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" on 0ctober 12, 1976, the Health Profe551ons Educat1ona1 Assxsténce Act
of 1976 was.signed into dav by the President. This law, PL 94-u484, o

. provided for. the conti _qt;on or istahlishment of programs to support o [
the education and traifiing of gqualified personnel to meet the Ration's- _

. health car.e needs and authorized the redirection of such programs !
/toward improving the availability of primary care and the geographic
distribution of health profess;&ns personnel. The Secretary of -
Health, Education, and Welfare also was directed by the law to . \
"establish a program, including a uniform health professions data 7o
reporting system, to collect, compile, and analyze data on health

. professions personnel®™ and to "conduct or enter into contragts for the
conduct of analytic and descriptive studies of the Lealth pfofes:sions, -

including evaluations and pthjectxons of the supply of, and’

requirements (for, the health profe551ons\by specialty and geograghic

location%. The Secretary vas farther directed to "3 ssemble and submit.

to the President and Congreseé no later thgn September 1 of each year a.

report on the status of healt} professions personnel in the United

States, which report shall imclude a description and analysis of the

data collected pursuant to this Section"” (Section 708 of the PHS Act

as amended-by P.L. 94-484). The report vwhich follows is the first of

the series of annual reports to be. subm;tt%? in tesponse to that,

directive. v :

4

/

The Health Professions Educat;onal Assistance Act of 1976 retlects the
most recent evidence of the long standlng desire of Congress and the
President, clearly evidenced ‘in previous legislation, to assure the °
availability of the manpower needed to prd&}de high gualzty health

care to all Americans. The ena¢tment and implementation of the Health .
Professions Educational Assistance Act.of 1963, the Health Professions
Educational Assistance Amendments of 1965, and the Allied Health
Professions Personnel Training Act of 1966 and ‘their Successors
“facilitated an unprecedented eXpanstn, modernization,.-and upgrading

of the Nation®'s educational and training institutions and an P
accompanying sharp increase in the enrollments: -of health\gfofeSSLOns
students to: meetAthe Nation's needs for health manpouer.-\

‘\‘

In tecognxtlon of the successful entollment exbansxon and ?ﬁe
subsequent rise in graduates, much of whi h isi still to be reallzed
Federal concern shifted from the proble Mp‘fachLeVLng aggregate
numerical adeguacy of manpover. natlonally @d”the problems ‘of 1mgrov1ng
geoyraphic and spec1a1ty distribution, increasing the eff1C1ency in
the delivery of services, and stapilizing the costs of the-services
provided. 1In terps—of availability of practitioners, however, the
realization of the Nation's goeal of providing guality health care to
all Americans now seems definitely achievable. This first annual
report descr ibes the progress made in recent years in expand;ng the
number of health profe551ons personnel and br1ef1y outlines likely

’
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‘future developments in the health manpower arena, . _both within a

framework of manpover issues .that either still remain to be addressed
or may soon be of consequence. As a first report, it deals generally
with an overview:ot the status of the health professions and sets the
stage tor the more detailed analytical and pol;cy-orlented Téports
that are planned to followvw in future years. - -

In more spec;tlc terms,’ihls fltSt report presents 1nfor@atxon on the
number and characteristics of persons engaged in.the prac¢tice of
allopathic or osteopathlc medicine, dentistry, optometry, pharmacy,
podiatry,-and veterinary medicine, and on the students preparing to
enter those fields and the institutions in which they are enrolled°
Also -included is a brief secgion on physxcxan extenders.

Information on publlc health and allied health.personnel are not covered

in this report, since information on the status of thase professxons
will pbe presented ih 1978 in other reports to be prepared in response
to directives ‘established in section 702 of P.L. 94-488 and section
793 of the PHS Act as amended by P.L. 94-484. Information on- nurSLng
personnel is not included in th1§ report because that profession is
covéred under the Nurse Training: Att and will be the subject of a
later report B - o ¥

In addition to the information on numbers and characteristics of
personnel in the health professions specified abo‘f this report
identifies major developments thdt .may e€fert significant influence on
the numerical adeguacy or quality of health manpower, on its '
geogtaphlc or specialty distribution, and on the organization and cost
ot services. It also indicates the data collection, statistical, or
analytical activities and policy concerns on which research is- .
currently ongoing as vell as those on vhich further work is needed.

As part of this sectlon, a more specific description is provided ot
the progress made ip developlng a Statistical system to collect,
COUplle, and analyze the data needed to determine, evaluate, and
forecast the status of the health profe551ons. ‘

. *

‘ The: report was prepared 'in the Health Fesources Admlnlstratlon s

Bureau of Health- Manpower, Dr.' Daniel F. Whiteside, Director, by the
Bureau's Divisions of - Medicine, Dentistry, and Associated Health
Professions, and its Office of Program Development. It was planned,
compiled, and coordinated by the Bureau's Manpower Analysxs Branch,

the preparatibn of the report were: stuart Bernstein, Roger B. Cole,

Anna Re Crocker, James M. Cultice, ‘David Kxné, Lucy M.. Kramer, Ann C.

Lavlor, jJgames S. Morrow, .¥ilbertine P. Philpot, and Phillip Salladay

of the Manpowver Analysis Branch; Robert M. Politzer,. a consultant to: -

-

. Howard V. Stambler, Chief. Bureau staff members who contributed to .-

the Manpower Analysis Branch} James N. Ake, Frank 3. Holtz, Dr., Donald .

W. Johnson, and Dr. Preston A. Littleton Jr., Division of Dentlstry, ’

Dr. ‘Thomas l. Louden, Director; Grace #. Madison and Dr. Nathan.
Watzman, Division of Associated Health.Professions, Thomas D. Hatch,
irector; Dr. David R. McNutt, Leticia DiaZ,.George J. Inada, Dr.
Itzhak Jacoby, Max R. Lum, Thomas Nelson, Dr. F. Anthony Pollitt,
Vicki Ochill, ‘pDivision ot ued1c1ne, .Dre Robert F. Knouss, Director;

. ¢
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7
Joseph Culhane and Houard R, Lochner, Office of Program Development,
Dr. Robert Graham, Acting Director, ‘OPD, and Depxty Director of the
Bureau of Health Manpower. Special acknowledgment is due to the
secretarial staftf without whose able and wvilling assistance this:

initial report could not have been prepared:. Grace Chalmers, Peggy
King, b1n Imber, Grace) Snyder, and Selma Warsawe.
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" This report, required by Section 7Q8(d) of the Publlc Health Service
Act as amended by the Health ProfeSsions Educational Assistance Act of
1976 (P.L.' 94-484), describes and analyzes the status ot health
professions perspnnel in the United States. As the first of a series .
of annual reports mandated by that Ieglslatlon, this repdrt presents
significant informa tion on the profe531ons of medicine, osteopathy,
dentistry, optometry, pharmacy, podiatry, and v terxnary medicine, and

- identifies current devélopments that may have 4. ma jor impact on these:
professions. The establishment of a uniform ealih Data BReporting
‘'System, mandated by Section 708(a) oi the Act, to collect, compile,
and analyze data on health professions personnel, 'is expected to close
a nimber of important data gaps and to permit substantial improvement
in the analysis of the status ‘of health professions’ personnel. The
valldlty and reliability of subsequent conclusions and their
incorporation into health manpower policy should conttibute
exten51vely to the development of a health care dellvery system that
is adeguately respon51ve to the Natlon S needs.

-

The report's openlng chapter "Summary and 0verv1ev. Health Manpower
Trends and Issues,™ presents a summary of trends in the numbers of
persons vho work in each'of the-specified health professions. The
. chapter also highlights major manpower policy developments and

~ concerns and presents a preliminary analysis of possible deVelopments
in policy and thexr pmtentlal impact on practltloners and services.

~ The dynamlcs of health‘manpouer supply are descrlbed in the chapter
that follows. The position and role of the professxona\}n the ‘health '

.industry are explored, and the 1nterre1atlonsH1ps of manpower),
educational and tralnxng 1nst1tut10ns, se‘rtvice settings and paymenf
mechanlsms are discussed. ‘The geographic! distribution of health
manpower, health manpower licensure, and the supply of health
professionals and the-.educational plpelxne are dlscussed in separate
sectlﬁﬁs of this chgpter. : ‘

o

In the'next chdpter, majot considerations to be addressed in the L
determination of health manpover requirements are discussed. A basic

- consideration is the definition or delineation of .thl, concept that the
requirements are to measure: (e.g. 'bidlogical or medi al need vs.
edonomic demand) . Other considerations include the development of

. applicable standards for the provision of care, guantlflcatlon of the.
relative contributions of different types of health manpower in . .
various settings, and an assessment of th¥ potential impact of changes .
~in payment mechanisms, task delegation, and organization of services.
Highlights of the 1mp11catzons of major present and potential ‘ .
decisions or developments in- 'significant areas affecting health -

_ professions personnel are also described. The developments relating
to foreign medical graduates, to health care extenders, and to the

')
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-establishment of health maintenance
are examples of -issues vhose resolution will affect the.
health manpover resources. - PUNT 2

ganizations are di;zussed, and >
\

ture of-:
. g
3

In sepaﬁate‘succeeding chapters, informa ion is presented on the
status of physiciang, dentists, eptometrists, pharmacists,
podiatrists, and veterinarians. This information is presented in an
analytical context which emphasizes the general and specific issues
‘pertinent to the supply of and requirements for personnel’ in each
- discipline. These issues, broadly speaking, cover professional and
__graduate education, student and .ractitioner trends and. ‘
characteristics, including geographic and specialty distribution of
' practitioners, and the role of practitioners in the health care
delivery system. Some perspective on the stateéoﬁ-the-art vith
respect t§ current and projected supply and reguirements is also
provided for each disciplipe. B . . '
Tue final chapter, "Meeting the Data and Analytical Needs for Pl
' '94=484," contains a brief but illustrative summary of present and
planned efforts to close significan: gaps in the data on health
professions personnel and outlines the framework within which such
research ettorts will be conducted. : LT '

- The agppendix to the report contains «detailed statistical data on each

of the health professions covered in the body of the report,-as well
s as technnical information on the sources andiPethodologies underlying
§>the material\presented.% N '

-
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Beginfing in-the' mid-1960's, increases in the number and capacity of
the Nation's health professions schools was reflected in. sharply "
rising enrollments and graduates. By the early 1970's, the expanded.
number of health professions students had regsulted in ma jéry increases
- in the supply of heakth manpower. #With substantially dksgnged
educational pipeline now securely in plate and operating at nég
capac;ty, the years ahead will see an even mpre rapig expansioh in the
supply of health manpover, bringing the number of health professionals
to unprecedented, high levels and closer to meeting the\natapn's heal
manpower needs than eyver before in our history. Battinq dragtic
reductions of the Nation's health prafessions educatipnal capac1ty,
‘these lncreases are literally "f%ozeﬁg\:nto the system.
Hov these ificreases in supply ave affected and could. affect quality
_of care, availability of prima care, improvement of: fealth status, »
geographic mdldistribution, the educational system and health care
costs, have been and continue to be the major health manpo¥er concerns
facing the Nation. This report, the first of an annual series
- required by PL 96—#8&, not only descrides the extent of these
increases and thgir potential for ameliorating many of the Nation's
‘health care concerns, but also raises Q\ﬂ#ﬂhet of the issues that are.
likely to be of importance in the coming years. This section
summarizes some of the manpower and health care trends and issues;
which, wvith other concerns, are discussed in more deta11 later in the

report.

Projections made by the Bureau of Health Manp3wer, HRA, shov that the
numbers of pract;txonets in the major health professions categories
are slated to increase from 40 to 70 percent between 1975 and 1990. _
In every case, the sdbply increase will far exceed population growth,
raising the practitioner—-to-population ratios well above current
levels. Por example, the ratio of physicians per 100,000 population
'is projected to rise “from about 177 per 108,000 in 1975 to 241 per
100,000 in 1990, a 37 percent increase. The corresponding growth for
&.thedentist—populatidh ratio is . 24 percent, optometrists 20 percent,
phkarmacists 23 percent, and podiatrists and veterinarians 44 percent. -

The magnitudefgf these supply increases is unprecedented in U.S.
“history. Conseguently, the effects of a greater supply of
ptact;txoners cannot be easily and unequivocally .determined by
experience, and will varrant careful. scrutiny.

.3 s

A major and telated deveIOpment has been the increase in utilization
of most types of health care by the population. Higher incomes,
expanded insurance coverage, higher levels of education and increased
avareness of health, as well as the overall gquality and effectiveness
of the health care delivery system: ‘itself have all contrlbuted tovard

~
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increased utilization of hea 1¢h services and facniti&s.

The dqlose relationship. betveen the supply’gf physicians and the amount
of care they provide has led somef’yeople to believe that physicians.
themgelves generate care demarids. Others argue that consumer demands
are restricted less in areas vith more physicians and that the unebven
distribution ofsphysicians in l"Arge part reflects differences in
demand for care betveen areas. The existence and the ‘extent of
physicxan—generated demand will undoubtedly be among the major health
manpover issues in coming years. One of the reasons for concern is

- that at the same time that utilization has been increasing, the price
"of health care has grown more rapidly than other prices and t +

s

Nation's expenditures on health care have been expandlng as. a 5

_proportion of the Gross National Produgt.

Another major manpoweﬁ\concern of the 1970's¢ﬁés been the geopgraphic.
distribution of health' practitioners. 1n -very broad geograpghic terms,
there has been only limited ‘progress made toward more even .
"distrdibution of practitionefts, despite the recent increasesiin the -
agqre%ate supply of health prdfessxonals. in partxcular, t progress
in improving the practitioner supply in rural and inner city areas has
been slower than was hoped for, and it appears that these problems

' u111 continue to exlst for a numbet of years./

Although physician Specialty dlstrlbutlon has been and ceontinues to be
.an area of concern,_ in contrast to geographlc distribution, there
appears to.be a clear shift toward a great proportion of primary +
care physicians.e This particularly vill /e the case if graduate J,
medical education is further restructur along the lines that it
appears to be moving, -i.e., a m jo ansion of family practice and
other primary care :’residencies. '

The representation of all segmenlys of the population in health
professxons schools and in the professions thenlselves has been and
remains an area of comcern. In all of the health professions schools,

the proportion of enterxng students who are women has regularly R
increased. Programs to increase minority participation, houever, have
been less successful than those¥for vomen. Although strong ins
occurred in the early 1970's, recent progress in the proportion of

minority students has slowed in. some professions. .
Although of critical importance, future regulrements for health
professionals are not known with any degree of certiinty. No current
method of projecting future requirements is entirely satisfactory, and
different analytical approaches often provide contradictory
information. The causes of changes in the demand for health care are
ot fully understood in many health care sectors. Perhaps the only
statement about future requirements that can be made with any
confidence is that- by 1990 the tremendous increases in supply of
health manpower should bring requirements and supply for most health

~ professions into closer balance than at any time in the Nation's

.

.
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history. No severe shortages aré’foreseen in any health manpover

somevhat exceed p ected requirements/ so that an opportunity may

~category in 1990.?£1n a few categQries the projected supply my -
J

’

exist to ameliorate or eliminate some problems, including that of

ven geographic distribution. The limited preliminary estimates of
future requirements presented in this report can provide some insights
into vhat the future may hold. , » , s ¢
While these forecasts present a general picture of what the balance of
practitioner supply and re?uitements could be in the future, they must
be viewed vith caution for sever reasons. One major reason is the”
uncertainty of the effects that surplus of a specific type of health
pr;ptitioner might have. , Evidence is mixed as to whether physicians
and other independent practitioners-appreciably generate care demands
or vhether they respond to care demands. . Under the former Yiew, a
sharply expanded supply could lead-to higher prices and

‘provider-generated demand, as providers attempt to maintain the{r

incomes in the face of declining demand eréprovider. Under the
latter viev, the expansion in supply of providers as compared to
demand could lead to lower prices and. lower professional incomes.'.
There is also a question about the future role of midlevel
practitioners (such as physician assistantg/and expanded function
dental auxiliaries), especially if physicians and dentists were to ¢
face lower demands for their services. Other incentives for expandead -
utilization of midlevel practitioners would havepto be strong to

. induce a physician facing decreasing demands for his own services to

-

employ these practitioners. \
Beyond the general topic of ayyregate stupply-demarid relationships, a
major guestion remains--vhether the relatively greater supply of ,
practitioners will induce morg of them to seek practices in the rural
and inner city areas now undegggrved. Practice locations are cted
on the basis of a wide variety-of considerations, including fipancial,
social, and personal; and progress is only beginning to be made in

.fully understanding these factors. Another important concern r ting

to geographic distribution of practitioners is how better to identify

- .and measure practitioner shortages. For example, it has long been

recognized that use of practitioner-population ratios as an indicator
of the need for additional practitioners leaves much to be desired. A
rultitude of factors other than a low supply relative to an area's
practitioner ‘population appears to be at work. Substantial research

‘efforts are needed to provide insights into the impact of such factors

as health care system development reimbursement practices and
policies, and the systems of provider education. ‘

T
L]

Pqrhaps the most recent developmBnt in the health manpower field is

t increasing concern about the relationship of health manpower to
inpreasing health care costs, particularl¥gin the hospital sector.
h€re the proliferation in types and numbers of all health workers has
led to-a steep rise in costs. Not only are hospitals the most costly
component of the. health care delivery system and the component with

*
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health practitioner requirements. | The potentlal combined effect of

hospital cost-Cpntalnment pol: and vastly increased supplies of
physicians ‘could have major ! 1:1catlon for the future «of health
professions personnel. The increased supply of .physicians could
dampen the rise in-hospital costs if it leads to more. efflcxent use ot
ho:pltals or to the pCOVlalon of more office rased care. "The
efficient utilization df health mantower in all settings is basxc to
*be attainment of reasonable costs f r health services.

thke greatest ébﬁf/i;éfeiges; but Jitxey a:e‘also closely’znvolved with

Competition, and tne possible lack of it 1n many areas of dellvery o
Lhealth care, is also a newly emerging area of concern. The Federal
Trade Commission has raised many serious questions about whether
extengiveé anti-competitive practices exist in the health care
industry, with wundesirable effects upen healtn care delivery and
costs. Among the issues raised are: whether ethical codes of
practitioners limit, competition and raise costs; whether major "healtha
care insurors behave monopolistically, are given inappropriate -
advantages oy State legislation, and are unguly influenced by ,
physician intérests. Although these contentions are by no means
firmly e#ablished, the issues they raise are relevant to both
cost-containment and manpower policy development.

Unaerlygna all of the abcve developments and concerns, and, in a

sense, am issue by itself, is the need for development of better
information and expanded analyses in the health care field. Ir many
instances, this neea is for more ccmpletefﬁnd up~to-date degcriptive
stavistics on the Lkealth professions. Basic descriptive syatistics on
rany health profess.ons are lncomplete, especially those ¢
optometry, pharmaC), podlatLy, and veterinary medicine; ewe:

“redicine, and dentistry, data gaps restrict policy analysis.

‘o le

Geog:a hic distribution analysis depends upon the develoyment ot sounc
data for counties or smaller areas. Here, the completion of the
Cooperative: nealth Statistics System (CidSS), especially the manpower
and facilities'components, is critical. But until sSuch manpover and
Facxllty data are avallanle uniformly for all SO States, sometime in
+he early 198C's, CHS® data must be supplemented from other sources.

¥

Although GGSCt‘p*lve data are an important component of the .

,,n:orWEtﬁon needzd to evaluate the status of the health professions,
S

imgortant ace the analytical studies that can provzdeqksrtﬁer
explaration of the causes and effects of changes. This tyce o
analysis is very complex, difficult, and time consumirg, ané goes far

beyond the simple :eportlng of statistical survey results. The:

development of this type of infnrmation s also much more
problematical, since many lines of inquiky may prove fruitless. Only
with expansion of this type of detailed agtiy51s, such as is called
for in Section 7G5 of PL 9Y4~-u84, can the causes-and erfects of changes
in the Nation's health care delivery system be idientified, and the
status oi the health professions({glly and adequatelly described.
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Evaluation of the status of the Nation's health practitioner manpover
must include a review of the individual professioms, their education,
their numbers, aid their diktribution: But it must also #mvolve other
perspectives, such as the practitioner's role*in delivering care in a

"large, complex care system and the changes and trénds, both past and

future, within this broader context. In the first section of this

report, some general approaches used to assess the status: of health
k)nq; perso 1, inclading the number and characteristics of

\practition rs and students, practice characteristics, and patterns of

phasized, and commonalities and differencgs among the individual
professions are discussed. Before/this, hovever, some .significant
features of the health care system and health manpowver generally are
described to provide a general framework for better understanding the
more specific discussions that follow.

ast, present, and anticipated growth in the professions are | \\

Health care is an industry and, employing about five million persons,
is the third largest industry in the Nation's ecokomy. In FY 1976,
personal health care expenditures amounted tg®over $120 billion or
about 9 percent of the Nation's gross national pro t. Llike other
industries, it has beer affected by the -broad charfGes in American
society that ha¥e occarred in the thirty years since world ¥ar II.
Bithout reflection, it is difficult to recall just how sveeping the
changes have been. The population is older, more educated, and
urbanized. It is employed more in the professions and service
industries and its persqnal'incomes have.grovn rapidly. Technology
ak transformed nearly all aspects of life, but particularly health
care. The role of the Pederal government has expanded dramatically as
these changes and a multitude others have created strains and
problems throughout society and the economy. Yet, it can reaspnabl
be said that greater strains and problems have appeared in the healzk
care industry than elsevhere, and that more public scrutiny has been
focused on this industry than most others.  While many industries have
adapted tgQ the changes of the past thirty years, health care has
experienced increasing numbers of serious and persistent problems and

- has been the object of increased government involvement and public

‘concerne. r . .

‘The obvious question of why the health care system has experienced a
relatively greater number of serious problems is largely unansverable.
Present knovledge falls far short of providing a conclusive
understanding of the forces and interactions that have caused the
health care system to be what it is today. Still, there '‘are some
differences between the health care industry and most other industries
vbich have undoubtedly contributed to the direction and form of change
taking place within health care. These are: o £

-
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1. ~ For many ‘health ptofeSSLOns, entry can ,be achieved

s only tnrough a licensure process cpen tol graduates of ®
‘accredited scnools or persons meeting specified State
requirements. Tlie emphasis placed on scientific anad
technological education in the accreditation process
following the Plexner report, the extended length and
high cost of professional education, and the substantial
institutional resources required to establish and sus®ain
health professions education are factors that have had
the effect of limiting the expansion of enrollments in -
some health professions schools and consegquently, the
supply ot health professionals. In addition, the lack of
flexibility and the incompatibility of curricula in :
schbols of the same discipline and between disgiplines
‘tends.to curtail, if not ellmlnaqya student transfers and
other adjustments. . v

"2 In healfh’éére. insurance has made the utilization of
~ .. health services much less expenside to the consumer at the
- time of puprchase than its trye costs. The true cost ‘of
health care to consumers has been .pbscured by major
government expendltures that are largely drawn from
*  general tax revenue and by the apparent easing of
financial constraints on many consumers by third-party

payment. plans.

3. The service out put of health care is difficult

' 9to measure and to evaluate. Although some health care is
as priceless to the patient as his life and may be the
only alternative to illness, paim, and disabxlxty, the
desirability of some courses of treatment is uncertain to
both the practitioner and the patient. The cantent of
"necessary" and "yood" health care remains largely
undefined, even though substantial efforts are leing made
to address this issue. Purthermore, the
imponderables of disease and illness and the technical )
complexity and high technology component of many health \:E>
care services tend to make consumers relatively less
knowledgyeable akbout. health care than about many other
services. . - -

4. Health care, like many service industries, is
still very unconcentrated, in respect to most
practitioner care, but it also has moderately organized
institutional sectors vhich are predominantly non-profit,
This means that the profit motive that exists in most
industries is mixed with personal objectives and the
complex objectives of non-profit institutions.
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S. Health care professions have long héld a unique
position in the public consciousness and esteem. They
have tradxtxonally been regatde:‘gs.amonq the most highly
_ prestigious occupations in the ion. The health care
~ system has thus itended to take on an almdst mystical aura
of unguestionabléh nthority. That is ttue of almost no
other LndusUry;;VJu : '

»

»

analysis of the hea)th care system.’ The aksumptions.and explanations
used to describe othier industries can only be used with great care
because health cate is different. Alternate theories of the causes of
_particular health care industry problems-~-such as the escalation of
‘care costs-wascrxbe some of the causes to one or another of these
differences, but they are avkward to distinguish. Because data oa

- health care include no period when the supplies of health
professionals were not limited in some way, it is difficult to
.estimate the celative impacts of the features of the health care’

-

‘delivery system. . ,

These differences :2:tribut3 substantially to the dxtficulty of any

fhese difficulties in understanding the causes of changes in the
bealth care system present problems for the development~of health
manpover policy. - s discussed in .later chapters of this report, the
supply of all types of health professions will increase substantially
in flture years and the extent and form of. health insurance coverage
vill also change,- probably through the initiation of some type of
National health 1nsurance . ‘

Trends in overall health manpover supply provide a particularly useful
perspective for the evaluation of health professional manpower. Table.
I1-1 presents long-term trends for all health manpower and for
selected occupations: It shows that over .the thirty-five year petiod

- from 1940 to 1975, the.supplies of health professionals have grown

* more slowly than the numbers of-allied health manpover. Whereas
health professionals amounted to 56 percent of all health manpover in.
1940, this percentaye had dropped to about 34 percent by 1975.

