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September 30, 1980

'The Honorable Patricia Roberts Harris

Secretary
Department of Health and Human Services
Washington, D.C 20201

Dear Madam Secretary

The attached Report of the Graduate Medical Education National Advisory Commiit-
tec (GMENAC) is in fulfiliment of the Committee’s responsibilities under the Charters
of April 20, 1976, May 1, 1978, and March 6, 1980.

The charge of the Committee was to advise tt.e Secretary on the number of physi-
cians required in each specialty to bring supply and requirements into balance,

methods to improve the geographic distribution of physicians, and mechanisms to
finance graduate medical education. .

GMENAC significantly advanced health manpower planning in direct and indirect
ways

GMENAC introduced new scientific methodology. Two new mathematical mod-
els were developed to estimate physician supply and requirements.

GMENAC refined the data bases; figures for estimating the supply of practition-
ers in every specialty and subspeciaity from the distribution of tirst-year resid-
ency positions have been developed.

GMENAC 1ntegrated the estimates of supply and requirements for physicians
with nurse practitioners, physician assistants, and nurse-midwives

GMENAC introduced new concepts to clarfy assessment of the geographic dis-
tribution of physicians and services; standards are proposed for designating
areas as adequately served or underserved based on the unique habits of the
people in the area

GMENAC rgcommends that medical service revenues continue to provide the
major source of funds to support graduate medical education

.
GMENAC has 1mitiated a collaboration between the private sector and the
government The unique expertise of each achieves a level of comprehen-
siveness In health manpower planning not previously experienced.

GMENAC estimates a surplus of 70,000 physicians by 1990. Most specialties will
have surpluses, but a few will have shortages A balance by 1990 cannot be
achieved until supply and requirements reached a balance in the 1990's,
GMENAC recommends that the surplus be partially absorbed by expansion cf
residency training positions in general/family practice, general pediatrics, and
general internal medicine




~

Recommendations are directed at achieving fiv? manpower goals:

1 To achieve a balar,ce between supply and requirements of physicians in the
1990s, while assuring that programs to increase the representation of minor-
ity groups in medicine arg advanced to broaden the applicant pool with
respect to socioeconomic status, age, sex, and race;

2. to integrate manpower planning of physicians and nonphysician providers
and to facilitate the function of nonphysician heaith care providers, when
their services are needed;

3. to achieve a better geographic distribution of physicians and to establish
improved mechanisms for assessing the adequacy of health services in small
areas;

4 to improve specialty and geographic distribution of physicians through
financing mechanisms for medical education, graduate medical education,
and practice; and -

—

5. to support research for the next phases of health manpower planning

The Committee unanimously recommends the immediate establishment of a succes-
sor to GMENAC. its establishment is essential to the implementation of the man-
power goals and recommendations in the Report. The full GMENAC methodology
must be applied to the six specialties which have not been analyzed. The require-
ments estimates for each of the speciaities and subspecialties must be tested, moni-
tored, and reassessed on a continuing basis. Important studies on financing, geo-
graphy, and nonphysician providers should be undertaken. The collaborative working
relationship between the private sector and the government facilitated a congruence
of interest in planning and in implementing improvements to best meet the needs of
the Nation. The momentum of this collaboration shouid be continued without
interruption.

Respectfully submitted,

Alvin R. Tarlov, M.D.
Chairman

Graduate Medica! Education
National Advisory Committee

For the Committee

Enclosure: Volumes I-VII 5
€
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I. The Charge To GMENAC

On April 20, 1976, the Secretary of the Department of Health, Education, and Welfare
established the Graduate Medical Education National Advisory Committee
{(GMENAC). The charge to the Committee was to advise the Secretary on five
natbnal health planning objectives: .

A. What number of physicians is required to meet the health care needs of the
Nadon?

B What is the most appropriate quéialty distribution of these physicians?

o

How can a more favorable geographic distribution of physicians be achieved?

D. What are the appropriate ways to finance the graduate medical education of
physicians?

E. What strategies can achieve the recommendations formulated by the Committee?




Il. Identification of Health Manpower Problems of 1990-2000

The Charter of GMENAC indicates specifically that a surplus, or a shortage, of physi-
cians should be avoided and that a balance between supply and requirements for
physicians should be achieved through modifications in the numbers of training posi-
tions in graduate medical education.

... The purpose of this Ccmmiitee is to analyze the distribution among specialtiss
of physicians and residents and to evaluate alternative approaches to ensure an ap-
propriate balance. The Committee will also encourage bodies controlling the number,
types, and geographic locatibn of graduate training oositions to provide leadership in
achieving the recommended balance . . . and make recommendations to the Secre-
tary on overall strategies cn the present and future supply and requirements of physi-
cians by specialty and geographic location; translation of physician réequirements into
a range of types and numbers of graduate training opportunities needed to approach
a more desirable distribution of physician services . . .

A cost-effective health care system that functions with equitable access for each indi-
vidual in all social, economic, and geographic areas is the Nation’s number one
health policy objective. This equity of access to health care services, often in conflict
with efficiency of expenditure, is the Nation’s major heaith policy problem. The esti-
mated surplus aggregate number of physicians and the projected shortages or sur-
pluses of physicians in varying specialties are neither cost-effective nor do they
necessarily improve equity of access. Efficiency of expenditure, only minimal short-
ages or surpluses of physicians in eacn specialty, and adequate service in all geo-
graphic locations are reasonable expectations. Shortages and surpluses shouid be
corrected while assuring equity of access and efficiency of expenditure.

After three years ot comprehensive huaith manpower analysis, the Graduate Medical
Educatior National Advisory Committee, collaborating in an intense relationship
between the Federal Government and the health professions, working with panels of
experts, assisted by technica! staff from the Department of Health and Human Servi- -
ces, and debating in pubiic forum, has identified seven major health manpower prob-
lems with the words—TOO MANY, IMBALANCES, UNEVEN, COMPLEX,
UNKNOWN, and UNCERTAIN.

There will be TOO MANY physicians 1n 1890. There will be substantial IMBALANCES
in some specialties. Thera will continue to be a marked UNEVENNESS in the geo-
graphic distribution of physicians. The country may be training TOO MANY nonphy-
sician providers for 199C. The factors influencing specialty choice are COMPLEX. The
actual cost of graduate medical education is UNKNOWN. Economic motivation in
specialty and geographic choice is UNCERTAIN. !

N
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Problem 1:

Problem 2:

Problem 3:

Problem 4:

Problem 5:

Probiem 6:

A Surplus of Physicians Will Occur in 1990 and 2000

a. In 1990 there will be 70,000 more physicians than required to pro-
vide physician services (536,000 supply, 466,000 requirements).

b. By 2000 there will be 145,000 more physicians than required to pro-
vide physician services (643,000 supply. 498,000 requirements).

c. The expected entry into practice over the next 10 years of 40,b00 to
50,000 graduates of foreign medical schools accounts for more than
half of the 70,000 physician surplus.

Shortages or Surpluses Will Be Present in
Some Specialties in 1990 (See Figure 1).

An Increase in Nonphysician Health Care
Providers

The continued expansion of the number of nurse practitioners, physi-
cian assistants, and other nonphysician health care providers aggra-
vates the impending physician surplus and poses a public policy
dilemma.

Uneven Geographic Distribution of Physicians

The uneven geographic distribution of physicians, the uneven rates of
utilization of health services, the absence of geographically defined
functional medical service areas, and thus the absence of criteria for
designating an area as adequately or inadequately.served interferes
with health manpower planning.

Medical School Role in Specialty Choice
Unclear

Modification of the educational environment to influence specialty
choice is unlikely, by itself, to be successful because the decisions
made by students are heavily influenced by premedical school and
post-training factors.

Costs of Graduate Medical Education Unknown

The true coss of graduate medical education are unknown because
the funds are derived from many different sources. It is currently
impossible to separate the cost of resident education from the cost or
benefit of the health services provided simultaneously. The reporting
procedures on costs of training vary widely from one institution to
another and often exclude the indirect costs

17




1. ldentification of Health Manpower Problems of 1990--2000

Problem 7: Financial influences in Specialty Choice
Uncertain

Financial motivating forces are thought by some to be powerful influ-
ences on specialty and geographic choices; yet the empirical evidence

to date 1s equivocal.

GMENAC examined each of these seven problems in detail and recommended a
combination of private and governmental initiatives to resolve them.

&5
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Figure 1

Ratio 7 of Projected Supply to Estimated Requirements1990

Ratio%

Shortages

Near Balance

Surpluses

105%
105%
105%
105%
115%

‘The requirements in these six specialties were estimated crudely after a review of the hterature They should
be consicdtered as very rough approximations, and tentative The full GMENAC modeling methodology wiil be

applied io them in 1980 81

The assumptions used to project 1990 supply numbers are stated in case 2 in Notes to Figure 2, and 1n foot-

note a Table 1
Supply numbers for nuclear medicine are not available
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I11. Physician Supply and Requirements for 1990:
Results of GMENAC Methodology

»

>
/
(

Estimation of ihe number of physicians required in each specialty to meet the health
care needs of the Nation in a future year is the core of GMENAC's objectives. The
mathematical models developed by GMENAC provide estimates of the expected
supply of physicians. The difference between supply and requirements yields either a
balance, a surplus, or a shortage. Figures 1 and 2 and Tables 1-7 display the findings
of the GMENAC undertaking.

These results are the product of a new GMENAC methodology described in Section
VI, and the basis for many of the recommendations stated in Chapter IV. The sources
of data used in these Tables are: the U.S. Census Data on Population Projections, the
American Medical Association, and American Osteopathic Association enumeration
of physicians by specialty, the epidemiologic data on the incidence/prevalence of
disease and norms of care, and the published information on physician productivity.
The data on prevalence, norms, and productivity for the Requirements Model were
estimated for 1990 by the Delphi Panel experts using as baseline the hard data for
1978.

The data in Figures 1 and 2 and Tables 1-7 are based both on data and on Delphi
estimates, where actual data were unavailable. The calculations are the results of the
combined expertise and judgment of the members and staff of the Technical Panel on
Modeling, the Delphi Panel Experts, and the full GMENAC Committee To interpret
accurately the findings of the composite Figure and the specific Tables, several
caveats need explanation: .

1. The year 1990 was selected as the target date because a 10-year interval Is
required detween initiating changes in training and effecting a change on physician

supply.

2 The numbers for medical schools, graduates, residents, and physicians combine
both osteopathic and allopathic professions, except for osteopathic general practice
and allopathic family practice which are reported separately.

3. The numbers related to physician supply and requirements include graduates of
U.S. medical schools and alien and U.S citizen graduates of foreign medical schools

4 All estimated supply numbers are predicated on three assumptions: That first-year
enroliment in the 126 U.S. allopathic medical schools will increase 2.5 percent per
year until 1982-83 for a total increase of 10 percent over the 1978-79 enroliment of
16,501 and then remain constant at 18,151; that first-year enrolimentin the 14 U S.
osteopathic medical schools will increase 4.6 percent per year until 1987-88 for a
total increase of 41 percent over the 1978-1979 level of 1,322 and then remain con-
stant at 1,868; and that 3,100 graduates of foreign medical schools were added to the
residency pool in 1979-80, and that numiucr will increase to 4,100 by 1983-84 and
then remain constant at that level in future years. Figure 1 displays four different
supply projections, each uses a different set of assumptions. Case 2 in Figure 1 uses
the previous three assumptions and is considered by GMENAG, the most likely future
rourse,
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5. Residents in training have been added to the supply numbers at a rate of 0.35
times their number. GMENAC, after studying available data on allocation of resident
time among patient care, education, and research, has estimated that residents pro-
vide direct health services at approximately 35 percent the level of a full-time practic-
ing physician, .

6. The relationship between the supply of physicians and the U.S. population is
expressed variably by different health system analysts. The Tables in this section use
two conventions: physicians per 100,000 papulation (See Table 2), and population
size served by one physician (See Table 4).

7. Six speciaities, neurology, physical medicine and rehabilitation, anesthesiology,
pathology, radiology, and nuclear medicine, have not been studied in depth by
GMENAC at the time of this Report. Requirements estimates in these specialties were
derived crudely by GMENAC from a review of previous manpower studies completed
by individual specially societies and by brief communication with representatives of
the specialty societies thrdugh telephone, mail, and at the public plenary session of
July 27-29, 1980. The estimates should be considered approximate and tentative. The
full GMENAC methodology will be applied to these six specialties in 1980-81.

The aggregate surplus of physicians compared to requirements is displayed in Figure
2 and Tables 1 and 2. The imbalance between supply and requirements in each of the
22 specialties and 16 subspecialties is presented in Tables 3, 4, and 5. Examples of

modifications in the number of first-year entrance positions for training in each disci-
pline }o move supply toward a balance with requirements are given in Tables 6 and 7.

Figure 2 and Tables 1 and 2: Aggregate Physician Supply and
Requirements 1978, 1990, and 2000 ’

Estimates of aggregate physician supply for 1990 and 2000 depend on two variables:
Medical school enroliment, and entry of graduates from foreign medical schools into
U.3. training positions and into practice. Figure 2 displays four examples of supply
estimates, each based on a different set of assumptions. GMENAC considers Case 2
most likely. The data from Case 2 are used exclusively in the supply projections of
Tables 1-5.

