberies, drug theft, and assault, of both

patients and physicians. Until these camplex prcblems are reduced,

or at least significantly ameliorated, the urban central cores will




remain areas in which proper medical care is either not available
to the extent that it should be, or is provided under the most
stringent, dangerous, and unpleasant circumstances.

Sare of the other factors which contribute to the perceived
shortage of physicians cannot be reflected at this time in traditional
statistics. More physicians are jeining group practices and working
40 hour weeks instead of the 60 or even 80 hour wesks which have been
traditional for many physicians. Also, more physicians are seeking
early retirement.

We know that there are too many surgeons and not enough
primary care specialists. We need more family practitioners, pedia-
tricians, and internists. The United States has almost the exact
reversal of ratios of primary care physicians to specialists as
does Great Britain. WNearly all graduates of medical schools in the
United States will have spent three years in graduate medical educa-
tion after they have received their medical degrees, serving resi-
dencies in specialities in which they ultimately will practice all
or part time.

The Task Force has inguired of all the American Medical and
Osteopathic Specialty Boards about what they are doing, or vlan to
do, to control the numbers of specialists in their fields in order to
meet the needs of the general population for primary and all other
specialized care. Same of the specialty boards have conducted
studies in this area, a'd hopefully will be developing criteria for
the education and training of numbers of specialists. Ilowever, more
than half of the Boards have indicated that the control over numbers
in their specialty is outside of their function.

~13-
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Recently we have bequn to detect a greater interest in
primary care on the part of medical students and graduates. In part,
this can be attributed to the founding of the American Board of Family
Practice and the American Academy of Family Practice, thus providing

a basis for canparable recognition and training for general and family
physicians. The shrinking supply of Federal and other research monies
has also had an influence in deflecting many physicians from oversupplied
specialties into primary practice. Last year $2 million was appropriated
to continue and expand family medicine residency training programs in New
York State. Our findings will show that residencies in the primary care
areas should be expanded by close to 10% which is probably beyond the
capacity of this appropriation.

21 -u-




THE FOREIGN MEDICAL GRADUATE

We carnot address the subject of adequacy of medical services
provided to this State without touching upon the subject of the
for2ign medical graduate (FMG).

The Task Force is cognizant of substantial and excellent con-
tributions to the health of the people of this State and this country,
provided through the expertise of graduates of foreign medical schools
who are engaged in medical practice, in teaching of medical students,
interns and residents, or who are involved in medical research. Many
such physicians have made outstanding contributions to the United
States, the world and to their own countries after returning to their
harelands. We readily pay tribute to physicians of that quality, and
their achievements. However, these are not the foreimm medical
graduates who are the subjects of increasing concerri to the general
public and problems to the hospitals. It is to those wham we mst now

refer.

Foreign Born Graduates of Foreign Medical Schools

There has been a sudden and drastic change in the attitude
of the public toward the rcle of the foreign medical graduate in the
delivery of health care in this country, and particularly in this
State. Public leaders and professionals in this State, the country
and the world in recent months have bequn to exvress concern over
the impact and long range implications of FMG migration, their cumi-

lative presence in this country, and our increasing dependence on them.




ERIC

Aruitoxt provided by Eic:

NUMBER OF PHYSICIANS LOCATED IN THE UNITED STATES,

Table &

1TS TERRITORIES, OR ON TEMPORARY FOREIGN ASSIGNMENT,

CLASSIFIED ACCORDING TO WHETHER THEY ARE
GRADUATLS OF U.S. MEDICAL SCHOOLS

Mid - 1959
Graduates of other than U.S. Schools f .;::: of
Location Total Gradustes
of Numlerof | of U.S, G':""";“""
Physlcians Physicians | Schools Tet! Canadun Forein  School Fo’:‘i;n
Schools  Schouls  Uaknown | ¢ _hoots
Non-Federal
physicians:
Alabama 2,441 2,409 32 14 16 2 o7
Atizona 1,182 1,112 70 32 36 2 3.0
Arkansas 1,623 1,568 55 7 4 44 02
Californla 23,605 21,727 1,878 662 1,24 2 5.1
Colorado 2,369 2,479 90 1 63 6 2.5
Connecticut 4,075 3,582 493 17 32 1 7.9
Oelaware 51 476 45 16 29 0 $.6
0.C. 2,527 2,374 153 33 120 0 4.7
Florida 5,595 5,230 265 84 176 s 3.1
Georgla 3,500 3,442 s8 15 4 0 1.2
Idaho 572 563 9 7 2 0 o3
ftlinots 12,477 10,980 1,497 166 1,330 1 10.7
Indiana 4,486 4,368 1s 35 83 0 1.9
lowa 2,728 2,625 103 28 74 1 27
Kansas 2,224 2,160 64 24 40 0 1.8
Kentucky 2,638 2,580 58 13 42 3 1.6
Loulsiana 3,493 3,459 34 27 7 0 a2
Maine 976 802 174 160 74 0 7.6
Maryland 4,018 3,618 400 86 314 0 7.8
Massichusetts 8,910 8,206 704 322 369 24 4.1
Michigan 8,482 7,722 760 530 230 0 27
Minnesota 4,463 4,192 N 144 125 2 2.8
Mississippi 1,649 1,607 42 n 2 19 0.7
Missouri 4,835 4,669 166 41 123 2 25
. Montana 629 615 14 10 4 0 0.6
Nebraska 1,520 1,503 17 5 12 0 0.8
Nevada 282 259 23 16 6 1 2.1
New Hampshire 783 658 125 9N 34 0 4.3
New Jersey 7,133 6,169 954 155 807 2 11.3
New Mexico 693 656 37 n 24 2 3.5
New York 31,652 24,665 | 6,987 1,062 5,925 0 18.7
North Carolina 4,142 4,045 97 45 49 3 1.2
torth Dakota 499 410 89 61 28 0 5.6
Ohio 11,242 10,187 1,055 752 803 0 74
Oklahoma 2,19 2,153 38 13 13 12 0.6
Oregon 2,236 2,189 47 33 12 2 0.5
Pennsylvanta 14,818 14,254 564 241 322 1 2.2
Rhode tdand 1,044 858 186 53 133 0 12.7
South Carolina 1,810 1,801 9 2 7 0 0.4
South Dakota 481 432 49 7 42 0 8.7
Tennessee 3,581 3,504 17 20 35 22 1.0
Texas 9,282 8,938 344 61 233 50 5
Utzh 1,081 1,062 19 13 6 0 1Y+
Vermont 575 $30 45 34 10 1 1.7
Virginla 3,910 3,675 235 44 191 0 4.9
Washington 3,430 3,195 . 235 140 94 1 2.7
West V ~cinia 1,638 1,577 61 21 38 2 23
Wisconsin 4,059 3,941 118 36 30 2 20
Wyoming 270 266 4 2 2 0 0.7
Alska o109 7 1 s 1 46
Hawali 620 558 62 19 42 1 6.8
Puerto Rico 1,059 801 258 16 247 1 233
U.S. Tersstorses 134 110 24 2 2 ] 16.4
Foreign zountries 1,719 1,415 304 137 165 2 9.6
Unknown location 1,306 1,104 202 37 135 30 10.3
Federal physicians 17,519 16,540 979 198 781 0 4.5
All physicians 241,036 220,222 | 20,814 5,40 15,154 239 6.3

Sourte: Willion H. Stewart and Murylaed Pennel, Mesith Maapower Source
Bonk, Medical School Atumni, Pubic Health Sepnce Publication No.
263, Section 11, Washington, D.C., 1961, Table 1.
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Table 5

PHYSICIANS IN THE U.S, BY STATE OF PRACTICE
AND COUNTRY OF GRADUATION
December 31, 1970

Country of Graduation

Total United States Foreign Canada
State (100.0%) Number PerCent Number PerCent Number PerCont
Total 334,028 270.637 81.0 57.217 171 6,174 1.8
Alabama 3.377 3.219 95.3 147 4.4 11 0.3
Alaska 324 303 93.5 17 5.2 4 1.2
Anzona 2,938 2.608 888 282 9.6 48 1.6
Arkansas 1.955 1.924 98.4 25 1.3 6 0.3
Calhforma 41,640 37.476 90.0 2.980 7.2 1,134 2.8
Colorad» 4,386 4,076 920 259 5.9 51 1.2
Conneclicut 6.072 4,617 76.0 1.267 20.9 188 3.1
Delaware 783 543 69.3 217 1.7 23 <9
District of Columbia 4,073 3.253 79.9 778 19.1 42 1.0
Flonda 11,451 9,513 83.1 1,769 15.4 169 1.5
Georgra 5,546 5.088 91,7 434 7.8 24 0.4
Hawaii 1,235 999 80.9 203 16.4 33 2.7
Idaho 718 697 97.1 1" 1.5 10 1.4
lhnois 16,323 11,608 711 4,542 27.8 173 1.1
indiana 5,470 4,954 906 473 8.6 43 0.8
lowa 3.061 2.708 835 323 10.6 30 1.0
Kansas 2,910 2.582 88.7 299 10.3 29 1.0
Kentucky 3.560 3.192 897 346 9.7 22 0.6
Lousiana 4,768 . 1,476 92.9 261 5.5 31 0.7
Maine 1.186 303 76.1 174 14.7 109 9.2
Maryland 9,518 7.140 75.0 2,249 23.6 129 1.4
Massachusetts 12,57 10.227 81.3 1,993 15.9 351 2.8
Michigan 11,364 8.553 75.3 2,376 20.9 429 38
Minnesota 6.145 5.303 86.3 10.5 197 3.2
MISSISSIDpI 2,077 2.001 96.3 67 3.2 9 0.4
Missoun 6,314 5,283 837 952 15.6 49 0.8
Montana 787 743 94.4 30 3.8 14 1.8
Nebraska 1,855 1.777 95.8 70 3.8 8 0.4
Nevada 595 557 936 14 2.4 ‘24 4.0
New Hampshire 1,098 857 78.1 145 13.2 96 8.7
New Jersey 10,923 7.565 69.3 3,224 295 134 1.2
New Mexicc 1.390 1.242 89.4 127 9.1 21 1.5
New York 44,800 27.795 62.0 15,946 35.6 1,059 2.4
No:th Carolina 6,069 5.696 93.9 311 5.1 62 1.0
North Dakota 660 528 80.0 91 13.8 41 6.2
Ohio 14,740 10.996 746 3.£16 239 228 1.5
Oklahoma 2,399 2.775 95.7 108 3.5 19 0.7
Oregon 3.181 2.981 93.7 141 4.4 59 1.9
Pennsyivania 18.712 15,779 84.3 2,710 14.5 223 1.2
Rhoue sstand 1.638 1,084 66.2 495 30.2 59 36
South Carolina 2,679 2.5€0 959 99 3.7 1 04
South Dakota 629 556 88.4 70 11.1 3 0.5
Tennessee . 5.022 4.698 93.5 306 6.1 18 04
Texas 14,952 13.307 890 1.540 10.3 105 2.7
Utah 1,569 1.508 96.1 43 27 18 1.1
Verment 868 756 87.1 7 82 41 4.7
Virginia 6.552 ° 5.588 854 896 13.7 68 1.0
Washington 5562 4939 88 8 429 7.7 194 3.5
West Virgimia 1,946 1.465 753 463 2.8 18 0.9
Wisconsin 5,588 4893 87.6 642 1.5 53 0.9
Wyoming 354 346 951 13 36 5 14
Possessions 2.836 1.412 498 1,414 499 10 0.4
APO-FPO 3.149 2,912 92.5 204 65 33 10
Address Unknown 3.204 2.070 646 978 305 156 49

Note: percentages may not add due to rounding.

Source: Haug, J.N.; Roback, G.A.3 ana Martin, B.C. Distribution of
Physicians in the United States, 1970« Chicago, American
- .Medical Association, 1971,
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This issue nas lheen highlighted in the popular press on several
occasicns in the last six months. The chief concerns are over the
curulative problems that have resulted from the increasing nresence of
foreign medical graduates, especially those foreign horn and reared,
who have came to this country for graduate training and education.

Graduates of foreign medical schools have played an increasingly
major role in the delivery of health care in recent years. The number
of foreign medical graduates in the United States nearly cuadrupled
between 1959 ané 1972, increasing from 15,000 to 57,000 (camparing
Tables 4 and 5)1 In 1972, MG's constituted 17% of the total United
States physician population and 23% of the registered phvsicians in
ilew York State, with an estimated rance of FMG's fram 7% to 47% of total
registered physicians among counties in Xew York. In 1972, FG's con-
stituted almost half 0f the new licentiates in the United States (Table 6)
and in 1972, for the first time, the numller of ™G's entering the Thited
States either as immicrants or as exchange visitors exceeded the rumber
of United States medical school graduates. thile in 1972 United States
redical schools graduated 9,600 students, 11,400 FMG's entered the
United States.?