. Although this trend reflects many different developments, inclndinq a
shift toward greater speczalizatxon and delegation, and the
development of new occupations and new roles and functions for

’-3?I§trng occupations, it may also be partly ascribable to the
constraints upon entry into these professions. Similarly, the number
of persons employed in occupations categorized as .non-professional has
grown by 550 percent in thirty-five years--probably because of the
large concentration of health services in hospitals--whereas the
suppl of health professionals has grown by 150 percent over this
perio As physicians and othey health practitioners have
specxallzed, so too have practxtxonets in the allied health manpower
occupations. The numbers of psychologists, respiratory therapists,
and vocational rehabilitation counselors have all grown very rapidly
and nev health occupations appear freguently. :
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"Two. other features of Table II-1 deserve comment.: First, while the
greatest recent concern has been expressed over the growth oF hospital
costs and staffing, manpower in other health services delivery
settings (e.g. medical offices, nursing homes) has shovn an even
‘greater rate of groWwth. Although the numbers of persons. in most of
these occupations are still relatively small, the rate of growth is
notevorthy. second, there appears to be a reduction in the rate of .
yrowth of most allied health manpower .occupations in the 1970%'s. It
is still too early to be sure that thais represents a change in the
long-term trend since this reduction could be an artifact of hospital
price controls and cost- concerns. Howvever, this trend warrants future
examination. ' SR : b .

An important part of any future dvaluation of the status of health
.practitioners should be an extensive ‘analysis of the forces shaping
bealth care as a whole and the changes occurring in the utilization of
all types of hgalt:kggnpouer--considerations that are closely ' .
associated with' he h practitioners' delivery .of care and its cost. a
For .tnis first Report -to Congress, however, these considerations have
been given only limited attention and only a brief acknowledgement is’
made of their importance in the delivery of health care. )

" The Geographic Djistributjon of Health Professionals

The geographic distribution of health manpouef‘has_;ong been an area
.of concern for health policy. ' Altlough the Health Professions S
Educational Assistance Act of 1963 wvas directed almost'entirely toward
igcreasing the aggregate numbers of health.practitioners, problems in
the distribution of health manpower were recognized even then. Since
that time, concern over practitioner maldistribution has grown,
.parcticularly since the total supply of manpower was expanding markedly
wvithout muich apparent improvement in its geograp hic-distribution.
Today many programs are directed toward. improving practitioner oo
‘distribution. - Hovever, given the past intractabilit “of this problem
and the long lead time before provisions designed to alter the
‘distribution of professionals’'now in training can have an impact, it
appears -that even the strengthened shortage area programs and related
frovisions enacted in P.oL. 94-484 may not produce an immediate
resolution to maldistribution problems.

Health Manpower

The distribution of bealth practitioners is generally described by’
comparing the supply of health practitioners relative to population in
different parts of the country. Based on this traditional measure of’
health manpower supply -- the practitioner-to-population ratio -- the
supplies of health practitioners seem to followv a general regional
pattern. For tpe}moﬁt part, the New England and°Middle atlantic .
States have the most favorable supplies and the Southern States the -
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least favorable. An exception to this general pattern.is the

gohparatively low supply of optometrists in the‘Middle Atlantic
" States, although the presence of large numbers of ophthalmologists

within that region may explain the difference. Compared to other

health professions, the West North Central and Mountain regions have

‘very/ favorable veterinarian-to-human population ratios. However,

thege ratios are probably a direct reflection of the large number of

herq animals in-these sections of the’country; ratios of small animal’ -
vetqrinarians to human populations should more closely resemble the Y
distribution of other health professions. . - R : :

D Another aspect of geographic distribution is the differential between
‘'supplies in metropolitan and in non-metropolitan areas of the Nation.
Metropolitan counties have much larger shares of nearly all types of

- health manpower than their populations would indicate. In terms of

- patient care M.D.'s, for example, the ratio of N.D.'s to. population jin
‘metropolitan counties (149 ‘M.D.*'s per 100,000 ) was nearly twvice aS‘;? v -
large as that in non-metropolitan counties (77 per 100,000). A .
smalleq.diSparity\exists for primary care M.D.'s, for which the ratio
in metropolitan areas (51 per 100,000) was 46 percent higher than the
ratio in non-metropolitan ones (35 per 100,000). The relative dentist ‘
supply was 65 percent, higher in metropolitan counties, while four S

~ ~times as many podiatrists were available in metropolitan counties as

- in non-metropolitan ones. The two types of counties had .equal ratios
of optomMetrists to population (9 per 100,000). . Hovever, in .
non-metropolitan areas, there wvas less than one ophthalmologist for
every five optometrists, while there are aboat three ophthalmologists

~for every five optometrists in metropolitan areas. Thus, *
non-metropolitan areas wvere dependent upon the same per capita number

- of optometrists to provide much l&rger proportions of their vision

ware. .With respect to pharmacisft supply, differences between
metropolitan and non-metropolitdn areas were relatively minor. (See

Comparisons of practitioner-to-p ation ratios across the nine
.Census regions support the notion that pharmacists’ are the fost evenly
distributed of the health professionals. For pharmacy, ‘the ratios of -
the best supplied region (New England) and the least suppliefl ‘region
(the South Atlantic) both fall within 15 percent of the national
average. Podiatrists are the least evenly distributed across the
-regions, with'the supply in the Middle Atlantic States 77 percent '
Above the national average and in the Hest North Central State§h7q ; //
percent. below it. Comparing the ranges for two types of physician ‘
ratios, it appears that primary care physicians are slightly more
-enenly distributed across the Census reyions than are all patient carer
hysicians. S . v . o : "\

As indicated in discussion, traditional descripti ns of the C
geographical distribution of different health(practitioners are
somewhat cumbersome for making comparisons among areas and LN
Frofessions. The GINI. index, a statistical tool that expresses -

. v
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.. percentage of the total population (on the one axis) and the

unevenness as a single number, makes it easier to make )such

. comparisons. 1/ The GINI index value varies betwegn ro, indicating:
.no maldistribution,and 1.0, indicating the poss ible
maldistribution. I - .

A comparison of State GLNI indices for different health practitioners - '
(See Table 1I-2) reveals some: interesting contrasts among the S
- professions. The two most unevenly distributed professions, according ..
_to the GINI data, are- podiatry and dentistry.  To some extent, the
poor distribution of podiatrists reflects the small podiatric manpover
supply, the small number of States uith;scﬁbols‘of podiatry (vwhere .,
podiatrists tend to practice), and licensure differences among States.
in the case of dentistry, an impdrtant contributing factor ‘is the
close relationship. between the demand for dental care and family
- income levels, with the unevenness of dentist distribution thought to
" reflect, in part, the unevenness of care demands and consumer income.
_The GINI data also.support the -other indications that pharmacists are
" the most evenly distributed type of health professional. Por ‘1974,
~the G1N1 index of p cmacist distribution by State was only 0.063,
less than half that/of any other health profession. = - =

An alternative approach for evaluating distribution differences is to
determine how many distinct areas throughout the country lack minimal
supplies of health manpower. Such determinations have been.made ‘on a
case-by—-case basls in the process of designating critical health
manpover shortage areas under section 329(b) of the Public Health
Service Act (for the National Health Service Corps program). During
.the initial four years that such désignations have been made, .o
approximately 1100 areas with a total population of about .16 million
have been identified as having critical shortages of primary care
physicians (generally indicating less than one primary care physician
for every 4000 persons in the area); of these, about four-fourths are in
rural areas and one-fifth in urban areas. approximatelY 850 areas

with a total population of about .13 million have been identified as .
having critical shortages of dentists '(generally indicating fever than
one dentist for every 5,000 persons); of these, about nine-tenths are in
~rural areas (See Table I1-3). Other shortage areas have also been
designated tor purposes of the loan repayment program under section
-741(f) of the PHS Act (See Tables Il-4, A-II-!, and A-I1-2). 2/

4

1/ To compute the GINI index, one graphically accumulates the ‘\s
‘percentage of all practitioners of the profession (on the other axis),
starting with the area of lovest practitioner-to-population ratio and
going to the area of highest ratio. If the distribution wvere perfect,
the result would tbe a 45 degree "line of eguality." The GINI index is
thé ratio of the area between the actual\curve and the line of -
equalit), to the ‘total area under the 1li of equality. '

2/ The nev legislation, P.L. 94-484, as akgnded, requires a number of
" chanyes in. coverage, criteria and procedure uged in health npover
shortage area designation. Comparable figures "to those sho above are

B notjjetﬂavailablg; See page II-8. ' -
o S CoTL 11-6 o oL
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lna&y!ts of changes in the geographic dysttibution of health
. professionals over time suggests .that progress towards more equitable
..distributions of health manpower has been mixed. Based on the GINI
index, essentially no changes .can be seen in the evenness of -
distributinn of M.D.'s and podiatrists in recent years. A substantial
improvement] over a four-year period, equa to ‘about 1) percent of the
_base yea ndex, vas observed in the GINI index calculated for
- optomepTists. However, the most dramatiq¢’ improvemeat vas for
- pharmacists, vhere an improvement of about 40 percent over 8 years was
-measured. ‘ . - - ' ' ’
. The apparent_petSistence'q; the maldistribution problem is .
' .understandable vhen. the factors affecting locational decisioms of
physician and other health manpover are considered. A major aspect of
- » the problem appears to be .the strong 'social, professional, and other
incentives for he&lth pnofessionals to locate in the. more prosperous
. Sections of metropolitan areas and to avoid practice in rural and.
"inner city aress. This situation is not. particularly unique or
. unexpected, as other service industries are Characterized by similar
locatiopal patterns. The difference, of course, is that health. |
- services are more vital to the vell-being of ‘the -population than many
of thesejother services, and that availabiXfty of high quality health

' care to 4ll Americans bas been enunciated/as a nationail goal. .
The location of educational and trainlng institutions is considered an .
.- important factor. Por a number of disciplines, there is a direct o

-relationship between place of professional education and practide
location. The most notable example is that of podiatrists, vhepe the:
- ‘States with schools of podiatry-fave among the highest ratios of - '
podiatrists-to-population. ' Optometrists also show a definite tendency
to practice in the States where théy graduated.’' In addition, sStudies .-
" indicate that locale of birth place, medical school attendance, o
internship and residency %Ifect strongly the propensity for a recently
- trained physician to locate in a given State. - S o ST

Prowqthe practitioner's personal perspective, prior gttachment to an
area, cultural and life-style considerations, and professional ~
opportunities all appear to be important. For physicians, especially.
those in secondary and tertiary specialties, t he availability of a .
technologically advanced hospital is significant and the opportunity -
to. join a group practice ot to vork with other physicians may be B
factors. The presence of an employing facility can be of some’ .
importance to pbarmacists. Since many practitioners have relatively
high income prospects wherever the location, it may be incorrect to -

: assune_@hat income expectations receivgimuch'cbnsideratipn. ‘At this
time, there is no strong basis for estimating the degree to 'which '
‘additional financ,i.a-l‘f‘i}\centivqs..mbi.g‘ht .make attractive an ‘ther_uise
less desirable locatien. - - T ‘ o
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. opportuniti?s ty sgateﬁ lacking professional schools, and
ich

Inpact_of F48xy; prodrams Y
In attemﬁt’gg tq attain a more even distribution of health manpower,
current Pedb al‘pro rams address various of the locational factors
discussed"o°'e. Loan repayment and scholarships are contingent upon
agreement ¥° S®ty. in Shortage areas vhich are either selected from

the list ofe:ll.degignated areas by the applicant or are matched to

his expres?." Preferences. Extension of health professional training N
preceptorsklgs Vhi induce students to practice in rural and inner '’
city areas’/ —®Penj on the importance of.prior exposure. Extension of
health mapfP’YeT gqucation’to rural and to irner city areas through the
Atea HealtP "dUcgijion Centers and other similar programs involve the

‘ influénce,a Mogessional opportunities as a locational factor.

Availaple nfor tion on the effect of Federal progfams for improving’

the distri”:tl°n of bealth manpower by providing financial incentives
suggests th these effortsi have had only limited success to date. A
large‘humbei Of health professionals have received loan repayment in
return for icottaqe area service under section 741(f) of .the Public
Health Ser? ue Act (see Table A=I1I-2), but the significance of this °
mnst‘be,evafrated in light of the large number of health professionals
graduating umﬁm school and potentially eligible for the program and
the large ﬂi ® eligible through Pederal service (in the National
Health ser’sce Corps ©OF the Indian. Health Service) who are receiving
repayment 27 3 financial bonus. -The National Health Service Corps has
succeeged 1? Placing 2 Substantial number of primary care physicians,
dentists 3%, Other health manpower. within shortage areas, but has been

" unable to fgcthit enolgh manpower to staff all approved sitess (See

wscholagshi?:

Table 11-5) Pr VisionS Of P.L. 94-484, including the expansion of
F ision? S% . : o
a drded in return for obligated service, are jntended-to ,
improve tb?” T®eqgrq. | | S - o 'ij: R v .

Y

‘The changegeiq the cpiteria for designation of ;Edrfage areas which

-

| “criteria ( PHS L u¢ : J
‘332 of the 7 ° Act) will contain provision for identifying

_identifica’

vere mandachc( Y congfess in the Health, Professions Educational

- Assistance of 1976..suggest that the criteria for shortage used

previously ég'bu:poses of National Health Servicte Corps placement,
unden'old”giotiqn 329(b)- of the Public Health Service Act, vere ,
considered O conservative and narrov in scope. Revisions of these

€ jnpcluded in Regulations implementing the new section

geographic? Alqas, poPulation groups, and facilities which have
shortages oioa'iilable manpovwer, . and are expected to result ‘in the
btin of more degignated areag than the previous section

329 (b) wert Cﬁl-health manpower shortage area® criteria, particularly
ih urban 228, .jth larger total shortages of primary care medical
and dental T3Npoyer. However, the new criterid will be more stringent
than wvere ¥ Shgrtage criteria preéviously used for the purposes of ‘
1oan cance}l§t10ﬁ and Tfepayment under section 741(f), in an effort to
more closelydtatget resources available for that program on areas of -

greatest né °
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Heasucement pProblems .
At proiont,'statiqtics and concepts for geographic distributioh
analysis are rudimentary at best. Considerably more effort is needed
to understand just how uneven the distribution of health manpover is

and to understand the implications of a particular distribution of
Mmanpover for the distribution of health services. SN ~

4

A major problem vith existing measures derives from the fact that most
statistics relate to administrative Y determined areas, such as - -
counties and metropolitan areas, and not to true health service
delivery areas. Since consumers and providers of health services are

seldom constrained by these administrative boundaries, dependence upon :

these administrative areas for analysis. can provide misleading .
informatioR about the relative availability of health care to persons

in different areas. '

Differences in the GINI index obtafhed'vhenidifferént geographic areas

are used for analysis can illustrate the impact of area definition on
distribution fipdings. As_an example, for active non-Federal M.D.'s
in 1973 the GINI indices for three different.levels of areas were as

followa: | . A ¥ ;

B’ st‘t‘ ) (50 Siat’éS)..'...........J-.- ...‘..;..... ssese- ._0. 161
By Censas defined State Economic Area (173 areas) .« 0.292 -

B’ Colln_ty ‘3.07 quln'i:ies)..';...-....,3-’,"......,...... 0036‘ .r

) In'general, smaller index values (that is, less ‘unevenness) would be
expected vhen making comparisons among larger geographical units.

A more acchhate asseé;ment of the'geographic distribution dflmanpouer'
--would depend on data being available for areas defined in: such a way

"‘thdt sources‘>of ‘care located withilh their boundaries were available to:

all the residents in the akea and to no ,other. Such data are .
‘*impGSBiﬁlc to obtain from national sources. However, it is ‘hoped that
~improyed data will become available from the Health Systems Agencies
‘sSet .up.by Publigrlav 93-641. Present dependence upon county data.for
natioEP; analydes_limits the ability ‘ta evaluate distributional ' -
Problems at a: su DU level, a majqr }shortcoming in trying-to
address problems within Zhe inner-city\gteas of the Nation. .- -

v

In addition to‘this prob
the utilization of medicdl services has raised new doubts about the

~adequacy of manpower/poplilation ratios in describing the availability
of adeguate health servit¢es. From both anecdotal evidence and .

. intensive analysis of selected small areas ofgthe Nation, it is known
thag a large number .of arpas with low ptactitionet—io-population'

ratios have serious probl ms obtaining adeguate health care. Hovever,

similar sources indicate-/that areas with lov ratios are not

m of atea.defihition;'recent information on™"

necessarily characterized by the types of access problems which are =

\:ssﬁnod to be associated with lov supplies, and that problems in areas

]




with low ratios may not necessarily be resolved by the addition of
health professionals. 1/ In addition, it appears that access problems
exist in significant numbers of areas and population groups for vwhich
there are good to excellent practitioner-to-population rﬁtios.
Several recent studies of physician distribution and of various /
aspects of health care delivery have questioned the common perception
that physicians in areas with lov ratios are overvorked and that

- populations there hdve difficulty obtaining care. While research
.findings in this area are very limited and tentative, they- show that
practices in areas thought to have critical shortagyes of primary
medical care are not necessarily characterized by high productivity or
long vaiting times for appointments. In addi;&on, there has been some
concern because utilization of services at some National Health
Service Corps sites has been lover than e xpected. ' '

A recent study-comparing non-metropolitan ateas designated as
medically underserved (under sections 1302(7) and 330 (b) (3) of the.
Public Health Service Act), with other non-metropolitan areas showed
that populations of these two groups of areas have similar perception
regarding difficulty in traveling to care, the adequacy of care, and
the excessiveness of waiting times. The populations in the areas

designated as being medically underserved did have greater hospital

- utilization, but also equal or better utilization of certain

preventive services. 2/

The underlying issue of distributional concerns is the availability
and accessibility of -necessary and appropriate health care services to
an area's population. The studies cited above suggest t hat the '
relationship between manpover and the delivery of services'must be
examined further if maldistribution problems are to be resolved.

Cﬁrrentlhealth manpover legislation, which contains a variety of
interrelat ed programs for addressing various aspects of the
maldistribution problem, reflects the type of broad-based approach

that is needed until additional insight into the operation of the .
health care delivery system is obtained. Substantial progress can be
made, but achieving:a perfectly even distribution of health npower,
particularly providers of secondary and tertiary care, does pot ‘seem
to be either a realistic or a necessary goal, and efforts to tain a
‘more even distribution will take time. : i

*-1/ ~FPot- a .brief review of this research, see Reinhardt, Uwe té " ealth
* Manpower policy in the  United States: IssuiF for Inguiry in the xt
Decade, " November, 1976 (mimeo). o RO I TN

¢
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2/ Kieinman, Joel C. and Wilson, BRonald §.; "Are 'Hédically'
Underserved Areas' Medically Underserved?" Health Services Research,
Summer, 1977, ppe. W7-162. .



,, Health Practitioner Licensure

Health practitioner licensure represents another aspect of the
manpower situation that warrants continying scrutiny. In a 1968
teport to-the Congress, the Department Of H.E.R. stated, .
"Theoretically, licensure is to protecf the public. In practice it is
sometimes sought by a profession as a ans of establishing the -
parameters of its discipline and its title; or it can be a method of
control through State registration or practitioners, with little
effort to set or enforce standards." 1/ 1In the intervening period,
many changes have taken place in the licensure of health
practitioners. Some of the more notable changes that are occutring ,
include the centralization of licensure activities, often .including
hedlth and non-health occupations in a single department° the
introduction of members of other health professions and members of the
general public on health practitioner State boards; expansion of the’
scope of practice and the degree of task delegation permitted to
practitioners; and the introduction of requirements for continuing
education. The number of States having selected licensure ' .

: characterxstxcs for health professxonals is’ showved in Table II-6.

Although continuing education requiremerits are prevalent only in
optometry, a comparison of 1975 and 1976 reguirements indicates a
clear trend toward this type of licensure provision in many health
professions. The introduction of "“consumers®™ or members of the
géneral public onto stafe llcensxng boards is not videspread for any
ptofessxon but is deflnltely 1ncreasxng. In a related area, there is

1/ 1Independent Practitioners under Medicine. A Report.tp the
Ccongress, Lepartment of Health, Education, and Welfare, 1968.
Some features of the degree of change in pract1t1oner licensure and
some of the differences betveen licensure provisions of differermt o
types of practitioners are summdrxzed in Tadle II-6.. Reciprocity and
endorsement provisions are thought to_ be important in reducing

;¢p0551b1e barriers that could prevent practitioners.from relocating <
" their practices into certain states and thus reducing competition,

Such prov;szons are much more common among states for the professions

of optometry, pharmacy, podlatry,-and veterlnaty medicine than for

- physicians and dentists. Likevise, the acceptance of national = . .

- examinations in place of the State's pritten examination- may ‘reduce
locational barriers to reciprocity. Here, medicine, dentistry, and

pharmacy are the professions with noticeably more widespread reliance

on national examinations. An important development in dentistry has .

" been the .development of regional clinical examinations. 1In the past,/

the validity of clinical dental examxnatxons has been questloned
because of some States' reqliirements for performance of such™ \
1n£requently used procedures as gold f011 restoratlons.

o -
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'coﬁsiﬁ S varlatLOn among the professions in the inclusion on the
“ 1icens{Ry DAA LY a!—mﬂnbers of . prof9851ons other than the one belng
, - )icensed. rax practtical purposes, dentists, optometrists,: - s
' pharmacists,- and veterinarians are licensed entirely by members of .

their- ownt profd%sxons. In contrast, podiatrists are licensed by \
. boards limited to.podiatrists in 28 states, vhile podlattists are ‘\
_requxred to be a majorxty of the health professionals in 8 states and
less“than a majority in 9 others. Although over 20 states have only"
j:) allopathic- physicians or only osteopathic physicians on their
respective State boards, a striking contrast exists in the states
which have mixed health professions boards. For HD's, 22 of 23 such
boards have ND's as .a majority of the health professional membership
vhereas for DO's 26 of 27 of these boards have a majority of other
prote381ons. - This- appears to be almost entirely attributable to
' having a joint board which licenses both types of phy51cxans and
‘reflects the relatpive number of HD's and DO's. Y
s

A few other currert developments inlicensure are/notable. One is
that ‘optometrists \are given authiority dispense diagnostic drugs in
8 States, and, in johe State, are also permitted use of drugs for
treatment, thereby shifting the practice boundaries betveen
optometrists and oghthalmologlsts. There is also a trend in licen51ng
laws toward expressing the optometrist's responsibility for

ascertaini the presence of disease and referrlnq the patient to a
physician. 1In pharmacy, there .bas been a shift in pharmacy education
in the last several years toward increased preparation of the student
for professional roles, wvith involvement of pharmacists in drug
therapy and greater respon51b111t§ for drug-related decision making.
While there is no present recognxtlon in licensure stdﬁutes of the
differepices between pharmgcists educated before and after this change,
as greater proportions of practicing'pharmacists have this newer form
of education and seek profeSSIOn;l roles appropriate to it, serious

licensure issues could arise. ally, in medicine, MD specialty
boards have established mandat recertification in four specialties.
However, only in -the speelalty of Family Practice, where all

* specialists are recently certified, does the gecertification
requirement take effect prior to 1985, [:

Over the past few, years, criticism of the restrictive aspects of

licensure:has increased, particularly among economists who often view
‘such restrictions as a source of professional protections from the
" forces of market competxtxon. The Pederal Trade Commission is
currently challenging provisions of professional associations' codes
of ethics forbidding.advertising and the solicitation of patients in
optometry, medicine, and déntistry. Other areas of concern include
possible impediments to development of nev forms of health care
delivery such as HMO's, the involvement of organized medicine in
health insurance, and possible conflicts betvween physicians and
insurors over control of health care delivery reimbursement. At a
recent PTC conterence on Competition in the Health Care Sector,
economists and others recommended 1nvestlgatxon of the impact of

J
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licensure restrictions on the supply of health care providers,
indluding such issues as whether the private sector has contributed to
placing restrictions on the number of persons entering medical (and
possibly other health professions) schools, whether the private sector

has taken control of medical specialty areas of practice and entry to

the specialties, and whether the private sector las induced
inappropriate restrictions on the Scope of practice of allied health

professionals.