Table 1 shows a surplus of 70,000 physicians b ‘ond requirements ir 1990 and a sur-
plus of 145,000 by the year 2000.

Table 2 shows that the growth rate in the number of physicians will be three and a
half times greater than the growth rate in the population over the same period. The
ratio of physicians to population in 1978 was 171 to 100,000, in 1990 it will be 220 to
100,000 (29 percent increase), and in the year 2000 the ratio will be 247 physicians to
100,0C0 populaiton (44 percent increase). This last ratio is now at the top 10 percent
of all countries in the world.
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Figure 2

Aggregate Physician Supply & Requirements
Under Four Assumptions
1978, 1990, 2000
700,000 L
600,000 -} . g
é 1 e
400,000 _} 7/
5 /
300,000 _}
: 1
200,000 _}
i 7 /
100,000 | V% //// //
Il N

1978 1990 2000

22




Q

ERIC

Aruitoxt provided by Eic:

Notes to Figure 2

Aggregate Physician Supply and Requirements (1978, 1990, 2000) Under Four Sets of
Assumptions

Case 1. Assumes

+ A continuous incresse in the first-year enrollment in U.S allopathic medical schools at the
rate of 2.5 percent per year over the 1978-79 number of 16,501.

+ A centinuous increase in the first-year enrollment in the U.S. osteopathic medical schools at
the rate of 4.6 percent per year over the 1978-79 number of 1,322.

* FMGs (all types) wil be added to the residency pool at the rate of 3,100 per year in 1979, will
increase t0 4,100 in 1983 and then will remain at that level.

*Case 2: Assumes

+ An increase in the first-year enroliment in U.S. allopathic medica} schools at the rate of 2 5
percent per year until 1982-83 for a total increase of 10 percent over the 1978-79 number of
16,501, and then will remain level at 18,151.

+ An increas® in the first-year enroliment in U.S osteopathic medical schools at the rate of 4 &
percent per year until 1987-88 for a total increase of 41 percent over the 1978-79 number of
1,322, and then will remain level at 1,868.

+ FMGs will be added to the residency pool at the rate of 3,100 per year in 1979, will increase
to 4,100 1n 1983, and then will remain at that level.

Case 3: Assumes

» An increase in the first-year enroiiment in U.S. allopathic medical schools at the rate of 2 §
percent per year for a total increase of 7.5 percent over the 1978-79 number of 16,501 and then
will remain level at 17,739.

+ An increase in the first-year enroliment in U.S. osteopathic medical schools at the rate of 6.1
percent per year for a total increase of 18 2 percent over the 1978-79 number of 1,322, and then
will remain level at 1,562.

+ FMGs will be added to the residency pool at the rate of 3,100 per ypar in 1979, will decrease
to 1,350 by 1983, and then will remain at that level.

Case 4. Assumes

+ Beginning in 1981, both allopathic and osteopathic medical school tirst-year enroliment will
decrease 10 percent by 1984 to 16,041 compared to the 1978-79 enroliment of 17.823, and then
will remain at that level.

+ FMGs will be added to the residency pc ol at the rate of 3,100 per year in 1979, will decrease
to 1,350 in 1983, and then will remain at that level.

*Case 218 considered by GMENAC to be the most ikely course. and 18 used in Tabies 1-7 which follow

All supply numbers include 35% of the number of residents in training in the given year
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Tables 1 and 2

Aggregate Physician Supply and Requirements:
1978, and Estimates for 1990 and 2000

1978 1980 2000
Physician Supply? 374,800 535,750 642,950
Physician Requirements® 418,550 466,000 498,250
Surplus (Shortage) (43,750) 69,750 144,700

3nciudes all professionally active physicidns (Mljs and DOs) together with 0 35 of all residents and fellows in training in
the year indicated The 1990 and 2000 figures assume that U S aliopathic medical schooi first-year enroliment will
increase 2 5 percent per year untii 1982-83 for a total increase of 10 percent over the 1978-79 enroliment of 16.501, and
then will remain levet at 18,151, that U S osteopathic medical school enroliment will increase 4 6 percent per yee: until
1987-88 for a total increase of 41 percent over the 1978-79 number of 1,322, and then will remain level at 1,868. and that
FMGs will be added to the residency pool at the rate of 3,100 per year in 1979-80, increase to 4,100 per year by 1983, and
then remain level (Case 2, Figure 2) All supply data in the foliowing tables have been calculated using these
assumptions

°The 1978 and 2000 figures on requirements are extrapolated from the 1990 calculated requirements simply on the bass
of the population differences in the 3 years

Aggregatoe Physiclan Supply, Total U.S. Population,
and Physiclan-to-Population Ratlo: 1978, and

Estimates for 1990 and 2000
Percent Percent
1978 1990 Increase 2000 Increase
(1978-1990) (1978-2000)
Population
(thousands) 218,717  243513° 11% 260,378° 19%
Physician Supply® 374,800 535,750 43% 642,950 72%
Physician/100,000

population 171 220 28% 247 44% ‘
|
\

*U'S Census. Series P-25. Number 868, Current Population Reports. “Estimates of US Population to May 1. 1980,"
1ssuzd July 1980

®U'S Census. Series P-25. Number 704. Current Popuiation Reports, “Projection of Population of United States,
1977-2050," 1ssued July 1977

¢ Assumptions are stated in footnote “a” to Table 1 above
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Table 3

Supply of Physicians by Speciaity: 1978, and Estimates for 1990

a a Percent
- 19‘78 1990 Change
All Physicians 374,800 535,750 +43
Osteopathic General Practice 13,550 23,850 +76
General/Family Practice 54,350 64 400 +18
Genera. Yediatrics 23,800 37,750 +59
Pediat-ic Allergy 450 900 +100
Pediatric Cardiology 600 1,000 +67
Pediatric Endocrinology N/AP 2502 N/A
Pediatric Hematology-Onco'ogy N/AP 5500 N/A
Pediatric Nephrology N/AP 2000 N/A
Neonatology N/Ab 7000 N/A
General Internal Medicine 48,950 73,800 +51
Allergy and immunology 2,100 3,050 +45
Cardiology 7.700 14,900 +94
Endocrinology 1,400 3,850 +175
Gastroenterology 2,900 6,900 +138
Hematology-Oncology 3.000 8,306 +177
Infectious Diseases 850 3.250 +282
Nephroiogy 1,450 4,850 +235
Pulmonary Diseases 2,800 6,950 +148
Rheumatology 1,000 3,000 +200
Neurology 4,850 8,650 +78
Dermatology 5.000 7,350 +47
Psychiatry (General) 25,250 30,500 +21
Chiid Psychiatry 3,050 4,100 +34
Obstetrics-Gynecology 23,100 34,450 +49
General Surgery 30,700 35,300 +15
Neurosurgery 3,000 5,100 +70
Ophthaimotogy 11,750 16,300 +39
Orthopedic Surgerv 12,350 20,100 +63
Otolaryngology 6.100 8,500 - +39
Plastic Surgery 2,600 3,900 +50
Thoracic Surgery 2,100 2,900 +38
Uroiogy 7.100 9,350 +32
Emergency Medicine 5,000 9,250 +85
Preventive Medicine 6.100 5,550 -9
Anesthesiology 14,850 19,450 +31
Nuclear Medicine N/A® N/AC N/A
Pathology 12,650 16.850 +33
Physical Medicine & Rehabilitation 2,000 2,400 +20
Radiology 18.550 27.800 +50
All other and unspecified 14,000 9,700 -31

N-A not avarlable

*Assumptions are stated In footnote a to Table t on page 10

®The 1978 AMA masterhile does not contain data for the pediatric subspecialties other than for pediatric allergy and car-
diology Therefore the 1990 supply for these pediatric subspecialties 1s hkely to be sigmficantly underenumerated

“The 1978 AMA masterfile does not include accurate estimates for nuclear medicine Therefore the supply estimates for

nuclear medicin® have been omitted

-
e
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I11. Physician Supply and Requirements for 1990:
Results of GMENAC Methodology

Tables 3, 4, and 5: Specialty-Specific Physician Supply and Require-
ments 1978 and 1990.

Table 3 estimates an increase in the supply of physigians for aimost all of the special-
ties and subspecialties. Increases by 1990 range from 12 percent for family practice,
15 percent for general surgery, 49 percent for obstetrics and gynecology, 51 percent
for general internal medicine, 59 percent for pediatrics, to 77 percent for osteopathic
general practice. The increases wili be even greater in some other disciplines.

Table 45shows one physician per 580 persons in 1978 and one physician per 455 per-
sons in 1990. Calculations document similar substantial increases in some specialties
and gubspecialties.

Table 5 shows shortages in some disciplines that range from 8,000 in general psychi-
atry and 4,900 in child psychiatry to 1,100 in pediatric hematology/oncology. It also
shows surpluses in many disciplines that include 11,800 in geheral surgery, and
10,400 in obstatrics/gynecology. A near balance is shown in‘eight disciplines includ-
ing four specialties identified with primary care: Osteopathic general practice, family
practice, general pediatrics, and general internal medicine.

Tables 6 and 7: lllustrative Adjustments in the Number of First-Year
Entrants into Residency and Fellowship Training

The control points of the specialty distribution of physicians are the filled first-year
residency positions in each of the specialties and subspecialties. In some fields, fam-
ily practice and general internal medicine, for example, entry occurs aimost entirely
in the first year after graduation from medical school, PGY-1 {postgraduate year one).
In others, for example, the pediatric and internal medicine subspecialties, entry
occurs after several years of prior residency training in the parent specialty, usuaily at
PGY-4. In still others, like psychiatry and orthopedic surgery, some enter at PGY-1
and others at PGY-2 through 5. For all, the first year of training in the specialty,
regarc!oss of the postgraduate year, is referred to as R-1 (Resident-1 or Fellow-1). A
comprehensive and integrated approach to manpower planning using entry rates as a
key variable requires that all of the R-1s be accounted for, the PGY-1 entrants as well
as those who enter after prior years of training in another specialty. Therefore, two
Tables have been constructed: Table 6 for PGY-1 entrants and Table 7 for the total
number of entrants regardless of the year past graduation, the R-1s

The Committee recognizes that the numbers assigned to the surpiuses or shortages
in any specialty may convey a level of precision greater than the methodology allows
For illustrative purposes, nevertheless, we present in Tables 6 and 7 the effect of
changing the entry rates into each of the specialties in the direction intended to
reduce the imbalances.
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) Aruitoxt provided by Eic:

U.S. Population Per One Physiclan, Specialty-
Specific: 1978, and Estimates for 1990

1978%
(pop 218.717,000)°
All Physicians 1 per 580
Osteopathic General Practice 1 per 16,000
General/Family Practice 1 per 4,000
General Pediatrics 1 per 9,200
Pediatnc Allergy 1 per 468,300
z:gﬁmmc Cardiology 1 per 344 4nn
Pechatnc Endocrinolegy N A
Pediatnic Hematology-Oncology N/A
Pediatnc Nephrology ’ N/A
Neonatology ’ N/A
. Genera! Internal Medicine 1 per 4,500
. Allergy and Immunology 1 per 103,300
Cardiology 1 per 28,400
Endocrinology 1 per 158,100
Gastroenterology 1 per 75,300
Hematglogy-Oncology ) 1 per 72,600
Infectious Diseases 1 per 250,500
Nephrology 1 per 148,900
Pulmonary Diseases 1 per 78,700
Rheumatology 1 per 218,300
Nevrology 1 per 45,000
Dermatology - 1 per 43,600
Psychiatry (Generat) 1 per 8,700
Chiid Psychiatry 1 per 71,800
Obstetrics-Gynecology : 1 per 9,500
General Surgery 1 per 7,100
Neurosurgery ‘ 1 per 73.300
Ophthaimology 1 per 18,600
Orthopedic Surgery 1 per 17,700
Otolaryngology 1 per 36,000
Plastic Surgery 1 per 84,300
Thoracic Surgery 1 per 103,500
Urology 1 per 30,800
Emergency Mecicine 1 per 43,800
Preventive Medicine 1 per 35,800
Anesthesiology 1 per 14,700
Nuclear Medicine N/A
Pathology 1 per 17,300
Physical Medicine & Rehabihitation 1 per 1n9,200
Radiology 1 per 11.800
All other and unspecitfied 1.pe 15,600

19902
(pop 243,513,000
1 per 455
1 per 10,200
1 per 3.800
1 per 6,500
1 per 270,600
1 per 243,500
N/A ~
N/A
N/A
N/A
1 per 3.300
1 per 79,800
1 per 16.300
1 per 63,300
1 per 35,300
1 per 29,300
1 per 74,900
1 per 50,200
1 per 35,000
1 per 81,200
1 per 28,200
1 per 33,100
1 per 8,000
1 per 59,400
1 per 7100
1 per 6,900
1 per 47,700
1 per 14,900
1 per 12,100
1 per 28,600
1 per 62,400
1 per 84,000
1 per 26,000
1 per 26,300
1 per 43,900
1 per 12,500
N/A
1 per 14,500
1 per 101,500
1 per 8.800
1 per 25,100

