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Bacause of problems in adequately assessing
the unmet demand fo~ health care in HEW-
designated health manpower shortage areas,
many National Health Service Corps physi-
cians are underused in terms of patients
served. This raises serious gucstions about the
extent ot unmet demand for health care in
some of these aress, and therefore, the num-
ber of additional physicians with scholarship
service chligations that wili be needed.

This resort conta'ns tecormendaticns to the
Secretary of HEW regarding improvements
needed in severa! Federal programs designed
to affect physician distribution. 1t also recom-
mends that tie Congress reconsider the need
for continuing the Federal Loan Repayment
Progiam for physicians and the need for HEW
to complete its swudy of physician extende-
reimburser -nt provided for in the Social
Security Amendments of 1972,
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COMPTROLLER GENERAL OF THE UNITED STATES
WASHINGTON, D C. 20548

B-164031(5)

To the President of the Senate and the
Speaker of the House »i Representatives

This report examines trends in the geocgraphic
distribution of physicians who recently established nedical
practices and factors they considered important in making
these decisions. It also discusses progress made and oppor-
tunities for improving several major Federal programs designed
to improve availability of physician services in underserved
areas, and several projects funded by State and private organi-
zations that rely extensively on physician extenders (that is,
physician assistants and nurse practitioners} to provide
primary care medical services in rural areas otherwise unable
to attract or retain physicians.

Our review was made bezause of the congressional ccncern
over the geographic maldistributicn of physicians ir the
United States and the substantial commitment of Federal
funds to deal with this problem. We made our review pursuant
to the Budget and Accounting Act, 1921 (31 U.S.C. 53,, and
the Accounting and Auditing Act of 1950 (31 U.3.C. 67},

Copies of this report arve heing sent to the Director,
Office of Management and Buadget, and the Secretary of Health,
Education, and Welfare.

Comptroller General
of the United States
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‘'O THE CONGRESS

PROGRESS AND FROBLEMS IN
IMPROVING THE AVAILABILITY
OF PRiMARY CARE PROVIDERS

IN UNDERSERVED AREAS

The geographic distribution of health
manpower, particularly physicians, is one

of today's most complex and important issues
facing health care planners, policymakers,
and providers,

The Congress has expressed a commitment to
insuring that physicians are iocated so as
to be accessible to virtually the entire
population. Programs to hire and place
physicians in shortage areas and to provide
exposure to shcrtage-area prectice during
medical education are but two examples of
efforts by the Condaress to atfect physician
distribution., Duriny {iscal ycars 1972-77
more than $4306 million in Federel funds
were obligated in ar attempl to increase the
supply of physicians in shortage areas.

In adéition to examining trends in the geo-
graphic distribution of physicians that
recently established practices, this repozt
also examines:

--¥ctocs newiy es.cablished physicians con-
sidered important in selacting practice
locations.,

--Progress made by Federal programs to
improve the availability of physician serv-
ices ia underserved areas.

--Fvojects which rely primarily on physician
extenders (physician assistants and nurse
practitioners) tor increasing the availa-
bility of health care services in under-
served areas,

PHYSICIANS ARE NOT
EVENLY DISTRIBUTED

In 1976 tnere were an estimated 384,900 non-
Federal physicians in the United States--
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369,800 doctors of medicine and about 15,100
doctors of osteopathy. Of the 369,800 MDs,
about 292,200 (79 percent) were providing
patient care--or 137 physicians for each
100,000 persons. This physician supply 1is
not distributed equitably in relation to the
population, however.

A disproportionately large number of physi-
cians are located in the urban areas wiere
physician-to-population ratios are signifi~
cantly higher than in rural areas. The
physician population is also inequitably
distributed within urban centers. (Se=z

pp. 2 and 6.}

DISTRIBUTION OF NEW

Generally following the path of their prede-
cessors, the more than 20,000 nc physicians
1/ on whom data was available continued to
coricentrate in urban areas. Although the
urban areas contained about 75 percent of

the people, a disproporticnate 90 percent of
the 1967-71 U.S. medical school graduates

and foreign medical school graduates licensed
during this pericd located in these areas.

The urban concentration of recent graduates
results primarily from the fact that the
large number cf plvsicians other than general
and family practitionecrs choose urban prac-
tice locations. Th~ distribution of general
and family practitioners is more uniiorm
between urban and rural areas. (See p. 13.)

FACTORS AFFECTING PHYSICIAN

Preference for rural or urban living and the
availability of clinical support facilities
and personnel wera equally important factors

1/0.S. medical schocl graduates and foreign
medical school graduates licensed between
1967 and 1971 who subsequently completed
graduate medical education and began
practice.
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most affecting the location decisicns of a
sample (1,066) of physicians.licensed in
1971. As a group, however, professional
considerations, including clirical support,
contact witn other physicians, and continuing
education opportunities, played the largest
role. Overall, the physicians stated they
had not been greatly influenced by economic
factors, such as income potential and the
availability of loans. (See p. 15.)

IMPACT OF FEDERAL PROGRAMS

National Health Service Corps

The Corps has undoubtedly increased thc
availability of physicians' services in com-
munities designated by HEW as having a crit-
ical shortage of health manpower. However:

--The Corps has not adeguately considered
the demand for medical services when asses-
sing the need for physicians in shortage
arcas. This, coupled with its decision to
place a minimum of two physicians at most
sites Lo the ext.nt possible, has resulted
in many physicians being underused in terms
of patients served at sites in operation 1
year or longer. (See pp. 20 and 22.)

--The Corps has experienced difficulty in
recruiting physicians willing to voluntarily
practice in the mo.e remote, less populated
areas. Conseqguently, many of these sites
have remained unstaffed for periods ranging
up to 4 years. (See p. 27.)

--Corps officials look to the HEW scholarship
program with its shortage area service
obligztion to provide a sufficient supply
of physicians in the future. But, because
of deferments for graduate medical educa-
tion, HEW otficials 3o not expect a sub-
stantial number of physicians to be avail-
able until fiscal year 1979. (See p. 33.)

It should be recognized, moreover, that the
number of physicians authorized by the Corps
for its unstaffed sites may exceed the number
needed as evidenced by the low use of Corps
physicians at many sites in operation 1 year
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or longer. This raises serious questionsg

to GAD conceriing the extent coi unmet ¢emand
for health care in some of these areas

and, therefore, the number of additional
physicians with scholarship service obliga-
tiong that will be needed to serve in
HEW-designated shortage areas.