The PIC interest in possible.restraint of trade in the health care

- sector has caused renewed interest in questions of vhether licensure \
and activities by health practitioners have brought about '

anti-competitive situations furthering the economic advantage of

practitioners. While many of these questions will not be resolved for

a number of years, due to the difficulties in analysis of the health

care system and the limitations of existing data, they give rise to at

least threé issues: ‘

1) Can the licensure process be so structured as to eliminate
- aspects most conducive to possible anti-competitive '
Moccupatidnal franchising” while still serving to provide

‘controls on activities deleterious‘@o the qualit y-of-care? .

2) How can the redirection of ‘graduate medical education be
effected without bringing'about a situation that: ,
unintentionally confers the benefits of limited. competition

,I ¥ on Specialties vhere entry is limited? One aspect of this
L issue is vhether constraint on entry inta wvell supplied
'specialties is the only or even the best policy. Such
- constraint has the disadvantage of taking effect only over an
extended period, while programs that reduced incentives to
Ppracticing in vell-supplied specialties would atfect both the
entrants QO&;he supply and practicing specialists and thus"

~ have more radgid impact.

‘ .
3) Should the current ‘policy of limiting¥entry of PMG's be
‘carefully monitored to determine whether such contraints upon .
entry into the medical profession are having unintended

Some population groups? Because PNG's are unevenly .
distributed by specialty and health care sector, ‘the
curtailment of PHG entry may provide a research

' opportunity to measure the effects of limiting -market-induced
supply. o | -

Licensure issues involve difficul Juestions that cannot be adequately
addressed at present, and it cannot\ be expected that licensure issues.
vill be easily or guickly resolved. A recent report, "Credentialing
Health NManpower - July 977" (DHEW publication No. (0S) 77-50057),
calls for adoption of a number of avefiues that should contribute to
continued improvement in the licenSure and certification of health
personnel. : . « '

it

effects in the areas of care costs and the access to care of .

v



The enactment of PL 88-129, the Health Professions Educytional
Assistance Act of 1963, beyhn a process that has signifjcantly
expanded the educational opportunities for interested d qualified
persons to enter health professions careers and nov practically
guarantees a tremendous future incredse in the supply of healths

professionals.

As a consequence, the Nation's health care system is moving into a
period in which the health practitioner supply will be very different
from thatof the paef, reaching levels heretofore not thought possible
or peftggs desirable, at least on an aggregate national basis.
Due to th¥ limited capacity of the health professions educatiomal
- _sSystem existing before passage of PL 88-129 and subsequent
legislation, no body ot experience now exists from which the probable
impact of these greater numbers of health care providers can be
confidently estimated. Some observers believe that these sharp
increasés in supply will have the adverse resylt of increasing health
care costs and may cause serious problems in the alth care delivery
system. They base their views on the apparent ijylability of normal
market torces to reyulate health care costs, ang on partial evidence
} ‘suggesting that-health care .providers. may have the capability to
-‘generate their owh demands for care, some of it‘of gquestionable value.
Hovever, other fagtors affecting health care delivery, such as growing
health insurance coverage and efforts to alleviate geographic and
'specialty maldistribution, may so alter the situation that market
torces will operate more effectively than anticipated. Overall, there
is no certainty as to how the increased supply of practitioners vill
attect the delivery of health care. While this uncertainty will be
discussed more fully later in this report, it needs to be kept in mind
vhen examining the impact of the expected large increases in supply.

The effects of the various health professions educational assistance
acts aimed at expanding health practitioner education have been
considerable. First yeat places in health professions educational
institutions increased rapidly in the mid-and late 1960's and early
'1970's. This resulted in a modera increase in practitioner supply
in the 1970's, and is expectedftoAE:sult in rapid and substantial
increases in the 1980's. The long-term trends in the number of
schools and graduates are summarigéd in Table II1-7. Although the
k effects of the legislation have differed between the professions, all
professions have experienced a rapid expansion in educational capacity
anq_associated increases in gradvates. 1/ In medicine and dentistry,

.1/ The data for future Years are the bhasic serils f ecast; for a full
discussion of the methodology and assumptions see e chapters of this
' Beport on the individual professions and the Technical Appendix. ’
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there were substantial increases in the .nuober of schools and

graduates from 1950 to 1975. While the number of schools of

optometry, pharmacy, and podiatry has not increased sharply, the

numbers of graduates has, reflecting expanded capacity among existing J
schools. In veterinary medigine, the number of schiols and graduates

is expected to rise considerably between 1975 and 1990. -

education could provide more entrants into hehlth professions schools
and ultimately into the health professions than is currently being
permitted by the capacity of present educational institutions. In
recent years, the number of applicants has been from two and one-balf
to three times greater than the number of first year places in medical
and dental schools, despite a general recognition that it is futile to-
ap with less than excellent credentials. Likewise, schools in the
other professions have had many applicants for each first year place.
In pharmacy the ratio of applicants to first year places is about 2.5.
to 1, optometry 3.6 to 1, podiatry 5.6 to 1, and veterinary medi e
7.3 to 1. In medicipe, large numbers of ?3%@19n medical graduate

have soughat to enter the U.S. medical system, and thousands of young
Americans have been and are studying medicine abroad. Aspirants to
the health professions see these careers as very desirable, and in thq\\\\

It is apparent that the existing demand for :Ealth professions

absence of educational and financial constraints, even more nev
practitioners would likely be added to the supply than presently
envisioned. '

Nevertheless, the present capacity of health professions educational ,

institutions is large enough to permit major increases in the supplies - .

of health practitioners to take place in Ffuture years, along with . .

vastly improved ratios of practitioners to population. This is true
uﬂfyen in the face of the restrictions on foreign medical graduatel set

n place by PL 94-484 (which will be discussed later in the chapter on

.Physicians). Estimates of increases in the numbers of practitioners

and the ratio of practitioners per 100,000 population for various -

tecent and future years are shown in Table II-8. Again, d&ifferences ©
.in the degree of increase will exist among the various types of. .

practitioners, but all types vill experience rapid growth in the |

ptactitioner-to-population ratio between 1970 and -1990.

Briefly, the method used to develop supply pro jections incorporates

first year enrollments and completion rates to determine projected

graduates for each year. Deaths and retirement rates are also taken

into account to yield the net annual .change in the nimber of

practitioners for each profession. (For N.D.s the net annual increase

in foreign and Canadian medical graduates is also entered into the

projection model.) . ' : i

These supply forecasts are believed to be relatively reliable and
reflect almost entirely vhat is currently in the educational pipeline.
Although these cepresent a "most likely” level of supply, other :
alternate projections - both of a "high" and ™low" level - show only
minor differences. Generally, the differences betveen the "most
likely” Basic Series estimates, presented here, and the.alternate’
®"High Series" and alternate "Low Series® show a range of less than 6

. percent in 1990. - o ' . :
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- "head counts" in these specialties vou;_;;ﬁply.

€

A conttal tod@bre of these torecasts of greater supplies of hcalth
practitioners is' that they are somevhat immutable or "trozen into
Place." The stability of the educational sector is sub&tantial and
only drastic and immediate chanyes in the number and capacity of

health profession gchools could have even a moderate etfect on the
supply of health protessionals over the next decade. It it were
considered desirable, for example, to maintaih the , '
physician-to-population ratio at the 1975 level of about 177 per .
100,000, a substantial reduction in the Nation's tirst-year medical ‘
and osteopathic school enrollment would be required to> achieve that
ratio in 1990. Similar situations exist -to some extent for other

types ot health practitioners. Sincejthere is no proven correlation
betveen practitioner-to-population ratios and the delivery of health
sérvices, it §s obvious that this is not intepded to sugyest that any
reduction of ‘the Nation's educational capacity for training ot health
manpower is desirable. Rather it is intended only to illustrate that
the supply of health practitioners is almost certain to increase much
faster than tie population over the next decade.

Alibough obtainlng reliable estimates of the aggregate shpply of ,
health professionals in the coming years is of major importance in
evaluat1n§ the status of health manpower in the U.S., P.L. 94-484
addresses and attempts to deal with what is increasingly being ,
recognized as an even more crucial issue--that of'specialty

- distribution and primary care manpowere. ,Unfortunately, estimates of

the tuture specialty distribution of the Nation's health manpover
(especially physicians) are less certain than those of the total
supply. A Graduate Medical Education Trend forecast which
incorporates an extrapblation to 1980 of the 1967-74 trends in v
first-year residency distribution and a maintenance of that
distribution in the years after 1980 is presented in Table II-Y.
Because of the marked rise in interest in primary §are during the
1967-1974 period, this method is believed to provide a realistic .

" forecast of the numbers of physicians in primary care 'specialties
" (Le€e, general and famxly practice, internal medicine, and pediatrics)

and other specialists in 1980 and beyond. (Por further discussion,

'see the chapter -on Medicine in this report.) In this forecast, it is

estimated that 46 percent of all M.D.'s (or over 50 percent if
Obstetrics/Gynecology afe 1nc1uded) may be in primary care Specldltles
by 1990, a substantial increase in the number of MD's in this area of

specxalxzat;on..I/

In terms of the ratios of MD specxalxsts per 100,000 populatlon.\
bowever, even these distinct increases in the supply of primary care (\
¥D's would have only a moderate effect on the overall specialty .

‘dlstrxbut;pn. Because of the large numbers of non-primary care

1/ These figures are "head counts" of physxcxdns vhose major field is
in primary care; they do not reflect the amount of primary care services
actually provided, vhich is believed to be suBStantlally 1ess than “the~
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physicians already practicing, even the large numbers of primary care
physicians added from newv yraduate medical education programs would
chanye tne specialty mix ot practicing MD's only to a moderate degree.
Nevertheless, if the recent trend towards greater and ¢reater
proportions ot graduates entering primary care residencies or practice
continues to the levels forecast in the projection, the ratio of
ptimary care MD's per 100,000 population could grow by 1990 to about
60 percent above the 1974 level. This would likely prove at lwast
numerically sufficient to greatly increase access to primary caree.

The increases in the supply of osteopathic physicians will also likely
contribute to the increased availability of primaty care physicians.
While tuere is little basis for any firm forecast of the .specialty mix
ot osteopathic physicians, laryely because of data inadequacies, it
appears that the percentage of DO's in primary care fields could
increase from an estimated 60 percent currently to over 70 percent by
1990. Because of major increases jin the number of osteopathic school
graduates, the number of DU's in primary care fields is expected to
grov trom an estimated 9,000 in 1976 to more than 20,000 in 1990.
While these absolute numbers are small compared to the numbers of
MD's, the expansion of DO educational programs will increase the 1990
supp%y of physicians in primary care fields by about 10 percemt above
. the Ievels that would have occurred vithout this expansion. Since

DO's have a yreater tendency than MD's to locate in non-metropolitan
and rural areas, this could also have Leneficial effects on the
geoyraphic distribution ot primary care physicianse.

With the exception of medicine, specialization is not generally an
area of major concern in the health professions. 1In dentistry, only
,about one out of ten denitists is in a specialty practice and the trend
tovard specialization is not rapid. Although precise statistics are
unavailable, there appears to be no cause for immediate concern about
specialization among dent ists. Specialization is similarly not a
_major concern in optometry, phbarmacy, or podiatry. Hovever, distinct
specialties in large animal and companion animal practice exist in
veterinary medicine, and there is concern over the growing preference -
Of veterinarians for companion animal practice and the corresponding
decline of interest in farm animal practice.

Another feature of the health practitioner supply is the presence of
graduates of foreiyn schools. The principal concern over foreign
medical graduates is in medicine, where their numbers have more than
doubled over the last decade. (The role of foreign medical graduates
is. addressed in considerable detail in P.L. 9U4-484 and vill be
discussed more fully in the chaptér on Medicine of this report)e.

the numbers of FPNG's licensed to practice in the United States
increased shatply, growing to e point wvhere about one in five ND's
in the U.S. in 1975 vas a foreign medical .graduate (excluding
graduates of Canadxan sahools and U.S. citizens) and vhere nearly two

~

Pollowing the changes in immiga:tion regulations in the éarly 1960's,
t
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- out ‘df five newly licensed MD's added to the medical profession in
1974 Were graduates of foreign schools. As of January, 1977, hovever,

.. - thé*¢ntry of foreign medical graduates became much more restricted-
_+7.  under thg provisions of PL 94-484. The specific effects of this.

change are discussed more fully in the Medicine chapter of this

y

. report. 'The ®bverall ‘etfect could be to reduce the 1990 number of
> " active MD's in the 'Nation by about 64,000, or 9 percent below the
level that might otherwise have occurred. Because hospitals have been
e " the principal employer of FMG's, the effects of more restrictive FMG
' entry will be most pronounced in this sector. 1In 1973, 40 percent of -
‘all physicians employed in short-term, general hospitals. were FMG's, -
as were more than hglf of all physicians employed in State mental
hospitals. ' )/)9 : o S »
. . , _ Ry , - L
FAG'Ss also\?tptesent very high proportions of the supply of MD's in
some. States and the impact of reduced numbers of FMG's will be
' greateést in those.States. In 1973 the States with the greatest
percentage of FNMG's and the proportion of’ the number of rphysicians in
 those States who are FMG's are: New York (39.3 percent), New Jersey
"~ {34.9 percent), Illinois (33.3 percent), Rhode Island’(f3,2 percent) ,-
.. Delaware (32.5 percent), West Virginia (29.7 percent) and Ohio (27.5
4 perceant). Similarly, the impact of the new restrictions will be more
pronounced in some medical specialties than in others.. The medical
specialties with. the greatest proportion of FMG's in 1973 and their
proportions are as follows: Anesthesiology (34.9 percent FMG's), e
Pathology (33.9 percent), Psychiatry (2%4.6 percent), and Physical’
Medicine and Rehabiliation (37.5 percent). However, the extent to
= ‘which graduates of U.S. medical schools make up for the reduced entry
of foreiyn graduates in particular specialties will likely remain
unclear until data are available for one or two years under the new

\ conditions. ‘.

A

_Foreign ygraduates constitute very small percentages of most health
‘professions other than medicine: Although changes in licensure “
provisions appear to ‘be making greater allowance for the licensure of
. foreign graduates in these other professions, it i's not :likely that -
7. the numbers of foreign graduatesg vill become important in the near
K fut?te. . o B N : ,

Another teature of recent health proféssions educatiohal assistance
‘legislation has been an emphasis on' expanding opportunities for
minorities and women, or, in the. gase of nursing, for men. Generally,
there has been a yreater degree of success in fostering the entry of
wvomen into the health professions. 1In most health professional
schools, the increase in the proportion of women is significant (as
shovn in Table II-10). Total enrollments in health professions
. schools by racial/ethnic categories are shown in Table II-11.
Althouyn prtogress -has been made in expanding the entry of minorities
into health” professions schools, .increases in their rate of entry have
teen less impressive than in the. case of women, and .appear in some
protessions to have slowed in the past year or so. HMany special

L G
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L im 1ncreaszng mlnorlty enrollments has been among Blacks.

programs exist to foster entry of m;norlty persons into health -

- professions .schools, bat problems of prior preparation have frequently
. ‘hindered the continued progress of these programs. Among ‘minority
.- ~groups, the greatest improvement has occurred in the number of

‘American«Indian students enrolled. ‘Although the number of Blacks
increased nnmerlcally for 'a number of years, the greatest.dlfflculty

Based upon these recent changes in the enrollment of. m1nor1t1es and

. Women, some changes can be expected in the future- supply of these
"health practitioners. However, the changes will be gradual because of

the relatively small propgrtion these new graduates comprlse of the

‘total manpower supply. 1In térms of sex ‘composition, the greatest

change will likely occur in pharmacy, uhere women may constjtute 31

‘percent of the total active wdrk force‘in 1990, ‘assuming that recent

- rates of their work force participation do ‘not Cchange radically.’ N
- While precise estimates aie not possible for veterinarians, the- -

proportlon of women in the field is .expected to grow from a 1970 level
of about 5 percent L0 perhaps as’ much as 15 percent by 1990-. The
proportions of Uomen in- the other profe551ons are, exggcted to grow but

at lesser rates. . v . ‘ o . 2

The comp031t10n of health profe351ons school enrollnent has changed in’
other wvays. Based on preliminary estimates from a recently completed
study, it appears that the proportion of health professxon students
from higher income families has increased sharply 1n the past f?z

~ Years. (See Table 11-12) -'_ , L S

Other prelrmlnary estimates. from this. study 1nd1cate that the avera@e
total expenses for- educat ion (tuition, books,- etc.) have rlsen sharply
for students in- all health ‘professions schools. ‘Increases in average

- total personal etpenses apparently have : been more gradual._‘

These trends 1nd1cate that risang tnltlon costs and other factors may
be limltlng the opportun ies.for. many Americans to enter health
professional careers, vhlch .would be. cause for ser ious concern. Too,

"mlnorztles are generally not from hlgher income families,. dnd these

general-erfects may serve to further limit the success of programs to
increase minority entry into the health profess;ons. (More precise -

" estimates of the changes that have taken place in the characteristics

of " health pract1t1oner students and thELI f1nances u1ll be bresented

-in the: next report).

'gThe content of the educatxonal currlcula and method of teachlngs‘1n
‘health profe551ons schools have also undergone steady change in the

1970's, in part due to Federal and other programs designed to spur
suchginnovation. There has been-widespread introduction of clinical
traiﬂxng external to . the school, ‘community practice and. involvement

‘with public and preventive health, computer-assisted- learning and

'self-paced instruction. Particularly in schools of pharmacy,.

,optometry and-nentistry, there has been a much St?°“99r,emphg§is pit
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A the relatlon of the professxonal's 1mmediate concerns to the pati nt's
total health, and with greater interpr f essional involvement and '

‘prespon51b111ty. The greatest change hg¥ been in phatmacy vhere th
last decade bas seen a marked reversal in education emphasis from orne -
of drug product orientation to one .of patient orlentatxon. iIn both
medicine and dentistry, - there is a trend toward 1ncrea31ng'
coordination of training future pract1t1onets vith the other types of
health manpowqf u;th uhom they u;ll be workxng. :

a

: - -‘."

’ - L
. R ” « - » o \\
v T , - i -
o ' : .

.

.y
. -
- * .

Sk
’ . g . ‘ .r.
g (‘ N
. . i ' v .
| P
. N - o
| ) 11-20. {
. 43 ~




TZ—-IX

Tublo ll l. Iltllotod nunber-of pargons qnpllyod In occuputlons ulthln the

hpnit‘ flcldl o

L 1/ Estluntos In this table nuy dlffur sllghtly from other ujtlnotus shoun In this roport. .

"' 8/ Includes other manpower cntogorlos not l|stod beloy,

Sourcest Estinates of Hnllth Prnfusllonols trom 1965 through 1975. Buresy of Hool
Estimates of other heajth uorknrs 19‘5 to’ 1975. Derlvod frul NCHS, .Health: Rosourcq

1160 to 1975 volunes.:

e

Estlnntcs prlor to: 1165 dorlvod frol nneu PHS. Honlth n|npouor In: thu Unltud Stotns. Aprll

1

‘Qf .

' -

qo.

|

Hanpouar. Hangouer Analysis branch.
Stltlltlcs. PAS Pub, 1509. solectod

g5

' .

: '

S United ltutls. selected yoers 1940 through 191! i
7 deagtion \\h_\hjzr '>19~o 9 1v7r . e
‘ All h..lth Hifilrl-........g-.;(ymTM vy Ry 4 ‘% 1! 2X 1 il I )
| o T Wy A
nnclth Professlonels..vyiieriinnnenrnhs 000 400 15011,90¢ ) B2, 300 1,685,400° 1,555,000 _1,633,10(
.'by‘|3|.ﬂ' (M.0,* ').00!000..00.0111‘00 . '7‘0‘00 20,0000 4379300 ‘ }1':20& ,220000 5370000 "lﬁﬂoiﬂﬂ 3““‘0(
" Phyl|¢|lnl {D. 00 "...000.0.00--00-.-. . 101200 310,900 120200 o '2000“-‘ Izo!UO ) ,'3!'00 .:'3;‘00 L ‘ﬁg"(
‘D.ntl't'ltl..|0|l.nl.0ll000|00l00000l: 15,400 \7’ 200 "liloﬁ 1020200.‘v 103,400 '0703oq 109,400 ||li00t
Dp““"ll“.nuuuuuuuuuuuu h 10,500 . 14,800 - “0100 “0400 L 18,700 19,300 19,400 .9 50(
‘ {Phnrllclltl...........-............... I r02;600. 89,200 . 92;700 ‘ ‘|09o500“' 111.’00 116,600 F""!C“O“ ’22 50( ]
b Pod'.t'l't'lllllll‘lllli.lOlllillllill‘ "‘.000' : 6.400 - 1,000 - 7!'00 1,100 “1:100 1,100 1 00
Vottrlnlrllnl............-.-....-..... a0 - 14,700 49,500 25!’00” - 214100 8,200 1‘09 31,100
'llglltlrld PUPSRS e vvinavvaanivinnines 204,200 . 314,200 "2’1’00 750!000 .. 180,000 : 537h000 o ’0"000? 961,000+
oth'rih..'th ““'k.r' 2’.000000000.00..00 . ! 20 ¢
Aduinistration of health serviges..... © - 5,000 8600 \;.000 40500 48,400 - 48,200 48,200 - 49,000
Basic sciences In health flelds....... 1,000 15,000 3,000 51,2000 5L200 40,000 . 60,000 60,000 . °
- BMlowddical enginaeringssveusiiuiennnsy 5,000 - 6,000 8,000 10,8005 10,000  1¥,500 - 12,000 13,500
‘  Chlrﬂprlctﬂrl..............‘r......... ‘ H.000 - 13,000 15,000 |Eo000gf 16,500 5, 500 16,490 '70000‘ \
Clinicel laboretory saPvlces,yuvorees 20,000 . 30,000 68,000, 14K,000 " 150,500 062,800 \ 17,560 .182,000°
Danta) hyglonllts..................... . 4,000 7,000 . - 02,500 16,000 14,800 21,000 22,500 - 2,500
' D.nt.l llllltlntl...........o.-....... 30,000 55,200 '§2o500 92,500 . 114,000 < 116,000 - IIH;OUOI '200000
- Dental laboratory techniclansiuvveuss 18,000 21,000 25,000 3,000 - 31,200 32,000 32,000 32,000 !
Distetic and nutritional services..... -~ 18,000, 22.900 - 25,000 47,000 - 37,000 48,000 - 72,00 75,000
_ Food and ‘drug protective sorvlg’s....;,» 2,000 . 4,000 0/000 26,100 24,100 44,400 4%00 50,000
Hoalth edueatlones oo, 0 600 000 22500, 22,500 - ITO0 G0I00 22,900
Nedical WOOPIS. s pveinriviioinpinnnins™ .‘5000 ©. 8000 000 - '53.000‘ - 54,500 54,000 60,0000 ¢4 900 .
‘"I‘“'f.'yllllOIOIOOIIOOOOOOOOOIOOOID;O‘” a loOﬂO ‘ 7,000 ‘0000 l 5,300 \ 5 000_h . 4200 - "300 . 4640&
. Licensed practical nurse.siveuyerveres - 7400,000 s 1‘6.000 i 48, 000 400,000 ; "27 /000 . 459,000 © 468,000 . 477,000
L Nurslagﬁold/ordtrly lttlﬂdlﬂf..:...«f’.— 150, . 820,000 . 400,000 3690500" 887,000 935,500 970000 - 995,000
T OSSP I 11 S 1 1T PR ¥ 1T N TR T T 15 00 13,7000 13,700
Outlclanry..T.........................;‘ x.ooo C 5000 . 4,000 ||o000-\ 11,000 - ?ﬁ o 1L0000 12,500
Physical tharepy. vovvanivoinsnnnsunney .~ %000 600" 9,000 24I000,5 - 24,000 24. 00« Q600 2,100
v Payeholtgy iuiineiennien e 2,000 < 3,000 . 8,000 13,0000 '20,000 . 27,000 35,000 40,000
< Radlologle technolagyaeiviiiiaiiiieen, 20,000 30,800 70,000 87,000, 87,000 100,000 100,000 105,000
‘ I.’pf?ltof, thlrlpy....-.........-.... .- _1»000 .‘ 2,000 l'l““O’f 11,500 '||o500 18,500 ‘20oﬂ00 :
o S:crotn#ﬂl? office workees In ' : Co e T - oo
bl Hlaldodnaiiegnndi 0 Y0000 120,000 170,000 267,000 ' 207,000 287,000 287,000 290,000
' 'Sﬂgill Horl........o.........g.. " Cy 4,000" “0200./ 11,900 . ! 29.“001" {9.800 15,800 - 3g.600 . ‘00000 :
~ Specialized rahablilitetion services..\ /500 - 1,000 2,000 10,300 91,300 © 40,000 ' 11,800 12,300
. Speech pathology and sudiology.sssssas 800 1,600 7,000 19,000 . 22,000 26,500 - 27,000 27,500
Vocational rehablilitetion counseling.. - {000 2,000 13,400 - -9%,800 17,000 97, 060 . 18,000
Emergency medical technlcdan,ivuiviins -- e v ma T e 07,000 zao.ohn 200,000
Physicians assistant, veverenrianninns - - - == 500 1,000 2,000 - Wo%0
N S L . N : 1 .
Ao '

1]



] .'.I.’. ’ ‘..’ - ". ‘ ' t .' v. ‘- ] P ‘ . o \ .
. 0 1ahla IIfZ.W'Coppxratlve‘sonnarv of mnaqutn1 of qonqtnphir diqtr!hutlon for Aol o tnd
: _ o hdalth occupations: @artons yeacs 196-70 and 1972-74

;-;---;_-";;;;L-_Jsi-_-;-..-..-_-‘ .......... . - e e e e e -
N S ~ N it ti0L ludﬂz----__-_L_-- '
~ 7 1 Occapation s leanﬁ : Annhq 10 teqious lnnnq W Statas  Amang 171 one flmonq 609

areag 1/ ‘ SIA's 1/

V

Stk detnd b - e e e )""‘"' MeeSem s - m——- -“""-'*Pr'---'-"‘---?--ﬂ

- Poddatcistsy ' o \\7’2 | R | | |

Y Total......................-. !968/197ﬁ 26007 'Hid .1296/ 3225 . ,15527.0510 ‘ .MO)?/.HOJ&
. Dentists: _— ‘ ' ‘ o

. 'rom.......‘...L...........‘.. 197 RI3L) R 2012 o .2m

S N ATH W S N | , " .
Active nnn-tmlml........... . 1370/1971 L1294/, 1310 S ISR27.0600  1950/.1997 kznoa/.zm

. l- '8' . : : ! ’ - ‘ ’ ' . .