F'G's heqgan cordng inte the United States in significant
nubers after “Yorld Yar II. In an effort to £ill their intemship
and residency positions, and at the same time to meat their staffina
needs, PMG's were actively recruited by the hospitals. The nflux of
FIG's accelerated after 1965. Mt that time, Conaress atolished the oricin

quotas for irmaicration and instituted a svstar of nrefern~ve .

o '1 'S vreviously noted. AT counts all :".n.
Physicians are in Task Force counts. Thas our 23%, calculated “rom
sy . . $ ! : o N
Survey data, is lelmv the estimato of TG's in tlew York on Table §
T Swinly of jiealth annover, op. ci%.. » .83,

H

D.'z. mly reqistered
-
e
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New U.S. &
Canadian

Year Licentiates
1950 5,694
1951 5,823
1952 6,316
1953 6,591
1954 7,145
1955 6,830
1956 6,611
1957 6,441
1958 6,643
1959 6,643
1960 6,611
1961 6,443
1962 6,648
1963 6,832
1964 6,605
1965 7,619
1966 7,217
1967 7,267
1968 7,581
1269 7,671
1970 8,016
1971 7,943
1972 7,815
Sour

ce: '"Medical Licensure Statistics,'

Table 6
REPRESENTING ADDITIONS 10 THE MEDICAL PROFESSION, 1950-1972

NEW LICENTIATES

New Foreign-
Trained Medical
Licentiates

U.S. Born Total

n/a
n/a
n/a
n/a
n/a
n/a
n/a

- 212
- 284
366
386
468
201
36%

200
411
252
279
235
179
198
n/a
n/a

308
450

569 -

685
772
907
852

1,014
1,166
1,626
1,419
1,580
1,357
1,451

1,306
1,528
1,634
2,157
~ 2,185
2,307
3,016
4,314
6,661

Medical Association, 216 (1971

Percentage
of New Med.
Licentiates
Attributable
Total New to Foreign-
Medical Trained
Licentiates Physicians
6,502 5.1
G.273 7.2
6,585 8.3
7,276 9.4
7,917 9.8
7,737 11.7
7,463 11.4
7,455 13.6
7,809 14.9
8,269 19.7
8,030 17.7
8,023 19.7
8,005 17.0
8,283 17.5
7,911 16.5
9,147 16.7
8,851 18.5
9,424 22.9
9,766 22.4
9,978 23.1
11,032 27.3
12,257 35.2
14,476 46.0

' Journal of the American

)s 220 (1972), 225 (1973)
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priority assigned to profeseions in short supply, and physicians
were assigned a high priority.

We have campared the incidence of foreign medical school
graduates evaluated for licensure in New York State in 1966 with
those evaluated in 1971, by area of origin. In 1966, 58 percent
came from European and English speaking countries where the quality of
medical education more nearly approximates that offered in the
United States. Since that time there has been a major shift. In
1971, we had 85 percent migrating from countries where cultural and
sociological standards are vastly different fram those in the United
States, and less than 15 percent fram Eurcopean and Englisb speaking
countries.

New York Law, in accord with the policy of professional
organizations respcnsible for maintaining the quality of graduate
medical education, requires such physicians to obtain a standard
certificate of the Educational Council for Foreign Medical Graduates
. (ECFMG) prior to entering approved training programs. Many foreimn

medical graduates are unable to pass the ECFMG examination (neces-
sary for ECFMG certification), or do so only after several attempts,
although in scope of medical knowledge required, it equates at about
the level that a beginning senior medical student in the United
States would be expected to possess.

Part of the FMG's difficulty lies in inadequacies in their
written and spoken English communication shilities. Other problems
are related directly to cqualiity of their medical education. Most

frequently theirs is not camparable to that offered in the United
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States, because of severe deficiencies-in clinical training and

experience. Their communication problems, camarative inadequacy of
their medical education, cultural differences (which became apparent
in their attitudes towards patients), and frequently their stringent
financial circumstances, all cause enormous frustrations and serious
difficulties for the institutions which employ them.

The increasing numbers of FMG's arriving annually in this
country have been partly our own fault. United States medical
schools have not supplied enough graduates to fill the needs of
hospitals, and consequently the hospitals have had to deve.lop
training programs and accept or recruit foreign medical graduates
in order to offer the necessary staff services to their patients.
While this move was spearheaded by mental hygiene, correctional
and other municipal institutions with limited resources, it has
spread to a point where the presence of FMG's has become publicly
visible and unacceptable.

Although the graduate training programs (internships and
residencies) under the direction of the medical schools are excel-
lent and even superior in some instances, there are traininag programs
in non-affiliated institutions which, as educational experiences,
leave a great deal to be desired. 1In the latter, FMG's are employed
primarily as house physicians to render care to patients, and are
not provided with appropriate education that is relevant to the
needs and capacity of their native countries; nor frequently is it

of an acceptable quality. These less desirable programs are beina

phased out because of both professional and economic pressures.




(Residencies no longer provide the labor bargains for the hospitals which
they did when house staff salaries were 5% or less of their current
levels.)

Because this has become such an important national issue,
and because same foreign nations are beginning to voice resentment
over the brain-drain by developed countries (mainiy the United States), ‘
they have bequn to irhibit or prevent the migration of phvsicians
to this ocountry. The Task Force thus expects that the swoply of .
foreign medical graduates will be diminished substantially over the next
decade.

A sudden prohibition against the immigration of foreian
physicians would be a major catastrophe to this country.

As the numbers of United States medical graduates increase,
due to past, present, and projected expansion in enrollment of
United States' medical schools, the non-exceptional foreiomn medical
graduate will gradually be replaced; the quality of medical care de-
livered will be improved, and the concerns of the public over this
issue will have been eased. Between countries it is mutually
advantageous to have same exchange of physicians, and our recom-
mendations are not designed to preclude such activity. However, to
continue to recruit and accept physicians fram countries where
health standards are far lower than in the United States, is uncon-
scionable, unethical, and should not be continued, even if it had no

impact on the quality of care available ir. the U.S.



United States Born Foreign Medical Students

Reliable figures on the numbers of United States students who are
studying medicine outside this country and Canada are extremely difficuls
to cbtain. The best available estimates of the total nurbers of such
students fall between 3,800 and 6,000 for the year 1971-72. It has been
estimated that of the 3,000 to 6,000 United States students who are
studying abroad, between 25 and 50 percent are from ilew York State.

In 1972, the Association of rmerican Medical Colleges estimated
that 22,000 cualified applicants to American medical schools vere not
admitted to schools in this country. Many of these then sought their
medical education abroad.

The bulk of American medical students studvina in other countries
do so in Mexico (mostly at the Autonoma Universidad de Guadalajara) and
at medical schools in France and Italy. Small numbers of Mrericans are
enrolled in medJ.cal institutions throughout other countries of Vestemn
Eurcpe. Although some receive excellent medical instruction, it is
apparent from scores cn examinations that the education many obtain is
deficient when compared with that available in the United States or
Canadian medical schools. At the present time such individuals enter
the main stream of American medicine bv one of three routes:

(1) Traditional: By carning a Doctor of ledicine dearce (or its
equivalent) from a foreign school and full licensure in the country
of medical education, then obtaining the standard certificate of
the Educational Council for Foreign Medical Graduates, and then
serving in an AMA approved intemship and/or residency, and finally

Ly passing the licensing examination-
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(2) COTRANS: By passing Part I of the examination of the
National Board after two years of pre-clinical medical school
instruction abroad, by applying through the COTRANS (Co-
ordinated Transfer) Program of the Association of American
Medical Colleges, and then being accepted by cne of the
United Stated medical schools into their clinical program
(typically the third year of medical school) thus earning an
American medical degree, and then passing the licensing

(3) Fifth Pathway: By completing all requirements of the foreign
medical school for the Doctor of Medicine degree or its
equivalent (with the exception of any internship and/or
social service requirements), by earning an acceptable
score on either the ECFMG examination or Part I of the
National Board examin.tions, and by being accepted into, and
satisfactorily completing, an academic year of supervised
clinical training under the direction of a United States
medical school "Fifth Pathway" program, and then by passing
the licensing examination.

Exparsion and improvement of the opportunities for United

Scates students enrolled in foreign medical schools to return to

this country (e.g., under COTRANS and Fifth Pathway Programs), and

to camplete their medical education here, will improve the cquality

of their education to more nearly equate with an American medical

-24-
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education. However, it must be clearly recognized that such efforts
only encourage largetr numbers of United States citizens to gseek
medical education abroad. Because of the increasing United States
student pressures an foreign medical schools and for other reasons,
the number of places available to United States students has been
reduced substantially in some countries and campletely eliminated
in others. This is necessary to reserve sufficient places for the
foreign countries' students needs and to conserve their supply of

domestic physicians.

-25-~
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MEDICAL SCHOOLS IN NEW YORK STATE

There are currently twelve medical schools in New York State.

- Of these, four are part of the State University of New York and eight
are private. (They are identified on Table 7 with enrollment and
graduate statistics.) With the exception of SUNY at Stony Brook, which
began as a "public" school (with its first class entering in 1971),

all of the medical schools in New York State had their beginnings as pri-
vate medical schools. A camparison between graduates of New York

State schools and United States schools is arrayed on Table 8.

New York Medical Schools Compared to United States Schools

Nationally, the mixture of public and private schools is quite
different. Of the 112 medical schools operational in 1972-73, 48 were
private and 64 public. However, natiorwide 44% of the entering class
in 1972 were enrolled in private schools. By contrast, in New York
State the eight private schools enrolled 66% of the 1972 entering class.
This is the result of the long history of private medical leducation
in the State and the more recent development of the SUNY system. The
resultant constellation of State and private schools represents a
major resource in terms of education, (12% of all first year places
in the country), service and research. All medical schools have a
vital impact naticnzlly, as well as in the State and in the local
areas where they are located. The development of high quality medical
schools naticnally and in New York State has been linked closely to
major population centers, since the teaching of clinical medicine

requires access to a wide range of facilities for the treatment of
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TABIE 8

Numbers of Graduates from Schools in New York State Campared
To Nunbers of Graduates from Medical Schools in the United States

Selected Years-——Actual and Projected

Number of Medical New York State as a

Academic Year School Graduates Percentage of U.S.
v.s.t N.v.2

Actual

1960-61 6,994 928 13.3%

1965-66 7,574 965 12.7

1970-71 8,974 1,179 13.1

1971-72 9,551 1,229 12.9

1972-73 10,391 1,232 11.8

Estimated

157374 10,744 1,456 13.6%

1974-75 11,719 1,592 13.6

1975-76 12,680 1,503 11.8

1980-81 14,130 1,629 11.5

Sources:

Ynited States Actual Graduates (1960-73) from JAMA, November,
1973. Vol. 226, No. 8. "Medical Education", reprint.

U.S. Estimates-Basic Projection, Page 71 (1973-4 to 1980-81) from
U.S. Department of Health, Education, and Welfare, Division of
Manpower Intelligence, The Supply of Health Manpower, February,
1974. (Prepublication edition).

2Actual - Sum of Individual School Estimates from Part II of Liaison

Cammittee on Medical Education Annual Medical School Questionnaire,
1972-73.

REB: M

10/21/74

Table 7 Footnotes

1Source: Reports of Individual Schools to SED, and Part II Liaison
Ccamittee. . . Questionnaires.

2Affilia.ted with CUNY but financially autonomous and self-supporting
under its own Board of Trustees.
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hospitalized and ambulatory patients. Thus, it is not surprising

that the largest aggregation of medical schools in this State is in
the New York City metropolitan area, and that those located ocutside
that area are situated in other larger urban concentrations having
both the necessary population density and clinical facilities to
reet educaticnal requirements. The medical schools outside New York
City are fortuitously dispersed in a way that provides easy access
from most areas, leaving only two urban regions (centered in Bing-
hamton and Utica), the sparsely populated northern and southern tier

regions, plus the central Hudson valley without medical schools.

Clinical Relationships - Hospitals and Medical Schools

Although the numbers of hospitals and hospital beds (Table 9)
give some indication of the potential of a vital component of the
medical education environment, tkey do not tell the whole story. The
development of teaching hospitals, suitable for the whole spectrun of
redical education, depends on marny factors which require strong
camitments of personnel and funds, both by the schools and the
hospitals, and a determination by both to create the kind of edu-
caticnal envirorment necessary for the education of physicians and
other health professionals.