~-From inception through July 1976, only 42
physicians--out of a total of about 800
who served in the Corps--remained in
the shortage arcas or were planning to
do so, as private practitioners, which
is a major program obiective. (See p. 29.)

Loan repayment

As of Octobet 31, 1977, the Fedz2ral loan
repayment proqram attracted only 762 physi-
cians (about 1.7 percent of those eligible)
to shortage arcas in return for loan repay-
ment. Moreover, the majority of those who
participated through February 1976 probably
would have established practices in those
shortage areas anyway. Thus, it seems the
program provided financial benefits pre-
dominately to physicians who already had
decided on shortage area ptactice. (See

p. 48.)

Area health education centers

The long-term nature ¢f the program, the
lack of clearly defined national strategy,
and different developmental stages and
program strategies among the 11 area health
education centers make identifying and
assessing the program's impact difficult.
Nevertheless, GAO believes this program
conceptually has considerable long-~term
potential to indirectly improve health
manpower distribution by overcoming some
of the important professional objections
to shortage area practice. (See p. 58.)

Preceptorship and family
medicine training programs

Both the preceptorship and fam.ly medicine
training programs were too new at the time
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of GAO's review to aetermine theilr 1lmpact on
increasing the supply of physicians in
shortage areas. Since the programs began

in 1972, very few students have completed
medical training and established practices.
However, prelim’nary indications are that:

~-The experiences, provided by the preceptor-
ship program are generally too brief and
too far away from the lncation decision
in terms of time to substantially affect
location choices. (See p. 72.)

~-The family medicine program offers poten-
tial for increasing the supply of physi-
cians in rural areas and small towns
because of the tendency for many family
practitioners to locate in such areas.
The extent to which recent family prac-
titioners located in HEW-designated short-
age areas, however, is unknown. (See
p. 76.)

-~-Two remote site training p-ograms (the
Washington, Alaska, Montana, and Idaho
Medical Education Program and the Minnesota
Rural Physician Associate Program) show
indications of influencing the decisions
of some participants to locate in rural
areas. (See p. 79.)

ALTERNATIVE PROGRAMS FOR PROVIDING PRIMARY

CARE MEDICAL SERVICES IN RURAL AREAS

Many States and private organizations have
attempted to increase access to primary

care medical services in rural areas through
programs .argely usirg nonphysician providers,
includinj nurses and physician extend-~rs.

GAO visited four such progrems~-the North
Carolina Rural Health Centers, Kentucky
Frontier Nursing Service, Checkerboard

Area Health System, and East Kentucky Health
Services Center--which use physician exten-
ders as principal providers of health care
in rural clinics. The physician extenders
provide services under the supervision

of physicians, but physicians are not always
present when the services are performed.
(See p. 89.),



The inability to receive reimbursement from
Medicare (part B) and some other third-party
payers for physician extender services at
independent sites such as tnose discussed
above had apparently restr.cted their poten-
tial widespread use.

REIMBURSEMENT FOR PHYS. S1aN
EXTENDER SFRVICES

In 1965, when the Me- . _ v« legislation was
enacted, there weve f .7 1. any physician
extenders working aund no allowance was

made for their reimbrse'tent. Responding
to this problem, the Congress in the

Social Security Amezndments of 1972 provided
that a study Le undertaken to determine
appropriate circumstances, methods, and
rates for reinbursing physician extenders.

Althoagl a contract covering the first phase
of th: study was let in February 1974 and
the s.udv itself began in November 1974,

a June 1977 HEW report stated there have
been sign.ficant delays in the study aud

it will be at least until 1979 before defini-
tive findinc¢s are available. The HEW study
discussed the fact that difficulties had
been experienced in getting physicians

that use physician extenders Lu participate
in the study and guestions were raised

about the potential validity of the results
because of the way in which the sample
practices had been selected for inclusion

in the study. f{See p. 104.)

On December 13, 1977, the President signed
into law the "Rural Health Clinic Services
Act," authorizing teimbursement under
Medicare (part B) ard Medicaid for services
rendered in certain rural health clinics

in underserved areas. Among the services
covered ace those of physician assistants
and nurse practitionerz, whether or not a
physician is physically present at the

time the service is provided. The act also
requires the Secretary of HEW to conduct
demonstration projects in urban medically
underserved. areas with respect to reimburse-
met on a cost basis for services provided
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by physician-d:rected clinics which employ
physician assistants and nurse practitioners.
(See p. 106.)

In GAO's view, now that reimbursement for
physician extender services rendered in
cural clinics in uanderserved areas has

been authorized projects such as those dis-
cussed Aabove which rely extensively on
physician extenders at satellite clinics or
in mobile units with backup from physicians
in larger neighboring communities couald
constitute an approach for providing health
care to communities in the Nation otherwise
unable to attract or retiin physicians.

RECOMMENDATIONS TQC THE SECRETARY OF HEW

The Secretary of Health, Eaucation, and
Welfare should:

--Develop guidelines for assessing under
what circumstances it would be appropriate
to assign health care providers to entities
requesting Corps assistance and the number
and type of provider(s) that would be
most appropriate. (See p. 36.)

--Require communities and other entities
requesting Corps health care providers
to conduct stuadies which ident fy, to
the extent possible, the rumber and types
of residents lccated therein who are
likely to seek care from a (orps-spunscred
practice. (See p. 37.)

—-=Develop multiyesar projections to assess
the total number of physicians with scholar-
ship commitments that will be needed
to serve in shortage areas. (See p. 37.)

--Make an anelysis of the extent to which
family practitioners and other specialists
are locating in HEW-designated shortage
areas and, based upon this analysis,
submit to the Congress recommendations
for financially supporting those programs /
which constitute the greatest resource for
providing health care to medically !
underserved areas. (See p. 87.)
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--Work with the States to identify those
ar=as having health manpower distribution
problems and develop a strategy for .nar-
shaling resources~-~-Federal, State, and
private-~to estabiish an integrated pro-
gram designed to provide health services
in the manner most appropriate to each
area. (S8ee p., 107.})

~~Examine those programs which rely on phy-
sician extenders to help deliver health
services tc those areas otherwise unable
to attract physicians and consider seeking
legislation which would provide Federal

fiindg to0 heln develnn thogse nrocrams
Tunds TC iielp Geve.iop Ul € programs

1S

found to be most useful. (See p. 104.)