N/ A-not availabie
aAazmmphcms are stated in footnote a to Table 1 on page 10

The total U S population number was utihized for eacn calculation in this 1able The numbers are not

adjusjed by age for pediatrics specialties or by age and sex for obstetrics-gynecology
Note Unrounded supply estimates were used 1n the caic ul~ahons for this tatfle

»
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Table 5

Specialty-Specific Physician Supply & Requirements: Surplus &
Shortage Estimates for 1990 i
Jotal
Residents/ Total _ Require- Surplus

Physicians? Fellows Supply? ¢ ments (Shortage)
All Physictans 504,750 88,500 535,750 466,000 69,750
Osteopathic General Practice 23,050 2,300 23,850 22,750 1,150
General/Family Practice 61,750 7,600 64,400 61,300 3,100
General Pediatrics 35,300 7,050 37,750 30,250 7.500
Pediatric Allergy 750 450 900 900 —
Pediatric Cardiology 850 400 1,000 1,150 (150)
Pediatnc Endocrinology 250 N/A 250 800 (550)9
Pediatric Hematology-

Oncology . 500 200 5 1,650 (1,100)d
Pedtatric Nsphrology 200 N/A 350 (150)°
Neonatology 700 N/A 00 1,300 - (600)9
General Internal Medicine 66,500 20,800 _--73,800 70,250 3,550
Allergy and immunology 3,000 150 3,050 2,050 1,000
Cardiology 14,250 1,900 14,900 7,750 7150
Endocrinology 3,700 500 3,850 2,080 1,800
Gastroenterology 6,550 1,000 6,900 6,500 400
Hematology-Oncology 7,850 1,300 8,300 9.000 {700)
Infectious Diseases . 3,050 500 3,250 2,250 1,000
Nephrology . 4,600 700 4,850 2450 2,100

N Puimonary Diseases 6,600 1,050 6,950 3,600 3,350
Rheumatology 2,850 500 3.000 1,700 1,300
‘Neurology 8,300 950 8,650 5,500° 3,150°
Dermatology 7,150 700 7.350 6.950 400
Psychiatry'(Generat) 29,250 3,550 30,500 38,500 (8.000)
Chid Psychiatry 4,050 200 4,100 9,000 (4,900)
Obstetrics-Gynecology 32,300 6.2u0 34,450 24,000 10,450
_—._ General Surgery 32,100 9,200 35,300 23,5¢n 11,800
'd urosurgery 4,850 700 5,100 2,65v . 2,450
\%ology 15,400 2,600 16,300 11,600 4,700
Orthopddic Surgery 19,000 3,150 20,100 15,100 5,000
Qtolaryrgology 8,000 1,400 8,500 8,000 500
Plastic urgery 3700 600 3.900 2,700 1,200
Thoragic Surgery 2,700 450 2,900 2,050 850
8.800 1,600 9.350 7.700 1,650
Efergency Medicine 8.900 1,000 9,250 13,500 {4,250)
Preventive Medicine 5,550 N/A 5,550 7.300 (1.750)
*Anesthesiology 18,750 2,050 19,450 21,000°  (1,550)°
*Nuclear Medicine N/A N/A N/A® 4,000 N/A!
‘Pathology 16,000 2,450 16,850 13,500° 3.350°
*Physical Medicine & \2
Rehab:litation 2,350 150 ,400 3,200° (800)° +
‘Radiclogy 26,450 3,800 27 800° 18,000" 9.800°

Al other and unspecified 9,200 1,450 9,70C - ' N/A
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Notes to Table 5

N/A-Not avaiiable
‘The requirements in these six specialties were estimated crudely after a brief review of the Iiterature Thoey shouid be con-
sidered approximations, and tentative The full GMENAC modeiing methodology will be applied to them in 1987-81

®Exciudes residents and feltows

DAssumptions are stated in footnote “s” to Table 1 on page 10

CResidents and fellows in training have boenb.ddod to the supply figures at a rate of 0 35 times their number GMENAC has
estimated that residents and fellows provide direct health services at approximately 35 percent the level of a full-time
practicing physician

dTho 1876 AMA masterfile does not contain data for the pediatric subspecialties other than for pediatnic ailergy and car-
diology Therefore, the 1890 supply for these pediatric subspecialties are likely to be significantly under enumerated, and
calculations of shortage may contain larger errors

®There may be approximately 3,000 nuclear medicine specialists at the present ime Accurate enumeration is Impossible
because many list their principal specialty as radiciogy The supply and the estimated surplus of radiologists, therefore,
may be inflated

'Tho 1978 AMA masterfile does not include accurate estimates for nuclear medicine Therefore, the supply estimates for
nuciear medicine have been omitted, and caiculations of surplus, balance, or shortage cannot be made

-
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Aruitoxt provided by Eic:

Table 6
lilustrative Rate. of Entry Into First-Year
Graduate Medical Education (PGY-1) for 1986-87
' 1986-87 1986-87
Projected 1979-80 GME Hustrative GME
1990 Surpius Entry Rates Trend Entry Rates
(Shortage) at PGY-1 Level % Change at PGY-1
TOTAL 20,474 -2 20,030
Osteopathic Interns 1,150 1050 -2 1,030°
Flex Interns N.A 1,325 +15 1,500°
Family Practice 3,100 2,347 (c} 2,347
General Pediatrics and,

Subspecialties 4,950 2,030 (c) 2,030
General Internal Medicine 3.550 6,730 (c} 6,730
Obstetrics-Gynecology 10,450 1,100 -20 880

*Néurology 3,150 ° 113 0 113
Dermatology 400 13 0 43
Psychiatry {8,000} 714 . +20 856
General Surgery 11,800 2,817 -20 2,254
Neurosurgery 2,450 3 -20 25
Ophthalmology 4,700 65 -20 52
Orthopedic Surgery 5,000 240 -20 192
Otolaryngology 500 40 0 40
Urology 1,650 60 -2 48
Emergency Medicine {4,250) 225 NAd 400

‘Anesthesiology (1.,55C,* 400 -10 510

*Pathology 3,350 * 559 -5 531

*Physical Med & Rehab (800;° 85 +20 102

*Radiology 9,800 * 470 -20 376

N A -Not applicable

*The requirements in these five specialties were estimated crudely after @ brief review of the iiterature They should be
considrred approximations, and tentative The full C“ENAp modeling methodology will be apphed to them in 1980-81

nDerived using the same proportional decrease {minus 2 parcent) in the total number of positions for ailopathic medicine
between 1979-80 and 1986-87 )

bThese pasitions provide the first-year clinical traininy for severai speciaities and are Hikely to be calied the transitional
year in the future Therefore. GMENAC suggests a 15 percent increase In the number of these positions

Cwhiie the 1990 projected supply is shightly greater than requirements for all three of these speciaities, GMENAC suggests
that the current number of residency positiona be reta:ned in the 1980s In order t0 accommodate the anticipated surplus
in the aggrecate number of residents and physiCian.

A1he tollowing assumptions were used to Project the t990 emergency medicine supply 225 residents completad their
fraining in 1380 this number will increase to 400 by 1983 and then will remain at that leve!
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llustrative Rates of Entry Into Specialty Training (R-1) for 1986-87

1990 1979-80 1986-87 1986-87
Estimated Speciaity illustrative Speciaity
Surplus Entry Rates Trend Entry Rates
{Shortage) at R-12 % Change atR-12 -
TOTAL 26,851 -5 25,554
Osteopathic Residents 1,150 14700 -5 1,3990
Family Practice 3,100 2,347 () 2,347
Generai Pediatrics and
Subspeciaities 4,950 2,122 {c d) 2,1229
General internal Medicine 3,550 6,729 (c) 6,729
Aliergy and immunology 1.000 65 -20 52
Cardiology : 7.150 701 -20 561 .
Endocrinology 1,800 181 -20 145
Gastroenterology 400 367 0 367
Hematology-Oncology . (700) 472 +5 496
Infectious Diseases 1,000 202 -20 162
Neptirology 2,100 266 -20 213
Pulmonary Diseases 2,350 387 -20 310
Rheumatology 1,300 186 -20 149
Obstetrics/Gynecology 10,450 1,244 -20 995
*Neurology 3,150 * 437 0 437
Dermatology 400 282 0 282
Psychiatry (8,000) 1.010 +20 1,212
Child Psychiatry (4.900) 2.1 +20 325
General Surgery 11,800 2,817 -20 2,254
Neurosurgery 2,450 127 -20 102
Ophthaimoiogy 4,700 505 -20 404
Orthopedic Surgery 5.000 684 -20 547
Otolaryngology 500 293 0 293
Plastic Surgery 1,200 202 -20 162
Thoracic Surgery ; 850 134 -10 121
Urology 1,650 293 -20 234
Emergency Medicine (4.250) 225 NA 400
Preventive Medicine (1.750) 98 +20 118
Occupational/Aerospace te) 65 +20 78
‘Anesthesiglogy (1.550)‘ 675 +10 743
*Nuciear Medicine N/A 118 (¢] 118
‘Pathology 3,350 ° 735 -5 698
‘Physical Med & Rehab (800)" 159 +20 190
‘Radiology 9.800 * 922 -20 738

N A Not appiicable

N A-Not avaitabie ,

*The requirements in these six speciaities were estimated crudely after a briet ieview of the iiterature They should be con-
udered approximations and tentative The fuli GMENAC modehng methodology will be appled to them i 1980-81

AThese figures :nclude the filled positions exhibited in Table 6 other than the fiexible internsnips and osteopathic intern-
ships

.
The number for osteopathic residents includes aif lrainees beyond the PGY-1 level

“While the 1990 projected supply 1s siightiy greater than requirements for ail three of these specialties GMENAC s1ggests
that the current number of residency positions be retained in the 1980s 1n order 10 accommodate the anticipated surpius
n the aggregate number of residents and physicians

a4y 13 suggested that the same number of positiuns be retained for the pediatnic snbspeciatties unti! petter data conterming
their supply and training rates are avaiiable
®inciuded as part of preventive medicine

"The 1978 AMA m;,slemle does notinclude accurate estimates for nuclear medicine The 1978 and 1990 siipply est'males
probably are significantly undercounted Therefure the supply estimates 10r nuctear medicine have been omitted and
caiculations of surpius balance or shortage cannot be made




I1l. Physician Supply and Requirements for 1990:
Results of GMENAC Methodology

Notes to Tables 1 through 7

1 The supply projections inciude MDs and DOs and are calculated from the following data
sources: 1978 American Medical Association masterfile, 1979 American Osteopathic Associa-
tion Survey; and The Directory of Residency Training Programs, 1979-80 Edition, Liaison
Committee un Graduate Medical Education/Anerican Medical Association.

The osteopathic physicians in general practice are reported separately from the allopathic family/
general physicians. The small number of osteopathic physicians (Table 8) in the other speciai-
ties are included with the allopathic numbers

Family practice in these Tables refers to both allopathic family physicians and allopathic gen-
eral practitioners. Since the number of the latter in 1990 will be very small, the designation fam-
ily practice is used for the combined group.

The sum of the speciaity-specific supply estimates exceeds the total due to rounding, and the
tact that psychiatry and neurology, as well as ophthaimology and otolaryngology, are com-
bined specialties for osteopathic medicine. In the tables the numbers for each of these four
specialties include osteopathic physicians, thus creating a double count. Their number is
included in the total only once.

The supply numbers include professionally active physicians (MDs and DOs) together with 35
percent of all residents and fellows in training in that year. GMENAC has estimated that resi-
dents and feilows provided direct health services at approximately 35% the level of full-time
practicing physicians.

2 The 1978 AMA Masterfile does not contain data for the pediatric subspecialties other than
tor pedistric allergy and cardiology. Therefore, the 1990 supply for the pediatric subspecialties
in Tables 3 and 5 is likely to be significantly underenumerated, and calculations of shortage
may contain large errors. ’

3 General internal medicine includes diabetes, geriatrics, and nutntion

4 The 1978 fellowship numbers for the internal medicine subspecialties are taken from resuits
of a manpower survey by the Federated Council of Internal Medicine

§ Hematology-oncology includes neoplastic diseases.

-,
~lr-

6 General surgery includes caon and rectal surgery, pediatric surgery, and portions of vascu-
lar surgery.

7 The following assumptions were used to project the 18980 emergency medicine supply: 225
residents completed their training in 1980, this number will increase to 400 by 1983 and then
will remain at that level.

8. Preventive medicine includes public health, occupational medicine, and aerospace
medicine

9 The 1978 AMA masterfile does not include accurate eétnmates for nuclear medicine There-
fore, the supply estimates for nuclear medicine in these tables have been omitted, and calcula-
tions of surplus, balance, or shortage cannot be made

10 Neurology includes pediat ic neurology

11 Both supply projections and requirements estimates include physicians 5ngaged primarily
in research, teaching, and administration, as well as patient care
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IV. Recommendations to Solve Health Manpower Problems of 1990-2000

Solutions to health manpower problems are attainable. The past record shows that
both the private and the Government sectors have successfully implemented many
solutions. Unanticipated side effects have however, discredited some of these
approaches. Unlike past efforts the present GMENAC solutions are the resuit of joint
planning between the medical profession and the Government. This collaborative
effort is less random than previous approaches and promises a more comprehensive
and long-term plan for change.