Close alliances between medical schools and their major
teaching hospitals have made modern health sciences centers. These,
together with affiliations with other hospitals and facilities,
sometimes at scme distance from the centers, though often less closelv

knit, play an important role in same part of the undergraduate and

-30-
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WIW YOPK STANT: *TDICAL SGIOOLS

TAIE 9

O AR WITH
CLELIICAL TESOURCLS DY OPS RECIQL, 1972

ledical Schools Hospitals
£ witii & of
qu'lation‘; ?c‘:odémmcc:n;r ~ Total ggg;g:(t-g irquYr
oPS Feqicn (C08) __|iuumber Deainning'72 | tumber? Teds  Prooramsd doncic¥
Upstate
Western 1,372 1 .506 24 6,636 13 202
Genesee-Finger Lakes 1,090 1 366 22 3,562 6 205
Southern Tier West 272 0 0 11 1,192 0 0
Southern Tier Central 213 0 0 7 1,059 0 0
Black River/St.Lawrence 261 0 0 14 1,419 0
Contral 762 1 464 13 2,572 2 120
Southern Tier Last 488 0 0 15 2,227 3 33
Upper Mohavk 329 0 0 9 1,316 1 9
Lake Chanplain/Lake George 208 0 0 9 1,023 0 0
Upper Hudson 942 1 382 21 4,025 6 102
id-Hudson 1,830 0 0 46 8,061 15 7
Nassaw/Suffolk 2,609 1 48 30 7,113 7 273
Subtotal Upstate 10,464° 5 1,766 221 40,205 53 1,015
New York City
Bronx 1,462 1 532 19 5,853 11 NA
Kings 2,585 1 829 37 11,035 19 NA
New York 1,529 5 2,323 45 18,661 28 NA
Queens 1,974 0 0 21 6,866 ] NA
Rictoend 293 0 0 4 911 3 A
S.abtotal New York City 7,843 7 3,684 126 43,326 69 2,491
Total New York State 18,307 12 5,450 347 82,531 122 3,506

1 ors Qata modificd v Eealth Departront consus

2 paspital Gata cad paler of heds comy iled fram U.Y.S, Nepartrent of lealth,
Penlth Yaciliyes Nirectore, 3973, vol., 1.

3 Thcludns prvehiatrie residencies and proarars in stote mental hogpitais shose
Jods are not included in e colimn in vhich nimbers of 1eds ape tabulated.
4 Inclutes institational popwlation not inclwed in reaicnal totals,

L ASLFRNLT

10,21/774
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graduate edvcation process and the development of high quality pro-

fessional and patient care resources. Not infrequently "minor"

affiliations develop, over the years, into major alliances. Thus,

a hospital affiliated with a medical school, largely in relation to

gradvate (intern and resident) training, develops such a strong educa-

tional program that the next step is the formation of a major alliance,
Detailed information on and analysis of the needs for medical

school-hospital affiliation and graduate medical education will be

available in the final report,

Fiscal. History and Prospects

In recent years, especially in the 1960's, funds have flown
freely for innovation but rarely for long term implementation. This
has led the schools into a mogt uneasy situation exacerbated by the
current naticnal economic situation with rising costs, shrinking
endowments and the resultant retrenctments now in progress in both the
public and private sectors. When the effects of inflation and the
erosion of endowments (both by depreciation and the necessity for
invasion of endowment funds experienced by same schools) are added
to the previous inconsistencies of funding, unease in the medical
schools has moved to acute anxiety. Preliminary analyses suggest
that without major changes in funding there is a potontial for total
economic collapse in most, if not all, of the eight New York State
private medical schools by 1985. Camparable fiscal and program
statistics for all of the medical schools even in this State are
not available now. Although the Task Force believes this is an
extremely critical issue, since we cannot afford to reduce or lose
any of these twelve institutions, further elaboration must be

included in the final report along with substantiation, detailed

-22-




analyses and proposals based on comparable and nationally acceptable

methodology.

Costs of Medical Education

Although there have been a number of studies and estimates,
no one really knows how much it costs to educate:a medical student,’
because no two medical schools budget in the same manner and no
t~o schools have the same program mix or administrative climate.

The education of medical students generally represents less than one
half the net costs of the medical schools) therefore, this has been
an area which has defied uniform analysis. (Medical schools are
responsible also for the education of the allied health professionals,
graduate students, undergraduate students and, sametimes, dental
students and nursing students, in addition to their research,

camuﬁity efforts, patient care, and other responsibilities.)

Institute of Medicine Study - United States and New York State

The Institute of Medicine (IOM) of the National Academy of
Sciences recently concluded a two year study as a result of a
Congressiohal mandate, which included a camprehensive analysis of the
cost of educating major health professiorals including physicians.
Fourteen medical schools across the country including one from New
York camposed their sample. While the IOM found the annual educational
cost range to be between $7,000 and $19,000, an Association of American
Medical Colleges study released earlier indicated costs of up to $25,000
per student per year.

- P i e

1 thile progran cost statistics are available, there is not uniform
acreement concernino vhich clements shouid he allocated to the cost
of instructine an individual student.




The four SUNY medical schools, under contract with the same

firm which collected data for the IOM study began conducting a similar
study using the IOM methodology in the late spring of 1974. That
Study will be completed by November, 1974, and the results will be
made available presumably before the end of this year.

Because of the spread in costs found by earlier studies, and
because of the diverse nature of the twelve medical schools in this
State, the eight private medical schools and all four dental schools
were asked to participate in an identical study under contract with
the same firm engaged in the SUNY project.

The Task Force believes that only with specific data from
our own medical schools can rational and fiscally respansible proposals
and requests be made for legislative consideration and action. The
necessity for such a cost analysis is particularly critical in light
of shrinking Federal resources and the controversy at the Federal and
State levels concerning the appropriate funding of medical education.

The final data from the study of medical schools in New York
State will be available, we are told, sametime early in 1975, fThis
project is costing each institution an average of $25,000 in consul-
tant fees plus an estimated equivalent amount of local effort.

The study will also shed light on the costs of graduate medical
education, which we hope, will enable us to make recommendations
concerning the financing of internships and residencies.

The Task Force is most mindful of the extremely limited
resources available and knows that traditional medical schools are

probably the most expensive to develop. Therefore, after the financial
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and program data come in from this study, we will make recomme:da-

tions concerning ways in which medical education resources in the

State may be increased most rapidly and most economically while still
preserving the high quality that exists in this State, and the final report
of the Task Force will contain all of this pertinent information frar

the IOM Study.

Expansion of Undergraduate Medical Education

Beginning in the second half of the last decade, a massive
program of expansion of undergraduate medical education (M.D.) was under-
taken in the United States. During that decade, a number of public
and private commissions had reached the conclusion that a physician
shortage existed, a point of view which came into public focus as
a result of the new demands upon the health delivery system conse-
quent to the passage of the medicare act. Stimulated and aided by
finencial support fraom federal and state governments, public and
private medical schools began to increase their enrollments, and
new schools developed and began operation. In that period there was

a national averag2 annual increase in medical school places of 1.5%

(1.3% per year in New York State).

During the period between the academic years 1966-67 and
1972-73, first year enrollment in medical schools in the United
States increased from almost 9,000 to almost 14,000, a 56% increase.
(In that same period, New York State first year enrollment increased
from 1120 to 1501, a 34% increase.) By 1977-78, according to current

estimates, this fiqure will be greater than 15,500, a nationwide

increase of about 73% over 1966-67.



The expansion of public medical education in the nation has
been more extensive than private, though both sectors have made
major contributions to the total. The following figures sumarize

the situation:

TABLE 10
Camparison Between New York and United States ¢
Public and Private Medical Schools
Public Medical Schools Private Medical Schools
Number of First Year Number of First Year
Schools  Enrollment* Schools Enrollment*
U.S.NYs US  NYS U.S. NYS  U.S. NYS
1966-67 46 3 4,830 416 43 7 4,134 704
1972-73 64 4 7,521 501 48 8 5,939 1000
Increase 18 1 2,691 85 5 1 1,805 296
Percent
Increase 39% 33% 56% 20% 123  14% 443 428

Footnote: *In any conpilation of enrollment figures,
differences of 1 to 2% are common, resulting
from the fact that time of reporting varies
from survey to survey.

The expansion of enrollment in New York State is being
acconplished at a similar rate and pattern to that in the United

States; it involves the existing schools as well as the two new

schools, one public and one private.
An important factor in the owver-all result was a decision
by the State to contract with private schools to undertake a major
expansion. Contracts were written between the State University and .
the schools providing for the support of these programs in the amount

of $6,000 for each additional student enrolled, over the average
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number of students enrolled during the years 1961-66, to a maximum of
25 students per class in each school for five years beginrang in
1967-68. In addition to this support of operational costs, matching
capital funds for expansion of facilities were made available
according to a forrmla that made available between two and five
million dollars in State aid monies for capital expansion for each
private school depending on student capacity.

These contracts (which were transferred to the State Educa-
tion Department by legislative action in 1973) were due to expire
at the end of the 1973-74 academic year, but legislation recommended
by the Regent;s‘ in 1974 extended operational support for an additional
year and authorized continuation of entitlement to construction funds
for schools which had previously been unable to make full use of this
provision of the contracts.

In recomending extension of contractual aid, the Governor
stressed the interim nature of this action in anticipation of
recommendations by the Regents' Task Force for a more permanent
formula for State aid to the private schools. (In addition to
support urder the contracts, the State currently provides fiscal
support to the schools through twe other major programs: Bundy
support at the rate of $3,000 for each M.D. awarded and capitation
payments at the rate of $1,500 for each student enrolled exclusive of
those covered in the expansion contracts with appropriate inflation
for students enrolled in time shortened programs. The law enacted
in 1974,upon Regents recommendation, authorized the increase of

capitation awards to $2,500 for students in the third and fourth year

37~

’ 43




classes to encourage expansion by enrolling more upper-division
transfer students.)

Although the expansion of enrollment in the three previously
existing medical schools in the SUNY system has been less extensive
than that in the seven existing private schools, the State made a
large commitment to increase the public school role by establishment
of the campus at Stony Brock. The medical school at Stony Brook is
still in the process of development, and appropriate funding of that
school and the three older SUNY schools will permit realization of
the vitally needed full potential of each of the medical schools
in the State University system.

As plans are developed to increase medical school capacity,
adequate funding for capital and operating programs will have to be
provided. Preliminary analyses suggest that none of the twelve
schools in the State can expand their enrollments even up to projected
levels (Tables 7 and 13) without additional furding. Again
intelligent recommendations based on detailed analyses can only be
developed using information that will not become available until after
the cost study is compiled. Long term planning for medical school
financing requires solid bases and continuity. We hope the data in
our final report will provide the foundation for proper planning.

Expansion of Enrollment in Medical Schools in New York State in
Relation to National Expansion.

Although the percent increase in medical school enrollment in
New York State has been, and is, anticipated to continue to be some-
what below that of the national total, this must be viewed in the

context of the position of New York State at the time the expansion
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began. Thus, in 1966-57, the first year enrollment of the schools in
New York constituted 12.5% of the national total (at a time when
the population of Nes York State was approximately 9% of that of the na-
tion). The fact that New York's share of first year enrollment has
fallen to approximately 11% reflects in large measure the efforts
by states whose starting position was of far lower order than that of
New York and by those which hitherto had had no medical school at all.
It is, of course, dbvious that the major effect of the
enrollment expansion both in New York State and in the nation as a
whole has yet to make impact wpon the number of physicians in
practice. Classes which entered in 1970-71 will begin to appear an

the scene in another two or three years upon completion of residency

Geographic Source of Entering Medical Students.

Tables in the final report will show the geographic source of
entering medical students in the schools in New York State and in the
nation as a whole.

. From data available it is apparent that aspiring medical

students fram New York, compared with residents of other states,

fare well both in their own State and in the nation as a whole. In
fact, in 1971 (which is typical of the past decade), New York had

1598 natives enrolled in first year classes of United States medical
schools and only 1496 positions in its own twelve medical schools. From
the student standpoint, we are the major debtor state in the United
States except for New Jersey, which is why any restrictive leaislation

hased on state of residence would only jeopardise our position.

-39~




Thus, while New York absolutely and proportionately has the la;rgest

number of its students enrolled in medical schools in the United
States, this is in part due to the fact that it remains a debtor

state. The Task Force also notes that 13% of all the entering

students in medical schools in the United States in 1972-73 4

were residents of New York State, which has approximately 9% of the
population of the nation. In the same year, 64% of the students ’
entering New York private medical schools and 87% entering public
redical schools in the State were residents of New York State.
For the nation as a whole 51% of students entering private schools
and 89% of those entering public schools were from their home
states. Thus, in 1972-73, 347 students frcm other states entered
medical schools in New York State, and 675 New York State residents
entered schools in other states.