NCHivA, o oeieiiiiiiinniaaaeaas 196670972 ,1315/.122) -.m]/.wn .nsa/.t'.v\ < 2068/, 2000

“Optometrists: B - , . - B

' ACtiva.eueireniiinearian, 1950/1972. 1071/, 1009 AS5/7.007 16387.0495 1850/, 1730

L”lopcl '?' ’ - :

: Active..Q.............:;..... t967/l97l " .00187,0512 ,l&ﬁl/ my . .5}?2/.!137 . ‘32256/“885,
‘Pharmacists: - - o

A ¥R e T iieneese 196670918 L ORIS/. 0305 L9060 1 o 123/, 20
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tadle 11-2. Comparativa sunmary of ‘weasures of qnnqrapﬁlc disteiwntion for aelected

. ~ health ocrwpations: varjons yeacs 1966-70 and 1172-74 '
b W ‘ C feonty B
DR 11 11 00 {1 [ S
P - ' . Anong 4i0 Type T Amonq 185 Type 1I
Occupation &, Year Amonq 3,071 counties non-metropolitan  non-mettopolitan
e “ connties )/ countirs 4/
Podiatrists: ' ‘ | S e > :
Totalisscsowessossennssnccces 1968/1974 L LN5707.0598 0 2 3566/, 3452 .J785/.387)
Dentista: o Lo vt
N PN T} PP & LU o 1 2990 UL e 6 279) ‘ 2158
~ N.D.'s: - - ; | - J o e
* Active non-federal.ccieeesess 197071973 i 5 +35007,3608 . 2069/.2967 . +J069/. 1068
8 A ‘ - Ly ’ ' :
ACHE¥y eervernsnnscansvaseess 196671972 ‘ 2196/, 2004 . 1802/. 2054 J2UN5/.2302
Optometrists: . L ‘ :
- Actlvn....ﬁ.............-..rj\\'1968/1972w o 25032, 2007 J2135/,1997 . .20415/.220%
L.P.N. 1 ' Co Lo . » S :
B W UUUUURUPIORI I 172 1| RN - .2090/,2590 JM697.2108 T (261972352
Pharmadists: / SR e T T
1966 /1974 «21237.1196 . 1864/.1632 ".l?]Z/.iﬁOZvé_

A.cti"n..'ll_..'..ql...l...l.‘t‘..
4 .

/
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1/ Oftica of Businass, tconomics (OBE), napartment. of Commerce,

2/ State Bconomic Area (SPA). :

1/ Counties vith 1h,000-99,999 ‘resident popul&)lnn. ‘ B . v
. 87 Countins with 9,999 or less resident population. ; ' - '

'I.

h"‘ . N

ﬁﬁnrcns: N.D. Physicians--Current 1973 active non-fedaral (total non-fedaral lass lnactive M.D.'s

~ a8 well as 1970 A.D.'s vege obtainad. (rom pistribution of Physicians in the Mnited: States®, Conter for Heal th

- $acvicas Pegearch and.Davalopeent, published hy the ‘Amacican medical Association-in 3973 anl 1970
_cespectivaly, Dentistg--The 1974 active

Cid
R
ey

ek

_Manpower 0.S. 1966," 0.S. DHRN, PNS, Natiomal Center {or lienlth Statisties, Secien W, Numbor 2, Angast
1969, Poijatristgz-Pata on the nuaber of 1970 and 196R total podiatris

* pharmacints are from a sutvey conducted by the National Associa’ion of Roards of Pharmacy, .in cooperation

!

: antists vere obtained from the Dental PegiSter, The pivision of
pentistry, Rurean of Iiealth fanpownr. Optometpists--Data on the -numbet of actdve optometrists for 1972 are
from the 1972-73 Tnventory of Optonetrists conducted by the American Optometric Association under contract =
vith the Aurean of Health manpowet, Data on the numher of 1960 active optdmtrists are from the 196A Vision
and Eye Care Nanpover Survey.of Optometrists, National Center for Uealth Statistics. LyP.N,'5:-PAta on the
namher of 1974 and 1967 active l}cnnsng'practlcal nupses are from the 1974 and 1967 American ‘burses Assoct-
ation Tuventory of Licensel Practical Wrsad respectively, Pharmycists--Fata on the finmhar of 1978 active
pharmaciats are from the 1473-78 Inventory of phatmacists, condicted by the American Association of

Colleges of Phatmacy under contract with FAR Buraan of fealth Manpover. Data on the numbar of 19R6 active

with the Natlonal Centar for jlealth Stapisties. State dati on phatmacy {s avallahle in *Pharmacy

....... ats from the unpublished State
leensing Lists provided by the American Podiatry Assoclation, In aoope ation with the National Cente

/ o '," ” S Y
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Table I1-2. Comparative summary of moasnres of grogtaphic distcibution Fbr selectod
' o heéalth occupations: varidns years 1966-70 and 1972-14 : ‘
| ' ' ' . {cont) o , . : Sy
for Hlealth Statistics. R.N.'s--Data on the number, of 1972 and 1966 active [oqisterad nurses ace from the
1972 and 1966 Tnventocies of Reglstersd Nurses conducted by the American Murses Assoctation. Population--
Data un the total number of 1970 U.5.. tesident population ave from the "1970 Cenaus of Population, Numher
of Inhabitants® Volume I, U.S, Department of Commerce, Dataon the total mumber of 0.5. resident popu-
lation fot years between 1960 and 1970 aca decived hy Interpolation betveen deconnial. popilations. pata
on. the .total 'numher of ns! tesidant population for 1972 are from the 0.S. Census Current .Population
Report,” 1972. Data on the total number.of 1.S. resident population for 1973 and 1974 are from the
"Estimates of the Popilation {by State) Counties and Metcopotitan Areas,” Federal-State Cooperative
Program for Population Pstimates, Dureaw of Census, Series p-26, Jaly 1, 1973 and 1974 cespactively;
Purther documentation for the above health occupations can be obtained from "Nser Documentation for -the
Manpover Analyels Branch,Atrea Rasource File®, Manpawar Analysis Branch, pffice of Proaram pevelopment, .
Butrau of Health Manpower, November 1976, ' , BT - '
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~ Tadle 113, Vunher of crilic t hoallh manpouer-hartage areaq dflionnlod for nurnnsss of '
.- : Nannnal Neatth Sepvice Corps placements under . *ec!lon 929101 of the o,
‘ Pus Icl as of &rr!enber M
/

-

iync of ériiifllghrnllh
sanpover shortane

Nuuber of dﬁulpnuted |opulu!!nn ln
hﬁilanr areas.  sharfage areas

Pl

ﬁun‘ér‘o! practitioners
to elininate shortage
fremove from List)

-ﬂﬁlh!iji aractitioners

needed to achieve

Qnrnel‘rntln‘l'

Yeoieat Movesesesnsarees 1) 1 ’f ' ]ﬁgmd!’l‘ L\‘ 2022 4l
. , SR - ‘ ‘ AN o C
Countirsgannnnnnsgsance iy 1 952700711 , 11,007 12001
SU*ftoun'y:lftngodoyo:o 2 LA R NI T 1ee1% o 2eMY)
, S A B o
" pental evorsonnssssenes N il [N lZo"ﬂﬂM . iy 1L 94818 S
. ! ltﬂﬁﬂ“"oonunu'o:nc h“" | '"'"3!"3, i~ “ LFL)) \ (2:218)
Suh-coun'y_ar'as....... l}lv!. { 2.rx9.1r1) U 276) reem
. - { ] "“ . : » ‘ T'

JI Using 'he basfe trltcrion fhnt rore than SeE00 perenns uer daniizl lndientc; shortnac.

A0 2000071 for medieall 24500%) for dental,
3/ Ugine the pasie criterion that wore {than 44990 n'rsona per nr!uarv care physieian |ndicatps thortanes

. Pr!-ar? care phyricians here Inctudes those matfent care nhysiciang nthve in oonnrnl nr faily pfact!ceo internal . B
< wedicihe, pﬁdlalriclc and obq'e!r’tslnynetoloov.) : | . ; {:::‘//
. ' } C ' ‘ I . ’
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Table 11-4, Number of shortnae arens desinnntrd for loan
‘rcpnyncn! ‘purposcs by discinlinr and runbcr of practitoners short 1/

Di;cinliné . . Number of “ MWumher of
L shortnor arens prwclltionﬁrs short

. t . . ' .
1
3

thsicianq cM n./n.o ) “q" 20187 N Bl )
_'”I' MTNIE 1'501’ </ o - T '
Dent ists Zlo A/ (133400 1463y AR E l,‘,5§"53
'nnt.onetr!stsll.nzl'novo)i Come C 1o
'F&djatrlsig A122540000 - -loiaj  “.‘ | ;\ ‘  2.1$n  f
vrﬁn}incjs!s\ﬁlzt.soov o 90§ | - | e .
.I.Vct'er"l.nnri'ans 121500001 e o
B L ——— teme
1 As oi Sentember 30, 1171 e ‘  . j' . :
- In addltion lo these arrﬁso all Indtan Healih\snrvlre ,” |

‘sitrs oxcrpt for Albuquerq00 and Phoenlx are also des!pnatcd.,

3 Aoproxiantoly 200 medical areas desianaled under erction
J291h) do.not appear in these totals but ate also elinihl' N -
'rrvirr areas 1nr Loan Pepayment. nppl1canls.., ® : L \j\\;zﬁ
T Aﬁnroxiqﬁtcly At dental areas dﬂqinnnlcd under seclion 32°(b) do
nol apperar 4n these totnls but are also rliniblc tervico nrrns for"
loan Fepayment applicants, | . | ‘
, i ‘ Ve
5/ In apnlyinu this rnli§. atl nct!ve nnt!onl care nbysicinns are .
'rOUnlrd.

ull Toxt Provided by Enic [

EKC R NI F |
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Tablp 11- 5 | aplectéd data on Natlonal uvalth %nrvice C;zpé
“activities: 1971-1975:

__--__,f_--.‘..{-......*....._..---..._...._..-..‘..-_.._......_..___ ‘—I-T .-‘ ------ = s o
Activities L my/n o 7/1/72 151/73 2/1/70 7/1/7%
: ' N R M o
total areas designatéd..... e oo 193 6B ¢ 1,128
nedical onl,ooooooooolo.o!o 13 86 “"8 “75 ’ 769
Sites épbroiﬁd;.....a...\.. 200 1w 240 323 465 -
] Sites ‘%faffpd..............' 16 2 9“ . "83 \ . 193 ." 272 ! .
. nedical only............. IR B 86 158 161 230
“Pleld_strangthe - ieceeeeees 20 1817 " 330 405 551
| '(Physlctans)............. 13 150 . 238 242 - 320
,__-__-__---__ e e e e e -‘-___‘____--_;__--_-____-_-*_. "

‘s Dasi nated prior to 1ssuance of' shortage crlterla, by actual (:j
placomenx of pelsonnel. . , ~

Source: Natival HealtHs
//’health Servlces, fiealkh SEtVices M

pNLice Corpq, Burpau of Commnnxty
“-H*ptration. . -
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- Table [1-6. Wumber of s¥ates having /selected llcqnsq:§ ! ‘ -
‘_ o . 1978
;_ -;!-_ o e Y A TS .
typh of’ I-llrl ‘ !'clprocltylondornolrmO Conql-nrs on IConolunlnq ndurntlon rull or partial acc-p(pnca
~ professional . provistens - Statn board roqnlran-uo of a written *
L . | UL : Lot - - .eatiomal erasimation .
M,fnplctu u.l.;....f; BT VAN ’ ? - » / -
Igntlst......?...... LI | s £ 0w
optometcisticerncees . W e e e
fPlarnarlsl.;........ ol :.IQ S | B S} | - "
mmrm.....*....\ { 3 RC R | R o N 1o
‘!eloxinarlun........ w - 12, W ' ‘50‘ T

S W = D e W P S - - = - - - - -

»

l/ llnvnn ‘Jarisidictions lnposc a ptactlcn rnqulrn-ont uhlcb must bo met befoce r'clplnrlty or
-endorseacnt is qrantad,

2 towr statps {mpose A pntﬁ‘ice rnqnipen-nt lhlcb nuwt he met hnfnrn llr»nqn Is annt-d - ;,
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 Table 11-0.

“ mommn | : ““‘-tsnwix_,

-.-le!lslns---

: P Test

’ "so..'...l.lI...I.....'...I.I'.'

: '960'."'l..'Q..'.I'.'..I.........

» "10‘..."I....q.l.l.....lﬂI..(...

"15..'.....'..."I"'....‘..II‘.

1980 (Profmcted) eciecicectannces

‘”0 u‘to'.c"‘,-4--.---------0-{‘ N

0.0,

Mharmacy

£ )
leml ull projoeml nubon of health ptohsnlom achnols and: qudum for "»}( »
selected yssrs from 1900 to 1999, by tnﬁ of practitioner ' ,

- -..-....---............-.,.-..‘...‘..-.......-’.’.--......-. ...
g

: . 1 |k

' o ' nﬁt indry

Fodiat v

]

.D. Dentistry Optometry
. . e r]_no
““—-"--f-6----------*-““?-»--'— ---------------- —.u-‘--.n‘--:—--.-‘——.-r—-—-.-’ﬂl--
. Wumber of schools '
, -.--l--lur. ----- ----f—an o . - ———:- - - 1"‘-

&)

86

10)

' lM"
-{" i
n

-t e - ’

Y B - 10
L)) \ 10
Sy 1"
9 12
60 1]

0 ' .0

1
n
1}

" 12
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1

o f !‘9
n
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| lﬁtdﬂnt , s ‘
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. ‘v’sol‘..'.‘.IA.II....‘..'.......I.:\

“’60.".'I.I.I.'h...l.....'.lll..
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'915'.‘....I.I...I.I....Q..'.IQ..

l ".o ‘Pro’“t'd,...I....I..'....'

"’o "to‘qct",....i ’..OI'...'I.
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8, 367,
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1,009
(N TY)

T g,0M 9"
1,29 08
3,709 ns,

CNN - 806
5,150 994
5,400 1,067

T

J, W
ALl

s ana',
7,458 ¢
1,;59 -

%
m
251,
182

81,

'

1,168
WMo
1,000

- 2,58

-y _-*-’- L] C L L2 T -
o, . -
! ’
. ' ’ g
° '
o
) /
°
‘ a 3
. ', . B,
. ' ) . Y
- T oo
. , \
. .. ' b 5
. - \ ,'l.,
\ ' . .
24 .
K Y. ]
" & T
] \ v
' . k ] []
. ' ;.
. 4 : o
. , L} v Y
. . ! . g - .A E e



e

.0 -
- ‘W ' C L . . '
. Table 1i=A,* Aetual and miuhd nusbers of active health practiliomers and ratlos ner 1000000
~ poputatton for selecied years fron_tAn0 to 19900 by type of practitioner

- - RN 11317 T

| CTolal Wby Ny ‘ Y
Year “and D0y UWE 1) FMG Osteopathie Dentlats Optometrists rharancists

2 "ntrhh Vetérinn‘rhm‘

1

. Nusber of uétlve'n'rnc_lmoner{ |

-
k)

RN O L L L LI T T 120600 61000 TR
(0000 200 100 0200 60l TR

196heconsaranrsssre 29800 21K 300 V14000 ¥ 120200 90e100 - 164100 9,000 - T - 190900
1000 1094600 hitd 250900

L 1Meseseenniees W30 2560 S0 Anter 10200 |
l'*’oollouoocooocoo 31“0‘0. ' 2“5!!00 760200 ‘Qlln' . ll2|l00 ' ‘9'90' ‘220500 7!300 310'00 R
Co 0 " 700 LI

“"uuuunuul 18,000
19%0 cressnonrendone 219,900 209,000 NA

190 (prejected)ins MAe0 308 M0 1h 1260200 224000
1990 (peofecteddonn 5%,0‘ 4120400 924100 29,M00 154,500 264700 1050400~ 120500 L TLIT I
y " . = - , _
N pract it foners per 1000000 pgoulation v :
W , : . "
0 ‘ . e ) ‘ . e B Y .
190evsrnensresonne  JA24Y (M) A T 1Y 5142 19 N Y73 I 49 ‘ 64
S L Ty Lia A 134, - i LHY) 9.1 . 5046 o S 1Y |
]'“uo“otunuuo LMY TLIS 2 115 WO 11 8.9 .0 L O I W 16
‘9"_uuuuuuou 1574 l”oﬂ P YT IR %9 -“09‘ L 9.4 ‘-—-53.5 C 148, 12:6
1979 0qs 00000000090 ing J“o' 1)) ] ‘.5205 e 903‘ 5744 ' 30'\ 146
{100 torefectedha, 1900 \\\~i;§::"' Wi oM 5640 9,9 PRI K U [T
1998 lprojected)ons FL1TL AN g 1.5 e 530%’ R | 1Y P K S 1Y 228
1) Udhe aedital araduate lotal dheludes araduates of Conadfan schoolss o .
H Assuses enduting activity rafes despite increased pespartions of vesen pha‘umm see: the Mharmacy Section for -
further dfscussion, ’ " o ‘ , ‘ "\ , =
L 31 1963 Hgures o | e T
- M S Pureau of the census//Curremt Populal fon Feportis Serles P28¢ Mo 1000-Sertes 11 estingtes and profections of
total poputetions .~ L L T . - ‘
I i B t , : [
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Teble 11-9.

'

Altornntlvc foracasts of the dlstrlbutlon of H D.'s
by apoclllty in 1980 ond 1'90

B4 : ‘ 3
.

. \Constant GNE 1/ " Trand GHE 1/
, Actusl __forecest , . forecait
Cotagory 1974 7 - R
: 1980 ° 19!%1 ' 1980 1990
' ' - Numbars
. T _ — . |
| All sctive M.Di'Bacscienaes - 349,000 626,400 . 564,200 426,400 564,200
H.D.'s in primery core flalds 2/. - 'slp‘bo 160,800 210,800 166,700 T“ZSOAOOO'
Other medical 'r.cl.ll.t.ooooooo.o 18,500 2‘0“0 B ‘00300 24,500 "+ 34,000
Swglc.l ’p.C|.l..t’oooooo"ooooooo 98,700 116,900 150,400 - 113,800 - 134,800
Othcr spoclollst!.................. 98,200 122,700 . 163,600 119,300 . Aj}4.500 :
Rete per 100,000 population 3/ -
r ALl ackive X RURTRPNTE 70 S TTI ST+ (18 SR [ TN FIRE
NO.'s In primasy core #1dlds 2/ - 630 2486 76,0 1051
Other nedical specialists..ooiaee 8.8 1.7 16.6 M 1 14.0
SWNGII ’”c'.ll’t'ooooooo'ooooo ) ., “-‘ ' 52.6 . 61.8 - ) 51.3 55.4
Other. ’p.C..l‘l‘t|oooooooooo,ooooo : . 46.4 5\5.2 . “nl o oL 53.8 : - ‘ 9.4
° P ' \ T E . /
. 1/ Graduate medicel cducotlon. ‘ . ' ‘ DA

-2/ Includes gensral end femily practice.. Intornal medicine, and podintrlcs.
3/ u.s. lurclu of the COHIUI' Currant Population Reports, Serles P-25, No. 704, Serlas 11,

NOTE? _SUbtptlls mey not add to totols,duo to Independent roundlng.
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mlnlll-lo. vlmjvnur,nnmllmu In health profassions schools, VNS08 bhrouqh 61
Meadenlc _bedlcloe. . . Beotster. ..getemetcr . Dhamasy.. ..Redlatpy._ o deteriuary sndiciee
yoar Rumher Pecont Numbac Percent l.uﬂ Peccont Number Pofconl Namhar Poreent  Nuwhor Percent

g:10: . T o - | |

Chotaliben BGHLI000. 505 0000 bt amallable. 9,200, 100,0. . 650.. .100.0. ___1,R3hc..100,0
' H'nuouoootoonn [T ",155 ‘. 7$11|\ s,”‘ M.s " | h,l" &l 6005 g 500 . 92.] . l',?.'lﬂ ﬁ’.ﬂ

'w'llﬂili!lllilll‘| ’ ".s. 2.!1" .oz 'J.$ " ' ].2 ’ -‘905 r’o 7.1 r'l"’ lztl ‘
naw | ] S
Totaleceesn 15005 0000 5260 1000 105D __000.0 020 1000 6M3.__ NOQD.......L20R 1000

ecvaienennee L600 T62 5,0 810 %07 RS Sb01 e) 60 90 1M T4
LLUIIRRNNEE L LS U A I X1V X
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- apin ittt TO?AI,O?FOIIIOn!l in salnctan health professions achooln -in the o,

. , Unfted States, by racial/ethnic catagory
‘. . .
\ e eeeeeeaem ~--Baclal/ethole catagory 3/ ___________
Profession and . Total Total  Black American Spanish Mainland Nriental White
academic year ‘ ' minority Indian  surname Puerto Rcan
S . D o v o AR e e - ;—-ﬂo-——--—-——-ia-+ ---------------- o n-‘—-—-—‘ --------- s e e ot o o o o e
’ Numher of studentn
. ) , 3
------------------------ ’n---”-—-p---onn-mm--.u-.-----lh——-ﬂ--—---- - mm R E WD ek e A W
. ‘ | Ny
Nedlcine (1976-77) ceevuvvenee . 57,765 6,119 2/ 1,511 106 9uY Y 2)2 17T 81,446
Osteopathlic medlcine (1975-76). 3,821 1204/ S6° [ 22 5/ 1 24 3, I
Dentistey (1976-77).vvveveccnss 20,790 2,099 6/ - 955 64 26) 5/ n . 611 18,691
Optometcy (1975<76)csceeneneeee 3,008 ° 309 LB ) 8 55 NA 166 3,579 4/
j‘ Pharmacy (1976-77) 7/¢ccveeses. 21,868 2,0R09 8/ 9)8 . v %) ' NA 726 21,016 %
4 POMQHV “9.7%‘16,----0.-0.-{-- 2.00‘ '25 58 ' ] o "‘ '“ a" ‘,9‘\0
Yaterinacy medicine (197)-74).. §,51% 1) 105 1. 20 “NA o 5 My
: »
' Peccent ‘
. ‘ -----
Redleines. ciiiiiengieneae. 1000 10,9 61 0. 1.6 0.4 2.0 89.1
Osteopathic medicine..ooveene,, 1000 3.5 1.6 0.4 0.6 S 74 0.7 96.5
Dantistry.cciieineniccveceneees  100.0  10.1 N6 0.) .} N " 2.9 89.9
.OP'MQtrI'll.l!..l.ll..ll’l..l.l ' ‘onlo 7.9 2.‘ ol' 'Qu " ‘.J qz.‘
Pblrnacv...........;....:......‘ 100.0 8.9 8.0 0.2 1.5 1] 1.1 9.1
POLAtTY ereritiecesevencnanens  100.0 6.0 " 2.8 0.1 0.9 (] 2.2 94.0
VYetorinacy medicine...oovveeee.  100.0 2.6 1.9 0.1 0.4 1% 0.2 97.4

- - - - - - M Sy e T A e T S ) T g S, e S vy S e e - - A - T gt g v g

1/ 8lnority stedents include Amecicans for only medicine, osteopathic medicine, and pharmacy; all
foroign students are included with #hite students.. Por other professions, fateign minocity students ace
. Included in €lqures for minorities. o ‘ . '
“ - 2 Incledes 262 stadents (rom othec minocity. groups, not shown separately.
¥/ Includes #sxican Mmericans and Ciban Ameticans only.
4/ Includes 3 studants of wnsprcified mlaocity, not shown sepacataly,
9/ Includes Nezican Awecicans only., - ‘
w | Incledes 191 stedents from other minority qroups, not shovn sepacately. S
"'ﬁﬁi‘ 1/ Excludes 2.schools which did mot pravide {nformation on. caclal zethnic catagory. Tucludes -
toliments {n last ) years ondy. C ' ' _ " -
87 “Includes 36 students of anspecifiad minocity, not shown gepatately, ’ L : ,
9 Includes A28 toceign stadents, : ‘ ' v

€E-11

Sonrces: Dataqram. . Aedical Student Enrotlment 1976-71. Jdournal of Nedical Edqéarlnn‘ﬁz: 1h8- 166,
Pebruacy 1977, ) . o L : ‘ : Ve ’
‘mpublished data feom the American Assaciation of Colleqes of Osteopathic Medicine,
. - Awrlcan Dental Association, Council on Dental Rducation. - Annwal Ropart 1976-77,
v, - .Mental Elucation Supplement, Ninority Report. Chicago, The Association, 1977, =
, Racollment Rpor® on Professional proacams in Pharmacy, ¥all 1976, Amorican Assoclation of oM
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., 33le WANPOUER REQUIRENENTS AND THE DELIVERY OF CABE

!