#
Solutions to health manpower problems can be achieved through a variety of mecha-
nisms ranging in scope from Federal control to individual initiatives. At one end of the
spectrum, solutions can be initiated voluntarily by the professions and, at the other
end, corrective mechanisms can be approached through central regulation by law or
other authoritative measures. GMENAC strongly favors mechanisms of volunteerism
in the context of a collaborative relationship between the medical profession and
Government.

GMENAC's solution to health manpower problems was approached by identifying the
major components or the determinants of manpower supply/requirements. Solutions
were conceived by Technical Panelists in their five areas of exploration through a se-
ries of speci.ic recommendations by each Panel. The Technical Panel on Modeling
Physician Sup»ly and Requirements (also referred to as the Technical Panel on
Modeling, Resvarch, and Data) developed mathematical models for determining the
future supply ~f physicians and the future requirements for services. The Panel's
solutions to resolve the aggregate oversupply and the specialty imbalances were to
decrease the number of medical graduates, to restrict the entry of foreign medical
graduates in the U.S., and to change the mix of residency positions.

The Paneis on Nonphysician Providers and Geographic Distribution designed other

solutions Because it was found that the required number of physicians related in-

versely to the number of nonphysician health care providers when performing servi- L
ces traditionally provided by physicians, the Panel on Nonphysician Providers made a

series of recommendations to solve this supply/requirements problem. The uneven

geographic distribution of physicians and the lack of criteria for designating under-

served populations were discovered as major problems in health manpower planning;

therefore, the Geographic Distribution Pane! invented new strategies to overcome

these impediments to efficient heaith manpower deployment.

The Educational Environment and Financing Technical Panels aiso searched for
creative solutions to speciaity and location choice of physicians through mechanisms
for intervention in the educational environment and/or through financial incentives.
Strategies to affect speciaity and location decisions of physicians may occur predom-
inantly through financial incentives, but intervention through the educational institu-
tions seems to provide another aiternative.

The recommended strategies for financing were divided into five different categories,
but concentrated on two Financial incentives to doctors in training and to practicing
physicians, and program development in the teaching institutions and in underserved
areas




IV® Recommendations to Solve Health Manpower Problems of 1990-2000

Solutions to manpower problems were formulated by GMENAC in a series of 107
recommendations, which were approved with near unanimity in all cases. The verba-
tim recommendations are stated in the reports of the Technical Panels on Modeling
Physician Supply and Requirements, on Geographic Distribution, on Finance, on the
Educational Environment, and on Nonphysician Health Care Providers. (See
GMENAC Report Volumes II, I11, IV, V, and VI). The complete recommendations are
also reported in Volume VII, the Appendix to the GMENAC Report. For this Sum-
mary, the 107 recommendations were condensed into 40 major and 25 supportive
recommendations. A cross reference of the summary and verbatim recommendations
is on the last page of this chapter. The recommendations are directed at solving the
oversupply of physicians, the surpluses dr shortages within individual specialties, and
the uneven geographic distribution of physicians.

A. There Will be a Surplus of Physicians in 1990

GMENAC has concluded that in 1990 there will be 70,000 more physicians than
required to provide r 1ysician services. (536,000 supply, 466,000 requirements, see
Case 2 assumptions page 9). It must be cautioned that the mathematical models to
estimate physician supply and requirements for 1990 have an uncertain range of
error. The supply estimates for 1990 are likely to have a relatively smaller error than
the requirements estimates. The designation of either surplus or shortage is believed
by GMENAC to be correct; however, the magnitude of the surplus or the shortage is
less certain. Some errors can be corrected in the coming year with an exacting review
of the many volumes of data. Other errors will be discovered in the future as experi-
ence confirms or refutes the estimates. Meanwhile, GMENAC advises that the numer-
_-ical size of the aggregate estimates for 1990 be considered tentative until the new
methodology developed by GMENAC undergoes critical evaluation.

This estimated surplus of 70,000 physicians, even if the figure is too high by a third or
a half, cannot be significantly corrected by 1990 due to the long lag time required to
reduce the supply. It will be difficult to decrease enroliments in medical schools with
the current influences favoring expansion or t2 restrict the entry of foreign medical
graduates. To proceed toward correction GMENAC recommends that the number of
medical students be decreased, that the entry of foreign medical graduates be cur-
tailed, and that the appropriate number of nonphysician health care providers to be
trained be reassessed. Althougn the number of medical students should be reduced,
care should be taken to assure that programs to increase the representation of minor-
ity groups in medicine are not thwarted.

A particular concern is with the continued inflow to practice of U.S. citizens who have
studied medicine outside the United States. This concern is stimulated by the recent
development of many new medical schools outsid: the United States. GMENAC
strongly urges that special attention be given by the Federal Government to adopting
measures to reduce substantially this inflow.
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Recommendation 1

Allopathic and osteopathic medical schools should reduce entering
class size in the aggregate by a minimum of 10 percent by 1984 relative
to the 1978-79 enroliment, o *7 percent relative to the 1980-81 enter-
ing class.

Supportive Recommendations:

a. No new allopathic or osteopathic medical schools should be estab-
lished beyond those with first-year students in place in 1980-81.

b. Noincrease in the entering class size into allopathic and osteo-
pathic medical schools beyond the entering class of 1981 should
occur.

c. The current health professions law, The Health Professions Educa-
tional Assistance Act of 1976 (P.L. 94-484), which authorizes grants to
health professions schools for construction of teaching facilities, .
should be amended to allow the Secretary of the Department of Health
and Human Services to grant waivers immediately to allopathic and
osteopathic medical schools to'allow them to ignore the law’s require-
ment to increase enroliment. This recommendation applies as well to
the pertinent Veterans Administration authorities under the Manpower
Grants Program.

d. The current health professions law should be amended to allow the
Secretary of the Department of Health and Human Services to waive
immediately the requirement that allopathic and osteopathic medical
schools, as a condition of receiving a capitation grant, maintain the
first-year enroliment at the level of the preceding school year. This
recommendation applies as well to the pertinent Veterans Administra-
tion authorities under the Manpower Grants Program.

Recommendation 2

The number ot graduates of foreign medical schools entering the U.S.
yearly, estimated to be 4,100 by 1983, should be severely restricted. If
this cannot be accomplished, the undesirable alternative is to decrease
further the number of entrants to U.S medical schools.

Supportive Recommendations:

a. All Fedaral and State assistance given through loans and scholar-
ships to U.S. medical students initiating study abroad after the 1980-81
academic year should be terminated.

b. The current efforts in the private sector to develop and implement a
uniform qualifying examination for U.S. citizens and aliens graduating
trom medical schools other than those approved by the Liaison Com-
mittee for Medical Education (LCME) as a condition for entry into Liai-
son Committee for Graduate Medical Education (LCGME)-approved
graduate training programs should be supported. Such an examination
must assure a standard of quality equivalent to the standard applied to

)
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IV. Recommendations to Solve Health Manpowei Problems of 1990-2000

LCME-accredited medical schools. These U.S. citizens and aliens must
be required to complete successfully Parts | and |l of the National
Board of Medical Examiners’ examination or a comparable examina-
tion. The Educational Commission for Foreign Medical Graduates
(ECFMG) examination should not be used as the basis for meas-
urement of the competence of USFMGs or alien physicians.

c. Alien physicians, who enter the United States as spouses of U.S.
citizens, should be required to complete successfully Parts | and Il of
the National Board of Medical Examiners’ examination or a comparable
9xamination prior to entry into residency training.

’ d. The ability to read, write, and speak English should remain a -
requirement for graduate medical education programs for all alien
physicians.

e. The Federation of State Medical Boards should recommend and the
States should require that all applicants successfully complete at least
one year of a GME program that has beun approved by the LCGME
and successfully pass an examination prior to obtaining unrestricted
licensure. The examination should assure a standard of quality in the
ability to take medical histories, to do physical examinations, to carry
out procedures,.and to develop diagnostic and treatment pians for
patients. The standard of quality should be equivalent to graduates of
United States medical schools.

f. The States should severely restrict the number of individuals with
limited licenses engaged in the practice of medicine. This restriction
applies to those practicing independently without a full license and to
those practicing within an institution without adequate supervision.

g. The “Fifth Pathway” for entrance to approved programs of graduate
medical education should be eliminated.

h. The transfer of U.S. citizens enrolled in foreign schools into
advanced standing in U.S. medical schools should be eliminated.

Recommendation 3

The need to train nonphysician health care providers at current levels
should be studied in the perspective of :he projected oversupply of
physicians.




B. There will be Shortages in Some Specialties and
Surpluses in Others in 1990

The mathematica! models for estimating supply and requirements for 1990 have been
applied to the specialties and the subspecialties. The difference between supply and
requirements is the imbalance constituted by either a surplus or a shortage. The
designation of either a surplus or a shortage for a given specialty or sub3pecialty is
accurate, but the actual numbers could have a wide margin of error.

In modeling the pediatric subspecialties, the internal medicine subspecialties, and the
surgical specialties, GMENAC assumed that these practices would become more
specifically focused in their areas of éxpertisa than present studies indicate. It was
assumed that in their respective fields the pediatric and internal medicine subspecial-
ists would continue to provide broad, com;  ansive longitudinal care but to a
limited selected patient population with ma; and complex disorders rather than to
an unselected patient population. The net effect would be a practice enriched in the
specialty but with less general or primary care. Similar reasoning was applied to the
surgical specialties.

The consequence of this assumption is a decrease in the requiremenis for pediatric
and internal medicine subspecialties and for surgical specialists, and an increase in
the requirements for general pediatricians, general internists, family physicians, and
general surgeons.

The estimated supply for 1990 of general pediatricians, general internists, and family
physiciane is nearly 200,000. This estimate includes allopathic family physicians and
osteopathic physicians in general practice. Approximately 90 percent of all osteo-
pathic physicians are in general practice. The surplus estimated in these three
primary care disc’plines combined is trivial in percentage (about 7 percent) and prob-
ably within the error ranges for the Models at this stage of development.

In view of the inevitable aggregate surplus of physicians in 1990, GMENAC recom-
mends that the surplus be encouraged to enter the three primary care fields for train-
ing purposes once the shortages in other specialties have been corrected as much as
possible. Therefore, although the Models estimate a small surp!us in the three pri-
mary care disciplines, GMENAC recommends that a larger surplus be created delib-
erately in the 1980s as an interim measure until an aggregate balance can be
achieved in the 1990s.
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The increasing geriatric population has significant manpower implications for 1990.
The fastest growing segment of the U.S. population is the group over age 65. This
group numbered 13.6 million in 1953, 23.8 million in 1978, and is expected to reach 35
million in 2003. GMENAC did not address the need for physicians for this age group
separately because geriatrics is not a certified specialty. The need of the elderly for -
services from each of the specialties (exceptions are pediatrics and obstetrics) has
been addressed in the Requirements Model through the adjustment of incidence/
prevalence rates of conditions for changes in the age distribution of the population.
For example, the number of persons with arthritis, which is common in the elderly,
received a substantial upward adjustment on the basis of the growth in the geriatric
population. GMENAC assumed that the provision of services to the population over
65 will continue to be in the domain of general internists and family/general
physicians. )

The surpluses estimated for many specialties and subspecialties woi'ld be only partly
corrected by 1990 even if residency training in those disciplines were completely dis-
countinued. Such drastic action would be disruptive of the GME system because it
would interfere with patient care in the teaching institutions. This action might also
create imbalances in supply/requirements in the reverse direction for the future.

Recommendation 4

To correct shortages or surpluses in a manner not disruptive to the
GME system, no specialty or subspecialty should be expected to
increase or decrease the number of first-year trainees in residency or
fellowship training programs more than 20 percent by 1986 compared
to the 1979 figure.

Recommendation 5

In view of the aggregate surplus of physicians projected for 1890, med-
ical school graduates in the 1980s should be strongly encouraged to
enter those specialties where a shortage of physicians is expected (see
Figure 1) or to enter training and practice in general pediatrics, general
internal medicine, and family practice.

)




C. The Requirements for Nonphysician Health Care
Providers Should be Integrated Into Physiclan Manpower Planning

GMENAC concluded that nurse practitioners (NPs), physician assistants (PAs), and
nurse-midwives (NMWSs) make positive contributions to the health care system when
working in close alliance with physicians. The Committee supports the practice of
nonphysician providers under the supervision of physicians but does nct endorse the
concept of their practicing independently. Nonphysician providers can anhance
patient access to services, decrease costs, and provide a broader range of services.
Certain consumers prefer the nonphysician provider. .