While this problem and its proposed remedies will be dealt
with in greater detail in the final report, it is mentioned at this
time because legislation has been introduced over the past few years
which attempted to restrict medical school enrollment to State
residents. New York State residents would be severely restricted if
all states enacted similar legislation even though we are blessed
with the largest number of medical school places of any state in
the ocountry.

In the period 1955 to 1965 although New York State awarded
13% of the M.D.'s given in the United States, only 9.5% of all graduates

of United States medical schools in the same period were found in
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New York State in 1967. New York State therefore manages to retain
only 74% of its "fair share", when the fair share is defined as the
same proportion of physicians graduating from United States schools as
are produced by that State. Actually, only 35% of the graduates of
Jews York State schools (and this is n6t dissimilar to that of other
states) settle in the State. The other half of the United States
graduates who settle in Jew York State were graduated froar schools

in othexr states of the United States.

TABIE 11

U. S. Medical Schools
1955-1965

Graduates by State of Graduation
and Current State of Practice
N.Y. as %

All U.S. Only N.¥.S. of U.S.

Cur.ently practicing physicians
graduated 1955-1964 from
medical schools located in 68,623 8,822 12.8%

Physicians who graduated fram
U.S. medical schools 1955-1964
practicing in 68,623 6,500 9.5%

Percent of Total 100% 74%
@

Source: C. Theodore, et al., Medical School Alumi, 1967, AMA, Chicago, 1968.

LCarlier we noted that place of undergradvate (M.D.) medical

gducation is one of the less significant events in physicians'’
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!
practice place choice. While there may be many reasons for increasing

medical school enrollment in the State, from this data and other
data available, this alone will neither increase the supply of
physicians ir New York State proportionately nor quarantee New
York students greater access to medical education.

Graduate Medical Education

Graduate medical training (internship and residency), which is,
of course, a vitally important part of the continuum of medical edu-
cation, is of inyortance to the State because of the great amount of
patient care (both in hospital and in out-patient facilities)
which it provides. A strong house staff training program in a
hospital is a major addition to the quality of care which the
hospital provides to its pétients who are assured of the 24 hour
availability of these physicians.

Moreover, there is a strong correlation between the area
in which a physician receives his graduate training and that in
which he ultimately practices. Although a medical student may seek
graduate training in a particular state because he is considering
locating there penmanently, others seek what they consider the best
possible training program for which they can successfully campete,
znd ultimately decide to practice in the area in which that training
tock place. It is, therefore, in the State's interest to provide
the greatest number of high quality graduate training rrograms
which circumstances will permit. The quality of a program is de-
termined by many factors and there is room for differences of opinion
as to how it is best measured. But the fact that a program enjovs

a strong competitive position among the pool of applicants says
—42~
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.much for its quality. There is strong feedback to medical students

regarding assessment of a program's merits by their predecessors. These
latter base their opinions on a number of factors including: the
clinical ability of the staff physicians in the hospital; the dedication
of time and effort by these physicians to house staff teaching; the
quality of professional and ancillary services, etc.

Paramount among the ingredients which medical students seek in
evaluating programs for their graduate training is undoubtedly the
existence in a hospital of a strong educational program which in turn
depends on the presence of a group of skilled clinical teachers who
have not only the ability to teach and supervise but who are willing
and able to devote the necessary time to house staff training. Teaching
rounds take far more time than that necessary for patient care alone
and the organization and conduct of conferences and cther teaching
exercises requires an additional allocation of staff time.

Although the training of house staff incorporates a large
copanent of supervised clinical service by trainees, with increasing
responsibility as training progresses, it becomes quickly known to
prospective house officers whether a hospital uses interns and residents
for large amounts of service and provides supervision and education
in insufficient amount or quality. To mold a good program is an
expensive process. It requires in most instances a cadre of clinicians
who devote major segments of their time to instruction, and thus
impinges on time which ocould be devoted to practice. Hospitals which
are major teaching camponents of academic medical centers have, of
oourse, the faculty available for undergraduate and graduate teaching
and by virtue of this fact, internships and residencies in these

—-43-
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hospitals are highly competitive.

The cost of graduate programs tc medical schools has been largely
conjectural. Traditionally most direct costs have been borne by
hospitals. It has been arcepted as appropriate that such expenses as
house staff salaries should be allocated to patient care because of the
large service component involved in house staff activities. There are
those responsible for third-party payment for hospital care who believe
that the educational component should be removed totally from costs to
patients. Because the process of education is so intimately inter-
woven with that of service, cost separation is difficult and, in the
minds of many, pointless. In any case, proponents of the removal of
educational costs fram hospitals' reimbursement have yet made no sub-
stantive suggestions as to how educational costs should be met.

Tables 9 and 12 indicate the level of graduate medical education in
hospitals in New York State with and without various kinds of relation-
ships to medical schools. Hospitals are in serious financial difficulty,
caught between rapidly rising costs of salaries and wages as well as
goods and services. At the same time they are subject to stringent
controls and pressures to keep charges to patients down.

The Task Force recognizes the necessity for cost containment
but is alarmed at the prospect of having vital graduate education pro-
grams diminished in quality or eliminated (because of the excessively
high costs for redevelopment and replacement) in the interest of
econany before acceptable alternatives ‘can be developed. Because
graduate medical education is so vitally linked to professional man-
power the current situation is alarming,

While the Task Force will recommend the expansion of graduate

medical education into locations where it is now lacking, we await results
~44~
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Table 12

Approved First-Year Residencies Offered in
New York State by Specialty and Region
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OPS Region o P od
Number of Residencies’
Upstate
Western 12 38 18 13 15 41 15 36 14 202
Genesee-Finger Lakes 10 53 17 1 32 32 11 30 9 205
Southern Tier West o Y o o o o o o o o
Southern Tier Central o o o o o o o o o o
Black River/St. Lawrence 0 0 0 0 0 0 0 0 0 0
Central 12 19 13 4 12 18 12 28 2 120
Southern Tier East 6 10 1 2 5 7 0 2 0 33
Upper Mohawk o- O 0 0 9 0 0 0 0 9
Lake Champlain/Lake George 0 o o o o o o 0 (o] 0
Upper Hudson 0 21 6 8. 14 18 12 15 8 102
Mid-Hudson 3 13 3 1 33 11 0, 6 1 71
Nassau-Suffolk 10 60 25 12 67 48 9 32 10 273
Upstate Subtotal 53 214 83 51 187 175 59 149 44 1,015
New York City 12 * 607 287 136 343 408 163 402 133 2,491
Total State 65 821 370 187 530 583 222 551 177 3,506
Percent of Total Residencies
Total State 2% 23% i0% 5% 158 17% 6% 16% 5%z 100%
Percent of Registered Physicians in
Indicated Specialty
Total State 18% 237 6% 6% 147 7% 7 117 7%  100%

1Includes all IM subspecialties as well as undifferentiated IM,
3 orty-five (45) pedialric subspecialty residencies are facluded.

Lncludes neurological surgery, orthnpedic surgery, urology, plastic surgery ard
thoracic surgery, colon and rectal surgery, nephrology.

Includes dermatology, opthalmology, physical medicine and rehabilitation and
preventive medicine.

Compiled from: American Medical Association, Directory of Approved Intcrnshins end
(Residencies, 1973-74.

Percent of Registered Physicians in Indicated Specialty calculated from survey,
Responses grouped in as close a manner as is possible to rcsidency class.

10/21/74 -, REB:ik
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of-survey materials and cost studies to identify the level of medical school

be discussed in detail in the final report after comparable cost and program
details became available.

The Task Force believes graduate medical educaticon is one of the key

areas in the detemination of physician manpower availability and allocation.

If major shifts are to be made in graduate medical programs in order to modify

specialty distribution within an acceptable period of time, it is probable that

this will have to ke accomplished by a nation-wide effort toward bringing

supplies of specialists into conformity with needs by adjustment in graduate

training opportunities once these needs are rationally established.

In a free nation which places high value upon freedam of choice of

career, it is abhorrent to place restrictions on that choice. But in medicine,

where, for a variety of reasons, the law of supply and demand operates too

slowly to be effective or at worst does not operate at all, the public interest

must be taken into account. Supply cannot be kased upon accammodating aspir-

ants goals alone, particularly when these often are formed with inadequate

information about needs and opportunities.

Although there is much national ferment in regard to graduate medical

education programs, there is not, as yet, any policy for monitoring or con-

trolling the numbers of such programs, or training positions within them, or

the specialties in which they are established. While the professiocnal organ-

izations have taken respansibility for monitoring program quality, no one has

developed a oohesive plan for coordinating specialty mix, and this is one

of the major reascns we have specialty maldistribution in all of the states.

Despite rapidy increasing numbers, the distribution problem has grown worse

in the last decade. We believe the Regents should consider bringing graduate

medical education under the Master Plan process, in order that it may became

responsive to the public need.

46—
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PROJECTED SUPPLY AND REQUIREMENTS FOR
PHYSICIANS IN NEW YORK
THROUGH THE YEAR 2000

One of the chief charges to the Task Force was to determine
the supply of, and demand for, physicians in New York State. As
rentioned earlier, there are no known universally acceptable criteria
to measure the adequacy of supply, nor are there any precise measures
of reasonable demand.

With information and knowledge about current and projected
medical scheol capacity in New York State and by relying heavily on the
SOAR methodology (Supply, Output and Requirements Project of Dlwl) '
we have developed a number of projections of physician manpower, using
as a base detailed information about registered physicians practicing
in New York State fram the 1972 registration survey and AMA reports.

The models and conclusions presented in this section have been
developed to respond to questions concerning adequacy of medical school
capacity to meet manpower needs, an area which is still larqely
uncharted. With additional data, we may be akle to refine same con-
clusions and recommendations, but we do not plan to develop regional
physician staffing patterns., We do wish to make certain that the

resources are capable of meeting the requirements.

lU.S. Department of Health, LCducation and 'elfare, Nivision
of Manpower Intelligence, The S'rply of Health Manmower,
February, 1974, prepublication edition.
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Projected Supply of Physicians from Expected Medical School Graduates
and Registered Physicians

Graph I depicts physician supply projected through the year
2000, based upor eight different at.sswrptions campared to the 1972
physician manpower situation in New York State and the projected
change in the State population between 1972 and the year 2000.
(Supporting tabular material is contained in Table 13.) Grach TT
traces the curves that would be produced by these eicht assumptions
through the year 2000.

Basically, we have tested three sets of hypotheses.

1. What would happen if no additional foreign medical school
graduates were added after this year.

2. What would happen if new foreiqn medical school graduates
continue to be licensed in New York State at the same
rate they are currently bzing licensed (1,450 per year).

3. What would happen if foreign medical school graduates
continue to be licensed but at a decreasing rate from 1,450

down in 1990 to 380 (which is 10% of the most recent
lowest Federal estimate).

The alove three assunptions, relating to the foreign medical

araduate were then played against:

a. No growth
b. 1.5% annual qrowth

C. 2.7% annual growth in the total medical school cavacity
for .wery year after 1984.1

1 The 2.73 rate of medical education expansion was tested because
that is the factor the Federal Government used in their high series. It
approaches the rate that would be needed to begin to diminish the
need for foreign medical school graduates. Also, it is the rate that
medical education expanded during the period of extensive Federal funding
in the United States. The 1.5% annual rate of growth apprcaches the
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Thus, assumption 1 on Graok I shows what would happen if after
1974 no additional foreign medical school graduates were added to the
supply of available physicians in New York State, and the medical
schools did not grow beyond currently expected capacity. In fact,
there would be a decrease in the rate of physicians to population from
205 in 1975 down to 190 by the year 2000 under this assumotion.

The second assumption indicates what would happen if no FMG's
were addad to the State supply after 1974, and the medical school.
capacity after 1985 were to grow at 1.5% annually (a 10% plus increase
between 1985 and 1990) but the State only managed to "capture" 74%.
{(its present rate) of its fair share of outout.1 Under this assumption,
the rate of physicians per 100,000 population would decline fram 205
per 100,000 in 1975 down to 196 per 100,000 in 1930, and then would
begin to climb again.

The third assumption reveals what would happen if medical
school growth proceeds as planned, and after 1984 the graduating

class size grows annually at 1.5% and "all" 2graduates stay in

(continued from page 48)

experience of all states during the 1950's and 1960's, before massive
infusions of Federal money were available. (New York State in that
period hovered around a 1.3% annual class size arowth rate.:) We-
expect that both Mt. Sinai and Stonv Brook will reach full maturity
by 1984, and we have information from all the medical Schools (based

upan their current enrollments and near future Pplans) reqarding the
sizes of their graduating clasg We can expect if no changes are made

in current plans.
1 see Table 11.