Additional recommendations to the Secretary
are included in chapters 3 and 6.

RECOMMENDATIONS TO THE CONGRESS

GAO believes it is doubtful that a separete
loan repayrent program is still needed

to attract physicians to shortage areas

in view of the (1) expanded Corps scholar-
ship program and number cf physicians
expected to be available for shcrtage area
service and (2) discretion available to

the Secretary of HEW under the health Pro-
fessions Educational Assistance Act of

1976 to repay the newly authorized federally
insured health professions student loans.
Therefore, the Congress should reconsider
whether the lnar repayment program for
physicians needs, to be continued since

~--it has not induced substantial numbers of
physicians to enter shortage area practice
and

~-many physician participants apparently
received windfall repayient of their
education loans by the tederal Government
. since they would have ¢stablished their
practices in those shortage areas anyway.
{See p. 57.)

The Congress should also reconsider the
necessity for HEW to complete its study
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on physician e ' »nder reimbursement as
required by the oocial Security Amendme..ts
of 1972 in view of tue

--recent legislation enacted that provides
for (1) Medicare (part B) and Medi.-aid
reimbursement for physician extender
(physician assistants and nurse practi-
tioners) services rendered in certain rural
hcalth clinics in medically underserved
areas and (2} demonstration projects to
be conducted with respect to reimbursemert
for services provided by physician-directed
clinics in urben medically underserved
areas which employ physician assistants
and nurse pract.tioners and

--questions raisrd in an HEW repoirt about
the potential valiaity of the study results
because of the way in which the sample
practices have been selected for inclusion
in the study and the limited numb2r of
practices that 2qreed to participate.
(See p, 110.)

AGENCY ACTIONS AND UNRESOLVED ISSUES

HEW agreed with most of the recommendations
in the report (see app. XIII).

HEW stated it was also concerned about the
possible underuse of Corps physicians and
that it must consider alternative health

care delivery modes or staffing arrangements
for those HEW-designated shortage arsas which
cannot sustain full-time medical practices

or retain physicians. HEW expects some
progress toward improved use to occur as
major barriers to the use of physician
extenders are reduced (i.e., eligikility

for reimbursement and limitations of licen-
sure). HEW also stated that existing National
Health Service Corps sites will not be con-
tinued if sufficient support for the Corps
proiect has not been demonstrated over the
period of Corps involvement.

As indicated in chapters 3, 6, and 7, GAO

believes HEW needs to give further considera-
tion to the recommendations dealing with
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the National Health Service Corps program,
preceptorship training program, and alterna-
tive approaches to increasing the number of
primary care physicians in rural areas.

HEW was not in favor of GAO's recommendatioh
that the Congress reconsider the necessity
for HEW to complete its study on physician
extender reimbursement under the Social
Security Act as requested by the Congress

in 1972. HEW said that, although there are
some administrative and substantive problems
with the study, it is the only major study
to obtain data on costs of services of phy-
sician extenders and tt. impact of reimburse-
ment on the use of the< e practitioners. HEW
believes useful data will be forthcoming
from the study. Nevertheless, for the rea-
sons previously discussed GAO still sees
limited value in continuing the HEW study
and suggests that the Congress consider ter-
minating it.

Officials of the programs and projects
reviewed and the American Medical Associa-
tion were given an opportunity to comment

on sections of the GAO report., Their
comments have been considered in this report.

. _
S
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GLOSSARY

Primary care physicians

In our report this refers

to general practitiocners,

fami'y practitioners,

general internists, general
pedia:riciars, and obstetricians
and gyaecologists.



CHAPTER 1

THE PHYSICIAN DISTRIBUTION

PROBLEM IN PERSPECTIVE

The geographic distribution of health manpower,
particularly physicians, is one of today's most complex
and important issues facing health care planners, policy-
makers, and providers. Evidence of widespread concern over
physicians’ location patterns can be found at all levels
of government, within the medical schools, and among physi-
cians thems-lves. Much has been published about cities,
towns, and counties trying to recruit physicians.

The Congress has expressed a commitment to insure that
physicians are located so as to be accessible to virtually
the entire population. Programs to hire and place physicians
in shortage areas and provide exposure to shortage-area
practice during medical education are but two examples of
programs established by the Congress to affect physician
distribution. During fiscal years 1972-77 more than $430
million in Federal funds were obligated in an attempt to
increase the supply of physicians in shortage areas.

Not only is it important to have access to a physician
but also to have access to the type of physician needed.
The American Medical Association (AMA) directory of approved
residencies {ur scheool year 1974-75 shows 69 physician spec-
ialties and subspecialties. Generally, these can be separated
into two broad categories—-primary care and nonprimary care.
The medical profession has defined a "primary care physician"
as ong who establishrs a relationship with an individual
or a family and provides continuing surveillarce of their
health care needs, comprehensive care for the acute and
chronic disorders which he/she is gqualified to care for,
and access to the health care aelivery system for those dis-
orcders requiring the services of other specialists. The pro-
fession generally considers primary care physicians to be
general practitioners (GPs) and family practitioners (FPg),
general pediatricians, general internists, and obstetricians/
gynecologists.

Certain other specialists, such as derma-ologists and
general surgecons, may also provide a considerable amount of
primary care. However, they are not identified either by
education or practice as fulfilling consistently all the
requirements of primary care physicians and therefore are not
recognized by the medical profession as primary care physicians.



AGGREGATE SUPPLY AND GEOGRAPHIC
DISTRIBUTION OF PHYSICIANS

In 1976 there were an estimated 384,900 non-Federal
physicians in the United States--369,800 doctors of medicine
(Mbs) and about 15,100 doctors of osteopathy (DOs}). Of
the 369,800 MDs, about 292,200 i/ (79 percent) were providing
patient cate--or 137 physicians for each 100,000 persons.
This physician supply, however, is not distributed equitably
in relation to the population. Some areas, such as iLhe
northeastern and Pacific coast States and urban areas
across the Nation, have substantially more physicians
relative to the population than other areas, such as the
southern and midwestern States and rurral areas in general.

The inequitat'e distribution causes substantial
differences in the availability of physicians living in
different areas. However, sometimes people in areas with
relatively fewer rhysicians may receive medical care from
physicians located in other areas. Nevertheless, the number
of physicians in patient care for each 100,000 persons allows
a general comparison of relative physician availability in
different geographic areas.