Central to an understanding of future health manpover requirements is
an ‘avareness of the unique mature of the health care industry and the
impact of that uniqueness of health manpover requirements estimation.
'In the labor market of most infdustries, the process of adjustment
betveen shortages and surpluses is generally self-corcecting, and
seldom requires or attracts much public conce e Manpover shortages
yenerally lead to higher incomes in the sho age occupations, the
en&ry of greater numbers of perSons into the field, and the
substitution ot capital equipment and other manpover types for the
type in shortage. InZthe case' of labor surplus, incomeg drop; L
individuals seek otﬂe“types of training and employment or leave the
labor torce; and the number of entrants into the occupation declines
sharply as the occupation becomes much.less attractive.  While these
adjustments can cause dislocation and individual hardship, in the case
‘OI.yoxﬁ‘labor shortage and labor surplus, the public involvement is

-~ generally negligible. - s
In theory, similar processes could serve to correct a.
supply/requirementg imbalance of health practitioners, even with the- \?

krospect of the wvajte of much costly education. However, great
concern has been expressed about the desirability or even possibility
of such self-adjustment occurring in the health field, particularly
.with respect to physician supply.

The two major hypotheses regarding physician supply and demand are:
1) that physicians are in a position to generate demand for their own
services, so that vhen a potential excess of physicians indicates
. lower demands for care they could and would induce additional demands
.to the point that their incomes would not fall; and 2) that physicians
do not compete in terms of ‘price but rather set prices to the extent
+ that lower demand per physician leads to-higher-costs and no . -
significant lovering of physician incomes. The implication of both
. these arguments is that the market forces that operate to a-large
~extent in other industries would not control ‘either the guantity or
the cost of physicians' services and, as a result, the total national
expenditures for health care could rise indefinitely, with an - i
increasing proportion of the gross national product being conseguently
devoted perbaps to either unnecessary or unnecessarily expensive

hgalth Care.

. ,A . > /7 - -
The loyic underlying these hypotheses abéut physician-generated demand
rests on three generally accepted observations. First, physicians
appear to build satisfactégy practices relatively quickly even when
‘they locate in apparently vell supplied areas. - Second, utilization-of
physician services is greater in areas vell supplied with physicians,
a fact that may be partly-explained by factors such as consumer \income
and edycgtion, as vell as physician av§ilability. Third, the

. , 11-1
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"utilization of certain types of optional surgery, often thought to be

of physicians and partly to the higher incomes and nore extensive
insur e coveragye of the population. A fourth observation, of less
direclllationship to the question of physician generated demand, is
natioms with a lesser supply of physicians have lower

ot marginal utility, appears . to RE partly related to the availability

leyels ntant and general mortality and also appear to have

ry physician care. ] . . o n

The immediate relevance .of this discussion-to the current and future

' status of the health professions, especially in the area of cost

containment, relates to the critical question of whether the existence

and extent of physician induced demand and physician control of prices

are soypervasive in health care delivery that serious adverse. effects
}th care costs are resulting or likely to result. Since neither

‘. " the existence nor the extent of physician control over demand and

prices .is clear _at present, the difficult questions related to this

" subject must be left for later review and for future reports. o

For types of health practitioners other than physicians, there appears
to .be much less concern about the capability of the market to correct
for oversupply. In the case of dentists, consumers appear to be more
sensitive to cost, and dentistry has had only limited cost increases

in the past. An additional ideration is the lowver rate of .
ifcrease in the Nation's de supply, which, for many years, barely
kept up with the population th. Puture supply increases are

expected to be comparatively moderate, and the extensive unmet dental
care needs of the population, which can be expected to lead to- :
increased demand with the prevalence of higher consumer incomes and

increased denkal insurance benefits, also is a consideration. Both

prharmacists asd veterinarians appeat to have relatively competitive

‘markets for services, vhich can be expected to constrain adverse cost

eftects from oversupply. The lower incomes of pharmacists compared to
most other practitioners could be a result of -a more adequate supply
and the effects of market forces, as well as the salaried nature of
most pharmacy_jobs. Optometrists and podiatrists to a certain extent
are in a-competitive situation with. physicians, and market forces and
the projected growth in the physician supply may also serve as
effective constraints upon adverse cost or utilization effects among
thése professignals. However, much more research is needed before
these issues can be addressed vith any deyree of confidence.

< . . ~
problems jn Estimatiny Manpower Regquirements

Any assessment of the status of health professionals must involve more
than the examination of easily understood trends and the collection of
descriptive data. Bather, assessment must involve the evaluation of
intricate interrelationships based upon highly technical, and of ten
conflicting, analytical fipdings. Only in recent Yyears have the
difficulties of analysis and the dangers of misjudgment become clear,
and only in the past few Years havg researchers turned to intensive

R I
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examination of the nealth care system and its manpower. The limits of
present understanding are novhere more apparent than in.the estimation
of future requirements for health practitioners and the evaluation of
these reguirenments against forecasts of future supp1;£ ' )
Ideally, bhealth manpower analysis should not consider prakctitioner
requirements or the concepts df "shortage® or "surplus® based on a
static system vith only orie possible outcome. These concepts imply
that there is only one future manpower situation that is clearly
desirable and that there are no policy trade-offs betwveen one manpo wer
future and another. However, not only is there mo single, predictable
future health care systiem, but also one manpover configuration that '
can staff “aAny sought-for health care system« 1In reality, there are
many possible future Lealth care systems and many di fferent manpover
paths to attain them. o '

The developmgnt of manpover requirements forecasts requires
assumptions“dbout factors, such as changes in the characterist ics of
the population, the amount and type of services demanded, the payment
mechanism for services, insurance coverage, care delivery, ang .
practitioner productivity. In addition, a cbang¢ in only one of these
factors can cause changes in others. To be useffl, a practitioner

requirements forecast must: 1) identify in a clear and underatandabi@jﬁj

manner the assymptions made and the degree of confidence that can be"
placed in these assumptions; 2) address the change that .has occurred
and will occur in'the health care system; 3) express the uncertainty
that is inherent in practitioner requirements forecasting; and &) .

. rTecognize, insofar as possible, that health manpover does not exist in

isolation, but rather interacts with other aspects of: health care. -

One further feature neaded to make most requirements pro jections _
useful 'is that they address future probability. A forecast which sets

future requirements of the population's need for care without

consideration of whether services can actually be provided to meet the
need is incomplete. Today, there are Components of the population
with-unmet care needs that cannot obtain care for reasons other than
the availability of health practitioners. Without the removal of
these other impediments (such as education, money, transportation,
etc.) to obtaining care, no number of practitioners would meet these
care needs. Similarly, future care needs are relevant only to the
extent that they can be translated into active demands for care, which

. then can be met by the presence of health practitioners.

. : : ' 1
Thus, estimates of future care needs which do not permit coanversion

" into "demand™ have a more limited usefulness and can indicate mainly

the upper limit of what care might be demanded if all other conditions
vere ideal and perbaps provide an ideal standard against which to

. msasure progress towvard the goal of providing needed carae to all

Americans. 4
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Although the above considerations are crucial in developing meaningful
and understandable requirements forecasts, they also tend to restrict
choices as to forecasting methods.’ MNo current method is entirely’
satisfactory and even the best approaches rely on broad assumptions
and rough approximations. ;
ARpsoaches to Estimatidg tealth Hanpover Requirepepnts . ‘ R
There are three general approaches to health practitianer requirements
forecasting that have been most wvidely used. 1/ The most prevalent .
type has been the practitioner-to-population ratig estimate.and -
.related models. In its simplest forms, this approach takes some '
shnpowér to population ratio as its future standard and ‘implicitly
assumes that future conditions will sufficiently rcesemble those of the
‘ratio standard so as to make the forecast accurate. Thus, use of an
existing national, State or other sub-national ratio as a standard .
implies that future conditions vill resemble those of the-area
standard selected, usually one with a “good” ratio. Use of an HNO o

ratio implies that the ‘Nation'@§l health care system eit her-currently’ .
resembles. thé HAO m0dél or will do so in the future year. Given the wE
expectations of future change, both assumptions'seem inappropriate. - .
These approaches have the futther drawbacks of not reflecting any B
uncertainty as to the future“and faillng to recognize that factors ﬁ‘-aag

other than mappover and population enter into requirements.

{ . ’ P . . .
Utilization models are closely rolatpzﬂto practitioner-to-population
ratio standards. The difference is that utilisation models .
disaggregate the population into many groups  relevant to provision
care, and forecast the population, utilizatioh, and.requirements f°“w-'
each group. In effect, such models forecast population ’ f' .
.components--age, Sex, income--and maintain present practitioner R L
population ratios for each componment. While this permits the . . ¢ " - °
pepulation's composition to vary, the implicit assunption is that- ; 7.
present conditions will continue with no allovance for changes in_thN.f

¥ &

. population's care demand or practitioners': productivity consideréd. A

variant of this approach involves the substitution of professional
judgment as to health care needs tor the utilization rates for the - o
different populativn components. Im this approach it is assumed that.

future conditions vill permit tbe provision of all needed services. =

The approach also bhas%the drawback that professional judgment seldom
clearly indicates all of the assumptions made so that persons other
than the developers of the estimates can fully understand, evaluate,
and accept these assumptions. T, T . ‘

. . ¢

1/ Por a more extensive discussion, see: Review of-ﬁeilth-qanponer
Population Requirements Standards: ‘Bureau .of Health -Manpover/HRA,
1976: . DHEW Publication No. (HRA) 77-22. : $ .
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. Unfortunately, ther 'isfa'bqsichpnceptualﬂprobleﬁ vhich‘tqus to

.5

based upon.the. projecti n,of important trends in the past which have *
“affected heéalth care'de§H£d5~qnd;Qhegp:odnc;iiitgof.ppactitioners.

-fjnegate“this~appxoa¢h¢¢aTypisélliapaést?giiliﬁation-is-nsed,ésfa proxy
. for past pn&ctitione:3output,ﬁsih¢e;no;b,'eﬁ‘estiaaleuofgthe;supplyﬂof::2

services can be detftéd“vithbut'cqmplex eguilibrating models. Because

““past,utilization_represents_tha adjustment $f actual demand and supply

' ‘validity of the method.  -Utilization cannot be
demand and-supply. 1/ Unfortunately, many heal:

to each other in the market context, vhen Mbth of these proxies are
ubed together, the result is essentially a projection bf the past .

‘tremnd in the practitioner to population ratio, thereby weakening the .
sed as a proxy. for

- manpower stuflilias

¢

e

. unintentionally contain’ this error. _ o - ;-1

The{tﬁit@ﬂtype,of approéch:to forecasting,phaétitibne: reguiteménisfﬁ'.“
- consists of mathematically complex “eguilibrating®™ models -of " the

health care system which atteipt to explain hov the many forces
fecting supply and demand for care came into balance or equilibrium,

* . #hile this approach is' theoretically far superior to other approaches,

in actuality the information and theoretiﬁhl understanding required by
sgni;ihrating.mode15'gen§5a1 Yy far surpass present capabilities of
gquantification and conceptuallization. For.the most part, the

performance of equilibrating models has been unsatisfactory and the

. .

" results unudable except to the extent that they contribute toward

.

. from these factors and. the- future populifign.(popyiis:*

better equilibrating models in the future. , =~ . = c
-. . - |. l L v ‘ B % ‘.
In summary,  then, the present status of efforts to forecast health
practitioner requirements is that no gppfoachgis entirely Y ,

- satisfactory. HReverthgless, the forecasts presented in this report

~can provide some preliminary insights into the future status of health

~professionals: ' In the meantime, work is proceeding on the development

. of improved and refined models; these will be discussed in more detail
g.in<£utute-tep05;s. e . : - R :

— ;/r. — . B .
‘1/., IExthe trend in "demand" is estimated as the'trend in utjlization/ -
"(UTIL). divided by . the trend ig~popu}ation”(rpop)..the;?p;odﬁcti;ityr~:
is the same utilization trend'divided by the trend.im providers . .. -~

- (TPROV) , the egu;ﬁibn,yielding'theﬁfniutéfprovidérireqni:émgpfy(PPBo?f5f

. FPROV = POP * 5(0,,1‘1x.'/rp.op)’f/"u}r‘n./rpkhv)v vhich redices and
/fj)sﬂ_;? rearranges to: FPROV = POP & TPROV/TPOP . . -

“« - . 7
. . - -
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.The basic forecasts of health .practitioner tequiremen(;dpresented in
the health

this report are derived from a general, hybrid model o

care system which combines elements of various approaches. The model - -
a. _

utilizat ion model which also adjusts for historic:

., is essentially

“trends. in the delivery,of care., To avoid partially the problems of , - -

. trend mpdels discussed above. Assumptions as to past price
f;*eguilig@ation are introduced into the estimation of trends in the

demand for care.. .Although this general model provides what appear to

be reasonable forecasts, other forecasts developed in other ways are
" the general model is presented in Appendix B. , o o
‘Although not incorporated in the rTeguirements estimates presented in’
.this repogt, the general model has time capability of examining and
© reflecting possible majot. future changes in the health care system .
" that may depart from.past gxpergepcg.“;The.three.majb: future IR
"~ contingencies that will be ircorporajgd in future estimates are: the
“introduction:of National Health Ins ce, the possible significant
.expansion of HMO"s and other comprehensive prepaid group medical
_plans, and the substantial utilization of mid-Ievel providers in care
delivery. - T T I :

In . the following section, estimates of requirements for health'
professionals are presented, along with a comparison of these _
requirements with the supply of manpower expected to bée available.
‘Moré .detailed estimates are also provided-ip the chapters that deal
with those specific types of health professioq&}s. o

’

Rgguirementé ahd'Sugply Relationship ' o ; -

)

ks indicated earlier, ‘for most health préfessions,.requifémehts-uill"
pe ifl rough balanee with the available supply by 1990 alt ygh there

‘may ‘be some imbalances in aggregate numbers in one or two™lisciplines,

, and distributional problems may still exist. R -

iVUFon*phySicians'(ﬂ.b.is and D,O.'s),'the future'gupply is projected‘éo'

‘reach just under 600,000 physicians in 1990. FPorecasts of physician
:.:equipements developed for this report indicate that aggregate S
. national requirements may be somevhat lovefui

; TN requirement for .
- 540-570,000 or about 5 to 10npercen§;feg%§%§§4n-atﬁnpﬁﬂjected_to b

"available in-1990: .Because of the uncert®fhties involved in- :

.'1p;ojectingfidtute requirements, however, the best interpretation ofj_,_,

' these numbers. is that the supply of physicians would .be more than
adequate to meet’ the'Nation's needs by 1990. Although this would
represent a shitt from, the preseat supply/demand gituation -in which

shortages .exist in many areas and settings, the shift should not be sof

" great ‘that major.  changes of dislocatiofis in the nature or form of.care
- delivery would occur. _In many respects, the petential oversupply

also provided in this report where applicable. . A brief description of .

could serve as a means of alleviating” currest problems:-of geographic® -

and specialty'maldisttibution, although tae cht'imp%icattbhs'of‘shch
an oversupply are not clear. P : ‘ : - g

Y



?or dent1sts, the 1990 actlve supply is- projected to reach e

approx1mately 155,000, .yith.active dentist requlrements estlmated

to be: approxxmately ‘the same number. Based.on Division.of Deht: stry

(gstlmates, it. is ‘concluded that the supply .of *dental : ‘mnanpover ¥ilkl'

'be in balance with requirements if the cutput- of dental schools can
; be maxntalned thtough the pro;ection perlod.ﬂ~ :

. 1 Ca
3 .

Optometrlsts are. forecast as havlng a 1990 supply of 26-27 oog and a
requirement tor 26,000, a’ ,rough balanceah—Supply and regulrements for:
pharmacists are also torecast to be in a palance situation in 1990,
" with the supply of . 185,000 pharmac1sts tonghly balanced by the: -
requirements for about 190,000 pharmacists. (However, there is some -
. uncekcgainty as to uhethg; regulrements ¥ill indeed be this h1gh.) The .
situation for veterinarians ‘similarly. is- expected to- be a rough - balance,_“\
- witn a supply of 55,000 and requirements for about 51, 000._ ‘Podiatrists ’
will continue to be less avallable than most standards call for. By .
. 1990, the supply of podzatrlsts is expected to be sllghtly over 12, 000
vltn requlrements for over 16,000.
} : 9% . L :
Current’ analy51$ indicates that most of the ptobable future
~developments in health care are apt to be rather limited in their |
llkely effect on future health manpower requirements. . For example,
assuming a moderate form of comprehensive National ﬂealth Insurance
{15 percent coinsurance by the patient), the regulrements for
physkicians uould increase by somewhat less’ than 10" percent 'in 1980
over the above baseline forecasts because of the grovgp of . 1nsurandb
, Coverage already forecast without NHI. Most of the increased
.requirements, at least for physicians Hould be in the med1ca1 office ) o
sector rather than in the ‘hospital sector. " Hpwever, a very liberal . . .
form of NHI, such as a plan that called for no copayment by the C .
1patient, would cause a greater increase in Lejuirements above the = T
baseline. Overall, the outlook appears to be very .good for continued & = | ﬁ
progress towatd meeting the Nat;on's requlrements for health E R -
proﬁesa;gns ;ersonnel. . '

“\
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. The Physician's Role and.C Vs
. The physician has traditionally been the key figure in the health care * **-.,
system. He has the lgad role in the delivery-of care, wlether in the ° ®

hospital, or in an otfice-based or «community setting, agd has
.- ultimdte responsibility for-accurate diagnosis’ andi bené i¥ial 3 _
treatment. . The physician frequently acts in 3 supérvisory role with .. .

- regard to other health personnel,  and is'thé-fgcuslfbrjrqimburSEMgntﬂ; '

' under health .insurance:plans.  Physicians alsd pYaj}.a major role in
pég

‘the .

determining national health care policy. Given_the crucial role of = L
‘physicians ’in determining national health care icy, it is essential L
that the numbers, locatioh, edication, training, and practice '
.orientation .of physic¢ians be responsive to the medical needs of the -
< population. e T e e

' - Access to "basic" medical.services of acceptable guality varies it
: between segments of jthe population because of factors such as =
" unavailability of physicians in primary care, geograghic distance,
inability to pay for necessary services, long waiting times for
appointments, and so on. Many people also have little or no access to - 3
' _the more specialized services they require because accurate diagnosis. e
+ and timely reterral often:do not occur réadily aor soon enough at- the
. primaty care level. In addition, once specific specialized treatments -
are indiCaf@d;ggeographic distance and inability to afford such P
services.can remain serious ppoblems.'-QVerall,_access,tovand- ' o
"availability of physicians are essential to effectively meeting the -
,ngeds/fo;_health services. ‘ ' ‘ o
- Although the geographic distribution of the more than 378,000

Physicians in the U.S. is uneven, accessibility to the basic medical = e
‘.services generally provided by physicians -in primaty care fields

"{general and .ramily practice, internal mediciﬁe, and pediatrics) is a
paramount concern. Problems of accessibility and availability of the = .
services of these physicians are most acute in rural areas and inner I
cities.  Among physicians in primary care fields, only general and -
‘family practitioners have shown a significant‘ithination‘gouard rural , &
or ‘non-metropolitan practice, and physician specialists i ‘other )
‘fields generally tend to' ldsate in urban, but not inner city areas.

\

-The uwtilization of graduates of foreign medical schools ¢(FMG's), who
constitute approximately one-fifth of the Nation's physician supply,
has tc some extent served to meet the recent averall recent grouth~in 
. demand for physicians® services, particularly in State meatal .
institutions and in some other types of medical facilities, such as
hospitals dependent on "unaffiliated"™ graduate medical education
- training positions. The nevwly-imposed restrictions by the Health
Professions Educational Assistance.Act of 1976 on the immigratiom of

. {i.
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A  degree of dependency on FAG'S to provide medical services.

. ‘ ) ) ’. ‘ . - . \ . ) . —. oy L um L .g_‘ ..,'. .'_.- L.
an's-ma'“&bb:efote’:eqqire SOmé@adjnStment;in‘the'staffihg and

) ‘, s . a - .'.‘ . . : - 4 : . (- '. e . S '
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organigation of,tﬁese facilities and by States tha haﬁé'develqped?a X

over the.l@qt‘15 years the mq }er‘of"medicdl schogls has increased by,
-one-third and first-year me '
vhile the number of colleges of ost@opathic medicine increased -by 50

1 sapool enrdllment has almost doubled,,

”Z'per¢gnt-and-first—year_en;bllnent'more;tban doubled.

analysis need -to be answered-.

‘Tﬂé'humbé:-of'udmenjahd persess from rdéial-ethhiélminotity.grouﬁs

" enrolled in medical and osteopathic schools has generally inceeased,

Qlthéugh_a slight decrease in the enrollment of students from sqme -

““mihority ‘groups has been noted recently. Anticipated increases'in the

overall supply of physicians, reflecting the expansion ofjmed;calfand-
osteopathic schools and the attendant enrollment increases, and: '
change§ in the sex and racial-ethnic composition of that .supply, my
stimuyatd® future improvements. in the accessibility a dfcostréffiqiencyq

- of the services of'physiciahsﬁand other health manpoweér.: -

+

' D U o R Y S .
The cost of physician servicds has been of increasing concernd

. 'Physician services, directly pr indirectly, represent a.major

component of all health expenditurés, not .only in the cost of medical ' .
education, but also in terms of the income, education, and the . I

_ concomitant expenditures required to provide physicians with the X\~

necessary support services. ‘It has been estimated that-a’physician}: =~

' needs to generate approximately three times his gross annual' income \in-

drug, hospital, and other health care-related expenditures to fully
effectuate his services. Thus, if the physic An continue to carry the

~ burden of nealth care delivery, it could mean an increasing commitment
of the gross national product to the health industry. " However, there

are important unanswered guestipns about the relationship of physician
supply to health care demands and health care costs;, and .about:the
implications of changes in physician supply on the physician's role,
productivity, and guality of care. MNany guestions on the dﬁ:a and

. ‘ L X . . :"' - N
Physicjan_supply €haracteristics and ‘Practice PrpfileS"

In 1975 there were an estimated 378,600 active physicians (MD's anda *

' DO's) in the United States, as compared with 288,600 in 1965, an

increase of 90,000 or 31 percent. (fhe 1975 figure includes a BHN
estimate of active not-classified M.D.'s who are excluded from the
tables in this report containing trend analysis, but who are included
in the tables ¢ontaining projections.) Over the same decade, the

| supply of physicians has also increased markedly in relation to the
- population, gising’from 148 per 100,000 ‘to 177 per .100,000.

Projections made by the Bureau of ‘Health Manpower. (wvhich include
analysis of the effect of the Health Professions Educational
Assistance Act of 1976, PL 9u4-484, hereafter referred to as HPEA or PL
94-484) show g:hat‘tne supply of physicians will continue to increase.