. 2 Statistically "all"—i.c., we vould gain the same number
of United States qraduates as those which we lost from Ylevr York schools,
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Table 13
NEW YORK STATE PHYSICIAN SUPPLY PROJECTIONS TO 2000
BASZD ON BICHT ASSUMPTIONS 1

Phystcian Rate per 100,000 Population
for Selected Years 2

ASSUMPTIONS 1975 1940 1985 1990 1993 2000

1, Schools grov as planneds No additicnal placcs ure added after
1985 but graduating class size remains at the 1985 level of
1716. Ko new FMG's are added after 1974, and we retain only

74% of the graduates. 205 200 195 193 191 190

Until 1934, graduating classes grow according to plane After
that classes grow at 1.5% annually. The State only captures
74% of {ts output and no new FMG's are added after 1974, 205 200 195 194 196 200

Medical school graduate classes {ncrease as planned, and after
1984, total State graduating class grows at 1.5% annually. They
"311" stay in NoYeSe, and no new FMG's are added after 1974. 210 213 217 222 230 241

Until 1984, total State graduating classes {ncrease as planned,

and after 1984, they grow at 1.5%, but N.Y,S., only keeps 74% and

FMG's are added in decreasing numbers from 1450 {n 1974 to 380

snnually {n 1990 and beyond. 227 248 256 257 258 261

NeYeSs schools grow at 2.7% after 1984s N.Y.S. only manages to

capture 74% of {ts share of the U,S, graduate pool. FMG's are

added {n decreasing numbers from 1450 {n 1974 to 380 {n 1990

annually and every year thereafter. 227 248 256 258 262 271

6o NeYeSe schools grow at 2.7% after 1984, and they '"all' stay ¢n
NeYeSe FMG's are added in decreasing numbers from 1450 {n
1974 to 380 {n 1990 annually and every year thereafter. 232 261 277 287 298 315

Until 1984, total State graduating classes increase as planned
and after 1984, they grow at 1.5%, but N.Y.S. only keeps 74%
and FMG's are added at 1450 per year each year through 2000. 227 253 274 293 312 330

Medical school graduate classes increase as planned and after

1984, total State graduating class grows at 1.5% annuallye

They "all" stay in NeYeSe, and 1450 FMG's continue to be added

each yeare 232 267 295 321 346 371

2

3

4

5

7

8

DATA REFLECTED IN ASSUMPTIONS PROJECTIONS

Graduating Class Size
Used to Develop Various Assurptioms

Graduating Class Size Increased at Acadenic Years Endin
Indfcated Percent Annually after ' 1970 1975 19580 1985 199 1995 2000

at 1.5% 1101 1592 1597 1716 1848 1989 2143
at 2.7% 1101 1592 1597 1777 2029 2318 2648
ESTIMATED CUMULATIVE NUMBERS ESTIMATED NUMBERS OF PHYSICIANS
ASSUMPTIONS OF NEW PHYSICIANS ADDED WHO WILL BE ACTIVE IN NEW YORK STATE
(Accurulated from 1974 to IN INDICATED YEARS UNDER INDICATED
Indicated Year) ASSUMPTIGHS
1980 19%0 2000 1980 1990 2000
Hunber Percent
Assuzmption One 6,577 18,736 31,066 38,213 39,332 40,55 5%
Assuption Two 6,577 19,017 33,431 38,213 39,596 42,593 5
Assumption Three 8,888 25,699 454177 40,816 45,336 51,343 5
Assuxption Four 14,204 33,684 51,898 47,420 52,465 55,660 37
Assumption Five 14,204 34,008 54,336 47,420 52,766 57,758 36
Assumption S&x 16,515 40,804 66,940 <] 49,961 58,565 97,210 33
Assumption Seven 15,277 42,217 71,131 48,425 59,785 70,460 56
Assumption Eight 17,588 48,899 82,877 51,028 65,526 79,212 52

1 See Craphs 1 and 11 for graphic cxpression of these assumptionse
2 1In 1972, the rate was 212 physicians per 100,000 peoples

Sources and Explunationss

Populatfont Necw York State Office of Planning Services, Demcsrachic Prejcctions. Jume, 1974 revisione
(Lew Birth Rate Scrics)

1.5. Growth Rate was the typical national rate during the Jdecades of the 1950's and 1960's. During the
same perivd, the rean New York State rate was lo3%

2,7 Crowth Rate in Graduatine Classest U.S. Depart-wnt of Health, Education, 4nd welfare, The Supply
of Health Muwowere (Prevublication cditions) High Prejections

Attrition Sotv, to 2627% annually based on The supply ot Woslth Marpower and age distribution of
NeleSe phisiclans, as shown {n 1970 survens

74%, retention ol pfaduates bused on Table 11, Surmmary of Co Theodore, ct ale, Medical <chool
Aeend, 1967, Chicapo, Ameorican Modical Assoctation, 1903,

Plnoiotan gase Batat Predected trem nusbers of phystctane reetstered and practicing {n N,YeS,
{1 1972 avcordiug to retstration tiles and sutver dnfenatien,

Phvadctaus are added to supply assumptions twe wars ateter graduatione
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New York State. This also assumes that no new FMG's will be added

to the system. Under this assumption, we would experience a modest

increase in the rate of physicians per 100,000 population, frcm 210

to 241, between 1975 and the year 2000.

Assunptions 4 and 5 project annual growth in the medical school

graduating class of 1.5% and 2.7%, respectively, for 1985 and after,

and both assume that the State manages to capture only 74% of its output

and that the FMG supply shrinks froem the current 1450 down to 380 in

1990 and beyond. Under both assumptions 4 and 5 there is a continu-
ing rise in the ratio of physicians to population between 1975 and

2000, from a low of 227 to 261 under assumption 4, and from 227 to

a high of 271 under assumption 5.

Assumption 6 shows what would happen if the schools grew at

2.7% annually after 1984 and all of the graduates stayed in New York

State, and the FMG's decreased from 1450 to 380.

Under Assunptions 7 and 8, the annual level of FMG increase
is held at the current 1450, and by the year 2000, under both of
these assumptions, the FMG proportion of the total physician poou-
lation would be 56%. The Task Force believes that both of these
assumptions project unnecessarily high ratios of physicians to popu~
lation, when campared with anticipated requirements; thev also would
produce an unacceptable ratio of FMG's to USMG's. quever, they
approximate New York State's share of FMG's based on recent high
Federal estimates, as can be seen fram a comparison with Table 14

and Chart III.




One of the limitations of Table 13 is that in it we assume
New York State will either continue to lose 26% of its "fair share"
or will keep "all" physicians it educates. The future will probably
be between the two. Even if New York State makes a massive effort
to keep a larger proportion of its graduating classes, we recoomize
that one of the State's exports is professional manpower. Thus,
although we may keep 85% instead of 74%, we should not now project
having 100% or 110% of New York State's collective graduating class.
(The 85% is not one of the projection variables.)

Even at the most conservative State output projected —- 1.5%
annual growth after 1985 in total in~State graduating class -—by
1990 we wculd need to have found about 130 additional medical school
spaces for each annual graduating class above currently projected
1984 plans. This would require the twelve medical schools, if the
130 were distributed uniformly, each to take an additional 10 students
beyond that which they currently plan to accept some time before 1985.
Needless to say, growth could also be accomplished by the development
of either additional clinical resources to be attached to extant
schools or totally new institutions. Adding the qoal deficit socner
than 1985 would mean reliance on ?MG's could be phased out sooner or

the goals would be achieved earlier.

Most Reasonable Supply Assumptions

The 43sk Force believes that assumptions 4 and 5 most closely
approximate the supply that will be needed. Unfortunately, in both

assumptions 4 and 5 the proportion of FMG's to the total number of phy-

sicians remains fairly high, at almost 40% throughout the projection




TOTAL PIYSICIANS FONUITED DY 1990 I N.Y¥.S. (NDER SINTXI
ASSUPTIANS O PAIED TO TOTAL TUAT VOULD BT FEQUITID
T1! 1972 LELR SMT ASSUPPTIANS.

(See Graph III for graphic expression of these assuptions)

ASSWMPTINS 1 Juan
Rate Rate
.'I'ctal (pexr 190,000 Total {per 177,000
turbers pop. IV Jhrters pﬂp-)‘z
A. Ourrent ratio 1is sustained 38,864% 212 43,300 212
. {actual)
B. Current ratio of all but
primary patient care specialists
is sustained but medel prirmary
care factors are applied ¥/ 47,400 259 53,000 260
C. Primary care physicians, as
defix_\eg by 1 are 50% of all
physicians. 49,400 270 55,600 2N
.. Prepaid practice plan model > 34,000 186 38,000 186
E. 108 3{ Federal projections for
U.S. .
.1. Basic 32,400(31,200)6' 177(173) 59,400(53,500) 221(262)
2. Low 4, ‘1, 55,700(50,107) 273(246)
3. High 63,700(57,300) 312(281)
F. 1R 8; Federal projections for
U.s. 6
1. Basic 42,3100(37,9000 230(207) 77,200(69,500) 378(341)
2. Im 72,400(65,207) 355(320)
3. iligh 82,800(74,500) 406(266)

G e region with the idhest

physician to pooulation ratio

H.Y.C. beoesc1990 il.Y.S.
awrage ratione 43,900 240 49,000 240

3‘50\1!03: Schonfeld, et al. ‘“tumbers of Physicians lequired for
Primary !cdical Care, "lew: Inglend Journal ot edicine, 3/16/72.

37\I'A, Louse of Deleqates, 1972, ...50% of all medical school graduates
should enter primary care specialties..." (family practice, general practice,
intemal medicine, pediatrics and ob./gyn.)

3(1.5. Departmont, 1LELL, ilcalth Manpower Perspectives 1967, p. 75.

5’;.5. Departmont, #.E.W., Division of !anpower Intelligence, The Swpply
of ilcalth anravy, February 1974, prepublication ed.

*5fJ.S. Peinhardt, bEealth “annower Forecasting: Current Methodology
and its Troact on llcalth “an~c -r roligy, (wnhowd paper) Carbridee, 'ass.,
Yoy 1074, oc paces 13 and 14 inlizated that Yost had heretofore chosen
Viostchester County as the standard for projecting basic need.

&.‘uﬂm’s in A, E and F do not agroe since the Federal projections
are tascd on the 227\ physician definitions vihich yicld a substantially greater
repulation than the reejstration file. Thais prokles is descriixxd elsevhere
in the report. In part, it's Jdue to intems and residents and iractives.
To mal.e thom copiratble, the nuicrs in rarentheses shoe what 208 (hich is
Fproxdmately what our current registration population is of A9 couit)
vould loch 1lile.

\Zi‘gpulat‘.on source: OPS (fevised 6/74) Dumocraphic Predections
1072 est. at 18.2 mil., 1090 ost. at 20.4 mil.
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pericd, as compared to our current situation. (Approximately 23% of
New York State physicians now are FMG's.) It's conceivable that if

some of the high Federal projections for other states come to vass,

some of the places we - are "reserving" for FMG's in these two models
may indeed be occupied by physicians coming from other states.

We hope that some way can be found to achieve this level of
physician to population ratio without such heavy dependence on the FMG
component displayed under assumptions 4 and 5.

In summary, Graph I and Table 13 reflect potential growth
within the structure of the twelve traditional medical schools we
now have in the State. To the extent that non-traditional proorams
can be developed and receive approval, such as some of the proposed
clinical medical school models, it is certain that we could begin
to depress the FMG segment and possibly even effect a more rapid
growth towards the desired goal. Thus, not only would we be able to
produce more physicians sconer, but with the larger numbers that were
produced we could achieve two major goals: reducing our dependence
on the FMG pool and increasing the potential for educating orimary

care physicians.

How Do Supply Projections Relate to Need

The Task Force also has exanined a number of assumptions about
requirements. Since there are no universally acoceptable criteria
of physician need, a number of models have been developed. Samve
have been studied by other states along with comparative ratios of

physicians to population.

56~
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Primary Care Assunptions

There is substantial evidence that the major need in the
State is for many more primary care physicians. A group at Yale 1
has developed a relatively conservative model with which to estimate
the need for primary care physicians. It is based upon a study of the
physicians' time required to manage the anticipated incidence of
acute and chronic diseases and conditions by age of population, and
the level of treatment required by a hypothetical vopulation of
100,000. After examining the Yale model, (used in Table 14,
Assumptions B and C) for primary care, the Task Force believes that
it is effective and thoughtfully developed. The goals it expresses
are desirable and achievable. Furthermore, its yield is consistent
with good experience--approximately 4.6 primary care visits per year
per person, and patient demand for more United States primary care
physicians, particularly in light of a potential increase of fram
23% FMG to 57% in the next quarter century. Furthermore, its
yield is fairly close to the model that is currently being used, with
apparent satisfaction, in th¢ Ontario system.