Dis ribution of MDs

The Mew England, mid—-Atlantic, and Pacific regions rank
at least 19 percent above the national average in MDs per
100,000 persons, while the East South Certral region is 27
percent below the average. (See app. I.) Among the States,
the ratios range from South Dakota's 78 MDs per 100,000 per-
sons, or about 43 percent less than the national average,
to New York's 198, or 45 percent more than the national aver-
age. The District of Columbia, which serves a metropolitan
area that includes portions of Maryland and Virginia, ranks
the highest with a ratio of 359 per 100,000, or 162 percent
more than the national averaje. (See app. II.)

Because of variations in the way MDs are distributed
within the States and between urban and rural areas, these
statistics do not illustrate true availability. As of
December 1976, there were 70 MDs per 100,000 persons in non-
urban areas as compared with 158 in the Nation's 299 2/ urban
areas—-126 percent more. The following graph illustrates
the different MD concentrations in urban and nonurban areas
by county size,

1/Includes physicians in graduate training.

2/Areas used by AMA in its analysis of the geographic dis-
tribution of physicians.



NON-FEDERAL MDS IN DIRECT PATIENT CARE
PER 160,000 PERSCNS BY COUNTY SIZE

DECEMBER 31, 1976 {(nota a)

PHYSICIANS PER
100,000 PEASONS
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a) INCLUDES MDs IN GRADUATE MEDICAL TRAINING.
b) SEE CHART BELOV: FOR THL SIZE OF EACH DEMO-
GRAPHIC CLASSIFICATION

COUNTY DERMMOGRAPHIC CLASSIFICATION

COUNTY NUMBER OF
COUNTY SIZE CLASS CCOUNTIES
NONURBAN:
LESS THAN 10,000 INHABITANTS 1 769
10,000 TO 24,999 INHABITANTS 2 907
25,000 TO 498,999 INHABITANTS 3 4384
50,000 OR MORE INHABITANTS 4 229
TOTAL NONURBAN 2,389
URBAN:
POTENTIAL METROPOLITAN 5 51
50,000 TO 499,599 INHABITANTS 6 330
500,000 TO 999,993 INHABITANTS 7 128
1,000,000 TO 4,999,999 INHABITANTS 8 170
5,000,000 OR MORE INHABITANTS 9 _186
TOTAL URBAN 695
Note Urban counties 1n classes 6 thiough 9 are in standard metropolitan statistical areas
Source: AMA pubhication entitied “Physican Distnbution and Medical Lizensure i the U G,

1976 * Accosding 10 this publicatior, county ciass © includes 41 areas which are
considered tuture candidates tor standard metropotitan stauistical area status



The low concentration 2f MDs is not limited to rural
areas, In many urban areas, there is a wide disparity between
the number of MDs in inner-city and suburban areas. A study
reported that between 1950 and 1970, the city of Chicago lost
2.0u0 private MDs--a 35-percent decrease. During the same
period, the Chicago suburbs gained 1,900 MDs--a l30-percent
increase. 7The report's author, Dr. Donald Dewey, in testimony
to a Senate committee, stated: "Svburban areas of high socio-~
economic status gained a disproportionately high share of the
shifting doctors, while the poor and black areas of the city
lost more than their share of doctors' offices."™ To illus-
trate his point, Dr. Dewey reported that the MD to population
ratio of the 10 most impoverished areas of Chicago had
dropped from about 10U MDs per 100,000 persons to a little
more.: than 25. Meanwhile, the 10 most affluent suburban areas
increased their ratios from 178 to 210 per 100,000 persons.

The 1970 Carnegie Commission report, "Higher Education
and the Nation's Health," further illustrated the plight of
the inner city by stating:

"k * * the fact that New York and Massachusetts
have high ratics of physicians to population does
not mean that a resident of a lower income neigh-
borhood of New York City or Boston has adequate
access to a physician. As one writer * * *
recently put it * * * private physicians are as
hard to find in some neighborhoods of New York City
as in backward rural counties of th2 Svuth.”

Distrikbution of DOs

DOs are concentrated in the East North Central and mid-
Atlant .c regions. As of June 1976, these regions contained
almost 53 percent of the approximately 15,100 DOs on which
locaticn data was available. (See app. III.)

DOs are very unevenly distriluted among the States.
In 1976 the supply ranged from 2,569 in Michigan to 3 in
Alaska., Thirteen States had 25 or fewer DOs and 6 of these

had 10 or fewer DOs., Five States had 52 percent of all
DOs. (See app. IV.)

In commenting on the draft report, the Ameriran Osteo-
pathic Association (AQOA) advised us trat of all factors
affecting the geographic distribution of osteopathic physi-
cians, the most significant, historically, were State licens-
ing laws. According to AOA, when the first DOs graduated from
the first osteopathic college in 1892, State laws yoverning



the practice of medicine (where they existed) eittrer failed

to include the new profession or specifically denied its
members full status as physicians and surgeous. AOa stated
that, as a result, DOs were forced to wage State-by-State
battles for professional recognition and legal equality,
battles which continved, sporadically until 1973, A second,
almost equally signifi .ant factor affecting the geographic
distributinn of DOs, according to AOA, is the osteopathic
profession's early and continuing emphasis on general practice
and primary care.

AOA stzted in 1974 that 54 percent of all DOs were
located in tow.us cf fewer than 50,000 persons. Our analysis
showed, however, that like MDs, DOs are located predominantly
in urban areas. In 197% 1/ 11,000 (83 percent) of the
13,400 DOs 2/ were locat=:d in urban areas. We used the same
criterion for analyzing “he distribution of DOs as we did
for MDs--by county demoyraphic classification. The following
graph illustrates the aifference in the supply of DOs in
urban ond nonurban areas by county size.

DISTRIBUTION OF DOS

PERCENT QF
DOCTORS a) BY COUNTY SIZE 1374
50— 45%
40
30
20 17%
13% ]
10— 6%
5% 4% 5%
2% 2%
LA H |l = 5 02
9 8 7 6 5 4 3 2 1
URBAN NON-UREAN

COUNTY DEMOGRAPHIC CLASSIFICATION b)

a} DOES NOT TOTAL DUE TO ROUNDING,
b} SEE PAGE 3 FOR COUNTY SIZE.