In circumstances when a complete medical visit is delegated to a nonphysician pro-
vider, the productivity of the practice can be increased, and the requirements for phy-
sicians can decrease. Thus there is a one-to-one equivalency between physicians and
nonphysician providers for selected types of medical visits. Therefore, an inverse rela-
tionship exists between the number of physicians nieded and the number of nonphy-
sician providers needed to provide a fixed number o such selected types of medical
visits. However, the relationship between the number oi physicians required nation-
ally and the number of nonphysician providers required is not fully represented by
such a proportion since each provider typa performs other unique services. These
other services, beyond medical visits, help to define the numerical requirements for
each provider type. A public policy dilemma occyrs in an era of physician surplus
because we do not know how simultaneously to preserve or extend the nonmedical
services of fomphysician providers without simultaneously extending their contribu-
tion to the medical surplus. At the current rate of training NPs, PAs, and NMWs the
supply will double by 1990. The approximate 20,000 nonphysician providers in 1978,
and 40.000 in 1990, will add further to the surplus capability.

Extensive research is needed to determine the relative efficacy of medical services
provided by nonphysicians and physicians. Although GMENAC has concentrated on
NPs, PAs, and NMWs, in child, adult and obstetrice../gynecological care, in the future
all other nonphysician health care providers should be studied and integrated into
manpower plarining. Other nonphysician providers include optomctrists, clinical psy-
chologists, psychiatric social workers, psychiatric nurse clinicians, podiatrists, and
nonphysician providers for anesthesiology, emergency medicine, neurology, nuclear
medicine, radiology, pathology, and preventive medicine The research should
include:

« The effect of a physician excess on nonphysician utilization

« The specialty distribution of NPs and PAs in the various medical and surg:cal
specialties

+ The geographic distribution of nonphysicians and their contribution to increased
service accessibility, particularly in underserved areas.

« The relative costs and expenditures of using nonphysicians in place of physicians
for selected medical care services, especially in underserved areas

- The distinctive features. if any, of the care given by nonphysicians and the reiation-
ship to patient outcome.
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IV. Recommendations to Solve Health Manpower Problems of 1990-2000

« The upper hmit of delegability in the various specialties.

. The comparative effects of task and whole visit delegation on the health services
system.

. The efficiency and effectiveness oi utilizing NPs and PAs in complementary roles as
part of a team approach to heaith care (the physician and nomphysician provider).

« The optimal productivity of nonphysicians with respect to medical services, includ-
ing differential productivity by provider type (PA or NP) and by specialty of practice.

. The limits and reasons of consumer preference for and acceptance of nonphysician
providers.

. The minimal adequate physician supervision needed to assure quality of care pro-
vided by PAs and NPs.

» The optimal number of NPs ar'wd PAs that can be supervised by one physician v

. The ccatent of care in nursing practice and its overlap with medicine in conditions
seen, services given, outcomes, and legal responsibility.

« The professional longevity of nonphysician providers. .

h . The examination of the manner in which present reimbursement poiicies act to limit
) utihzation of PAs, NPs, and NMWs, and the development of appropriate reforms.

« The health system effects, both negative and positive, of direct reimbursement to
nurse-midwives.

« The factors which determine the extent of nurse-midwifery participation in clinica!
practice.

. The extent and nature of present PA involvement in surgical care and the potential
for increased delegation in these specialties

« The potential for full-visit delegation to PAs and NPs in dermatology.

. The distinction or similarity in services provided by psychiatrists and clinical psy-
chologists, and by psychiatric social workers and psvchiatric nurse clinicians with
respect to the kinds of conditions seen, the interventions taken, and the outcomes.

« The nature and extent of overiap in the practices of podiatrists and dermatologists
and podiatrists and orthopedic surgeons.

. The desirability and feasibility of using an ophthalmologist versus an optometrist for
refractive eye care. 1

. The actual and potential roles of nonphysician providers in the following specialty
areas. anesthesiology, emergency medicine, neuroiogy. nuclear medicine, pathology.
preventive medicine, and radiology

44)




Recommendation 6

Extensive research on the requirements for NPs, PAs, NMWS, and other
nonphysician providers should be undertaken as soon as possible.
Special atten*.on must be given to the effect of a physician excess on
their utilization and to the benefits these providers bring to health care
delivery. These studies should consider the full range of complemen-
tary and substitute services.

Recommendation 7

Until the studies in Recommendation 6 have been completed, the
number of PAs, NPs, and NMWs in training for child medical care,
adult medical care, and obstetrical/gynecological care should remain
stable at their present numbers. Delegation levels recommended by
GMENAC for 1990 are: in obstetrics/gynecology 197,000 of the normal
uncomplicated deliveries"(5 percent of all deliveries!, 7.1 million mater-
nity related visits (20 percent of the obstetrical caseload), and 7.5 mil-
lion gynecological visits (18 percent cf the gynecological caselcad); in
child care not more than 46 million ambulatory visits (16 percer* f{the
child ambulatory caseload); and in adult medical care not m¢ "
128 miltion ambulatory visits (12 percent of the adult medical . _ula-
tory caseloar .

Recommiendation 8
All incent /es for increasing the class size or the number of optomatric
or podiatric schools should cease until the studies in recommendation
6 have been completed and evaluated.

. D. The Laws, Regulations, and Programs Pertaining to Nurse Practi-

tioners, Physiclan Assistants, and Nurse .
Midwives Should be Made More Consistent and Facliitative of Public

‘Pollcy. . -

The State laws and regulations governing licensure of no- physician providers inciud-
ing supervision by physicians, ability to write prescriptions, reimbursement for servi-
ces, and services performed in medically underserved areas are inconsistent and
eften contrary to policy objectives. State regulation, which is relatively new, has been
devised to meet local needs and to respond to local political processes. The varia-
tions and inconsistencies among the States seem to interfare with the Nation’s objec-
tive to provide equal access to high quality heaith services for all Americans.
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Recommendation 9 A

State laws and regulations should not impose requirements for physi-
cian supervision of NPs and PAs, beyond .hose needed to assure qual-
ity of care

Supportive Recommendations:

a. State laws and regulations should be altored as necessary so thata
PA or NP working under appropriate physician supervisiomcar’inde-
pendently complete a patient encounter for cc1ditions which are
deemed delegable.

b. The States should provide PAs, NPs, and NMWs with Ilmute% power
of prescription, taking necessary precaution to sateguard the quality of
care including explicit protocols, formularies, and mechanisms for
physician monitoring and supervision.

c At a minimum, PAs, NPs, and NMWs should be given power to dis-
pense drugs in those settings where not to do so would have an
adverse effect on the patient’s condition.

d. States, particularly those with underserved rural areas, should eval-
uate whether the laws and regulations pertaining to nonphysician prac—
tice discourage nonphysician location in these areas.

Recommendation 10

The requirements of third-party payors for physician supervusnon
should be consisten: with the laws and regulations governing nonphy;,
sician practice in the Sta‘e

Recommendation 11

Medicare-Medicaid, and other insurance programs, should recognize
and provide reimbursement for the services by NPs, PAs, and NMWs in
those States where they are legally entitied to provide these services.
Services of these providers should be identified as such to third- -party
payors and reimbursement should be made to the emploing institu-
tion or physician.

Rxcommendation 12

NPs, PAs, and NMWs should be eligible for all Federal incentive pro-
grams directed to improving the geographic accessibility of services,
including the National Health Service Corps Scholarship Program.

Recommendation 13

Graduate medical education should be constructed to give residents
experience In working with PA.s, NPsyand NMWs to insure that these
physicians will be prepared to utilize nonphysician services
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E. A More Appropriate Gzographic Unit for Analysis in Health Man-
power Planning Is-Needed.

A major charge to GMENAC was 1o dooument the uneven geogr-phic distribution of
physicians and to make recommendations for improvement. The Report of the Pane!
on Geographic Distribution (GMFNAC Report, Volume I1i) argues that the systems of
data collection necessary for creditable geographic manpower planning do not exist.
The Panel's findings reveal a wide variation in use rates for many medical services in
different geographic areas and a general absence of studies on the efficacy of servi-
ces provided. Agreed-upon standards for designating an area as adequatély served or

¢ underserved have not been developed, thereby seriously impairing local, regional,

and national health manpower planning. An appropnate geographic unit for analysis
18 needed.

GMENAC found that geopolitical boundaries such as States or counties are inade-

Quate for anclysis nf medical services. The Committee advises that a smaller geo-
graphic unit within which the large majority of the residing population receives a
specified health service be adopted. The geographic boundaries of these functional
medical service area (FMSAs) would be different for each of five types of health serv-
ice: emergency, obststrical, child medical, adult medical, and general surgical. The
precision of health manpower planning at the local level depends on the accuracy of
identification of each of the boundaries. An accurate identification of the site where
each persofi in the area receives different types of health services is essential.

Until functional medical service areas are identified and total enumeration of physi-
cian sarvices is available, physician market areas by specialty should be determined
empirically based on patient origin data derived from such information as discharge
and claims data. The functional medical service areas should be compared to those
previously determined by speciaity societies. The specialties of dermatology. obstet-
rics/gynecology, orthopedics, and neurosurgery have developed methods for deter-
mining the market areas for their respective specialties based on zip codes, economic
service areas, and time-to-service concepts.

Recommendation 14
GMENAC recommends that the basic unit for medical manpower ptan-
ning should be a smail geographic area within which most of the popu-
lat eceives a specified medical service. These fur.ctional medical
e areas, service by service, are recommended as the geographic
units for assessing the adequacy of manpower supply
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F. Variations in the Raiu of Uti!ization of Health Services Among Dit-
:nnt' Geographic Areas is a Major Probiem in Health Manpower
anning. y

Substantial variatiogis in per caplta rates of utilization of both surgical and medical
services in ditferent geographic areas have been documented. The effect of this varia-
tion on the relative heaith status of the populations being served is uncertain. Clinical
investigation of the efficacy of differer: diagnostic or therapeutic modalities must be
undertaken. The investigations must involve large numbers of patients and physicians
and include &xtensive experimental controls. Until these outcome studies have been
accomplashﬁd manpowar planning will yield different requirements for physicians,
depending on whether a low utilization model or a high utilization model is used.

Recommendation 15

GMENAC encourages tiie support of efforts within the profession to
assess the outcomes of commgn medical and surgical practices exhib-
iting high variation across communities. Accomplishing this step would
help to astablish long-range requirements for physician services in the
United States.

- Recommendation 18

Variatione hetween communities in the utilization of specific medical
services should be continuously documented and analyzed. The etfect
of differiny ‘inancing and organizational arrangements for the delivery
of medice' = - services should be evaluated.

Supportive Recom; . “dations:

a. Utilization rate experiences, relative to the norms of other physi-
cians r.acticing in the imm.ediate area, the region, or the Nation,
should be made available to physicians.

b. Future health manpower planning groups should compare man-
power estimates, whether derived from "need-based” or "require-
ments-based”’ models, against empirical estimate3 selected from areas
in the United States exhibiting high and low utilization patterns




G. Standards for Designation of Areas as Adequately
Served or Underse Shouild be Developed.

Many Federal and State legisiative programs to improve access to medical services
depend upon a designation of “underserved” for a given area. GMENAC recommends
that functional medical service areas (FMSAs) be adopted as the smallest geographic
unit fur analysis and that minimum specialty-specific physician-to-population ratios
and maximum travel-times-to-service be adopted as standards.

Recommendation 17

GMENAC recommends that health manpower shortage areas be

/ defined by a minimum service-specific physician-to-population ratio
and a maximum travel-time-to-service for child care, adult medicai
care, obstetrical services, general surgical services, and emergency
medical services.

Supportive Recommendations:

a. The minimum acceptable physician-to-population ratio for any area
in the U.S. should be 50 percent of the requirements estimated by
GMENAC for each type of health service in the Nation as a whole.

b. Maximum travel times to service for 95 percent of the population
within a geographic aréa should be 30 minutes for child care, adult
medical care, and emergency medical service, 45 minutes for obstetri-
cal care, and 90 minutes for general surgical services.

H. Mechanisms to Ac\hlovc a More Favorable Geographic Distribution
of Physicians are Needed. . .

Recommendations to improve the geographic distribution of physicians are central to
GMENAC's charter. The Committee’s recommendations can be sorted into five cate-
gories: data to monitor the geographic distribution of physicians, programs directed
at medical students, initiatives during the graduate medical education phase of train-
Ing. wide area heaith service and education programs, and the need for further
research. .

« Financial factors determining geographic distribution of physicians to be
researched and evaluated include: the perception of relative income levels as a moxi-
vating force in location and specialty choice; the use of tax credits or deductions as
incentives in |ocation choice, and several modified reimbursement schedules. Reim-
bursement schedules that should be examinea are: Higher payment levels in under-
served areas, discontinuation of geographic ditferentials in payment levels, equal
payment for primary care services whether provided by generalists or by specialists,
and differential rates of payment for technology-intensive procedures versus time-
intensive counseling and patient egucation services.

« The educational factors to be resolved include: The ethnic and sociodemographic
characteristics of the students selected for admission to medical school and the effect
of student and resident preceptorships in underserved areas

~
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« Factors relating to practice to be studied include: The dacisive factors in the physi-
cian’s decision to practice in an underserved area; the effectiveness of the Rural
Health Initiative, Rural Health Clinics, and the Health Underserved Rural Area Pro-
grams; and the potential effectiveness of establishing group practice arrangements
with appropriate communication and transportation networks as a means of attract-
ing physicians to rural communities.