In Table 14 , under Assumptions B and C, New York State
primary care physicians have been grouped to fit the Yale (Schon-
feld) model. Cambining survey and registration data, we have an
estimated 16,100 practicing primary care physicians. (This includes
those in family practice, general practice, ped.iat.ricé, and all internal
medicine including sub-specialties.)

1 . .
New England Journal of Medicine. 286:571-576 {March 16), 1972.

Schor_lfeld ’ It!ymen K; Heston, Jean F.; Falk, Isidore S.
Special Article, - "Numbers of Physicians Required for Primary
Medical Care".




Acoording to registration and survey data, there were 38,900
registercd physicians in New York State in 1972. Therefore, phy-
sicians in New York State other than practicing primary care physicians
totalled 22,800, or 124 per 100,000 population. Amongst the 22,800
were administrators, researchers and others who provide no patient care
at all.

Applying Yale factors to llew York State population, we would
have needed a total of 24,700 practicing primary care physicians, or,
in other words, there was a lack of about 9,500. (The 9,500 is
the sun of deficits.) One region (New York County) has 1,000 primary
care patient care physicians over the Yale model. On the assumption
that these 1,000 are "immovable" the sum of the shortages (i.e.,
9,500) is used. (See Table 15.)

In camparing base line physician projections fram survey
data and from other data that the Task Force has collected, we have,
for Schonfeld's modelis, included in primary care all internists
whether or not they indicated a subspecialty. (Generally, the Task
Force figures for primary care include only the internists who did
not indicate a subspecialty. However, Task Force analyses generally
include "ob/gyn" in primary care rhvsicians; thev are not so included
here.) Thus, we are fairly conservatively calculating primary care
shortages.

As further confirmation of the conservative estimate this
represents, Schonfeld used a longer work year for pediatricians
and internists than recent studies would support. Also, in comouting
the need for vrimary care physicians, Schonfeld does not provide

for routine physicals or prenatal care.
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Table 1S

EVALLATION OF ADEQUCY OF SITPLY OF
PRIMARY CARE PHYSICIAS

g:i::gyn Primary Paticnt Care ?aysldana by Tats all otner
Physicians as ¢ Regions using Yale® Criteria than Primxry .
of all rogis- Patient Care
tered physicians AvalTable Hefidt physicians per
@S Regions in region  © R T Rate/I00,000 F 100,000
Weatern a %08 66 - %9 6 L1
Guneses Finger Lakes a 765 20 - €3 62 101
Southern Tier West 52 149 55 - m £ 8] s
" Southem Tier Central 48 us (3] - 14 68 n
Black River/St.Lawrence ® 143 s5 - 26 3 57
Central 38 48 6 - su n 9
Southern Tier East o 316 (5] - M5 n s
Upper Mohask s 20 (1] - 20 7% Y]
Lake Champlain/Lake George 51 157 75 - 129 62 7
Upper Hudson 40 646 68 - 628 67 103
Mid-Hudson “ 1,865 102 - 1 k-] 137
Nassau/Suffolk 46 2,1M 83 -1,195 46 100
Uostate Sibtotal ' 7,949 76 5,872 s6 100
New York City
Bronx ' 921 63 -1,074 7 67
Kings © 1,94 75 -1,579 61 78
New York 30 3,154 206 + 998 (+65) m
Queens 54 1,900 9% - 839 @ 81
Richnond “ 1 7 - 182 52 103
New York City Subtotal 40 8,160 104 -3,6443 583 157
Total State a 16,109 88 -9,5163 573 124

estimated from survey numbers thoso

ts indicating they engage in patient care in

sponden . :
fanily practice/general practice, intemal medicine (including subspecialties) and pediatrics
as a percent of all respondents in the rerion.

2Sz:hcnfeld et al., op cit.

3Sun of deficits without subtracting ‘kw Yorr Coumnty's surplus, measured ajainst populations of arcas with deficits.
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To meet the needs of its hypothetical population,the vale

group calculated that 133 primary care physicians per 100,000
population would be re quired. We have applied their factors to the age
mix of our population, and because of New York State population age
mix, this figure becames 135 for us. This model would require almost
50% more of the number of primary care physicians than we have in the
State today. There are abcut 22,800 specialists of other types
practicing in New York State today. If these are added to the model
requirements for primary care physicians, a rate of 259 physicians
per 100,000 population would have been needed in New York State in
1972, as indicated in "B", Table 14. ('I’ne 22,800 ircluwdes adminis-
trators and others who may have recieved their training in primarv

care specialties who, though active) treat no patients)

Other Requirements Assumptions
As can be seen on Chart IIT and in Table 14, a number of

other assumptions of requirements have been examined including three
series of Federal projections at two levels; all of these would
recuire by 1990, ratios far in excess of those which we are
currently projecting or which the Task Force believes are reascnable,

as measured by assumptions 4 and 5 on Graph I.

Assumptaons E and F:Proportion of Federal Projections

In their recent publication, The Supply of Health ,"anpower,l

the Department of Health, Cducation and Velfare indicates Hew York

lDz:partnrent of II.E.W., Division of Hanpower Intelligence,

The Suoply of Health Man » Yebruarv, 1974, prepuhlication
edition, pace 46, Table ES, g_or 1970, ’ P
60~
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State has 43,0001active physicians, and the United States has

323,000; thus, New York had 13% of the United States active physicians.
For the same year, New York State's population was 18 million, the
United States population was 210 million. Thus, 9% of the United
States population was in New York State. (The 10% was arbitrarily
chosen as an easy alternate assumption.)

To develop our assumptions E and F, we have camputed 10% and
13% of the Department of H.E.W. estimates of available
physicians in the United States.? Their three series were derived

for the United States as follows:

(1) Basic projections: assumes a net yearly increase of 5,200
FMG's through 1990 and medical schools' capacities qgrow
between 1.3% and 2.7% annually.

(2) High estimate: assumes that the 5,200 FMG's added to
the United States roster in 1971 will rise to 6,600

per year and increase at that rate for every vear
through 1990.

(3) The low projection assumes that FMG's will increase at
an average annual rate of 3,800 per year, the prevailing
rate in the period from 1963 to 1970.

The Division of Manpower Intelligence of H.E.W. rejects
the utilization of 8% annual FMG rate of jncrease as unlikely,

. . 3
after examining the total FMg pool, This has been the rate, however,
experienced naticnally in the past few years.

Ins indicated previously, AMA statistics and New York
State Lducation Department statistics concerning numbers
of physicians do not agree.

2'me Suply of Health Manpower, op.cit,, p. 8.

3The Supply of Health Man r, op.cit., p. 95.
PLY. powe




Assunption G:High Region Rate

The physician to population rate currently extant in the
mid-Hudson region was arbitrarily assigred as the mean New York
State rate for J.990;l This figure is the basis for assumption G
in Table 14, The mid-Hudson region, including Westchester County,
has the highest physician to population ratio (240 per 100,000) of
any region in the State outside of New York City. Patently this is
an arbitrary factor, but Reinhardt? notes that:

"It is well nigh impossible to offer an objective, univer-

sally agreed upon standard of the right number of physicians

in a given population. There are simply no easily ascer-

tained ocbjective rarket criteria on which to hang such a

standard. A survey of health manpower forecastina and

the recent past suggests that current forecasting tech-

niques are simply not up to this exacting task. Much em-

pirical research is yet to be performed before forecasters

will be able to furnish policy makers with precise point

estimates sought by the latter."
Assumption D:Prepaid Practice Plans Model

Regarding Assumption D, we would ke skeptical about a state's
ability to develop the efficiency, for the whole of a state, that
prepaid practice groups impose on perhaps five percent of a cohesive, selected
population in the country. To develop this assumption, based on

current conservative estimates, primary care was inflated to 80,100,000

lU.E. Reinhardt, Health Manpower Forecasting: Current
Methodologqy and Tts Impact on Bealth Manpowexr Policy, (unbound
Paper) Cambridge, Mass, May 1974. On pages 13 and 14 indicated
that Yost had heretofore chosen Westchester County as the standard
for projecting basic need, on the assumption that "the

most highly endowed region" can be regarded “"as the culturallv
relevant standard for the nation as a whole."

2_,
Ibid,, p. 24.
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(from 72.3). 2And we assuned (based on AMA statistics that office-based

physicians equal 63% of the total when ‘interns ~nd residents are
exxcluded) the proportion of prepaid practice physicians required
is equal  to the total number of office-hased physicians. The
remainder will provide services beyond the prepaid plans and services
which the prepaid plans purchase.

We will watch HMD experiences with interest, and later may have
more data on physician manpower efficiency implications of organized
group practice.

Cawarisans of Phygicians’ Supply and Requirements

For all assumptions on Table 14 it should be noted,even
under the best circumstances,total numbers required at a given time
and numbers needed to get there do not necessarily have a linear
relationship. A disproportionately high segment of the primary care
physician pogulation is in the upper age bracket. Most of the
regions with the greatest physician deficits also have the largest
proportion of vhysicians in the upper age brackets. Therefore,
identifying total requirements, and modeling ways in which total
number s of physicians can be produced, will not necessarily meet
total needs. Wl':ile the total ratios may seem adequate at the model
level, we may find greater discrepancies betwe:'- regions than are
visible now.

Assumpi.ions 4 and 5 come closest to meeting the projected
needs by 1990 using the Yale model (as expressed in assumptions B
and C, Table 14), As in assumption C, if we accept the primary

care factor developed by the Yale group, and also an AMA House of

—-63-
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Delegates resolution that 50% of all medical school graduates should enter

primary care specialties, then the rate per 100,000 would be raised
to about the 272 levell (close to 10% above the supoly levels

of assumptions 4 and 5). If residencies settle at the 7,500 level
ard half are reserved for primary care, with 1250 in first year
primary care residencies, then in 10 years we would produce 12,500
primary care physicians. (There are currently about 1,150 first year
primary care residencies.) This would still be below the number
needed for replacement (about 6,000) 2 and improvement (9,500),

i.e., 15,500 in the next ten years. Thus, only by 1990 would we

be able to close the primary care gap, if the residency pattern is as
above, and if New York State could continue to attract large numbers
of medical school graduates outside the State into new programs and
keep the practictioners so trained. (See Table 15 for current camparison;

of residencies and registered physicians.)

Impact of Physician Ixtenders on Physician Ppquirements

One of the ways to diminish necessity for the foreign
medical school graduates in Mew York State may he by the more
efrfective use of physician extenders (PE's). Same models have been

studiec¢ and others are under continuing examination hv the

lThe Task Force does not have as much data about need for

specialists by level or type. If primary care supply meets
the hoped for aoals, we will still be subject to availabilitv
and preference for referred-to specialists. Professional
specialist groups are about to decide their resvective and
collective ontimal workloads and capacities. Thus, holding
specialists, for projection purposes, to current levels is
prcbably the most supportable and most prudent statistical
projection decision at this point.

During the next ten vears, more than 6,000 New York State primary
care physicians probably will die or retire.

2
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Task Force for the impact on the productivity of physicians by

extenders, depending on their availability and acceptance. Table

16 and Graph IV demonstrate their potential impact under a variety
of assumptions. At the primary core level, P.E.s can be expected
conservatively to increase physicians productivity by approxinately
20%.l However, they are not currently available in adequate numbers
and the rate of acoeptance is slow.

New York State currently has eight educational programs for
physician's associates, with a total annual output of 120 graduates.
Currently, a total of 227 physician's associates are registered in
New York State; approximately ten are graduates of approved out-of-state
programs. There seems ample justification to expand these programs
and to develop additional ones in order that primary care physicians
may increase their efficiency and be available to more patients.

The nursing profession could kecome much more involved in the
delivery of primary care if certain attitudes and problems could be
resolved. If legally authorized, they could cuickly be brought into
the mainstream of primary care and have a considerable positive
impact upon its delivery in this State. These persons should be
recognized and legally able to do what they are, or will be, traired to

do, but it is necessary first that minimal standards for such

! Some have found that a 33% to 50% efficiency level increase
can be effected by the use of P.E.s. However, we have chosen
to use Reinhardt's conservative 20% for these modeling
purposes. If, after extensive experience in the next decade,
this proves too low, no harm will have been done, given
current shortage levels. However, experience has shown that
levels obtained in pilot projects frequentliy cannot be
replicated in the full population on a sustained basis.
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| ‘;bcchximg clerical {if cletrical assistants were included from Hational (Reinhardt, op.cit.) then all
the nudbers would be 0.75 greater, i.e. 1.75, 2.75, 3.75).