1/1974 was the latest period data was available on the geo-
graphic distribution of DOs by county demographic classifi-
cation according to an AOA representative in November 1977.

2/Includes all DOs belonging to AOA as of February 1974.
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In commenting on our draft report, ACA raised the
question of whether the entire population can or should be
arbitrarily broken down into just urban and nonurban
categories and whether such a gross breakdown truly can
reveal individual gecgraphic areas which are generally
"underserved," medically. 1In the final analysis, AOQA
contends, DOs, unlike MDs, continue to provide a dispropor-
tionate amount of primary health care to small towns, vil-
lages, rural areas, and particularly to both city and non-
city areas which are medically "underserved."™ AOA advised us
it was unable, however, to provide hard statistical data to
support its centention but mentioned it is presently engaged
in the early stages of developing the capability to provide
such information.

All States currently recognize DOs as fully trained
physicians and surgeons and grant them the same full licensure
as graduated MDs. But according to AOA, the uneven national
distribution of DOs which resulted from the discriminatory
practices mentioned above remains. AOA recognizes this
situation as an urgent problem, and stated that sweeping new
programs to improve the distribution of practicing DOs
throughout the States currently are underway.

Because of the relatively small number of DOs (less than
4 percent of all physicians) and their concentration in a
very few States, we limited the remainder of our review to
MDs.

PRIMARY CARE PHYSICIANS-~HOW }1ANY
ARE THERE AND WHERE ARE THEY?

As of December 1976, 47 percent (137,700) of the
£92,200 1/ non-Federal physicians providing patient care were
classified as primary care physicians. As shown in the
following graph, GPs and FPs represent the largest primary
care group.

As a group, GPs and FPs constitute a much greater
resource for providing health care in rural areas. Whereas
physicians in other than general and family practice over-
whelmingly locate their practices in urban areas, GPs and
FPs locate much more proportionately to the population.

1/Includes 58,482 physicians in graduate medical training.
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PRIMARY CARE PHYSICIANS 3/

INTERNISTS
47,300
34..

-

OBSTETRICIANS
GPs AND FPs (-YNEZLE)()BOZ)%«.ASTS
51,500 15+

37% ~

PEDIATRICIANS
19,000
14%

1/ INCLUDES PHVSICIANS IN GRADUATE MEDICAL TRAINING

The GP and FP category in the illustration is composed
primarily of GPs. Family practice became a medical specialty
in 1969. Consequently, relatively few MDs have had an oppor-
tunity to complete FP training. According to the American
Academy of Family Physicians, 2,204 MDs had completed family
practice residency programs as of July 1976,

Regions and States with the largest concentrations of
total physicians also generally have the largest concentra-
tions of primary care physicians. For example, the New
England, mid-Atlantic, and Pacific regions have a dispropor-
tionately large share of both primary and nonprimary care
physicians, while the East South Central region has the lowest
ratio of both. As shown in appendix 11, there is relatively
little difference in the ranking of the top and bottom 5

States in total and primary care physicians per 100,000 per-
sons.

FEDERAL LEGISLATION TO IMPROVE
GEOGRAPHIC DISTRIBUTION OF PHYSICIANS

Federal efforts to affect the geographic distribution of
physicians have incladed: {1} incentive programs aimed at both
the medical student and the practicing physician, (2} modifica-
tions in medical ecucation and training, and (3) changes to
medical delivery systems,

Federal legis.ation concerned with changing the geo-
graphic distribution of physicians began with the Health Pro-
fessions Educationai Assistance Amendments of 1965 (Public
Law 89-220). The amendments authorizea the forgivencss of up
to 50 percent of educational loans {or physicians practicing

-~ e
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in designated health manpower shortage areas. The Allied
Health Professions Personnel Training Act of 1966 (Public
Law 89- 751) expanded leoan forgiveness to physicians agreeing
to praccice in any low income rural area and 1ncreased

the forgiveness provisions to 100 percent.

The Emergency Health Personnel Act of 1970 (Public
Law 91~623) authorized the assignment of Public Health Serv-
ice (PHS) physicians to practice in areas with inadequate
medical personnel and services. This act led to later estab-
lishment of the National Health Service Corps (NHSC).

The Comprehensive Health Manpower Training Act of 1971
(Public Law 92-157) provided authority for increasing physi-
cians in rural or other designated shortage areas. This
act amended the loan forgiveness program to allow “he repay-
ment of up to 85 percent of all health educational loans
in exchange for 3 years' service in a physician shortace
area. The act also provided scholarships for medical students
agreeing to practice in a designated physician shortage area
following medical training. Further, the act authorized funds
for grants and contracts to

~~establish or maintaln programs to alleviate shortages
of health personnel in designated areas;

~-provide training rrograms on the more efficient
use of health personnel;

~~initiate or improve health education programs, in-
ciuding programs using practicing physicians as pre-
ceptors; 1/

--emphasize the team approach to delivering health :
services; and ‘

--plan, develop, and operate family medicine programs.

The Emergency Health Personnel Act Amendments of 1972
(Public Law 92~585) authorized the establishment of NHSC
to provide health care and services to residents living in
designated shortage areas. Other provisions authorize re-
cruitment and scholarship programs to obtain physicians for
service in PHS, including NHSC.

1/A practicing physician who trains students in a practice
setting away from the medical school.

|



The Comprehensive Health Manpower Training Act of 1971
expired June 30, 1974, The Congress continued to fund the
programs authorized by the act under continuing resolution
until passing the Health Professions Educational Assistance
Act of 1976 (HPEA) {(Public Law 94-484), which was signed
into law on October 12, 1976. The act extends the health
manpower training authorities through fiscal year 1980 with
significant changes to meet national needs. This act is
designed to produce more primary care providers and improve
health services in manpower shortage areas.

With certain restrictions, HPEA authorizes continuation

of the health professions loans and scholarships and estab-
lishes a new insured loan program. For both programs, HPEA
provides for repayment of loans in return for service in
manpowet shortage areas.

HPEA substantially increases autrorized funding for NHSC
and requires the Department of Health, Education, and Welfare

{HEW) when assigning personnel, to give priocrity to areas,

facilities, or populat.cn groups having the greatest manpower

shortage. Also HPEA expands the criteria to be used in
designating manpower shortage areas to include certain
medical facilities and population groups. HPEA provides
new authorities for area health education centers (AHECs)
and defines specific objectives each project must address.
Specific provisions of HPEA are discussed in more detail
in chapters 3, 4, and 5.