C - . - - .
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'sharply over the next 15 years, both 1n absolute numbers and. 1n
relation to population. The ratio- of ‘active phy51c1ans {MeD. and

D.G«) to population is- eXpected to grow from 177 active physrcrans per *

100,000 total U.S. population in 1975, to about 242 per 100,000 in
.-1990, to nearly 600,000 phy51c1ans. Despite the large’ 1ncrease, '

" distribution problems are expected to. remain, however, ‘as reflected by

. the emphasis placed by PL 94~u484 on. programs to address the 1ssue3+of
-spec;alty and geographlc dlstrlbutlon. S

5259; 1ty and_Act 1v;t1 Q;str;&ut;on of Ph”51c1ans

4!he approach to the evaluatxon and understandlng of ﬁhy51c1an manpomer
evelopments and concerns is to study the: practlce and .
soczo-demographlc characteristics of phys;c;ans currently actxve, as
"well as trends in yhese characteristics, such as their specialty,
- activity, type ot actlce, country of medical: educathn, ‘age, Sex,

- minority representatlon, utilization Tz physician ‘aides, and

—
: A

~ determinat ioris of.career ‘and pract1ce location. However, because of
data limitations, many.of these andlyses must assume a direct. .
- .one-to-one’ relationship between the\number of ‘professionals. in a glven
~catqgory and the amount and type of services actually delivered by :
‘them.' - For example, the problems of defining and measaring: "prxmary '

¥

v

care" ser#1ces in relation to particular specialties are indicative of. -

‘;the d1ff1culty in pinpointing. relatlonshlps between manpower and

Servlces.- The problem of- translatrng aggregate number of physxcxans
qgto qnantlty dnd type of services provided is particularly - - -
gnlflcant in the area of primary care services; beécause these’

services are provided in some part by phys1c1ans 1n many other. patient

",care specxdltxes. ey

"Prrmary care® is an evolvrng concept “of health ser71ces organlzatxon
-and provrs1on in the United States. Unanimity of opinion'on its.
definition is lacklng, cormplicated by the dxfflculty of defining
_ 'thSlCLGDb in. primary care fields apart from primary care services and
- primary care medical problems. The problem of definition is further
complicated because the health care system is evolvrng and. changlng o
eacu year, with the impact of legxslatxon, controls, pollcxes, etCe.,

not fully understood. - o v g”@

"'Ascordlng to a uldely accepted definition of primary care, 1/ the
primary care physician provides the initial- contact or point of entry

- to the health care system for the patient,. assumes longitudinal
responsibility for the patient regardless of the presence or absence
ot dlsease, and prov1des a broad- 1ntegrat1ng functlon vis-a-vis the

P . : : R N
1 'Aipért;'doel 3. and.CharoeY1 Evan. The Educatjon 02_221§£E£22§

- for Primary. gare.f DHEV" No. (HBA) 74~ 3113, USGPO, Uashxngton,
~D¢C¢' 1973. . : = . 4 ‘ E . R .




' othet health Fesources 1n701ved in the physical, psychologxcal, and 4
- social® aspects of the patxent's care« On the basis of these criteria,
‘family and general practice are judged to satisfy completely the
definit'ion of primary care medicine, with general" pedlatrxcs and
general internal medicine generally satisfying the criteria.:
- {However, some sectxons of the HPEA refer to family med1c1ne, general
internal medicine, and general ped;atrxcs as primary.care
specxaltles). HPEA does not include obstetr1cs/ gynecology‘hmong the
prxmary care specraltles.f‘;ﬁ . ) R
~“The prOJected 1ncrease in the rat10fof phys;cxans to populatlon does
not necessarily mean the population will have greater accessxblllty to |
prxmary .medical care. Although different types of SpeCIallstS deliver
- varying amounts of "basic" or "prlmary“ care, the primary care .
*parker" sgec;altles as defined in Section 2 of the HPEA (i.e.,

- general and family practice,. internal medxcxne, and pedlatrlcs), have

- been -declining as a percent of all active M.D.'s for several decades, .
the 1976 level is about 39 percent of all active M.D.'s. ~(D.C.'s haWe
shown a similar trend, as described. in a later section of this . ‘
chapter, though the data for D.0.'s are less conclusive than are the .
* "MaDe. data.) Thi's decline Shove s;gns of abating beginning in-1976
_and is projected to.yeverse itself in the 1980's, largely because of
.recent in¢reases in famyly practilce andNinternal med1c1ne residencies.
- By 1990, the number wf hysiciang in thes rimary care marker _
-spec1a1t1es may comprls as much as 44 percent of all actlve H.D. Se

There are sxgnrflcant; roblems in translating available c1a531f1cat10n
_schemes of physicians and’ physxcxan 'visits, (e.g., diagnoses. rendered,
referral status, and prxor-vxsxt status}):into. quant1f1able measnrea.of
primary care. - An on~-going physician practlce profile 'study at ‘the -
' UnlverSLty of Southern California, which is categorizing patient gare
as' (1) first’ encounter, (2) eépisodic emncounter, (3) principal care
encounter, (4) consultation encounter, {(5) specialized care, and (6) .
continuous unlimited care encounter, will facilitate understanding of
the 'na *and quantity of primary care services actually being -
delivered in a large number of dlfferent'specialties. Preliminary

" results’indicate that primary care services in sizable magnltude are
being delivered by non-primary care physicians. FPinally, it should be
“‘noted that the primary care training of today will likely change the
- primary - care practice and the composition of the entire phy51c1an

supply 1n the years ahead. -

Becent data indicate that the overall supply of actize M.De"S
(excluding the not-classified) has increased by nearly one third in
slxghtly‘hyer a deeade, ‘rising from 261,728 in 1963 to an 'estimated
348,400 in 1976. 'During this,period, significant changes in the
spec1alty distribution have also occurted. Table IV-1 summarizes
aggregate spec1a1ty ‘tfends since 1963, while Table A-IV-1 provides a
more. detailed spec1dlty distribution. As the tables show, despite a
~one-third increase in total supply of active ‘M. D.'s between 1963 and
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. 1976, iﬂgrc has been a. sharp declxne in the number of physxclans in
-general

- general practice and family practice during this period, the overall

- GP decline masks a sigﬁ;ficant growth' in family practice during this
period, which has resulted, ‘in part, from considerable State and .-
‘Pederal flnencial supﬂbrt for family practiceqresxdenCLes slnce 1969,

”roday, three-tonrths of tho ¥ation's. medxcal schooﬂ! have’ departments~;“.

" or’ divisions of family practice; there are nearly 6,000 resident Lo
training; and 9,000 physicians the been certified by £be Americ
Board of: ramily Practice. . Pediatricians and- internists,. also.
ge ally considered to be ‘primary care physicians, bave increased
by -$lo-£ifths, and now represent nearly one-fourth of all adE;ve

”;phylicians. Rhen these three specialties are combirned with general
practice, primary care special;sts represent nearly: two-fifths of the

- present active physician supply. Hovwever, despite the increases in ‘the

number of’-pediatricians and internists, (not-all of whom are prxmary
. care physicians), the percent;ge of prxmary care physicians ‘has- -
‘dropped over the 3 year period, from 42. 1 per cent. to 39 percent of

‘all .active physicians. Neverthéless, the primary care supply has groin*"

‘faster over this period than the U.S.. population, and the ratio of
physicians in primary care specialties per 100,000 population rose
from 56.7 in 1963 to 61.9 in 1976. (See Tables IV-Z, A—IV-Z, anq
- =~IVv=3) . ‘ : .
‘Studies have shown that relativély fev new phys1c1ans locate 1n rural
"and inner city areas, vhere the prohlem of acce§§1b111ty to bas;c
‘medical services is most acute. Of the phydicians in primary care
fields, .only the ‘general practitioners (GP's),.. famxly practit ers.
(FP*'s), and osteopathic physicians (DO's) show a significant
inclination toward rural or non metropolitan practxce. Spec1alrsts
generally tend to prefer urban practice, but.not in the inner city.
.The 46,000 Gp*'s comprise the largest .number of active primary care

physzc;ans--u6,000 in 1975--with 11,000 family practitioners and “about

8,000 osteopaths. Howev because of their older age distribution,

' active GP'8 exhibit an average annual rate of death and .retirement
' loss -that is almost tuice that of all physzcxans. Cnrrent estimates ]
indicate that about 1,500 family practice physicians are needed 3
annnally just, to replace the GP's leavingr the active practice of N
medicine. It was not until 1974, after five years of growth, that thé
- number of famxly pracﬁlce .first-year residencies began to approximate

that aumber, and only.in 1975 was there the first re atively clear ' .. . |

.increase in the absolute number of general and familly practitioners,
after abouat. t¥o decades of Continuous decline.;, By 1888, therefore,
-there may be as’ many beneral/famlly practxtxoqﬁrs as there weére in -
+ 1970, given contiriued Federal support of "“family practice programs.
Hovever, the 1970 supply is generally con51dered to have been .
seriously deficient.

\ 3

Doctors.of Osteopathy have tradxtzonally shown a prefgrence for rural

primary care practice, but until the late 1960'§ qnly about half of .‘lf

v
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ractice. Hovever, since ddta are not available separately on ;,i'
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the States gage fnll medxcal lxcenses to D.0e.'s. This resulted in an
une ven aegxon/state/cOunty distribution of osteopathic physicians, .
vhich continues to the present. The uneven geographic dlsttlbntiOﬂ?Uf’/’
these practitioners also reflects the sqg}f number of osteopathic
schools and gtaduate training programs. ~ Hovever, at the present time,
«all ‘States give full licensure to osteopathxc physxcmans, and ‘the
skeued dlsttxbutlon may xmptove in thé comxng yearse. ' 1

- The decline in the ?roportlon of ptxmary care manpowver and the. )
concoultant increase in non-prxmary care. spec1alzst manpower have been
a source. of ma jor concern -in the past. These numbers are somevhg '
/ mzsleadxng, hovever,; since spec;alxst manpover and:'specialist se 1ces
';,ate not” synenymous. . As indicated_.earlier, non-prxm&ry car
.,,physxcxans, partiaulatly in the medical subSpecxaltzes andﬁ[n sutgety
\ also render varying ptoportxons of medical care similaf -to that s
'rendered by primary- care- gh751c1ans (See Tabile k-IV-U)..“Horeovet,‘”
‘recent rTesearch indicates that a definition of what: constitutes
pt1maty care. service remazns elusxve, ¥ith more work needed in the
area’ of primary health care setvxces before acceptable anaiyses can be.:
petfotmed. e :

T ot . . ‘-

The telatlve ptopottxons.nf*physxcxans%xn the seﬂatate specialties.
. that comprise the primary care fields are not expected to change
suhstantzally by 1990. " Although the temaxﬁlng medical and surg1ca1
-specialties will- show large numerical_increases, the medic

Q/‘ specialties are expected to change lxttle as. a proportion }f'all

physicians, and the proportion-that, the surgical .special'ties tepreSent B
of all physicians may even declxne. .However, the ratio of’ both these
‘groups to populatlon is expectea to contxnne to rise. 4

"Direct patlent care is the primary actxvxty of most physicians. About _
two-thirds of all active physicians are in office-based practice, Pty
~while about one-third are hospxtal—based. These proportions have =
' temalned telat;vely stable ovet the past 8 yeats. .

? . -
s

Phy51c1ans engaged 1n medical gtoup ptactlce, thought by many to ‘be a
more efticient way of delivering health care than- solo prdctice, now.
-compTise nearly one-fifth.of ‘the dctive non-federal ‘physician - _
population, up from 12.8 percent inm1969 (See Table IV-3). Theﬂ% vere
+7,733 such jroups in- 1975, with an average annual growth rate of 8.4

. percent since 1932, Although the “growth rate has slowed in recent
years, .tne number of phyabplans per gtoup tot all types of groups nags
contlnhed to antease. o _ _ .

"‘!

:

*+ The utxllzatxon of - physxcxan ass1stants and nurse - ptactltxonets has, T
f;equently been suggested as a means 'of - delivering: b}SlC medmtca e
‘at lLess cost. However, exi$¥ing ligensure- restr ictians and
reimbursement policies do .not stimulate the u of these petfgnnel

especially in ruraledreas.. Midlevel heéalth éar ptonders and

tradxtzonal auxiliaries nonetheless appear to be & potential ‘for

lncteasxng physician's "productxvzty," as meaSu:ed by pa%lent v151ts

r -r
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-solo office practice, also appears to holquzfentxal for, increasing . \W:'

: ' : T N

and en@n the phy:lczan's nét income. Group practi‘ce as opposed to

productivity. However, past increases in employment of auxiliary

led to consistent increases in overall physician productlvlt

health manpqower and‘the .grovth of group practices appear notﬁzi have - )
] -

(Physxc1an product1v1ty is dlscussed further later in" this ¢ terl)_ﬁ
N .

L)

Available data. “on osteopathlc phy51c1ans {D=0.'s) ‘are much less

- .complete than those for jallopathic physjcians, largely because of
‘-:noncompa;ablllty of yearly data.. - However, between 1957 and 1976, tuo

years for which. data on D.0a specxalty supply are fairly- complete, the

-total -‘number of‘non-rederal osteopathic physicians increased by almost

4R pec;dltle

/

one-half, from more than 9, 600 ty, nearly 14,000 (See Table IV-4),
somewhat ‘more slowly than the increase in M.D.'s. At the same time, -
the number of D.0.'s in prxmary care, including general practice, s .
1nterna1 med1c1ne, and pediatrics, has decllned from more than 90 ¢
ercent of the total  to- slxghily less than 60 percént. " The surglcal
ﬁ%-mcreased significantly, rising from k.6 percent of the

al to 8.4 percent. The numbers in other specialtiés increased more -

dr matxcalLy, going from only 4«3 percent o§ the total to nearly 33 '

”petcent of the total. / R { , . o

~ .

The groulng supply of doctprs of)osteopathlc medicine (D.O.'s) should

‘also. increase the numbeifat primary care practitioners. 1In 1975, '
0 .

there vwere an estimated 00 osteopathlc physicians (as compared to
11,100 in, 1965), of whom 58 percest were estimated to be involved in
"prlmaryi re" agtivities. By 1990, the supply of D.0.'S is expected
.to reach neyrly 30,000, with the practltxoner/populatlon ratio rlslng

’ frOm 6.6 per 100, 000 populatlon in 1975 to 12.2 in 1990.

Foreign Hedlcal Graduates (FHG sl
' [

Unt11 the Federal gdvernment began its ma jor programs of flnancxal
sppport ot medical education in the early 1960's, the supply of

physicians had been constrained for several decades by, among other

- factors, the limited availability of medlcal school first year places

"*and facilities; and shartages of thSLCLads vere wvidely believed to
exist. - Health Manpowver leglslatlon of the mid-1960's made provision

for alleviating the perceived shortages by helping expand medical and
osteopathic school enrollmemts. Another Federal response wWas to_give
Physicians occugational efefence in 1mm19ratlon pollcy, resultlng in

the entry ‘into the cou

'thSkCLEDS betveen 1 6 _and 19 5, though y of these came for

tra;n&hg only and- 5°Q3 ‘Teturned to the1r untries of orlgln.

‘Graduate medlcal egucatlbn opportunltles~and relatxvely high ‘income

potential have been cited as the pr1nc1pak’attract10ns for physicians
entering the United States. For many of the countries from vhich they
.came ,ghovever, they represented a significant loss not,anly in- * :
servi‘ls but also in economig 1nVestment : I :

“/ ‘ - ' - v . ‘ - . l . . ‘ » . .
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PAG'S are generally heterogeneous in thexr geographxc orrgxns, i
their level, focus, and .quality of undergraduate education, and

- their familiarity with the English panguage and American culture. )
Their numerical impact on”the total physician suppli in the U.S. can
be demonstrated in a number of vays.r Between 1963 and 1973, o
approxxmately 65 percent of the net increase’ in the physiciin to

population ratio in the U.S. was attributable &o" physicians trained‘:in

foreign countries. 'In 1975, 35 percent of all nev licenses. tb.
practice medigine issued in.United States vere issued to forelgn

‘medical graduates (excluding graduates of Canadian medical schools).

This percentage had decreased from 44 percent in 1973. . Iny sgveral

Zzates, furthermore, about 40 percent of the practrcxng phy#&bxans
ave been trained abroad. Nationvide, approxrmately oneL

- residencies--have been filled by foreign gradu ‘e 'in Cecent: years, an
evern hlgher proportion than the one-fifth that FMGs represent of the
entlre-u S. physxcxan supplyz (See Table IV-S).~ {‘5.- : T

In addltxon to the rapxd xncrease 'in the number of ruo-s in the UeSe s
‘questions were also raised about the gquality of health care provided
by some foreign- ‘trained physicians. Particular conceens hav been.-
_ expressed about theit relatively poor performance in licensing and
credentialling examinations and the comparability of the
gualificatians of U.S. and foreiyn trained physicians. Because of
these concerns and the numerical evidence of the meact of PHG'S,
Congress found and declared in PL ‘94-484 that "there is no longer an
“insufficient number of physicians and surgeons in the Onited States
such that there is no further need fot affording preference to alien ™
physi¢ians and surgeons in admission to the United States under the
Immxgratxon and Natlonalxty Act." 1/ : .o

As a result, it is estimated that permanent xmmiérant visas issued to

B hysicians in 1977 and. later years could be eediced to betveen 25 and.
‘§§ pepcent of the numbér issued in 1975. MNostsof the permanent visas -
i

_ibsued after January 10, 1977, are likely to be issued to those FHG's
with close U.S. family ties, inasmuch as an average of 33.percent of
'permanent immigrant visas over the t six years have been issued on
the ba51s of" famlly preference. (Sczs?agie I1v-6). ylrf"' .

thlrd of the "
graduate medical-education positions--internshijps and « « *7 - o

"

N~ L . e

, Hlth the-use of the National Board Nedical Exaﬂlnatron (NBHE) Parts 1
and II (or an equxvalent test) as the screening examination _for the
Exchange ¥isitor-Program, and vith other restrictions, it- lxkely

. that the number of individuals .admitted to.the B&change VlSlt

Program each year will also be s1gn1f1cantly reduced. . Based on an
analysxs of performance of FMGs on the FLEX examxnatxon (wvhich -

1/ While the effective dateé of the restrictions legislated under PL
94-484. was January 10, 1973,,uqder PL -95~483 the effective date of the
‘restrictions on J—vlsﬁ exchange visitors was postponed to January 10,
1978. or - " e o . . . ) A
’ . . : R & ;->"“
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Pa " . . _ - . . ) ]
T. .o . - IS
- . '
~ * ) . 't .
b ‘. .



utllizes the same guestion banh as the Hational Board examxnatxon).

the National Board of Medical Examiners has estimated that the
pected pass rate foruzass taking NBAE Parts I and II vould be
rox;mately 15 perce

Chanqes.zn he examxnatzon glveh by the Education cOmmlssion fot ,
‘Poreign HNe 1l Graduates (BECPMG), which has been used as a standard
for imngration preference, labor’ certificatisn, and admission into .
graduate medical educat ion, may also contribute to-a decrease in the :
number of FMG's entering the U.S. = The minimum acceptable score on tun\~\‘
_BCPNG Englzsh test has been increased, baginning in January 1976, to a :
leveL above that’ regquired for- entrance into any other type of graduate
education. As a consequence, the’percent of foreign medical graduates
passing the English portion dropped from about 88 percent\xn 1973

years to 41 _percent in January 1977. . )

o

> 'to 'FMG*'s has-been deéréasing. While the nunber. of U. . S. medical s
graduates (USBG'S) has been incroasing steadlly, and is expected.
. reaeh in excess of 16,000 by 1980, the number of graduate medical
-, education (GNE) . positions at’ _the'entry level has not increased
. snbstant;ally. Thus, it can be projected that if USMG's’ increase at a
faster Eate than atailable GME slots, fever postions u111 he avaxlable

{m' fDl' PHG'S. ) ) - . -

."~.

Pinally, tne ‘number of graduate medical education pos;tzons avai G§\
t

o torexg piysicians coming to thé U.S., since a. significant* number of"
“the phydicians who immigrate to the U.S. were previously exchange’
- visitors. 1In_the future, ‘entry may be largely limited to physicians
with family tips in the u.S.,or to bona fide exchange vxsitors.

ThESe §§qnqes uxll likely result in a macked declxne in the number. of

P
“

Taklng all of the above factors xnto account, it i
*- betvean 1975 and 1990 the net g in in active FHNG upply (as measured
by AMA data) could be reduced by abdut 50 perden “from prerlons S
. exppected levels, ox from 44, 000 to.22,000. % dmpact ‘on physxclan'
geographlc and-specialty dxstributxon vhich follovs from. this .
‘reductxon as not been evaluated; hLgyever,|the substantxal numerxcal
dependency upon FMG's in certhxn States, Lnstxtutions, and even
office-based market areas, 1mp11es that the reduction will not pass
°'_ent1rely unnoticed. In the last ‘20 ye of FMG entry, many St :
(su® as New York and New Jersey), and)many types of medical ~ -
facxlxtxes'ﬁuch as those dependent ¢on Munatfiliated" graduate’ medxca
education’ traxnxng posxtions and St mental institutions), have
developed a considerable dependency FHG's to. delivet medical care-
serfxcgs to meet the needs of the specific populat ions they sertve. N
Studies have shown: that not only ﬁany hospitaf—based PHG's, but ralso.
muﬁ];oftxce+based PHGs serve certain socioeconomic :poputation gpoups /
uhich}olheruxse mighit not: find med;cal care readily ava;lable.,ﬂ L

estlmated that ‘ o

U2

‘e ‘ .
A~;he restrict;on on ipmigration of. PMG's may negulre other responses, ‘
Such.as‘the greater use of mid-level practitioners:in hospital
. . . ( Fl
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emer gency rooms, - desxgnat1on oi certain facxlxtles as 1nst1tut1bna1
" shortage areas under the-  NHSC aegls, greater utilization of
psycholegists and psychiatric social workers in State mental
institutions, and a substantial reorganization of the graduate medical .
.« - education program. At present, howéver, . there is no certainty as to
‘the full effects of the changes in the Immigration an ationality
Act.. To some extent, FMG's have provided a manpower Msafety valve"
. over the past ‘two decades vhereby market forces could irfduce additions
‘ to the physician supply beyond those provided by graduates £gom the . .
,U.S. educatjonal system. . ‘ q - 3
Risj osts'o th Care L,
: S , :
The U 5. has seen its total bill for 'health expenditures grow fro
tillion in #960 ,to $139 billion in 1976. ‘During the same peri N
- total health expendltures .as a percentage of the gross-nationa -
prqduct (GNP) have risén.more than 60 percent, from 5.2 to nearly 9 .
percent of the GNP. Moreover, the average ‘cost of one day's stay .in, a‘ :
-hospital has increased from $16 1n#4960 to $158 in 1976, almost a '
1,000 percent increase. Overall, hospltal costs have had the most
Sanlflcant 1anct upon medlcal cost 1ncreases. o .

._The phy51c1an's role in thefcost increase is difficult to assess.
- Explanations of overall cost 'increases in health care fall into two
categories: those that concentrate on the -demand for hospital care and’
' those that concentrate on' the Jupply. With regard to demand, it is .
thought that consumers are not generally kﬁowledgedble about health :
care alternatives and their consegyuence and, as a result, seek t
minimize .their risks .of expetiencxng paIn, discomfort, and death b
demanding the maximum headth Services they can afford. The growth of .
third-party coverage of jealth services fias contrxbuted ‘to the
"attordablllty" of subs antigl amounts of health services. With -- -
regard to the suprly reasons for the. rapidly increasingyg hospxtal
costs, explanations focus on the incentives wvhich encourage
’f.physxc1anb,*admrﬂzstrators, and their institutions to consume
increasingly® larger amounts of real "1nput" or servicdes. The first
explanation is that under the- fee-for service system,,the direction is
toward provision of of ‘as many inputs as medically possible. Second, T
the third-party payment mechanism reinforces the incentives produced ~
by the fee-for-service system by typically guaranteeing retrospective,
_cost-plus_reimbursement. Third, v1d¢spread third-party coverage has :
"/'meéeant tnat covered patients_ at the marg;n paid low (or zero) ptices
for increased hospital use. Pourth is the.voluntary hospital itself
. where, bgcause of the;competltive market that eklsts:among hospitals
Fﬁor attractlng physicians to their staffs, hospitals increase their’
’ ‘ size and services and add to the sophistication of their equipment,
Fifth is the process of medical education during vhich theé -trend to
: »'technlcal 1npu;,1nten§gve med icine is reinforced }py encoﬂrad&ng L
_»*» specialization and pramotiny, expenslye\prqcedufe The. final ’
explanation i$ the medical research énd‘development process which in L
. the pasf\hqs not tendéd to develop innovatlons that u1ll conserve\ ~q;'°f .