Vhnis is "surplus” over goal — all other mubers in this colum indicate physician “savings® or
efficiencies {i.e. fewer physicians nceded) that would result campared to Gragh I, goals 4 and 5.

Ha this range Reinhardt assures each P.E. abowe 1 reduces damand for physicians by 20% 6.e., at 2).
Since indicated nucbers assume there's already an average of ane P.E. associated with and available to every
office based pivsician naticnally, we'd need 80% of office hesad physicians needed to provide same level of
services that 100% of the physicians would provade at 1. P.E./office based physician.

Y, pistribution of Fhysicias an the U.S., 1972. 43t of WL.Y.S. physicians are office based. (61%
of U.S. physic:ans are office based). Thus. 134/100,000 equals awrent rate of 0.B. physicians in i.Y.S.
70/100,000 - not ofl‘ce based.

Vheinhardt says there’s historical evidence for a 3% annual rate of increase in demand for physician
sexvices.

$1930 Projected population ~ €65

JP.E. - is a comvenient desicnation for nanphysician memters of the primary care tean ~ who can by
performing sclected professicnal activities — traditicnally the responsidility of physicians ~- increase physicians
effective patient woridoads. This does not include allied health professicnats erpiered in institutions axd
other settings such as radiolcgical tectrolocists, physical thermpists, respiratrry therapists, and sndxcal
technologists.

‘gi\c the 2.C. lewels, on Table 16 , 1990 goals could be achiewed enly if lare nubers of nurses arnually
{i.e. 2,50C — 3,5C0/yr.) rere qiven fimmally twelwe months additaonal post groduate clinucal nurse residencies
vhich woulid then gqualify thom for roles that would prout the hviothetucal efficiency to he achiewed.  Because of
the probable myarn of physician’s acsocrates cutput :n the next €iftonn years, cwen vath the oansicn of extant
projrans and develgment of new aes in all feasihle locations wenld be about 5,000 accurulated.

Thus, any nuier cr this vauld have to aare fram altemate educotional scurors ad the currnt furse
education prosram s that saich cin rost meadily @2 anticipated to provide manpower for rhysician extosviers with
x indicated aklition of a l-ymar =un.an clinical nure rest oncy. Cxacity of and domand N nuLse FATRGLT
resaurees scam akvauate to reet thas in xidation to rore traditional nerds.

We reormize that a tajr prorortion of the cstiratod 24,507 cxrently laleled physician extensers in
this mxel are inadrsuscely ccucausd for the role thry shoudd! perform to adhueve mavann efficiency.  In aklition,
clerical persencel, accoriuy; to snurar data projectacts, would exanl 19,000 oo top of e 24,550 now thaxtit to
be performing sue Hysicim estnn b rs profus nonal baalth activitins.
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GRAPH IV

USE OF PHYSICIAN EXTENDERS

POTENTIAL WMPACT ON PHYSICIAN REQUIREMENTS

VARIOUS UHANGES IN SERVICE DEMANTY
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training and functions definitely be established. At the present
time a wide variety of training programs with great variations

in quality last from several weeks to twenty-four months, We urge
the Regents to bring these problems and others to rapid solution,
and that graduates of approved programs be registered for the de-
livery of primary care in accordance with the provisions of Section
6531 of Article 131A of the Education Law, either as it exists or
with appropriate emendations.

dew York State, along with others, has .directed and provided
extensive training programs for emergency medical technicians. Some
other states nave more camprehensive systems for providing access to
and integration of erergency medical care. Such programs already are
authorized under the Public llealth Law for :lew York State, but there
is inadequate funding for integrating the system to achieve maximun
efficiency with appropriate canmmications networl:s botxeen rerote
underserved locations in the State and the nearest regional redical
centers with ambulance service, helicopter service, etc. ZIfforts
to achieve necessary funding lewvels should te suprorted, in order
that primary care of an emergency nature may be made available to
all residents of the State.

Drastic reductions could be made in the FMG component of
physician supply requirements if, by 1990, 50,000 P.E.'s could be
educat’ed and effectively employed by primary care physicians. Since
from National data we now have about 24,500 nonclerical physician
extenders with various levels of training, and functioning in

verious capacities, we would need to increase their numbers and
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acoeptability (public and professional) and sharpen their roles and

responsibilities to levels which seem doubtful of achievement in
the next two decades. One limitation on our ability to use and
absorb P.E.'s effectively is related to the numbers of new office-
based physiciass who will become available. New physicians will be
more receptive and more likely to use P.E.'s effectively than those
who have became accustamed to traditional practice.

Therefore, II-B on Table 1€ ard fCraph IV seems the most
optimistic expression of the potential effect of P.E.'s which could
be anticipated for 1990— and since by then, fram State sources
we will probably have fewer than 5,000 physician’s associates, eicn
under the most optimistic expectations, the remaining 37,000
would then have to be nurses with post graduate special training
for primary care.

At the 50,000 P.E. level FMG's ocould be reduced from the projected
39% level to 20% of totai physicians— or below our current
level — if all other growth characteristics in assumptions 4 and 5,
Table 12 lwld. To reduce dependence on FMG's otherwise, we
would either have to depress demand for physicians, find a wav to
attract more United States graduates cr substantiallv increase
medical education resources above current projection levels.

Further study of availability of vhysician extenders and
examination of costs of trade-offs will have to be delayed until
fiscal data, yet to be collected, can be evaluated. Then we will be
in a better position tc make recommendations concerning phvsician-

vhysician extcnder ratios.
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Specialty Prablems

There are many people grappling with the development of
appropriate specialty ratios, and there is neitter agreement nor
camfort with most of th. factors that have been developed; nor is there
enough information available to persuade the Task Force to identify
and/or suggest eliminating any of the existing graduate educational
resources (residency programs) in the State. Thus, further refinements
of requirements for other than primary care specialists will have to
wait criteria development by professional groups and the Federal
government. While the Task Force can and will identify needs for
additional manpower, our assumptions are predicated upon the fact
that change,such as greater proportions of primary care specialists,
for the most part, can only be accamplished by additions to the
system. It is clear from the almost universal expression of dissatis-~
faction from both the public and the profession that current ratios
Of production of specialists cannot and should not be replicated, (Table 12).
The specialty boards have a professional cbligation to study these
problems and to make recommendations concerning appropriate adjust-
ments in training programs.

Limitations in Qur Ability to Achieve Supply Goals

In supply estimates, the enrollment vrojections have been
inflated with full knowledge of the fact that many of the schools
in New York State have indicated that already they have reached or
exceeded the capacity of their currert physical facilities and
faculties. Projecticus do not indicate that each of the schools

will or can grow by 1.5% annually, or that there will be an even




growth rate. If we acospt the 1.5% or 2.7% inflation factors, the

total class size of the twelve medical schools in the State would
have to be increased by between 130 and 240, students beyord current
plans or the equivalent of one or two new medical schools between
1985 and 1990. Under the 1.5% increase assumption by 1990, New
York State will then be granting about 12% of the total United
States M.D.'s; this is not far from the percent suppiied by New
York State currently and during the past few decades.

By the year 2000, at an annual inflation rate after 1985
of 2.7%, the total annual graduating class in New York State would
be at the 2500 level. This approaches the theoretical maximum
capacity of the State's clinical resources which is also one of the
limitations in our ability to expand medical education in New York
State. There are approximately 83,500 hospital beds in New York State
(excluding those in State mental hygiene institutions and other like
special or chrqpic care facilities). Therefare, the theoretical
maximum medical school enrollment in New York State could be at the
14,000 level if all of the 83,500 beds were in acceptable institu-
tions and the ratio of six teaching beds per student, (the current
educational criteria) was retained. However, close to 21,000 beds
are in small hospitals (those under 200 beds), so the maximum total
class size for all medical schools in New York State is
closer to 2,600. At that point, the graduate medical education
system would be totally saturated. In 6rder to get to that point,
most of those hospitals. would have to upgrade and increase their
staffs very substantially. This would involve expensive and difficult

recruitment, and it is unlikely that all of the hospitals, even
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of this size, could be convinced to participate in programs involving

the education of medical students. Program considerations, distance,
and critical masses of students and faculty might also tend to

reduce the model efficiency. Therefore, the class size of 2,100

that would be produced by almost doubling the 1970 graduating class size
is perilouslyclose to the State system's maximum capacity to provide
adequate clinical experience.

An additional constraint on the system is the mumber of
available graduate positions. Currently, 8,700 approved residenciesl
are offered in New York State. However, it is expected that this
muamber will decline soon to around .,.00. With virtually universal
graduate medical education of an average three year duration, at the
7,500 level, the theoretical maximum class size that could be
accammodated in graduate training posts in New York State is 2,500.

Again, this is not far above 1920 projections on Table 13 and Craph I.

Most Reasonable Assumptions

Assumptions 4 and 5 on Table 13 are most likely and most
consistent with Assumptions B and C on Table 14, anc I1-B on
Table 16. Therefore, the Task Force believes that 260 physicians
per 100,000 population rate is both a desirable and achievable goal
for New York State by 1990. Ccmpared to our cirrenr sitnazion,
this represents a 23% increase in rate and a 36% increase in numbers

of physicians, and accomrodates an annual increase of 1% in demand

B

- Uith mwerrshins £here are nore tha. 11, arroved cradaate
positions in the State.




for service, above that which would be generated by meeting needs of
the projected increased State population. With major increments

in numbers of physician extenders used, and with an upgrading

in their capability and aceeptability, reliance on FMG's could be
reduced substantially and still provide this effective physicisn

service level.l

The Task Force, mindful of much activity at national and
international levels in both professional and political arenas,
feels that the most prudent plan, within available professional and
fiscal resources would involve a rapid increase in total New York
medical school class size capacity to the 2000 level. That is about
550 over our June 1974 graduating class size. This is an ultimate
goal. From our study we believe this would not result in an oversupply.
An increase of this magnitude would permit us to reduce dependence
on FMG's sooner and accommodate larger nunbers of New York State
students.

1

As indicated earlier, the increment from 212 to 260 accom-
rodates increases in primary care only in our models. At this point,
the Task Force is not recammending changes in the rates of other than
primary care specialists providing patient care.




ALTERNATIVE WAYS TO INCREASE MEDICAL SCHOOL ENROLIMENT

In their 1972 Master Plan, the Regents asked that medical school
enrollment "be doubled as expeditiously as possible." During the
decade beginning in 1975-76, it is estimated that the average number of
graduates that will be produced by medical schools in New York State
will represent a nearly sixty percent increase over the average number
of graduates produced during the decade ending in 1972, which immediately
preceded the doubling statement. The decade beginning 1975 was chosen
for camparison because this would be the first time any recommendations
made by the Task Force couid begin to be implemented. This nearly
sixty percent increase will result from plans that are already underway.
We have, as indicated, examined a number of supply and requirements
assumptions. Our analysis points to the need for a total state class
size goal of 2,030 by the vear 1290 or sooner. That is almost
douhle the 1570 statewide total gracduating class size.

In order to achieve the 1920 goal, an average annual addition
of 575 graduates will be recuired over the cuvrrent (1974) qraduatina
class size of 145¢. (That is ecriivalent to the output of five mature
traditional medical schocls.) If existing schools continuce to develop
in accordance with t' ir current plans, by 1985, the total State medical
school graduating cl size will ke 1,720.. There would still be a
close to 300 graduating place gap to achieve the 1920 goal class sizc
of 2,030. By what mechanisms could the goal ke achieved? There arc

several alternatives, some desirable, others not. For exarpla-




(1) We ocould build five additional medical schools at a current

cost of about $200 million each and wait eight years before the first
graduates emerged, and a minimum of four, and possibly seven, additional
years until the schools reached full productivity. That possibility
is both impractical and improbable since most of our manpower problems
are critical now and, as was indicated earlier, at the present rate

of financing, the eight private medical schools which produce more than
two-thirds of our State's physicians would be bankrupt by 1385; three
are in tenuous financial situations at this time. The investment of
more than $1 billion and a delay of 12-15 years in order to achieve full
productivity of such new institutions is cbviously a campletely
unacceptable solution. Such an outlay of State or philanthropic monies
could not help but impinge upon the support of the twelve existing
medical schools, and would jeopardize their continuation at the expense
of creating new institutions, or

(2) If each of the twelve medical schools expanded its upper division
by ten students (on the average) in each of the clinical years, above
that currently planned in order to accommodate United States students
who are currently enrolled in foreign medical schools in OOTRANS and
Fifth Pathway programs, we could add 120 students to the araduate pool
and reduce the lony range goal deficit from 310 to 190. This alterna-
tive would certainly solve some of the problems of those students

who have gone overseas for their medical education. We would increase
the quality of the education of those students who are certain to

ccme back and practice medicine in the United States and encourace

them to settle in New York State.