Program obligations

Obligations for the programs authorized by the foregoing
legislation exceeded $430 million during fiscal years 1972-77

as follows:

Obllgations (FY) -
Transition

Progren 1972 1973 1974 1975 1976 quarter _ 1977  Total
{mitllions)
NHSC (note a) $ 8.6 $10.1 %5 9.5 $11.9 $19.7 b/S 9.0 $25.1 S 93.9
Loan repayment - - 4 br2.3 4.8 1.4 B/3.v 12.4
PHS/NHSC
scholarships - - 3.0 22.5% 22.5 22.5 i 6 11,1
ABECS - 11.0 38.3 12,0 11.9 - 4.0 <72
Preceptorships 3.0 3.0 3.7 5.1 5.7 - 5.0 26,1
Family medicine
training yrants _5.0 3.0 b/23.1 b/15.0 15.9 - 3s8.6  luyl.?
Total $16.6 529.7 §78.0 $68.8 $579.6 $32.9  $125.8 S$431 °

2a/Figures for FYs 1972 and 1973 1include program management and {.eld
support, which were combined for thcse 2 years. Filgures for FYs
1874-77 are for field support only.

b/Includes reprogramed funds.

Source: Health Resources adminmistration, HEW.
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SCOPE QOF REVIEW

The purposes of this review were to

-~identify trends in the geographic distribution
of physicians who recently established practices,

-—identify the factors newly established physicians
considered impcrtant in choosing practice locations,
and

-~evaluate the impact of selected programs on
physician geographic distribution, including some
projects which rely primarily on physician extenders
(PEs) for increasing the availability of health
services ip shortage areas.

Using data obtained from AMA, we analyzed the geographic
distribution of (1} 13,000 physicians who graduated from U.S.
medical schools between 1967 and 1971 and (2) 16,000 foreign
medical school graduates (FMGs) licensed to practice medicine
in the United States during this period. We also sent
questionnaires to:

--A statistical sample of 1,995 physicians licensed
in 1971 to determine the factors they, as recently
established physicians, had considered important in
selecting specialties and practice locations. 1/

-=-All 393 physicians whose educational loans were
being repaid by the Federal Government as of
February 1976. We wanted to determine the extent
to which loan repayment or other factors had
influenced them to locate their practices in
shortage areas.

We developed data on the impact the following Federal
programs had on physician geographic distribution:

~-~NHSC.
-~AHEC.

—~-Health profession student loan repayment program.

1/We selected 1971 graduates because most graduate medical
training programs reguire 3 years to complete. The
majority of these individuals, therefore, should have
entered medical practice in 1975 or 1976.

10



--Special project grants for preceptorship training.
--Family medicine training grants.

Our review was conducted at the headquarters of HEW's
Health Resources and Health Services Administration and
its regiconal offices in Atlanta, Chicago, Dallas, Denver,
Philadelphia, and Seattle. We also performed work at 4
medical schools with AHEC project grants, 7 schools with
special project grants for preceptorship training, 3 schools
with family medicine training grants, and 15 NHSC project
sites.

We developed data on six health care projects that
use unusual or innovative techniques for increasing the avail-
ability of health care providers in shortage areas. We also
obtained data from and interviewed officials of AMA, various
physicians' organizations, State governments, medical schools,
and practicing physicians.

11



CHAPTER 2

THE LOCATION OF NEW PHYSICIANS: WHETE AND WHY?

Generally following the pattern of their predecessors,
physicians who recently 1/ entered patient care located pre-
dominantly in the Nation's urban areas. With some variations,
this pattern held true for both primary care and nonpcimary
care physicians and for U.S. medical school graduates and
FMGs. GPs and FPs are the most notable exceptions. As a
group they located their practices more proporticnately to
the general population than physicians in the other groups
and therefore constitute a much greater resource for providing
health care to the rural areas.

Physicians locating in urban areas were more influenced
by the availability of facilities and peer contact than their
rural counterparts, who were more influenced by a preference

.for rural living.

According to AMA, there were 54,360 U.S. medical scheool
graduates and FMGs licensed in the United States between
January 1967 and December 1971. Of this number, 40,587
(75 percent) graduated from U.S. medical schools and 13,773
(25 percent) were FMGs. We identified and analyzed the geo-
graphic distribution of 22,925 non-Federal physicians prac-
ticing medicine in known U.S. locations (13,019 U.S. medical
school graduates and 9,906 FMG licensees). The remainder were
excluded from analysis because, among other reasons, (1) there
was insufficient data on some of these physicians' profes-
sional activity, (2} some were not actively engaged in prac-
tice, {3) some were still in graduate medical training, and
{4) the addresses of some were unknown. (See app. V.)

In commenting on the draft report HEW stated that the
analysis of the location of 1967-71 U.S. medical school gradu-
ates presents a potentisally serious problem because of the ;
large number omitted. According to HEW, if the characteris- '
tics of the 10,315 U.S. graduates omitted from analysis due to i
incomplete data are different from the 13,019 U.S. graduates
analyzed, the implications of the locational pattern analysis
could be quite different. We believe HEW's point is well
taken. However, there is no reason to believe that the geo-
graphic locations of the U.S. graduates omitted from analysis
would have been sufficiently different to significantly affect
the following analysis,

1/U.8. medical schoo’ graduates and FMGs licensed between
1967 and 1971 who subseguently completed graduate medical
education and began practice.

12



TREND TOWARD URBAN PRACTICE CONTINUES

The trend among physicians to establish practices in
urkan areas continued with the 1967-71 U.S. graduates and
FMGs on whom data wes available. Although the Nation's
urban areas contained about 75 percent of the population
in 1973, a disproportionate 90 percent of the 22,925, 1967-71
7.5. medical school graduates and FMGs licensed ‘uring this
period located in these areas. Based on December 1973 wvonu-
lation statistics, urban areas received 12 U.S. graduates
and FMGs per 100,000 persons compared with 4 for nonurban
areas--200 percent more. (See app. VI.)

The continwation of the urban movement of physicians
results from the fact that nonprimary care and primary care
physicians other than GPs and FPs are locating in these areas.
The distribution of GPs and FPs is more uniform between urban
and rural areas. In fact, the more rural county demographic
groups received a higher proportion of GPs and FPs than diAd
the urban groups, as shown on page 14.