- o S =0
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idnput but often had the opposite effect. Thus, physxcians canhot be
separated from the system in which they work in assessing the __ ’
snderlying dynamics of rising health care costs. Hovever, thé ) .
contribution of input-intensive physician traxninq, research, and i L
perlpective seems notevorthy. : o
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,rho qnality of care prov;dep by thp physxcian deserves specific
~ mention. Research on quality of care focuses on. three measures: T
_structure, process, and outcome. There are few outcomp measures of . . - ¥

quality; and, therefore most research centers on'"structure" or -« _
®process® measures. One "structuré® type moasure is whether the g A

".

physician has certain creédentials such as full “licensure, board ..
certtification, and so on. Howvever, State licensure regu;rementg‘do
not limit a physician to practice in act;vzty areas in which ‘he has - .
had specific training. While the AMA lists about 36 separate medical - -
specialties, each with its appropriate recommended graduate training - ' -
reguirements, physician licensure is generally unlimited in terms o
services the physician is allowed to perform. About 26 medical
- specialties, on the other hand, have their "board® which “identifies
those physicians vho have tompleted established training weguirements = .
in the specialty. Once certified, a physician may acguire hospxta¢ ' \
. privileges as a specxalxst. Nevertheless, many specialty services can \\\\
be and are performed in private offices where board certificatien ‘has
antil recently not been fully effective. the issue of quality control .
- standards is one of-  the major concerns of the Professional Standards Ce T
Beviev Organizatxons (PSRC*s).s : '

;ng;ggg;ng nggng for gedgcgl Serv;ce a ,/f\q
There have been'many reasons for the increased demand for med;cal care
over the past several decades. significant technological advances,
both in diagnostic and treatment procdedures, have contributed to this
increase. The population has been expanding and growing older, and
older population age groups exhibit higher utilization of medical .
services than do younger groups. The increased spread of health "
insurance allows people to seek treatment for medical problems which

~ they might otherwise have ignored. Generally, the public also has
exhibited an increased avareness of health care issues and problems, .
and has hxgher expectations of vhat health seryices should or can do. '
The increase in supply of physicians may itself have contributéd to
the increased demand for their services, i.e., that physicians are
capable of generating their own demand to ‘some- extent, .although this
last point is far from resolved. The services physicjans provide are
- frequently. "input® (advlce, consultation), as opposed to "ougput®
{cures and solutxons), giving them flexibility to determine the need’,
as they see it, tor their own services, .a flexibility that many other -
‘occupatxons in the labor force do not have. It has also beer claimed
by some :&at the organization of the U. S.“health care delivery system
, 18 not as™streamlined, efficient, or practical as it should be, and N
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" - The proportion ot vomgn in allopathlc medlcxne hak anreased sloulf

' g 2 _Sex, g ;nor;tx Camgosxtlon of gh151cxgn Sugg_y

o ‘ . ) . . ) Sy B . o ° .
that wultiple reterrals and sometimes poor quality care contribute to
.over-utilization of phy51c1ans, thus incﬁeosing the demand for their

time and serV1ces. . ,‘ Cow S L,

g&xghtly more than one-lalf of.all thSLClanS are under age 45, and
thgre is a similarity between the .age distribution of M«D.'s. and e
DoU.'s.. Over the past 7. years only slight shifts in the’dge Y
,-distr ibut ion of phy51c1ans have taken place. &mallﬁlncreas have
otcurred amony ‘the youngest age cohorts, a result expected from the
accelerated rate of xncrease in the number of recent medical school o
graduates. o , . K L Vo, _ (R

A srgmtxcaﬂf’ aspect of ‘the physrc:.an personnel sutuatlon is t.he
representation of minorities and women. - As¥f 1975, minorities .are
estimated to conprise only about 3 percent of all active physlclans, “a
ard women 8 ‘percent. . Although there has been a substantxal and -
continuing.increase in medxcal *school enrollment of women. in the B
recent past, the same cannot be said for mingrity enrsllment. B
Alehough the number.of minority enrollments ‘has increased ' S
substantlaliy, the increases havé leveled off in the past two’ years,,'-

o I
L]

“-.,both in absolute. numbers and ‘as a percent of a1l enrollments. A ‘small

decrease from previous® levels Mas observeéed .in- 1976. Apart from , .
ethical, moral, and equity consrderatlons, howevev, substantial '~ = .

”-1ncreases in qualxtxéd minority and women physicians might result in

mdny advantages.to the ‘health system, €.g., better- commqnlcatlon and.
erstanding between provlders and consumers, deeper ygderstanding: of’
p Ycho-social aspects of medical problems, and possibly .a more even

'-'geo@taphLCPdlstrlbutlon of physrc1ans in relation to populatlonb ».-}

though exlstlng research has been far from conc}usive on these 1ssues.

L
but stegdlly sznce 1970; from 6 percent of all M. Di?'s te nearly 10 -.'@EV
eccent>im 1975. -Homen represent. a~ -much smaller pércent’ of the R
Steopathic physician s; p{ly (about 6 percent) at the présent time. = i

Blacks, who coggrxse about 13 percent Bf the national populatlon. -
. comprfise. onlf bout 3 percenf of tﬁs phy51c1an supply.
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Determlnants of Career and«Geographxc Ch01ces,, RN oy
v . L
r:c1a1ty issues and concerns, it is L
tors which . predispose physicians to =
to practice in speci fic geographic
locations. -Numerous stud Jve been conducted in this field with
6ne of the major objectiveé ing to. analyze and develop admissions .
‘criteria and sypportive curricula in medical .and other schools of
higher learning that would direct students to choose specialties and
geagraphic locations most in need of their secvices.. .Medical students
~are a relatively homogeneous group of high achievers with similar
Lntellectual ‘and social outlooks, and thus tend to reinfoice existing -
patterns of phnycxan speclalty and qqographxc cboxce. 0

In addresszng geographic.
xmportant to understand
choose’ particular specia

S
h [ N ’

?actors qleaned from resea;ch.effort on career’ and qeographlc ch01ce
zndxcate that socxodemographzcr médidcal school environment, -
psycholpglcal, and gommunity variables are paramount. - It appears that
" the community of ordgin and the medical specialty selected are .
significan predlcpors .ot probable geoyraphic loecation. The research

: findings™suggest that physiciang who select small towns for general

. practide value life style factors to a. greater extent than - .
proﬂe5s10ndl 'status. On, thejother hand, many physicians vho choose to

”ﬁractlce in an urban area appear to select specialties vhich depend . - ‘ﬁ'

upon modern taq1l1t1es and uh1ch erm1t stlmulatlon from the presence
protessional colleagues..‘Fo; example, medical students W ho appear

'pr$d15posed to general practice have been. chacacleriZed S R
'sqgciodemographically as: (1) --Those vhé arewrelatlvely ‘older and havg '

larger families;  (2) hqse~uhose fathers. have lower status .

occupations;._ (3) tho -Who- received. lower scores.on their Medical ,m.“.w-

College Adm1551lpszes£ _AU) “thpse who have lower. income . expectation’.¢
o

and  (5) tho ‘cbmé from smaller 'sized eommunities. "It shguld b€
- neted th hiéomparlsons are béing -made within a highly selective -
-academic’ nment, an$‘tho§e students choosing genetral ‘practice are
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\w high performars'in clinical rotation. -

Research findings also suggest that many institutional variables have
an impact on the student's selection 'of primary care) such as: (1)
faculty composition and presence of role models; (2) the nature of the
~ curriculum; and (3) the extent to vhjch research .is ewphasiZed by the
+ - School.  However,: add1t10na1 research is needed .to determine how ‘the
attributes of today's students and their educational exgerlences-
1nteract to deterM1ne specxalty preterénces. . o .
L - l !
B 7“*"7' , Geographxc DlSt[lbﬂthh of Phy51c14ns . .
o
There are many varlables which bear on the health status’ of the U.S.
populatien, a pumber of which are-not related to the preseénce . or
absence of a phys;c1an (€eGes envxronmental. educational, A
psychologlcal factors) or to the availability of other types ot-ﬂealth -
manpouer.' However, it Ls‘generally agreed that assuring access to -
gualxty health care (at least to a first-cgontact pnysician)‘at 4
- reasonable cost is a ma jor aspect of maxntalnlng or meroflng the. :
population's health status. It is clear, too, that there is an uneven
‘geographic distribution of physicians d physician services in. the
. United Ssates. As a result, many curr nt programs are aimed’ at -
*. ‘alleviating the uneveén geoyraphic distribution of ysicians. These
A programs. include the loan repayment ptogram, the l‘fmnal Health . o
- ~ Service Corps, and more recently, a variety of funding incentives in ] o~
the HPEA aimed at st;mulatxng a more even -geographic distribution of
prlmary care. p SLclans in relation to populatlon.,,~ F S

5

3

’ ’ It was indict d earller in this report that the prlmary tool used’ to

; measyre the quantity of ph151c1an services available to the population
is g;e health manpover- to populatlon ratlo, although this measure
léa es much to he de51red. . ) - . S S

since the use of gross phy51c1an/90pulat10n ratios lmplles that: all“‘é;jé
' prov1dets contribute the same amount and quality of seryvices and that
all population segménts requ1re the same level of SetV1ceS, vhich is
“not. -the case, a more precise measure ‘would be an “"available services"
ratio. Other indicators of ph751c1an accessibility or avallabxlxty
are office waiting time, travel time to the nearest physician, and
vaiting time tor an appoxntment. Hovever, little:data anqlanalyses
currently exist on ‘thesg latter jindicators, so that the -
i phy51c1an/§6pulat10n ratio is- the standard typlc lly used. L -
o Qéghd on pnysxcxan/populat;on ratlos by region, State (See Table
. IV-S),,non-metropolltan versus‘metropolltan ar eas, county, and
"~ Health Service Area,; it is evidént that there £s a highly.uneyen
distribution of physicians-jn the U. S Horeo r, the trend tfor all,
‘u .De's, and especially all'primary care M.¥.'sf (including
, obstetsxcs/qynecology). became niore uneven betueen 1.970 ang 1973-
";'.;~u D..s uere the .only ‘health protession to shou llttle or nq,'

‘1 - - 2~» o : B c :,"']V:jl'q ‘ o T
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merovement in distribution over this perlod._]/ Furtherimore, the '
number of counties without a physician grew more thian 30 percent
between 1940 and 1975.  In 1940 there were 46 such counties; by 1975,

- the number had reached 141. (It should be noted, hovever, that . -

' 1mprovements in transportation acceqsibility with better roads and'-’
‘more cars, and loss of .population in counties without a physrcran make -
“this rise 1in phySLCLan-less counties less mean1ngful thdt it mxght e

) appear on the’ surface.) 3 -

-

: Physrcrdn/populatlon -ratios for metropolltan as compared to . ‘ o
*.non—netropolltdn counties further dillustrate the geogyraphic sxtuatlon._ Lol
~In 1963, non—metropolltan counties had a- ratio of 73.8 non-Federal '
~physicians per 100,000 populatlon and metropolitan counties a ratio of
144.2/100,000, a ditferengce of 70.4 per 100,000. The ratio in .
" metropolitan counties increased at a more rapid rate"than'in_
non—metropolltan counties. and reached 153.3/100,000 in 1974, w~hile
“+that:in nom-métropolitan counties dropped to 70.“/100 000, widen'ing - .,
"the difference to 82.9/100,000. 51m11arly, the 'difference between the
highest and lowest State gatio has been increasingy, from 132 in 13959
{(New York- 187 -and Alaska-SS) to 1u6 in 197“ (New York=-221 and South

_Dakota—75). .

The uneven yeographic dastrxbut1on of phy51c1ans is also affefted by
the uneven national distribuytfion of osteopathic physicia 0, in
"sore reglons, represent. a sxzable conffonent of total phy c1an
manpower. Doctors of Osteopathy have aditionally shown a preference
for rural primary care practice, until the late 1960's only about
. one-halt of the States gave Eul%cal liceses to D.0.'s. This _
- resulted in an uneven distribution of ostepathic physicians. vhich
~continues to the present in many States, The uneven distribution of
‘these practitioners also.reflects the small number of osteopathlc
schools and graduate tralnlng proyrams. . Aty the present time, all
“States give full licensure to osteopathxc-§§y51c1ans.“'
The llargest number of osteopathic physicia w¥as in Mlchxgan--an
estimated- 2,360 in 1975--but thére were only 2 in Mississippi.
‘Overjall, theé ratios of active ngn-Federal osteopathlc physicians
av;llan populatlon range from 0.1 per 100,000 in. 51551551pp1 to )
per 100,000 in Michigan, as compared ¥ith a U.S. average of 6.4 per
100,000 (see Table A-IV=6)'. In the States in which D.0.'s are ' 3 'l
concentrated, they are @elatlvely evenly'dlstrlbuted among communltles o

. o1 dltferent Sizee. -

~There are mdny factors which may serve 50 compensate-for or eXplaln
‘the dlSparltles in phy51c1an-to-populatlon ratxos that have been noted

4

. o . . ) "!g
1/ uorrou, James Se. ‘"Tovard A Hore Normat;ve Aﬁsessment of
Hdld1=tr1butlon. tle Glnr Index." Inguiry. - Volume XIV, September, 1977

Blue Cross Asaoc1atxon, Cnxcago, Il%;nors Ppe 278-292.
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above. Demdnd may not be - the same in one area’ as another, and thxs
disparity may have beeﬁ“qsowlng larger. Part of the dxfferentxal
demand possibly relates to differ tial morbidity rates. and
environmental hazardsd” For example, Standard Metropolitan Statistlcal
Areas (§nSA's) in some respects represSent a more hazardous envxponment
than rural areas uith regard to pollutxon, ;ndustrxalxzatlon, crime -+
and’ higher accident rates. +Vartations in-the" gudhtLty of setvices.

. provided by individuail physicians, as measured by the number of
patient 'visits, is also a factor and is dependent on such things as
spegialization, type of practlce, emplo yment setting, geographlc ‘ﬂti

" location, sex, age, and number c’ uours uorked. '

A comparison of the quantity.of services in these areas is incomplete
when confined solely to physxcxan/populatlon ratios. Reinhardt 1/ has-*
.shown that vhere physician to population ratios-are low, physicians +
of ten achieve higher productivity by utilizing more auxllyar1es. As
he points out, there were 161 phyq1c1ans per 100,000 persons in the
Northeast and only 95 in the East South Central -and the number of
physician visits per cap1ta and the number of hours phy51c1ans vorked
were the same in the tvo areas; hovwever, physicians on average
utilized 2.1 auxiliary personnel in the East South Central versus 1.3
in the Northeast. Nevertheless, because of the absence of :
comprehensive national data and research indicating the exact extent
of area by area variations in physician productivity, reguirements,
utilization of auxiliaries, utilization of group practices, and other
‘types cf compensations, the physician/population ratio remains the
best general. lndlcator of geographic dlstrLbutlon.

Unde - Allopathic _an Ost athic Education
The number and capacity of medical and osteopathic schools have risen
markedly over theée last 15 years. The number of medical schools has
increased by one third while the numbe® f osteopathic schools has
. dncreased by 50 percent. “Pirst year enrollments (FYE's) in schools of
medicine havé nearly doubled to a level of over 15,000 in 1975-76,
vhile first year enrollments in schools of osteopathy,have more than
doubled to about 1000. Similar trends occubxed among graduates from
both professional schools, where M.D. and D.0O. gradhates‘totaled-abbut
. 13,500 and 800 respectively in 1975.. (For a detailed listing of all
redigal and osteopathic schools and enrollments see Tables A=IV-7, and
ﬁr\ﬁalVga ‘respectivelys) o , _

+
4).

Legislation to provide iznanc;al assxstance to persons from
.disadvantaged backgrounds" coupled vith the establishment of programs
to encourage the admission of Bth vomen and d1sadvantaged persons. to

e

- O . 4

1/ Rexnhardt, Uwe. . Product1 n Punction Estlmatlon Under leferlng
- Levels of Market Tlghtness.,. rlnceion University Unpubllshed Paper, .
March 23, 1976. % a - — R
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.health professxons andj&ther schools led 1ncreased enroilh nt of' "?ﬁzip.
- women and minority persdons’ in medical sch after 19465« e upward T

- trend in.medical and osteopathic school i‘ment of vonen continued
‘through- 1975-76, with the proportion of. w en in first-year classes

more than doubllng since: 1970-71 (See Table A-1IV- 9). ' .

Iomen represent nearly oné guarter of the medical school enterxng

‘class and nearly'onefseventh of the osteopathic school first year

‘class. How§ger, the proportxon of female FYE*s in allopathic medical
"schools has leveled off in the last two years, while the prpport/% in
«vosteopathlc schools still appears to be clxmbing. »

N
The proportion of mxnorzties in fxrst-year classes has 1ncreased less

dramatically than that of women, and actually declined in 1975-76. >
The greatest decllne in first-year enrollment of minoritigs occurred®
~_among Afro-Americans, generally the midri roup with tH® largest
&numerrcal and prpportional representatxon.*e number and. proportxon
of American Indians also decreased in 1975-7%, uhereas the
proportlonal representation of Mexican Americans and mainland Puerto
Ricans did not change. These trends are summarlzed in Table IV-7,

7Hh11e the reasons for the declxne an mxnorlty enrollmenit are not A

- certain, the rapidly spiraling costs of attending these schools in I
conjunction with the declining avallabllzty of" scholarshlps, L M\

- particularly those vithout service commitments, and the increased
‘neccesity for.reliance on loan sources, mdy be major contributing
factors. In addition, gquestions about affirmative action programs may .
be forcing some schools to rely #ore heavily on the use ot

mtraditional™ admissions crxterxa. ,

';jigggg;gg___g__grgduate ned;cal Bducstion | _ o o BN

"The Federal government's xnterest in the financing of" medlcal |
educatlon-—both pre-.and post-doctoral--derlves from its goal of
improving access to health services. Achievement of this goal depends
upon the assyrance of adequate training programs, faculty, and
institutions to maintain or expand the supply of health professionals <
as needs dictate. Thus, Federal legislation in the past provided i
financial resources for constructing medical facilities, for

..increasing student enrollment, for institutional support, %na for
specg'l programs. In 1965-1966, 54 percent of medical school support
vas J®ived from Federal funds, whereas such funds made up only HO
percent of medical school snpport in 1973-1975. .

—~7

since 1965, medrcal schools have lnstxtuted many new programs as a . N
result of nev developments in. educational technology, reassessment of =~ . .

. curricula, broadening of societal expectations of physicians, and '

.changing roles and functions of ¥arious members of the health care :
delivery team. In-addition, schools have undertaken experiments in o
shortening the length of training programs; infj}uencinyg career and -

geographxc location pattetns of students through pre&bptorshxps and -

e . ® o
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KT - ote site- tralnlng and ﬁrov;Sxon of new Eaculty t le mode15° '(/

' .." humanistic medicine, nutr1t10n, druq qbuse counsellxng. sex educatlon.
And others. 4 . . : T . '

TH\Be and other efforts to 1mprove the process &nd content of .
undergraduate medical educatiod have evolved in part due to, stimuli
" provided by Pederal financial incentives and prbgram guxdeL;nesu o
(. Curcrent Federal health manpower legislation--The HPEA--reflects the
view that the increased numbers of medical and osteopathic schools and -
expanded enrollme will soon alleviate the manpower shortages
percelved in the early 1960s, therefore obviating the need for further
ex pansion at this tie. Current leyislation continues capitation
grants to support the education process but without the need for
expanded enrollments as a condition of eligibility. Howvever,
capitation grants have accounted fof only .about three percent of total
. support over the past three year » . ,

¢« Althouygh capltatlon gnants have been continued, other Federal programs
have been reduced or otherwise modified, such as research training '
. grants and special progect grants. Total Federal support from all
« Sources as a percentage of total costs has declined, generating a need
for other types of financial support, including development of faculty
- practice plans and higher tuitions. 'While Federal dollacrs or 4
contributions increased twvo and a half times between 1965 ;and 1974, -
State and local government dollar contributions increased over five
told, and medical service plan contrlbutlons increased over tuelve

‘fold. .

These compaelsons, made avalldble by the Assocatlon ot Amglican
. Medical Colleges and pub’ shed in the Journal of the American ﬂedlcal
B Associaton, indicate tiL - while Federal programs and targeted -
incentives have helped medical and osteopathic schools to expand
enrollments, -the expansion nas reyuired an even greater investment of
funds from other sdurces. If the proportion of FPederal funding :
contirnues to decline, then some schools, especially those without
significant State or local government support or substantial S
~endo.ments, may find it difficult to maintain the gains made during.
the last decade without resorting, to drastic tuition increases. - (In
a few scihools tutition already exceeds $5,000 per year.) Programs t .
R 1:uch as’ the National Health Service ‘Corps scholarship and loan
. rograms will help students-attending schools not recelvrﬁg large
" . State or local contributions to fxnange their educations. ‘How these -
. . - changes and forces will atffect the opportunltles for fgnanc1ally
: ; -dlsadVdntagéd groups to achieve equal access to health careers and -
prdctlce pportuntltles remains an unanswered quest1on.

. s .
_'One p;EbLble eftect Hlll be that only students from progressxvely
higher socxoeconomlc backgrounds will be able . to afford. medlcal
; school. 1In faft, a comparison of the 1970 and - 1975 family income

dlstrlbutlons of med1cal studentb and the*dlstrlbutxons of faley

s
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incomelof’ Exrst tifa_students i hlgher educa on shows, such a trend,
although the cquse of this trend ‘tan only be inferred- (See Table
‘ . N
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The soundness of medical educatlon programs and the, trarnlng cﬁpacxty .
of these schools relate directly to the Pedecal incentives and R
guidelines provided to them, and the consistency and continuity of

.Fedqral programs. The consolidation of public and private, lady and )
.'heal\Q prof0881ona1 viewpoints, and 1nﬁ'€at1ve ideas and their. - Lo -
transl ’into optionsand. alternatives.for - Pederal action programs, w5 -

‘require¥a focus and aepth of expeé ise thdt i eing built in the PR

Public Health Service. :The ‘primaty need 'is ‘£5t a- broader _ o
understanding of the Workings of /our. medical educatxon system, ' oo n
including its complex f}nangial‘structure. - ,

o . . - . ] ;%/d / -
Curricula Levelopments - (" \ }1/xv.ﬁ _ e’f/ ’
+ . . - R DR

S 2 1

uedrcal school programs vary videly, but the traditional an& currently
- the most common organization of study consists.of an average of 36
month s study over a period .of four years to achieve the M.D. degree.
Approximately one-third of the schgols have accéleratdd programs that .
permit-the medical currlculum to be completed in three ;71endar years.

¥

Twent y-four schools have combl‘hd college/medical school programs, _

- whereby high school. graduates are accepted into an integrated - C ..
curriculum. . Eighty-five schools offer gomblned MeDe - PhaDe programs.
Six schools now have formal programs to" accept appllcants with a . -, -

Ph.D., so th%t an M.D. may bé earned Ln a reduced perxo},of-tlme.g

In the cllnxcal years, the student rotates tnrough an average of seven
~.clinical clerkships in the various¥medical services, spending varylng
iods of time in medicine, surgery, pediatrics, obstetr;cs—/
gynecology, psychiatry, and othe subjects. Because of the d1vers1ty
of rricula among schools, not all 1nst1tut10ns have r1g1d -

regul ements. . ‘ . S L
L4

“Accordlng to ‘the Association of. lmerlcan Medical Colleges, a. .= . .-
- characteristic of medical durriculam change is that most schools’ now
. have students partlcxpatrng to a significant eent in curriculum

-deliberations. 1/ ‘It has become 1ncreasxngly common. for studentseto

be’ appolnted as worklng members ‘of currlculum comm1ttees. .
R

' 1/ Hedlcal School Admzssxons Reg01tements 1976- 1977. 'Associatiohfof'
Amerlcan uedlcal Colleges._ kashington, D.C., 1975. e
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The’ majority of graduates from medx ajl or osteopathxc 3 ISZCOntin&?,s~

. their formdl education in residency or'xnternshxp pnograms. However,|
', the right to practice. gxter graduation from medical or osteopatkic
»schopl is conti gent upon the graduatﬂs' meet;ng c ndxtxons .prescribed
" by -the State'!licensing board in the State in vhich'\they plan ‘to

. practice. " the first reSponsxbllxty of a nev M.D. or D.O. g,
recxp;gn; i te.licensure, and the prpcess and?t'm;ng differ from-
State to7"Sta A urxtten examingtion rt of the process in’ all

P :
Statgs.  Phe owvera faxlure rake on.stdt ‘;oatd exalnfRations in 1975
vas 43 percent vi gn me aygrad' es generally" havxng a
:h;gneq_fax}ur ate dS gf -U.s. tfduates..;-l

In 1975, the:ezuene 3 _621 . nses ls%;ed by the 54 state and

" territorial licensing: oarda}‘o allopatiic physxcxans, and 1,547 to .
. osteopathic physicians.| AppDeximately 20,000 of these llcenses were

- other than first or initial lxcenses. ‘5, 900 Were first licenses to

- - foreign medical graduates; and about 000 were first licenses to
U.S. graduates of allopathic and oste®pathic schools. Tvwo hundred
t¥ent y-one first licenses vere issued, to U,S. citizens 'who had 3

graduated from foreign medical schools. Amony allopathlc physicians, -’
eight percent ‘are not licensed in any State. Among-foreign medical
graduates. vho have been in the United States fer five years or. le
about 60 percent'have a restricted license to. practices. 1t is’
noteuorthy that Canadian medical schools are accredited by the same
~body that .accredits U.S. medicai schools, and Canadian and U.S. .

graduates pertorm similarly on board examinations. Graduvates of .
Canadian medical schools are considered fot lxcéhSure by all States on_

the same delS as: graduates of U.S. medical" schools.:
: .