(3) With adequate fiscal support, the medical schools could be asked

to adopt same of the larger commnity hospitals in underserved areas.
Such additional clinical resources could be upgraded to the level for
teaching institutions and could be used to accommodate larger classes

in the clinical years as well as to upgrade the quality of care available
in these commnities. .If only six schools adopted hospitals which
accommodated 20 additional students in each of their two clinical classes,
then an additicnal 120 students could be added to the graduate pool

above those currently planned. This also would reduce the goal deficit
fram 310 to 190. Obviously, if more than six schools participated, or
more students could be accammodated in such additional affiliated
hospitals, then the deficit would be further diminished and more United
States students might be educated in an enviromment that is more likely
to produce primary care practitioners than other specialists. Many of
them, thus, receiving their training in underserved areas, might be
induced to settle in these locations.

(4) In addition, we have knowledge of 20 proposals for a variety of new
medical schools in New York State. The Task Force has met with
proponents of four new programs at their recuest and will be meeting with
others. Some of these proposals are excellent and viable. Some are
well intentioned but impractical. Others are unreasonable and impossible.
At least three of the new proposals would develop clinical medical
schools similar to the British model, that is, offering only the
instruction found in the clinical years in a traditional American
medical school. Such orograms most likely would be successful in

existing institutions of high quality, with a historv of excellerce

-7G--

82




in graduate medical education and the capacity for providing full
clinical instruction in all of the major fields.

The current guidelines of the Liaison Committee on Medical
Education, the accrediting agency for medical schools representing
the American Medical Association Council on Medical Education and
the Asscciation of American Medical Colleges, do not permit the
accreditation of two year clinical medical schools. It is our
hope that this committee and their sponsoring organizations will be
willing, at least on an experimental basis and for a limited time,
to modify their policies. Just as medical schools must become
more responsive to the public needs, ipso facto their accrediting
bodies also must adjust policies which can match the reasonable needs

of the public.
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CONCLUSICNS

After lengthy and intensive study of the problems related to the
charges of the Regents Task Force, the following conclusions have emerged

at this time:

1. The twelve existing medical schools in this State are immensely
valuable and irreplaceable State, National. and World resources which can
benefit directly or indirectly the health of all peoples; consecuently,
every effort must be made to protact their existence, their integrity and

to maintain the quality of their programs.

2. Any long range funding proposals for medical schools should
await the results of the cost analysis studies currently underway. Because
theNe are not available to develop recamencdations for this year's Regents
legi‘g\lative program, the 1975-76 funding of medical education should continue
at least at the present level, and for any programs vwhich may exhibit
immediate perilous fiscal condition it will be necessary to provide

emergency assistance above cyrrent levels.

%

3. For the foreseeable future, New York State needs an increase
in the total nurbers of physicians, and especially needs to expand

significantly its output of primary care physicians.

4. The creation of new traditicnal medical schools would be very

costly and there would be a delay of 12 to 15 years before they would reach

full productivity.
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5. In view of the unpredictable future requirements for physicians,
it is wise to identify the short range (20 year needs) and to fulfill those
needs as expeditiously and econamically as possible with programs of
inherent flexibility and which will also upgrade the quality of medical

care in underserved areas.

6. It must be understood that the addition of programs and/or the
expansion of existing programs in medical schools will require additional
funding above present lewels.

7. There is a limited reservoir of potential teaching facilities
and skilled manpover which could and should be upgraded and integrated
into the medical education resources in this State, thus expanding
instruction potential at the clinical levels and improving quality of service.

8. Every effort should be made to facilitate a more equitable

geographic distribution of physicians.

3. The specialty distribution, particularly of future physicians
in New York State, should be monitored. Even before National criteria and
programs are developed to guarantee that public policy is reflected in
graduate medical education resources and deployment, it is necessary that

the Regents monitor graduate medical education proarams in New York State

as they do all other graduate programs.

10. As rapidly as possible New York State should replace foreign
medical graduates with United States medical graduates in hospital training
programs. However, places should be available for exceptional persons fram
abroad who will return to their own countries after receiving unicue specific
training in the United States.
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11. In order to correct deficiencies in the availability and quality
of medical care in New York State, a wide variety of actims are necessary
to be taken by the Regents of the University of the State of New York, the
Governor and the State Legislature, other State departrents and agencies,
the State Board for Medicine, the medical schools of New York, the hospitals,
the professional societies, commmities, and individual citizens. The
recamendations of the Task Force in this interim report should provide the
beginnings for developing the needed multifaceted State-wide attack on the
problems,




REQOMMENDATICNS

The Regents Task Force recommends that the Board of Regents of the
lniversity of the State of New York should:

1. Continue to be supportive of the medical schools in order

to preserve their existence, their cuality and their integrity.

2. Recamend that the funding of medical schools in the future be
based on support for multipiv: components. Medical schools are camplex
national resources from which we all benefit, and as such deserve both
Federal and State financing. The entire institution should receive
wnrestricted funding to a certain extent. Above and beyond that basic
funding, additional monies should be based upon cgpitation in medical and
in allied health programs, and won the kinds of programs developed or
expanded to help meet the goals of tha Pegents.

3. The Regents and other State official; should urge the Fed;aral
goverm=nt to accept the recommendations of the Institute of Medicire of
the National Academy of Sciences (whose cost study ;t camissioned) and to
provide Federal funds to support "capitation grants ranging between 25% and
40% of net education expenditures..." to "contribute to the financial

stability of public and private bealth professional schools..."

4. Support worthwhile experimental programs in medical education
and urge the Liaison Committee on Medical Education of the Association of
American Medical Zolleges and the Councii on Medical Education of the

American Medical Association, the accrediting hody for medical schools, to
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give serious consideration to granting accreditation, at least for a

limited period of time, to such institutions or programs.

5. Ppprove the creation of the equivalent of at least two, and
possibly three, clinical medical education programs using institutions

presently with teaching huspital capability and potential.

6. Incourage implementation of an arrangement now wnder consider-

ation between the Champlain Valley-Phvsicians Hospital Medical Center in

Plattsburgh, the State University of New York, and the University of Vermont
in order to expand the medical education opportunities and upgrade the

quality . services available in that area.

7. Adopt as a policy that, as the numbers of United States medical
gradvates increase, the numbers of students in COTRANS and Fifth Pathway
programs will decrease accordingly, to the end that transfer programs will
be phased out éczpletely, and as the State no long:r needs to rely upmn
graduates of foreign medical schools to staff its institutions and provide
the necessary patient care, licenses to foreign medical graduvates will be

granted only on exceptional grounds.

8. Exert their irnfluence in the field of graduate medical education,
a significant educational area which has so far been permitted to opere ce
in a laissez feire environment, by bringing graduate medical education under

the Master Plan procedures.

9. Encourage all of the specialty hoards, the American Board of
Medical Specialties, and any necessary Federal agencies to 'ndertale a study
of the needs, present and projected, for cach specialty in linht of
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populatiaon projections and to provide a rational basis for adjustment in

the nuwbers of positians for training in the various specialties.

10. Require the immediate development of a formal curriculum and
conpensatory training pregrams for the education and training of nurse
clinicians/nurse practitioners in primary care, in order to ensure that
graduates of all such programs have uniform capabilities, education, and
training. Nurses with such education and training could be legally
registered to provide primary care under existing article 131-A, Section
6531 of the Education Law, with or without some modification specifically

to include the primary care nurse.

11. Seek both Federal and State monies to support and expand existing

programs for the training of physician's associates and primary care nurses.

12. Recuest financial support for, and assist the State Health
Department in the develament. of statewide programs for the training of
emergency medical care personnel and for the registration of Emergency
ledical Service Technicians under the existinag specialist's assistant
category of Article 131-7, Section 6531, of the Cducation Law. These
proagrams are already in Article 30 of the Public liealth Law, and additional
financial supnort to the State tealth Denartment is necessarv for their
irplementation.

13. 7ecamend that an office or agencv re estal:lished either in the
State structure or on c:ontrac’:, for example, with the Associated ‘kedical
Scliools of L&w VYorl. and liev Jerscy, 0 nrovide an cfficgient, centralized

Sa

application system for lietr York residents to .iew York medical schools.
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14. Change the time of the Regents Medical Scholarship Fxmnin;tims
to June fram the following September, and make results available promptly
for admissions camittees prior to the time that they have filled their
classes.

15. Advocate the establishment by the State or by contract with an
appropriate agency of a "brokerage" office to help commmnities in medically
underserved areas of the State to recruit physicians, to assist physicians
to find appropriate practice settings, and to coordinate efforts toward
these same goals with the existing agencies presently involved at minimal
levels in these functions, such as the State Health Department and
the Medical Society of the State of New York.

16. Encourage the development of practire pattemns which will attract
and retain physicians in wnderserved areas, and endorse the expansion of
special incentives to practice in such areas, such as the forgiveness of

educational loans, guaranteed annual incomes, etc.

17. Request the State Board for Medicine to consider the liberalization
of endorsement polici®s for valid, unblemished licenses from other states

for physicians desiring to practice medicine in Yew York.
18. Iend their influence to those agencies which might assist in the

adjustment of malpractice insurance coverage in order to encourage physicians

to remain in this State to bractice full-time or to practice part-time,

or medical school service.

19. Approve the recamendation tpf the State Board for Medicine for a
v

minimum of two years of hospital training for both United States medical
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school graduates and foreign medical school graduates kefore issuing a

license to practice medicine.

20. Request the Legislature to revise Article 131, Section 6526, of
the Education Law to require limited pemits for all physicians who are
involved in any kind of patient care, and who are not holders of unrescricted

licenses or who are not enrolled in accredited training programs.

21l. PRequest the Legislature and the Governor of this State to provide
financial support for the expansion or development of new residency training
programs in primary care ir. order to yield annually one hundred additional

physicians from such training programs.

The Regents Task Force also recammends that the Pegents should urge
the twelve medical schools in Jew York Stat: to:

22. Continue to make every effort to expand their enrollments in the
first year. An average increase of ten studeats per school would result

eventually in an additional output equivelent to another medical school.

~

23. Make every effort to expand their emrollments in the clinical

division through COTRANS programs, and by granting adv-nced admissions to

candidates who have passed Part I of the National Board Ixamin

-t
acions.

24. Ad or exnand present I'ifth Pathway places by upgrading commnity
T

hospitals and other potential teaching facilities not used ncw for instruct-

in of medical students.

25. Add and/or expand their programs in primary care; any expansions

in specialized programs should be limited to those specialties involved




in the delivery of primary care: intermal medicine, pediatrics, family

practice and general practice.

26. Institute rigorous campaigns to recruit students into the

primary care specialties.

Y, 27. Adopt commmity hospitals and/or other appropriate facilities for
medical instruction. (Appropriate fiscal mechanisms must be developed to
support any additicnal costs incidental to the addition of such educational

prograns.)

28. Be encouraged to develop more physician extender programs for

physician's associates and primary care nurses.

29. Train medical students and allied health workers during their

clinical experiences to function as a team.

30. Improve and expand programs in continuing medical education, with
special attempts to include physicians who are not on staffs of hospitals
with quality education programs and who do not hold memberships in local
and state medical societies where continuing medical education programs are

readily available.

31. Establish an early admissions program for New York residents to
New York medical schools, especially to enable Regents scholars and other

scholars to cbtain early admission.

We present the thirty-one recamendations contained in the preceding

<

pages at this time to initiate progress. By so doing we express concrete




concern for both the immediacy and the magnitude of the problems. None of
our recamendations contained in this interim report will conflict with any
recammendations which will appear in our final report.

In the final report we will expand many of the areas covered in this
docurent with far greater detail to provide to the Regents, to other
govermment authorities, as well as to the professional commnity the
additional data supporting our conclusions, along with the financial inform~
ation that will facilitate transforming our recammendations into effectiwve
action. And, additionally, we plan to discuss:

1. The possible utilization of alternate educational resources,
such as clinical and basic sciences facilities outside of existing tradition-
al medical schools.

2. Expansion capacities.

3. Cost "trade-offs" within current programs.

4, Scholarships, student fundingy and other means for sharing
responsibility for the cost of medical education.

5. Other related topics.

To implement our recomrendations new legislation, changes in legis-
lation and in Regents Rules and Commissioner's Regulations will be required.
Sare of the needed legislation will have fiscal implications. To the extent

that data are available to us, we stand ready to assist with the develop-

ment of appropriate supporting materials.
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