Recommendation 18

Alternative data systems for monitoring the geographic distribution of
physicians should be developed and evaluated

Recommendation 19

Medical students should be encouraged to select a location for practice
in underserved rural and urban areas by several approaches: (1) urban
and rural precepforships should be continued and expanded by those
schools havipg an interest (2) governmental, loan and scholarship pro-
grams should be tatalogued and evaluated to determine their effec-
tiveness in improving geographic distribution, (3) loan forgiveness
programs modeled after those which have been successtul should be
used, and (4) the National Health Service Corps and its scholarship
program should be supported.

Recommendation 20

The medical profession in making decisions as to residency training
programs should consider the aggregate number of programs, their
size, and the geographic distribution of their graduates, in addition to
the quality of the program, in light of national and regional needs

Recommendation 21

Family practice residency training programs should be supported since
these programs tend to train providers who are more likely to choose
to practice in underserved areas. A similar rationale underlies support
needed for resident experiences in underserved areas and for certain
nonphysician provider training programs.

Recommendation 22

Area-wide programs of decentralized medical education and service
such as WAM| (Washington, Alaska, Montana, and Idaho}, WICHE
(Western |nterstate Commission for Higher Education}, and some
AHECs (Arsa Heaith Education Centers) should be evaluated for
replicability. Such programs have been effective in placement of physi-
cians in sparsely populated areas ‘

Recommendation 23

More research and evaluation should be conducted on factors relating
to the geographic distribution of physicians




I. The Role of the Medical School and Teaching Hospital in Speclalty
and Geographic Distribution Shouid be Examined.

The Committee concluded that medical schools and teaching hospitals can contrib-
ute to a larger and more coordinated effort to modify the specialty and geographic
distribution of physicians. Isolated initiatives within these institutions alone are not

- likely to be effective. The myriad factors, different for each person, that influence
specialty choice are experienced by the physician-to-be from early life until the actual
decision. Within this iengthy decision-making process, the medicat education envi-
ronment can have an influential but not necessarily a dominant role.

Recommendation 24

Medical education in the mecical schools and in the earty phase of
graduate medical education in the teaching hospitals should provide a
broad-based clinical experience with emphasis on the generalist clini-
cal fields. A portion of graduate medical training should occur in other
than tertiary care medical centers.

Recommendation 25

A more vigorous and imaginative emphasis shou!d be placed on ambu-
latory care training experiences.

Supportive Recommendations:

a The out-patient services of the academic medical centers should be
upgraded through special project grants

b. Educational innovation in out-patient settings should be fostered by
providing financial support.

¢ Faculty should be encouraged and supported to develop careers
focused on ambulatory medicine through a career development award
mechanism

Recommendation 26

Greater diversity among the medical students should be accompiished
by promoting more flexibility in the requirements for admission: by
broadening the characteristics of the applicant pool with respect to
socioeconomic status, age, sex, and race, by providing loans and
scholarships to help achieve the goals; and by emphasizing, as role
models, women and under-represanted minority faculty members

Recommendation 27

Information about physician manpower needs in the various specialties
and in different geographic settings should be disseminated broad| y to
medical schools; administrators, faculty. and medical students, res-
dents, fellows, and spouses
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IV. Recommendations to Solve Health Manpower Problems of 1990-2000

J. Financing Mechanisms at the Level of Undergraduate Medical
Education, Graduate Medical Education, and Reimbursement for
Physician Services Shouid be Reviewed.

The Committee concluded that alterations in methods of financing undergraduate

and graduate medical education and changes in the system of reimbursement for

medical services offer valid mechanisms for influencing the specialty and geographic

distribution of physicians. In the short term, financial incentives at the undergraduate

and graduate medical education levels have the greater potential to effect change

than modifications of the reimbursement system for medical services.

h——

Recommendation 28

g Capitation payments to medical schools for the sole purpose of

increasing class size or for influencing specialty choice shculd be dis-
continued in view of the imperiding surpius of physicians.

Recommendation 29
Special purpo2e grants to medical schools and other teaching institu-
tions for primary Care training in family medicine, general internal med-
icine, and general pediatrics should be continued in order to increase
the emphasis on primary care services and ambulatory care.

Supportive Recommendations:
a. Family practice programs, at least for the near term, should be given
special attention in view of the difficulty in financing training programs
from ambulatory care revenues.

b. Specialties in short supply should be considered for special project
grants

Recommendation 30
Ambulatory care training should be promoted further by the provision
of grants for renovation and construction of facilities, for the support cf
training programs in ambulatory sites, and for student preceptorships
ano residency experiences in out-of-hospital care.

Recommendation 31
The medical profession, having the major responsibility for correcting
physician oversupply, should ensure the quality of all graduate medical
education programs and full funding of these programs through reim-
. bursement should be given only to accredited programs when mecha-
nisms are in place.




Recommendation 32

Calculations of the true costﬁf graduate medical education should
include the compensation for residents and teaching personne! and all
of the ancillary and indirect costs, and should distinguish between the
cost of education and the cost of patient care by a uniform recognized
reporting sysiem. Costs should be borne equitably by all payors as part
of the normal rate structure for patient care costs at the teaching hospi-
tals, clinics, and other sites where health services and training are pro-
vided, to the extent that such costs re not financed by tuition, grants,
or other sources of revenue.

Recommendation 33

The health professions should assume a major responsibility for cost
containment in new program development, in accreditation and certifi-
cation, and in the provision of health services.

Recommendation 34

Public and private reimbursement policies should be adjusted to:
emphasize ambulatory care services and training; encourage practice
in underserved areas; explore the concept of shared risk among physi-
cians; and pay professional fees to teaching physicians when their
services have been identifiably discrete and necessary.

Recommendation 35

Continuous monitoring and evaluation of existing and new financial
programs should be supported. Actions undertaken to alter financing
and reimbursement strategies should not be advanced as permanent
mecharisms for change until adequate evaluation/demonstration
efforts have been performed
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IV. Recommendations to Solve Health Manpower Problems of 1990-2000

\,

K. Other Initiatives Related to Fl%:nclng

Research is needed to clarify the relationship between financial considerations and a
variety of topics central to health manpoviqr planning. The research should include:

» The effect of different heaith care financin§ plans on the specialty distribution of
residency positions.

\
. The effect of different health care financing plans on public versus private training
institutions.

» The impact of distributing data on community-Wide fees and payment practices on a
specialty and condition-specific basis.

. Tg\e relationship between medical student indebtedness and specialty and location
choice.

. The effect of directly reimbursing nonphysiciar providers on an independent free-
standing basis.

Recommendation 36

Additional research should be accomplished on a broad array of topics
reiated to financial considerations.

Recommendation 37
Special project grants for States cn a cost-sharing basis should be
considered to influence the geogiaphic distribution of physicians
within the States. The development of incentives for practice in under-
served areas is one program to be considered.

Recommendation 38

The development of future medical faculty, administrators, and
researchers should be assureg by prc vision of adequate financial sup-
port for their training.
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L. Recommendation to Continue the Activities of the
Graduate Medical Education National Advisory Committee

The Committee believes that health manpower planning is best advanced through a
continuous collaboration between the health professions and the Government. The
workplan of the future should include:

» Complete the requirements estimates for anesthesiology, neurology, physical medi-
cine and rehabilitation, pathology, radiology, and nuclear medicine.

« Promote discussion, criticism, and acceptance of the GMENAC Report among pro-
fessional groups, governmental bodies, medical schools, teaching hospitals, and con-
sumer groups.

+ Respond to suggestions and criticisms from interested groups or individuais
« Assess and improve the modeling methodology for long-term usage.
« Identify future data needs and implement processes for obtaining data.

« Monitor and reassess the GMENAC supply/requirements estimetes and
recommendations. -

« Initiate studies or collaborate with other study efforts, to estimate manpower needs
for academic medicine, correctional institutions, mental health facilities, Indian reser-
vations, the Department of Defense, and the Veterans Administration.

« Initiate a long-term program to integrate physician manpower planning with plan-
ning for nurse practitioners, physician assistants, nurse midwives, podiatrists,
optometrists, psychologists, psychiatric nurse clinicians, and psychiatric social
workers.

» Advocate research on the refationship of financial motivating forces, including
reimbursement plans, to physician scecialty choice and practice characteristics

- Establish functional medical service areas as the geographic unit within which a
minimum physician-to-population ratio and maximum travel time to service can be
established as standards for measuring the adequacy of medical services.

Initiate studies to assess the special manpower needs related to the geriatric popuia-
tion, the most rapidly growing age group in the U.S.

Recommendation 39 |

A successor to the Graduate Medical Education National Advisory
Committee should be established by statute This successor should be
an advisory bady without regulatory functions

Recommendation 40
In addition to the continuous monitoring, the supply projections,
requirements estimates, and recommendations of GMENAC in their
entirety must be reevaluated and modified at least every five years to
take account of changes in data, assumptions, and priorities occurring
over time
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V. Approach to Health Manpower Problems

A. Federal Government and Private Commission Initiatives:
(1955-1980)

While the period from 1954 to 1965 can be characterized as the Era for Support of
Biomedical Research, the period from 1955 to 1980 can be termed the Era of Debate
and Funding for Health Manpower. The research era reflected the confidence in
science influenced by the mastery of atomic fission and outer space travel. It was in
this period that specialization in medical training and practice increased.

The Health Manpower Era was an outgrowth of the Civil Rights Movement of the
1950s. The historic Brown v. Board of Education decision promising equal opportu- .
ntty led to a national concept of fundamental rights as specific entitiements in health
care as in other areas. From the concept of civil rights emanated a series ot Federal
heaith care initiatives. The “Kerr-Mills Act,” the Public Welfare Amendments of 1962
(P.L. 87-543) provided funds for the care of the indigent aged. The Health Professions
Educational Assistance Act of 1963 (P.L. 88-129) provided construction funds and
capitation grants to enlarge the class size in the medical schools. Amendmentsto P.L.
88-129 in 1965 (P.L. 89-290) supported operating costs of the medical schools and
created medical scholarships. The capstone of the concept of rights as specific enti-
tlements in health was the Medicare and Medicaid legislation of 1965, the Social
Security Act, Titles XVIIl and XIX (P.L. 89-97), which provided funds for the heaith
care of the aged and the poor. The concept of equal access to high quality heaith
care at an affordable cost as a basic right of citizenship was implicit.

Federal legislation was designed to correct the perceived impediments to the
achievement of these new national health care objectives. The major impediments
were threefold (1) an insufficient number of generalist physicians and allied health
personnel, (2) a didproportionately large number of specialists relative to generalists,
and (3) an even geographic distribution of physicians and facilities.

To correct these problems, the Heaith Manpower Act of 1968 (P.L. 90-490) authorized
construction funds for medical schools to increase their enroliments. The Compre-
hensive Health Manpower Training Act of 1971 (P.L. 92-157) authorized capitation
grants to increase medical school enroliment, to provide funds ‘or the development of
departments of family practice, and to increase the numbers of nonphysician heaith
care providers. The Health Professions Educational Assistance Act of 1976 (P.L. 94-
484) explicitly declared policy related to an increase in primary care physicians.

The Congress finds and declares that—the availability of high quality health care to
all Americans is a national goal; the availability of high quality health care 1s, to a
substantial extent, dependent upon—the availability of qualified health professions
personnel; and . . adequate numbers of physicians engaged in the delivery of pri-
mary care . . The Congress further finds and declares—that health professions
personnel are a national health resource and the Federal Government shares the
responsibility of assuring that such qualified personnel are available to meet the -
health care needs of the American people.
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V. Approach to Health Manpower Problems

This Act funded primary care training in family medicine, internal medicine, and
pediatrics. Financial incentives, loans, and scholarships were made available to
increase physician supply in underserved geographic areas.

These Federal programs were successful in their limited purposes Until GMENAC,
however, the programs were conceived without the benefit of an integrated, long-
range health manpower plan. The result, too often, was that a solution to a problem
bred a new problem.

Puring this same period from 1955-1980, private foundations and medica! associa-
fions paralleled the Federal effort in health manpower planning and undertook several
comprehensive reports on health manpower

(1) The Bane Report of the Surgeon General's Consultant Group on Medical Educa-
tion, Physicians for a Growing America (1959).

(2) The L.T. Coggeshall Report to the Associaticn of American Medical Colieges.
Piannin 3 for.Medical Progress through Education (1965).

(3) Ti.eJ.S. Millis Report to the American Medical Association, The Graduate Educa-
tion of Physicians: Report of the Citizens Commission on Graduate Medical Educa-
tion (1966).

(4) The Carnegie Commission Reports, Higher Education and the Natior's Health
Policies for Medical and Dental Education (1970) and Progress and Problems in Med-
ical and Dental Education—Federal Support Versus Fedsral Control (1976;.

(5) The Macy Foundation Reports, Physicians for the Future ( 1976) and Graduate
Medical Education, Present and Prospective, A Call for Action (in process, 1980).