»

‘ Requ1rements for a physxcxan to . be lxcensed by the Federal gOVetnment
exist only for-a few specific activities in his or ﬁer practie®, - such
..as presctlptlon of narcotics' and use of tad101SQt0peS or . radjation .
under. gertain conditions. ' In an attempt,  hovever, to bring some- ’
,degree of- standardization into ‘State ‘licensure reguxrements, the. ;.|
Federation Licensure Examlnatlon (PLEX) ,.. ‘based upon natxonal board 9 -
'questlens, wvas developed in” 1968. ‘ﬁearly all. Stqges ;have now adopted
.~ FLEX as their official boatd examination and thus it will become the
S standard test for lxcenSLng ot pnySLCLans. (The ' gfeat mrjorlty of
. . licensure examinations in recent years both fot qlpean and U.S.
graduates vere FLEX). e : . .

H nten nc of c m etenc

gstate lxcensure usually permits ‘a physxcxan to engage in any type of
'~ medical and/or’ surgical practice, and until recently, such b license
. was valid for the life of the physician, upon payment of a periodic
. token regxstratxon fee and avoidance of any crxmlnal activity. More

S~JF¥ o ‘
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| -completing a specified number af hours of continuing medical e ucation
*’(CME) when)periodic licenze ne-reglstratxoqigr reaeneval occurs §

,:, statd

: proqram
- 270, 000 individual physicians participated in such coy

“

ﬁthrough December, 1976--was requlreantor ali@:c iv

s e
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f}récently, some EJ&esﬁhavé lnxtiated a requzrement that physxcxans

demonstralte e effort to maintain and improve their skllls.
Gererally, thle requirement is for some ‘evidence of the physitian's

generally every three to five years., Im+19 15 States ‘requ red by

such COﬂtlﬂUlng mn dlCd} educhtion fo re-tegistratlon. . There
dical edycation

5o )and over

- As more.
onal specialty
medical, education,

inst itytionsjoffering’ 10,184 contianng
r courbes for allopathi¢ physicians iff 1979<

were

State medical boards,: ‘professional societies apd n
boards adopt more explicit standards for continuing

!

include the nours of personal. study,‘lnformal course instruction, iJ.
used by physxc1a

these figures wvill increase greatly. The ifigureg reported here do ]Et

self-assessment progyrams®' or other learnlng Syste

osteophatic .

practitioners in order ‘to maintain membershifp. in~the American
Osteopathic Association (AOA). Because such‘#emb rship is required
for most professional activities), this is tantamount to a universalr

Contznuxng medzcal educatlon--lso hours for éreé%e iod June, ﬁ973,

*

. requirement -for “continuing medical, education for all osteopathic
_ _Pbhysicians. _ . '

Cértigicabion

"Gizen the  increase-in medxcal knouledge ana technology in the past

guarter century, mo}e and more medical and osteopathic school

graduates are voluntarily obtaining specialized traanxng beyond that“i

reguired by state lavs.: Such training takes place in residericy and
fellpwship programs that usually have little or no basis in State or

- " Fedéral laws. . Today, over 90 percent of new graduates go on to some
pqstgtaduate tra1n1ng programs, often of several-years duration. .

The’ varlous SpeCLGItleS egch have one or more national - organlzatlons .
ﬁbr a consortium of organizations that promote criterii for excellence
in speclalty-éducatxon and practice. NWithin each major specialty,
thefe-is a Specialty Board which develops special. requirements for

- .individuals to bhe permxtted to take a comprehensive examination on the

scientific¢ and’ c11nC1a1 aspects of that specialty. Such Boards are
intorporated as free-standing, non-profit, education entities but Ulth
strong ties to the major national medical and o$teopathic '

,assoc1at10ns. They are not a part of’ any legal licensure system on

State licensure boards.

There are 22 allopathic and lu osteopathlc.speczalty Boards, with

.

several sub-specialty Boards. Individual physicians who have | -

1

A

- completed the tralnxng requirements spec1f1ed y the . %:ald in a given

specxalty, have met the moral and character sta dards of the Board ‘and
Mve passed an exten51ve exam;natxon by the Board, may be certified as

B e

\
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having special competency in that spedialty and are called DIpldﬁgtes
of the Bbard. In 1975, torty-two percent of all active physicians
were certified.by one or more specialty Boards. Ir the past, an )
individual maintained the Diplomate status for life without need for

" turther demonstration o£‘§OMpetency. Today, prqof of continued

" . s.competency is being requited bn'mqre and more boards, and in some

+ /_ ipstances, re-certification is required periodically. All of the /.
‘ “allopathic Boards now have developed policies favoring -

. ,re-certification. All of the osteopathic pecialty boards require
Ymerbetship in the AOA whiph.has a CHE'requireméﬁ&.erherefopeo-
demonstration of ‘continued learning efforts is reéquired of all
osteopathic diplomatse ‘.‘;a_ R . -

- Successful complgkioh of the cert ficabion,ptoceSscﬁiﬁthe Specnalty
"poards in and otf its€lf has no legal entitlements. 'In eight States,
possession of such certification by fogeign medloal graduates or U.S.
graduates licehsed in a different State may- lead to the granting of a
license to practice by "any of those eight States, without the * . -
ind;igfual having to submit. to any additional examination.

Impact of Licensure_and C
and Distribution

L4

_ tes control the licensure process, physician migration
' pitter S depend on the widlingness of one State’to accept for
lggengure a piysician licensed in a different State-~-a process called
reciprocity. ;MaRy States have reciprocity agreements with other
Stat ,ui}thoquathese ate not -always explicit, for the-first several .
years atfter a candidate graduates. Also, most States will grant a
lidensing examination within specified time periods following
graduation rfrom medical or osteopathic school. However, policies_
differ, and final decisions are usually made by State Medical -
A Licensing Boards on a case-by-case basis. There has been- no
7z quantitative assessment ot the impact of "different State licensing
 practices ¢n physician migration. ~ - - : - -
. » . . . ; “%

-

-

Pirst-Year Residency Positions -

! ‘Thefe had been a steady and substantial increase in the number of. U.S.
'* | meaical school graduates .(0SMG's) since 1970 (See Table A-IV-10). .
Curing this samé period, the number of foreign medical graduates’

(FMGs) entering first-year residencies has fluctuated between about
4,000 and 5,000. The total number of first-year residency positions
otfered by teaching hospitals has increased at a tate slover than the '

_rate of increase in tilled positions, resulting in%an increase in the
fill rate’ (the percent of offered positions filled). The observed .
"fill rate is not constant across specialties--the surgical specialties
exhibit high till rates vhile other specialties, in particular. '
anesthesiology, radioloyy, pathology, and other ‘hospital-based
specialties, have substantially- lower £fill rates. , (See Table IV-8.)

»
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A8 indicated earkier,‘bﬁe-HPEA seeks to restrict the number of FMG's
entering this country to practice, through amendments to the.
. Immigration and Nationality Act, A dacreas§ in the level of oo
iwmigration o& ENMGs will have differing effects geographically and
across specialtikes. Rhode Island, Nev Jersey and Nejg.York -draw 50
‘percent or more of their physicians in residency pro,@ams from the
foreign population, while six.other states draw more than’40 percent, -
Residency programs in anesthesiology, general practice, pathology, and
" physicial medicine ,have 50 percent or more FMGs and ot 'specialty
.-residency programs have, in the gggrégase, more than 40 pergent FNGs.
Althaugh waivers‘of the restrictiqns placed upon 'FM3 fon-iphigrants by
the HPEA can be granted in dases where "substantial disruption" to the
health care deliver@system ‘has been identified, the effects of the

- HPEA "in' the near fyture could :he-substantial as tiey relate to the FAG"

' permanent immigrant toomponent in GME. ‘o .

A o

.BY tying capitation grants for medical schools to the attainment of
‘target levels of filled positions in affiliated primary care GME
programs (general internal medicine, general pedidtrics.and family
medicine), the Congress has moved to increase the proportion of

" physicians enterjing practice in the primary care specialties. In .
order for medical schools to be eligible for capitation grants, their
combined affiliated GME programs must, ;on,July 15, 1977, have had 35
. percent of all filled first-year GME positioms in primary care. , This
‘percentage increases to 40 percent in 4#he following year and to.S50
percent in subsequent years. ' In additjon, the amount avarded is

- discounted for each Fhysician who transfefs out- of a primary care
Specialty during.or at the end of ‘the tirst:yedr of GME. Teaching
‘hospital's can attain the target’fgrqentage b}y increasing primary care
‘offeringS, or by decreasing offerings in other spegialties, or both.
ducation
Physician behavior is thought to have a significant impact on health
care costs. One possible explanation can be derived from the process
~ of medical education. Much of the ‘émphasis on technical .
input-intensive mediéine, reinforced by encouraging specilization and
promoting ' expensive procedures, can-'be found in graduate medical

education. . A . . .o
-In an attempg to stem the tide toward specialization, the HPEA has

~ made the avarding’ of capitation grants conditional upon a required
perceﬂkagq of a medical 5chool's tesidents being in primary care .
fields. gther'di;ectives'of,the HPEA have attempted to 'spur the
specialty ‘caoices of future medical school graduates by providing -
authorizatiohs for training in family medicine, general -internal
medicine, and general pediatrics, along vith financing departments of
.family medicine, student fellowships in prigary care, and S
interdisciplinary training programs. .o ' : ‘
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Aun emerging linkage betwveen medical schools and their affliliated
tgaching hospitals is surfacing in medical edugation, particularly in
. primary care, where medical schools and these hospitals nov share many
v educational activities such as rural preceptorships. Moreover,. this
lank has been reinforced by under- graduate subsidies related to the
graduate programs noted above. ,
; ] . .
The gogl in*the training of qualified physicians is no longer to '
produce as many as possible. The objective now is to produce the
"right number of the right kind." This phrase has come to meag
increased numbers of physicians in primary care specialties, fewer
physicians per capita in surgical specialties, and no pro ortionate
, Aincreases in other specialties. ' - ‘. 4)k( '

Recent research has indicated that one ot the tactors which relates to
, ultipate practice location, particularly for Specialists, is location
J'\ ot their graduate medical education, probably because of th neegd for
tamiliar technigal support. The responsibility for GME .has been
"placed in the hgnds of institutions which have a. sérvice rather than -
anh educatiopal commitment as their most important function. ' Interns
¢ and resiftents do pilay a -significdnt role®in.health care delivery .
', despite the fact that they are "in training." Differentiation of y
their role in. the provision ot patient .services from their role as
trainees has concerned both the Congress ‘and third party payers.
According to an activity ranalysis conducted tor the-Social Security
;gministration by the Institute of Medicime and involving over 5,000
use Ofricers (interns and‘teﬁidents),~about 61.0 percent of their .
time is spent #h delivering patient care; 14.9 percent in.'the combined
“activities of patient caré with Teaching; 15.7_percent in learning;
and the remaining 8.3 perdent in teaching, research and other o
' .activities. Amonyg the ten individual ;kicialties included in this .
study, the amount of time# devoted to patient care alone varieéd, from
47.5 percent for pathologiste\to 70.7 percent for, apesthesiologists
and ?J.B'péégent'fot ﬁamilyLQpactitiqn?fﬁ.yg . e
The deselopment of residericiés t emselves was predicated upon the
.profession's néed for further su%;pecialty.educatxbn over, and above
_that necessary tor general practi €. It is therefore under tandable
that Yertiary care facilities have been the center of this education.
Residency positions offered by specialty are more a fugction. of N
department prestige, adequacyy;of resources to . sustain the educational
/ . programs and instituitional service requirements, rather t han community
»  and, national reeds.  Hence, an objective .of primary care curricula is
to expose tne student to alternative sites and modes for the delivery
of care such-as those bkyond the reach of the traditional teaching °°
" “institutions. _ o ‘. . P
’ : ) . ' [ . 7 . -
Historically, \the cliftical emphasis”in GME primary care curricdula has -
beem toward outpatient experiences. ‘However, the facility of fFeferral .
services ailable to the primary -care résident in the oltpatient.
“setting has continued to reinforce the bechnical‘suppor&“dgpgndengy.m,
T o < : -0 - -
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Recent additions tb-primdry care curricula of clerkships and

preceptorships in rural and other non-hospital pased settings are
expected to redirect the outlook of future physicians. The actual
impact ot these new e¢ducational experiegces'upop ultimate practice
behavior has been difticult to document. Present evaluation is
contined to student jerformance, perceptions, and attitudes along with.
analysis of ultimate spgcialty and- practice location. - The results to .
date are inconclusive. | ' : ' |

W

-S,gogrhysiciané have expressed cohcern about the legitimacy of famil?/’

\.

practice as a distinct specialty. Mdny medical school faculty find
that primary «ar e does not represent a real body of knovledye distinct
from the disciplines of internal medicine, pediatrics and other
specialties. This attitude is not lost on the prospective physician.
Others are willing to accept the new field but it may be displaced
from the university hospital medical setting. It is essential f®r the
viability of “primary care GME to educate the educators toward the,
acceptance of non-university-hospital !“tings as important samrces of
medical education. . - C : o

) s - ~ » ,
The emphasis on primary care has always dominated Graduate Osteopathic ™
Education (GOE). Hovever, in recent years graduates have chosen Co

non-primary care specialties at significantly gyreater percentages than *

in the past. Historically, with limited resources, schools of

‘osteopathy have relied upon community-based hospitals for GOE since

access to academic centers was not available. ‘Increased recogniton of
osteopathic medicine has increased the trend towvards specialization,
and it is not certain that osteopathic schools can continue to pfoduce
primary care practitioners and emphasize their ‘holistic philosophy.’

Y

Pirst_Year gesidé;cz Distribution - h ,
A= e

Crit;cai to the forecasting of the future supply of physicians by, .
specialty is the- understanding of.past trends in the distribution of
first-year residency training positions. During the period 1960-1974

there vwere marked changes in prevaif&ng trends. The period 196611968~'-0

showéqydeclines,in the percent of first year residencies in the

‘primary care-and surygical specialties, with increases in the ‘other

medical specialties. Porl the prim;’y care speécialties, decreases in
b

. general practice and pediatrics residencies were offsé€t somewhat by a

slight increase in those in internal medicine. Residencies in the
surgical specialties. of ophthalmology, otolaryngology, plastic and

- thoracic surgery showed incréases, but these vere offset 'by decrease§"

in‘obstetticsygyhecdiogy and general surgerye. Other “specialties such o |

as- dermatology, anesthesiology, neurology, and radiology have .
accounted for the expansion in "other specialties" over the eight year

period (See Table IV-9). - . L .
. - - : . : »~, .

‘The_ above trénds changed considerably in the 1969-1974 period. Pilled

N

-

first-year residencies ‘in primary care specialties increased ‘e
noticeanly, due to strong .increases in the number of®*internal medicine .
A o L _ . 4 R . g o IR
,’n - ' \&_‘. 4 \ .
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residencies and to the addition ot family praétice.residencies
‘(representing 6 percent of first year residencies in 1974). The
slight decteases in general surgery and psychiatry residencies
%S'obngrved in the 1960-1968 period became larger decreases in the J
" " 1909-1974% period, vhile obstetrics/gynecology residencies leveled off.
g& Increases in ophthalmology, otolaryngolodgy amd anesthesiology reversed
§ themselves in the latter period. '

There were significant differences jn residency choices of foreign.and
U.S. medical graduates. Primary care residency selection by USMGs
increased more than that of FMGs between 1968 and 1974. Drops in
general surgery and anesthesiology 'vere more noticeable for USHMGs
shile increases in pediatrics and psychiatry were more prevalent for

. FMGS.
S L, . ¥

The above information.on first year residencies reguires caéeful
interpretation. Pigures on primary care residents overstate the
ultimate number of primary care spec¢ialists, because increasing
numbers of internists and pediatricians later enter subspecialties.
For example, recent trends indicate that about 9 percent of the
individuals in first year residencies in internal medicine were not in
the second year of tha€ program. 1t has similarly been estimated that
vabout one-halt of first year internal medicine residents will later
enter internal medicine subspecialties. A similar phénomenon has
occurred in pediatrics, althouyh to a lesser extent than in Internal
Medicine. o s : ' ’ ,

Finally, the degree to which residents enter subspécialties varies
according to the resident's country of medical education. For
example, although first year residency figures indicate greater
~primary care participation by USMGs, an analysis of subsequent Yyears
in residengy indiccates that a far larger percent of USMGS in internad
medicine, pediatrics, and surgery go on to subspecialties than do-
FMGs.. Conseguently, FMG®s now in traininmg may: be a more significant
source of future primary care physicians than the figures seem to
indicate. T ' :

-, , T s

Financing Graduate Medjcal Education -0 ” ) 9

As the medical education process has lengthened to include advanced

postgraduate training for over. 90 percent of graduates, a complex and

-~  not wholly coordinated process of internsnip and residency training

has evolved. The components this process are poorly defined, as is

the mechanism for financing graduate mediégigsducation. It is
notevorthy that there is no 'single source in this country that can
provide an accurate emumeration of all the residency and internship
traini prog rams aqg‘positions offered and ‘filled, nor can such a
measurggbe made by consolidating any combination of data sources. It
is estimated that there wvere betweén 70,000 and 75 000 such positions
filled in September, 1974--the latest year that cofiposite data are

* available. At an average>annual/5a1ary‘of‘$13,009 per year in 1974,

. - .S 4 '
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the cost for salaries alone exceeded $8768 million ‘dolldrs. When the
instructional costs ‘and supportive services are added to salaries, the
* costs to ‘the system of residency and internship training in 1974 were '
estimated to exceed $1.8 billion annually. . ' .

Por the most part, these costs are passed along, to patients through | "6
per diem or hospital bed charges.. -Costs of training that takes place
outside the hospital or in ambulatory care clinics cannot be passed on

to bed charges. About one-half of the costs of ambulatory serviges

are covered by taird party payments, and thesremainder is either paid
out-of-pocket by patients or recovered by the institution from gradnts .

rd

- OF unrestricted funds from other sources. .
There have been recent efforts by some private insqrahce agencies'or
carriers and by some State and Federal agencies to restrict or
eliminate reimbursement to institutions for the costs of !esiﬁéncy

ttdiningf These recent developments further complicate the chore for ~
institutions to develop sound financing bases for internship and oy
residericy training, especially in the primary care specialties.,; . Oz?

The Federal government is seekinyg to intluence the distribution of
training positions in favor of ‘primary care resildencies through the
Health Professions Bducational Assistance Act of 1976, which provides ,
grants. for expansion of opportunities. for tgaining in famil edicine,
general internal medicine, and general pediatrics. It is eftimated
that.by 1983, there may be over 3,000 first .year residency positions
in general™internal medicine and general pediatrics, and over. 4,300 @
first year posfitions in family practice, due in larje part’tio Pederal
grant programs. Paradoxically, howvever; vhile Pederal manpower '
programs are providing needed. sipport for primary.care-training, ;
reimbursement pplicies aré ‘being considered by some third-parey payers . ,.
which would redgire that institutions subtract manpower training iﬁg
grants in primary care from their reguests for reimbursement for ;
services, provided by trainees. If implemerited, e net result might
be that institutions would be returning a portion of their Pederal .,
primary care training dollars to third party payers. The effect, of !
course, would be to impair the effectiVenesgro‘ the ‘primary care. A = - g
tr_aininq,g‘gtants. . @ ’ - . L
TR AT L
1 training is’a
manpover AN
n financing system
eight year process
S. The Graduate

—

What 1is needed.ip both predoctoral and “Dostdoctor
national policy that addresses national physician
requirements for the future and a medical]l educati
that is sufficiently stable to cover thgébevgn or
involved in producing a single cohort of¥physicia Th .
Medical Educational Natjonal Advisory Committee (GMENAC) has been N R A
chartemed by the Secretary of Health Education, d §elfare to examine -
the present and future supply and requirements of physicians by .
specialty and to translate these physician rejuirements into ranges of
types and numbers of needed graduate medical training opportunities. _
The Committee is further- chartered to propose natfonal goals for the

distE}bntion of physicians being trained and to examine the impact of

& LY ! .
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various public and private policies vhich influénce physician

. specialty distribution, particularly reinmpursement and financing.
GMENAC had its first meeting din 1977 and{will report in Decembar 1978.
As that report to the Secretary is bging developed, an intensive
effort is being made to collect and dnalyze-jnformatjion obtainahle for
the most part from tue private sector. ' - P

The p¥oiected Supply of Physicians

_The number'of active physicians (M.D:'s and D.0.'s) is expected to

rise significantly in the years ahead, reaching 594,.000 in 1990, as
compared with 362,500 in 1974 and 378,600 in 19¥5. The physician to
population ratio is expectéd tq increase from 171.1 per 100,000 ‘
population in 1974 to 242.2 per 100,000 in 1990. The supply of active
M.D.'s is projected to increaséito 564,200 in 1990, from 349,000 in
1974, vith the active M.D. t6 population ratio increasing from 164.7
. per'100,000\pbpulation'in 1974 to 230.2 per 100,000 in 1990 (See Table*
< A=IV-11). - _ ' . . ‘
These preliminary projections prepared by the ‘Bureauy of Health ~
manpover are derived essentially from two distinct estimation, *
matrices, usiny the 1974 active supply of N.D-'s & specialty. asé the
starting point. The fifst metrix produces a "basic" proje?tion'OE .
year-by-year future M.D. graduates'and separations from the active
-vork force: by country of medical education. The secofd trix . .
*distrivbutes the tuture graduates and separations by sﬁeqiﬁ*ty, )
disaggregated by country of medical education. “High" 3R> "low"™ .
estimates of aggregate physician supply that have been deweloped are
summarized in the text, but are not included in the tables in thig

repﬂl’t. - x ‘ ] \ (.:‘

The first matrix projects graduates and,foreign additions utilizing
estimates of first-year enrollmeats, sjudent attrition, other med%ggl o
school-related trends, and a model of Foreiyn and Canadian Medical .. ’
Graduate (PMG/CMG) immigration. The second matrixdistrcibutes the
graduates among medical specialties through projections of first-year -
residency trends, and computes deaths and getirements of active [ =
practitioners among the .specialties, using morta ity and retirement
rates and age distributibon data specific "to each specialty. -

. . : ’

Projections of the future specialty distribution of graduates hased on
trends.in filled first-year residencies entail certain assumptions.

For example, the assumption is made that N.D's who take training in a K,
given specialty will subsequently practice in that specialty.

Actually, H.D.'s do shift their specialty .interest subsequent to their
initiwl postgradddate training, but little is known about these shifts
and the actual content of the spécialists' practice, ™ Additionally.

the graduate medical education (GME) enviroament,is in a fairly rapid
state of flux. The “rotating®, “shifting", and. % uplicativen training .
villl have.unknown effects on the future specialt(y distribution of
graduate training slotsﬁ , Y ' e

»
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Table A-1v-11 displays fhe preliminary projectiony of the #basic®
"supply of active x p.'s'by country of medical education and of D.O.'s,
for 1980, 1985 anq 1990. These projections include an analysis of the
‘potential impact of pL 94~-UBy in the projection period. Despite the
large increase in total numbers, the projections reflect a substantial
decline from Pr@vious years jn FNG additions to the physician pool,
and & minor iNCreyse in the rate of acceptance of transferees from
foreign medjcal schools into U.S. medical schools. )

fable A-Iv-12 displays the' qjigtribution of filled first~year residency
ositions in 1974 'py country oi education. Adjustments were made to
this distriyution, as reported®by the ANA, to account for duplication
caused by somﬁ‘ghysicians taking a second first-year, residency in a
wore Specigi?éd area. This adjustment vas performé@ifor internal -
medicine, pediatrics, yenera) surgery, psychiatry, A .Pathology. The
pe;ationship of the gpecialty distribution of the 1974 active supply
to the specialty distribution of the 1974 adjusted first-year «
residencies is Shown in Table A-IV-13. : ' .
As mentioned ealljer, recent trends as well as anticipated changes in
the GHNE environﬂentfportend major shifts in the future specialty
distributions Of GME training slots. yable A-IV-14 displays the
¥pbasic¥ gpecialty projections based on an extrapolation of shifte in.
first-year residencjes (FIR) for the years 1967-68 t hrough 1973~74,
In this relatively rjgid statistical approach, each specialty vas
q1ts,,.individua1 linear, curvilinear, logistic, o