Two major factors apparently contribute to the tendencv
of physicians other than GPs and FPs to locate in more urban-
ized areas. First, they may require more support facilities
and personnel (i.e., hospitals, eguipment, and technical per-
sonnel) in order to practice. Second, they often receive
many patients on a referral basis, thus requiring a larger
population base to support a practice. In commenting on
the report, HEW said that a discussion of these factors
omits the consideration that secondarv and tertiary level
practitioners are not needed below a certain threshold
level of morbidity in a population. Therefore, according
to HEW, a larger population is needed to support anv specific
number of specialty practices than is needed for the same
number of primary care practices.

Overall, the urban/rural distribution of FMGs licensed in
1967-71 is similar to the distribution of 1967-71 U.S. medical
school graduates. Of the 9,906 FMGs licensed durina this
period, 9.4 percent located in rural areas. This compares
to 10.9 percent of the 13,019 U.S. medical school graduates.

PHYSICIANS' CHOICES OF LOCATIONS:
MANY CONSIDERATIONS ILVOLVED

Physicians' choices of locations in which to practice
involve many considerations. The tactors influencina these
choices have wide policy imolications. If teasons why
physicians will not locate 1n some communities needing health
manpower can be determined, programs might be develoved which
might influence them to locate in underserved areas.

13



GEQOGRAPHIC DISTRIBUTION OF 22, 925
U.S. MEDICAL SCHOOL GRADUATES AND FMGS

LICENSED [N U.S. BETWEEN 1867-71
BY SPECIALTY GROUPS

PHYSICIANS PER
100,000 PERSONS
10 —

NONPRIMARY CARE

2 -

NONURBAN

URBAN
COUNTY DEMOGRAPHIC CLASS

a) SEE PAGE 3 FOR COUNTY SIZE.
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Physicians' reasons for selecting locations

Several studies, including one conducted by the Rang
Corporation for HEW 1/ which surveyed graduates from U.S.
medical schools in 1965, have been made to determine when
and why physicians select locations and to identify the major
factors they had considered important. Essentially, physi-
cians select their specialties during medical school and
places to practice during postgraduate residency training.

As previously mentioned, because of the need for support
facilities and personrel, the location choices of many spe-
cialists are generally limited to areas having such resources.
On the other hand, since GPs and FPs are not as dependent on
support resources, these limitations do not equally apply.

According to an earlier Rand study 2/ the important in-
fluences in a physician's choice of a practice location have
been repeatedly investigated, and many factors have been
identified. These factors can be separated into three groups:
(1) individual background or personal influences, (2) prcfes-
sional considerations, and (3) community characteristics.

The best documented background factor is the physician's
place of rearing before medical school. Several studies
have shown that a large proportion of physicians practicing
in small towns grew up in small communities. The influence
of family, including spouse, and friends also has been
cited as an influential factor in several studies.

Other influences include medical school location, place
where graduate training was taken, and choice of specialty.
Professional factors include the opportunity for contact with
other physicians and the availability of clinical facilities,
including hospitals, and support personnel. The quality of
community life, including educational and cultural opportuni-
ties, recreation facilities, and climate, have been related
by several researchers to location choices.

1/"Physician Distribution and Rural Access to Medical Serv-
ices,"™ April 1976.

2/"An Analysis of Two Studies of Recent Medical School Gradu-
ates," November 1974.
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Factors affecting practice location choices
of the 1271 graduates and licensees

buring the spring and summer of 1976, we sent guestion-
naires (see app. VII) to a random sample of 1,995 physicians
that were licensed to practice medicine in 1971 to determine
the factors they, as newly established physicians, had
considered important in selecting specialties and practice
locations. The 1971 group was selected to allow the
physicians sufficient time to complete graduate medical
training and make location choices.

We received replies from 1,470 physicians, 1,066 of whom
had selected locations. Preference for rural or urban
living and availability of clinical support facilities
and personnel were eqgually important factors most affecting
the respondents' location choices. As a group, however,
professional considerations, including clinical support,
contact with other physicians, and continuing education
opportunities, played the largest role--comprising five of
the top seven factors. Overall, the physicians stated thev
had not been greatly influenced by economic factors such as
income potential and availability of loans. (See app. VIII.)

For the most part, the factors 1971 U.S5. graduates and
FFMGs said were important in influencing their location choices
changed little over the factors 1965 U.S. medical school grad-
uates stated had influenced his/her location decisions, based
upon the study conducted bv the Rand Corporation. Unlike the
Rand study, however, we did not compare the phvsicians' place
of rearing with their vractice location to identify possible
correlations. It should be noted that some of the Federal
programs discussed in the following chaoters, which ate de-
signed to improve health services in manpower shortage areas,
did not become fully operational until after these physicians
had received their licenses to practice medicine.

Factors influencing the decisions of vrimary care and non-
nrimary care physicians were essentiallv the same. However,
the considerations of physicians choosinag to vractice in rural
areas differ substantially from those of vhvsicians in urban
areas. PRural physicians generally were more influenced b
personal and community factors, including vreference to live
in a rural or narticular geographic area, the high redical need
in an area, and community recruitrent efforts. ©On the other
hand, urban physicians were more influeaced bty factors related
to the practice of medicine, such as the availability of sup-
port facilities and personnel and the opportunity for contact
with other physicians and medical schools ot medical centers.
Pural physicians were l}ess influenced bv the opportunity
for contacts with other physicians than urban physicians.
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Some of the factors influencing the location decisions
of U.S. graduates differed from those of the foreign medical
school graduates. U.S. graduates were somewhat more influenced
by a preference for a particular geogqraphic area, opportuntty
to join in practice with other physicians, and availability
of recreational and sports facilities. On the other hand,
FMGs were somewhat more concerned with continuing educational
opportunities, income potential, and high medical need in the
area. (Sece app. VIII for a more complete list of the factors.)

Timing of location decisions

Overall, 61 percent of the respondents indicated they
had selected practice locations during postgraduate training--
internship, residency, or other training. Only 2 percent
selected practice locations during medical school. As shown
below, a slightly larger percentage of nonprimary care
physicians selected locations during graduate training.

Timing _of Locatpon Lecision

Honprimary Tt

Primaty care care vroan Ruyta .