) (6) The Institute of Medicine Report, A Manpower Policy for Primary Health Care
(1978)

(7) The American Medical Association Report, Physician Manpower and Medical
Education, 11 (1978).

(8) The Association of American Medical Colleges Report, Graduate Medical Educa-
tion: Proposals for the Eighties (1980).

(9) The Kellogg Foundation Report (in process. 1980) on graduate professionat edu-
cation in allopathic and osteopathic medicine and dentistry

These commission reports made substantial contributions and called for more coof-
dination and coherency in planning for heaith manpower. The commissions stressed
the need for emphasis on generalist education and training, but the reports were
limited by restricted data bases and the absence of a sophisticated methodology for
making long range estimates of physician supply and heaith services requirements
The commission members frequently received data from governmental répresenta-
tives, but a health profession and Government partnership was not intended and did
not materialize.
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Curing the Health Manpower Era, major changes occurred in the hea!th care system,
which suggested that neither the Government nor the profession should pursue
national health objectives in isolation Medical schools and the number of residen-
cies, which more than doubled in size, were funded by the Government The increase
in medical school enroliment was ia gely supported by State tax dollars distributed to
the State medical schools Funds from Medicare-Medicaid and the Veterans Adminis-
tration became the dominant sources for support of graduate medical education.
therefore, collaboration between the Government and the health professions was
needed for heaith manpower planning

Dunnr the debates on the Health Professions Educational Assistance Act of 1976, the
« g 8 considered but rejected a regulatory approach to the specialty distribution
of resigency training positions In its view, however, evidence pointed toward an im-

- mediate shortage of primary care physicians and Congress enacted Public Law 94-
'484 v-hich required n.edical schools, as a condition for receiving general support

" fahas, to have 50 percent of first year residency positions in the primary care
specialties

The complexity of the 1ssues anc the general inadequacy of the data bases were rec-
ognized by all parties to the debate In this climate, the necessity for GMENAC was
recognized and its Charter ‘vas signed by the Secretary of DHEW (now, Department
of Health and Human Services—DHHS)

£ GMENAC Approach: 1977-1980

A new coprehensive approach to health manpower pianning. GMENAC 1s an advi-
sory body Yo DHHS without reguilatory powers

GMENAC was charged in 1976, began its' work in 1977, published an Interim Rerort
in 1979, and culminated its activities :n September of 1980

GMENAC chose the target date of 1990 as the planning horizon because it is the ear-
liest time a significant change can be effected By 1990, 20 percent of the current
supply of active physicians, (exciuding residents) will retire. and 40 percent of the
physician supply will have been trained since 1978

The identification of the target dates of 1990 to 2000 had complex and significant
manpower implications The problems in the health ca:e system identified in tne latter
half of the Sixties and the first haif of the Seventies resolve by 1990 The severest
probiem. the insufficient numbers of physicians. reverses by .90 and becomes a se-
rious oversupply by the vear 2000 The suboptimal availability of health services in
"965 1n some geograc ¢ areas showed signs of amelioration by the late Seventies
and 1s protected to vanish as a problem in the Nineties The aggregate yearly rise in
health care costs, characteristic of the Seventies. could bec 'me a phenor.:enon of the
past Itis estimated that by 1990, a large segment of the popuiation will receive medi-
cal care In new health service arrangements with financing plans that reduce costs In
its appsbach. therefore, GMENAC cautioned against making sudden and large shifts
in L ogram  without reassessment as a continuous process

95

41




\/ Approach to Health Manpower Problems
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The Committee invested heawily in dissecting the intricacies of the piuralistic health
care system Despite a wealth of data from DHEW and from other governmental and
private sources. GMENAC concluded that the available data bases on physician
residency training programs and their retationship to what doctors do in their practi-
ces were inadequate for public policy analyses. Data relating training and practice
content on a disease-specified basis to the incidence/prevalence of specific diseases
had not been developed. Reliable data on physician supply and disease prevalence/
incidence were available but were not linked through a data system. Supply and !
requirements forecasting methodologies were developed but applied on a very limited
scale and never examined by public bodies for their utility in graduate medical educa-
tion analysis Prior to GMENAC, the data were not examined from the viewpoint of
recommending actions to bring about an equilibrium between physician supply and
requirements, by specialty ana in the aggregate

Because of inadéquate data and imited methodology, the Committee directed its
analyses along three major thrusts. (1) the refinement of data, (2) the modification
and development of new approaches or models for forecasting future physician
supply and physician requirements, and (3) the constitution of Technical"Panels to
study the determinants of specialty and geographic distribution (/

In its attempt to refine the data base s,Ahe Committee examined and compiled the
best information obtainable from various secondary sousces on students, interns, res-
idents. and practitioners in both osteopathic and allopathic medicine. The Committee
collected and orgariized all available data on physician supply, supply projections,
and requirements estimates. It analyzed such data and carefully examined all models
for prujecting physician supply and requirements The Ccmmittee conducted exten-
sive literature reviews to assess the potential impact of nonphysicians on the need for
physicians and to examine the current financing of GME and the relationship
between physician income and specialty and location choice Two other Iterature
review's were conducted to analyze the research un geographic distribution and on
tactors in the education environment that might influence manpower concerns.

GMENACL's second strategy for analysis was m. deling for physician supply and
requirements After carefully considering the two modeling methods, a demand-
based approach and a need-based model, the Committee designed an adjusted need-
based model o project futura physician requirements A demand-basad approach
based on current utiizati . 1 rates could perpetuate the inequities of the present sys-
t~m and create a shortage of physicians and possible cost inflation in the future f
national health insurance 1s enacted On the other hand, a need-basec approach,
Lased on the assumntion of providing full services to the entire population, runs the
rnisk of projecting physician requirements beyond what consumers are willing to pur-
chase, the.eby creating a surplus of physicians Faced with the limitations of existing
methods of forecasting requirernents and the need to respond to diverse policy
issues, GMENAC developed an adjusted need-based approach in which requirements
are adjusted to account for the proportion of persons in eazh category of medical
condtion likely to seek physician services This Physician Requirements Model 1s a
new methodology for health manpower planning (See Section VI .

<
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V. Approach to Health Manpcwer Problems

The Physician Requirements Model vses a separate modeling program for each of
the 22 major specialty groupings within which there are 16 subspecialties. The spe-
cialty groups carrespond to the organizational structure within the majority of train-
ing institutions in the U.S., which includes departmental status for certain disciplines
such as medicine or surgery and divisions within departments for certain disciplines
such as gastroenterology or thoracic surgery The specialties conform to the major
specialty certification boards The specialties selected for modeling aiso conform to
the decision points within the system of graduate medical education where changes
in the mix of residency positions might be influenced. The Model tested first in
obstetrics/gynecology was extended to the remaining clinical specialties, and modi-
fied models were developed for the nonclinical specialties

Delphi Panels cf Experts, approximately 180 physicians from the various specialties
and thirty nonphysician health care providers, were appointed by GMENAC to pro-
vide expert judgment to the Technical Panel on Modeling Physician Supply and
Requirements These experts provided revised data on the incidence/prevalence of
disease.,on the norms of care, and on physician productivity in each specialty for the
mathematical model.

The Technical Panel on Modeling and the Delphi Experts estimated physician supply
and requirements with added assistance from four other Technical Panels on health
manpower determinants. These Technical Panels concentrated upon topics that had
a significant impact on planning (1) financing of GME, (2) nonphysician heaith care
providers, (3) the geographic distribution of physicians, and {4) the influence of the
education environment. {See Section VII)

The Commuttee Structured its workplan into an organmization combining individuals
from the private and the Government sectors (See Figure 3) Members of GMENAC
from the private sector included physicians, nurses, hospital administrators, insur-
ance company executives, attorneys, and a health ecanomist. The medical speciaity
societies, many physicians, and other health care providers participated significantly
as special consultants through the modified Delphi process an i through plenary
sessions

Members of GMENAC from the Government sector included the Administrator of the
Health Resources Administration and a representative each from the Veterans Admin-
istration and from the Department of Defense

Appointed by the Administrator of the Health Resources Adminmistration, the Execu-
tive Secretary of GMENAC and the Director of the newly established Office of Gradu-
ate Medicine Education, a heaith statistician, were full time staff persons of GMENAC
The 15 professionals from that office. statisticians, epidemiologrsts, and economists.
were integral members of GMENAC




The Chairman and other GMENAC members were appointed by the Secretary of
DHHS The Commuttee met monthly or bimonthly 1n public plenary session. The 22
members of the Committee were assigned to one or more of the Technical Panels by
the Chairman of GMENAC The Technical Panels conducted their work in separate
meetings and provided frequent reports to the full GMENAC Committee

The workplan for GMENAC was coordinated by the Plans and Methods Group, which
provided glidance on the process and integrated the components of GMENAC Its
members were the fi.& Chairmen of the Technical Panels, the first Chairman of
GMENAC, tha ~resent Chairman of GMENAC, who chaired the group, the Executive
Secretary of GMENAC, and the Director of the Office of Graduate Medical Education
The Plans and Methods group met approximately six times each year

To assure a unified approach, most GMENAC members served on two or more Tech-
nical Panels, and most staff served on more than one Technical Panel. Frequently,
members of on&‘:’anel were invited to meet with or to make a presentation before
another Panel. ®ithough each Technical Panel had a separate charge, each compo-~
nent was ultimately integrated into a cohesive whole The concepts under dgvelop-
meit by each Panel were frequently brought to the full GMENAC Commitige, both in
written form and at the monthly plenary sessions where they were discus$®d, crit-
icized, and modified publicly with the participation of medical organizations and
Government professionals The Panels made recommendations to the full Committee
of GMENAC Each recommendation was approved with unanimity. or near unanimity,
by the GMENAC Committee (Ske Section IV)

C. Approach to Heaith Manpower Problems: 1990 and Beyond

GMENAC 1s confident that the objectives stated in the Charter can be attained The
discovery of many problems in the intelligerice component of health manpower plan-
ning 1s a signithcant contribution of GMENAC in advancing the state of knowledge on
planning for the future The informational, methodolog:cal, and conceptual limitations
of GMENAC (1980) can be chianged by 1990

More accurate and complete information needs to be made availatie for the Supply
and Requirements Models For the Supply Model. accurate information 1s needed on
the numoers cf filled residencies and fellowship positions in each year of tramning in
each medical spectalty The number of alienand U S citizen graduates of foreign
medical schools entering graduate medical education or practicing in the US must
be corrected The AMA physician masterfile, a useful tool for data on practicing phy-
sictans, should accurately inciude the speciaity of traiming, the dominant specialty of
practice, and the‘age of all practicing physicians in the U S

Refinement of data for the Requirements Model 1s aiso essential for the future The
crucial need for this Model 1s accurate data on incidence/prevalence of most medical
conditions and procedures, on the norms of care, and on the productivity of health
service personnel Data on the norms of care and the productivity of health service
personnel must be collected and monitored continucusly Both will undergo modifi-
cation becawse of technological advancements in diagnosis and treatment and
changes in the health care structure S.ch changes may lead to the diminished use of
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hospitals and the greater use of non-hosprtal treatment centers, such as ambulatory
care offices, day treatment centers, minimal care facilities, nursing homes, and hospi-
ces. Modification might also result from the imposition of financial restraints or incen-
tives. Current figures on incidence/prevalence, norms of care, and productivity have
to be estimated for the 1990s and beyond

The methodology introduced in the Requirements Model 1s thought to be an extraor-
dinarily effective instrument for planning. Undoubtedly, with added experience, the
Requirements Model can be refined for greater efficiency. For this study. GMENAC
processed hundreds of conditions through the Model for each specialty. For future
use increased efficiency is possible by the identification of selected indicator health
conditions in each specialty from which the entire requirements can be calculated

Several important conceptual advancements in manpower planning for 1990 and
beyond have been made by GMENAC in the a-cas of Aonphysician providers, geog-
raphy, education and financing. The GMENAC study underscored the inverse rela-
tionship between the number of nonphysician heaith care providers and the number
of physicians needed for medical care visits. The professions that comprise the non-
physician providers should be studied in some conerent pattern and the criteria for
allocating shares of service should be based upon newly collected information on the
outcomes of care by different providers, on the relative cost-benefit assessments, and
on client preferences. Planning in the years to come will figure the number ot .~on-
physician providers more prominently in determining the supply and fequirements for
physicians. (See Section VII. B)

In the past, counties and other geopalitical boundaries were the units used to meas-
ure geographic dgistribution of physicians. Counties are not valid geographic units for
measuring health services because they do not circumscribeynedical market areas.
Large numbers of residents of one county might receive heaith services in another
The use of physician-to-population ratios in large geographic areas is not relevant to
the adequacy of service in smaller units within. A different standardized unit of meas-
ure based on local demography, customs, and health service utilization patterns is
needed

In the future, the newly conceptualized functional medical service area (FMSA) can -

be used for assessing adequacy of service. An FMSA is an area within which the
majority of the population receives a specific specialty service The area differs {
each type of medical service. For example, the FMSA wouid be smaller for primal
care by farnily/general physicians and general internists than the FMSA for a neuro-
surgeon who can serve a larger segment of the population over a wider geographic
area The FMSA has the potential of ameliorating this troublesome problem for local
and regional pianners (See Section ViI, C)

Emerging possibilities to achieve manpower goals within the educational environ-
ment might be simpler in the future than the present research indicates The 140 med-
ical schools and the 1,700 teaching hospitals will continue to provide quality medical
education for the future. Medical schools and teaching hospitals should examine
national, regiona’. and local nee.is, and adjust the curriculum accordingly Broad-
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based undergraduate medical education should include educational experience dur-
ing years three and four focused upon general medical and ambulatory care. Gradu-
ate training should inctude opportunities for supervised educational experiences in
the community. The admission pool for medical schools has the potential to become
more socioeconomically, racially, culturallg,’and intellectually diverse.

The expanded definition of medical education, a chronological continuum spanning a
period from pre-medical school to post-residency training, necessitates new and
further résearch to identify choice points where different strategies might achieve
specialty, geographic, and practice choice. Intervention in the educatien environment
to affect manpower changes is problematic but possible when combined with other
alternative approaches, particularly financing incentives. (See Section VI, D).

Programs for financing the provision of health services to effect long term future
goais must be planned within a framework that considers the i:iseparability of financ-
NG undérgraduata unJ graduate mecical eGucation, the practic:ng physicians, and
the medical institutions. Manipulation of financial incentives to students and residents
is a commonly suggested and effective practice for modifying physician speciaity, but
if not structured into a comprehensive overview can create significant imbalances.
The professional fee reimbursement schedules for practicing physicians should con-
tinue to be assessed. Present research shows a low correlation between the level of
physician fees and the choice about specialty and practice habits, but some
GMENAC members believed initially, and mary economists still agree, that a correla-
tion between specialty choice and reimbursement does exist. Manpower planning
enterprises should insist on a credible resolution to this question, and if indicated, an
appropriate modification -

Future funding of institutions should insure the stable development rather than the
erratic introduction and abrupt cessation of programs. Reliable funding promotes
self-determinism of an institution, which in turn enhances program innovation and
enriches diversity among institutions The options for financing are muitiple and
influential in effecting manpower goals. Whatever financial incentives are utilized, a
complementary rather than a conflictual relationship between financial and educa-
tional policies will insure quality health care for the future Cost containment should
not be allowed to erode quality. (See Section VII, E).

The achievement of a better distribution of physicians by pecialty and by geography
will not be accomplished by a single set of recommendatibns develcped at any one
pointin ime Inaccuracies in the starting data bases, unanticipated changes in tech-
nology, uneven progress toward a system of national health insurance, and unfore-
seen changes in the specific ways in which medical and surgical conditions are
treated, recommend a continuoJs process of monitoring and modifying health man-
power supply agrrequirements in the future. A long-term comprehensive and irte-
grated approac health manpower plannifig needs the input of governments and
health professions, Tor what each does best. and a ccllaboration between the two sec-
tors for the development and pursuit of agreed upon objectives and programs to
achieve them The demonstration of the effectiveness of such collaboration. as
hmited and brief as it was. was a major accomplishment of GMENAC
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V. GMENAC Methodology for Health Manpower Problems

A. Introduction to Technical Panel on Modeling Physician Supply and
Requirements

1. Members

Membership of the Panel on Modeling Physician Supply and Requirements changed
as the terms of some members expired The convener of the Panel, during the first
phase of its work, was an academic surgeon with significant experience in medical
manpower planning. The second convener was a pathologist who heid an administra-
_tive position in the Veterans Administration. The third convener was an orthopedic
surgeon at a university hospital. Other members of the Panel included. A pediatrician
from an academic medical Center, a psychiatrist, a urologic surgeon. a physician
president of a farge urban medical center,and a family physician, who directs a fam-
ily practice residency training program. Three consulting grouos, under contract, de-
veloped the two components of the Supply Model, the specialty-specific Supply Pro-
jection Model and the GME Model.

2. Charge

The centrai charge of the Panel was to develop a mathematical model or series of
models for the estimation of physician supply ard the estimation of physician
requirements by specialty for the U.S. population in future years. The models were to
specify the changes needed in the number of residents in each of the 22 specialties to
achieve a supply-requirements equilibrium for future years A second charge was to
develop a strategy for long-term monitoring of progress toward achieving the equili-
brium and a process whereby corrective steps could be recommended to achieve the
desired balance.

3. Accomplishments

The Panel developed and applied three mathematicai Models for estimating physician
supply and requirements for 1990, specified the variances from equilibrium between
supply and requirements in each of the 22 specialties, and made recommendations
toward achieving equilibrium. (See Figure 4)

a. The Supply Model projects for a future year the numbers of physicians in the
aggregate or in each specialty The Model adjusts numbers on present supply, U S
medical school graduates. foreign medical graduates, and residents in training, for
switching specialties during GME or later, and for death, disability, a..d retirement
This Model is more precise than other supply models because the data hases and
assumptions that support it are significantly improved. Future projections of the
Model incorporate policy changes that are designed to encourage future supply in
the directions assumed in the Model (See Section Vi B)

b The GME Model is based on the actual pathways through graduate medical edu-
cation and into practice of more than 100,000 medical school graduates from 1960 o
1975 The GME Model draws on the distribution of medical school graduates across
all of the first year positions in graduate medical education and also includes all of
the branching and switching that actually occurs during GME. Previous models were
imited to estimates of aggregate supply or to grouped speciaities and did not take
into account such branching and switching It should be noted that the Model 1s

62

a




Figure 4

U.S. Population

' Need for
Morbidity and
Well Care

I

Requirements

For Physicians

4 USFMG USMG
FMG
ﬁ
Graduate Current
Medical Physician
Education Supptly
Physician Supply




l

VI. GMENAC Methodology for Health Manpower Problems

based on past training patterns. If patterns change, the Model should be modified
accordingly The GMENAC GME Model significantly advances physician manpower
methodologies because it permits estimations to be made for each of the 22 special-
ties, because branching and switching among specialties is accounted for, and
because if a desired distribution of specialist physicians has been determined, the
GME Model can be operated in reverse to derive the number of first-year residency
positions required to achieve the goal. (See Section VI, C).

¢ The Requirements Model is a hybrid between need-based and demand-based
methods. This Model takes into account both demand-based data, which reflect cur-
rent utilization patterns, and need-based figures based on the provision of all services
needed by the entire population. The Model then adjusts those figures to the concept,
“should in 1990,” based on what realistically can te accomplished by that year. The
adjustments are made by the Modeling Panel based on recommendations from a
Delphi Panel of 8 to 10 experts for each specialty. Although GMENAC has confidence
in the Requirements Model, lengthy experience is required to validate the method and
judge its utility. (See Section VI, D).

d By application of these Models, the Panel derived estimates for 1990 physician
supply, physician requirements, and the variance between the two, for the aggregate
and for each of the 22 specialties. (See Section IV).

e The Panel made recommendations for full GMENAC consideration on medical
school class size and entrance rates of foreign medical graduates. It provided illustra-
tive numbers of filled first-year GME positions required to achieve a better balance
between supply and requirements. )

4 Strategies

The Technical Panel on Modeling Physician Supply and Requirements was at the
center of the GMENAC Process. The Panel analyzed the data input and assumptions
in the existing Supply Projection Model in use by the Bureau of Health Manpower
and, under contract, developed a Separate alternative Model for the GME system to
provide a better understanding of the forces determining the supply of and demand
for residency training positions. This GME Model was used by the Committee to
study and predict changes needed by specialty and by year in the number and mix of
training positions in order to meet estimated requirements for the number of practi-
tioners in future years.

B. Physician Supply Projection Model

1 Introduction

The Physician Supply Projection Model uses simple calculations based on the cur-
rent number of physicians, attnition of physicians determined by actuanal techniques.
and expected additions to the supply based on the number of medical students and
residents in training
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" Figure 5

GMENAC Supply Projection Model

Graduate Medical
Education Model
Specialty Specific
L
+
| mao 500) 000 Q‘O’C'Q'Q.
+ ®ve0 o
L 000 o

Residents Contribution
o Practitioner Pool in 1920
(88,500 x 0.35 = 31,000)

65

51




VIi. GMENAC Methodology for Health Manpower Problems

e
{

Major problems with the Physician Supply Model are caused by inaccurate physician
censuses and by incomplete data on the number of U.S and alien foreign medical
graduates who complete residency training and enter practice

A third major problem is incomplete information on the specific specialty functions
performed by each physician

Supply data are inadequate for a variety of reasons Physicians who hold licenses in
more than one State are often counted more than once. A registry of the large
number of foreign medical graduates in the GME system does not exist The number
of U.S citizens studying medicine abroad is also unknown. Existing supply method-
alogies lack acceptable accuracy when estimating individual specialties. A new
Supply Projection Model was developed because other models did not determine the
number of residency positions needed to achieve a supply objective in a given spe-
cialty, a central purpose of GMENAC.

2. Components of the Supply Projection Model

Two tracks in the supply model lear to estimates of future supply. The first is the
Aggregate Supply Track, which yieids aggregate or total number of physicians
defined as practitioners or practitioner-equivalents. The second is the Specialty
Supply Track, which yields an est ~ation of the future supply in a specialty based on
the number of first-year residents <r:'cring that specialty and the proportion who
ultimately complete training. The more complex second track, the unique component
of the supply projection modet. p7Gv'des the same aggregate number but allows esti-
mates in each of the speciali..- >~ subspecialties. The two track supply model is
iflustrated in Figure 5

3. Aggregate Supp!y Trazk

a Baseline Data

The data soirces for current active allopathic and osteopathic physicians are the
Amei..an Medical ¢ .t siatic~ (AMA) and the American Osteopathic Association
(AOA). Each organization periodically surveys physicians in its branch of medicine
Physicians are enumerated on the basis of their primary self-designated speciality,
defined as the . .- '~~-zh they spend over 50 percent of their time. Physicians who
work less than 20 hours per week are excluded from all active supply figures of the
AMA. GMENAC believes these aggregate data from the AMA and similar data from
the AOA sui» = . - sutficiently accurate for its needs. The most recent allopathic
and osteopathic baseline data are from 1978 and 1980 respectively. Advantages and
limitations of these and other data sources are discussed in the /nterim Report, 1979

The major problem about the baseline data relates to the validity of specialty self-
designation Many physicians practice to a variable extent beyond the scope of their
primary specialty, for example, thoracic surgeons might perform non-thoracic opera-
tions, cardiologists might care for patients with arthritis, general practitioners perform
certain eurgical procedures Detailed analyses of specialty self-designation as related
to numbers of physicians versus full-ttme equivalents were conducted At the national

66




level, there were no significant differences in the nuinbers of physicians practicing in
each specialty whether counted solely on the basis of primary activity or propor-
tioned on the basis of primary, secondary, and tertiary areas of specialization and
practice At the local level, however, there were major differences in supply counts in
some specialties.

b. Attrition Rates

Age, sex, and =pecialty-specific attrition studies in allopathic medicine were con-
ducted for GMENAC. The study focused on the practice lifegspans of thousands of
physicians over many years. The attrition rates of women in the future may differ sig-
nificantly from women in the past in terms of cumulative years of active practice and
1n what constitutes full-time pursuit of active practice. At present, no specific inférma-
tion is available to base a projected quantitative change in such rates. For women as
for minorities, therefore, the attrition rates of the past weré used Once the current
base of active practitioners (excluding residents) was reduced for attrition, it was
found that approximately 80 percent of the 1978 practicing physitians will be practic-
ing 1n 1990

*
¢. New Additions to the Supply 1978-1990

Between 1978 and 1990, newly trained physicians will be added to the supply from
the foliowing sources U S. graduates from schools of medicine (M D.) and schools of
osteopathic medicine (D O ), US citizens who began their medical ecucation abroad
but completed it in aU S medical school (COTRAMS3), and foreign medical gradu-
ates (FMGs), including U S citizens, Canadians and other aliens. It is difficu't to esti-
mate the numbers of these additions in the absence of well-defined and executed
national polictes Medical school class size continues to rise, new schools develop,
the number of US citizens studying abroad, especially in the Caribbean, is increas-
ing. and non-U S citizen graduates of foreign medical schools continue to be admit-
ted to the U S despite the restrictions of Public Law 94-484

The GMENAC assumptions on the new aaditions to supply focus on the following
classitications ’

1 US medical school graduates The published 1978-1979 cata are the most relia-
ble but can be updated in the mode! as new figures become availabie The first-year
enroliment i, 1978-1979 was 16,501 students GMENAC assumes the number will
increase at the rate of 2'; percent per year for a total increase of 10 percent between
1978-1979 and 1982-1983 The entering medical schooi class of 1982-83 will be the
last group added to the practitioner pool of 1990. Four years of medical school and
three years of residency are average for U S graduates

2 US osteopathic schoo! graduates The American Osteopathic Association has
recently completed its own projection of enroliment increases and development of
new schools The current first year enroliment (1980-81) 1s 1,478 and is projected to
reach 1,868 by 1988-89 Mo