Time of decision _lpysieians o physicians o dteds o dtedl Catptes et

- Nuiter Fercent Number iercent humber Percent hamher berdent fyetoeg dvg oo
#elore medical school 14 3 9 2 1 o 8 - ]
Daring medical school 20 4 [ 1 9 i 1” L] n .
truring anternshlip,

resildency, or other

house staff training 3.9 57 328 05 432 62 215 44 63 [
buringy mLlitary

service 0l 11 47 9 97 9 a2 it vt i
Othet 137 25 lle 23 146 22 7 27 PEE o4
No response _5 _ 1 o - 3 1 2 1 i

Total 558 a/1d qul a-iuv N o

l
|
|

v 508 100 665  1uy

a/Does not total due to rounding,

Have the 1971 graduates and licensees
chosen or considered shortage area practice?

Of the 1,066 physicians who responded to our questionnaire

-=319 (30 percent) stated they were located or planned
to locate in .u4ral or inner-city areas experiencing
shortages of physicians, 1/

1/1t should be noted that the rural or inner-city areas con-
sidered by these physicians as experiencing a shortage of
physicians may not necessarily be the same as the HEW-
designated NHSC and loan repayment physician-shortage areas,
which are discussed in chapters 3 and 4, respectively.‘
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-~716 (67 percent} stated they were not located or did
not plan to locate in areas experiencing a shortage
of physicians, and

-=~31 (3 percent) did not recpond to this question.

Of the 716 physiciec.'s who indicated they were not located
o did not plan to locate in a rural or inner city area
experiencing shortages of physicians

~=-267 (37 percen:) said they had considered but rejected
practice in riral shortage areas and

--128 (18 percent) said they lLad considered but rejected
practicing in inner-city shortage areas.

Physicians in both groups indicated they would have estab-
lished their practices in areas they considered to have
shortages of physicians if access to continuing education
and consulting physicians had been available.

CONCLUSIONS

The trend of pnysicians to establish practices in urban
areas continued with the 1967-71 graduates and licensees.
Those urban aress with the largest supplies of physicians ver
capita continued to draw a disproportionately large share of
new physicians. As in the past, the trend in the distribution
of GPs and FPs is apparencly running counter to the trend for
physicians in nonprimary care and other primary care special-
ties. If the present trend continues, increasing tne supply
of GPs and FPs should result in more new physicians locating
in some rural areas.

The factors physicians said had influenced their loca-
tion choices have apparently changed very 1little in the past
6 years. Yet a surprisingly large number of physicians re-
sponding to our guestionnaire indicated they would have estab-
lished their practice in areas they believed to have shortages
of physicians if access to continuing education and consulting
physicians had been available. This suggests the need tor
programs to help reduce physician isolation, such as the AHEC
progran discussed in chapter 5.




CHAPTER 3

NHS5C: SOME SUCCESS, MANY PROBLEMS TO BE OVERCOME

NHSC was established to improve the delivery of health
services to residents of areas where health sevrvices are
inadequate. To this end, NHSC recruits physicians and
other health care providers for communities determined
by HEW to have critical shortages of health manpower. Other
physicians, who avail themselves of the PHS/NHSC scholarship
pregram, are obligated to serve in shortage areas for
prescribed periods and are assigned to NHSC.

At December 31, 1975, HEW had designated 869 areas as
having critical physician shortages and thus eligible for NHSC
assistance. At the same date, NHSC had approved applicationg
from 497 communities for 834 physicians and had assigned 311
physicians (37 percent of the identified need) to 206 communi-
ties (41 percent of those approved). In addition, NUSC
had recruited and assigned 70 dentists and 123 Pis.

* NHSC has undoubtedly increased the availability of
physicians' services in designated shortage arca communities.
In authorizing and assigning physicians to practice 1in these
communities, however, NHSC has not determined the extent to
which residents in the community are sceking health care but
are unable to obtain it or the extent to which residents
would be willing to obtain health care from NHSC providers.
Instead, NHSC relies extensively on physician-to-vopulation
ratios within the shortage area community in determining

the number of physicians needed. This, coupled with an
NHSC decision to assign two physicians at most sites

te the extent possible to improve physician retention,

has resulted in many NHSC physicians being underused

in terms of the number of patients they were treating.

The average NHSC physician who has been in practice for
1 year or mcre sees only 1.9 patients per hour, which is fewer
than the average office based primary care ptysician in the
Nation sees (2.95 per hour) and considerably fewer than the
average GP or FP located in a nonmetropolitan area sces (3.85
per hour). This raises a serious question about the extent
of the unmet demand for health care that actually exists in
some areas where NHSC physicians have been assigned.

NHSC has approved many sites for assigning physicians

but has been unable to recruit physicians to serve in a con-
siderable number of them, particularly those located in the
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more remote and rural areas of the country. At the time of
our review, NHSC had approved 261 sites {or which it has never
been able to recruit a physician. NHSC had been attempting

to till 62 percent of these sites for more than 1 year. NHSC
officials ave hopeful that the PHS/NHSC scholarship program
will provide a sufficient supply of physicians in the future.
Because of deferments for graduate medical education, HEW
officials do not expect a substantial number of physicians

to be avatlable untit {iscal yecar 1979,

An NHSC official stated that as of July 1976, NHSC had
recruited about 800 physicians to serve in designated shortage
arcas. At the same date, only 42 physicians assigned
by NHSC had remained ov planned to romain in shortage areas
and cstablish perivate practices=--a wmajor geal of the program.,
NHSC officials have acknowleaged that their initial efforts
in this regard have not been overly successful because
most ol the physiciane recruited before fiscal year 1974
had not completed thelr graduate medical education. As a
result, tno majority of physicians lel{t NHSC at the end of
theiv tours of duty.

DESITGNATION OF SHORTAGE AREAS

AND APPROVAL OF SITE APPLICATIONS

The criteria established and used by HEW to designate the
inttial list of critical health manpower shortage areas cen-
terved almost entirely upon the ratio of population to primary
care physicians in a given area. In compiling the initial
list, issued in October 1874, HEW designated as critical
healt! manpower shortage areas those counties having a
population-to-primary-care-physician ratio of greater than
4,000 to l. This ratio was not based on any particular study
but rather on the prorfessional judgment of HEW officials,
This ratio was reportedly chosen since it was twice the
national average of population to primary care physicians.

In September 1975 HEW revised the criteria in an attempt
te reduce some of the confusion over what size areas were
acceptaple for designation and the extent to which resources
of contiguous areas were to be considered. Nevertheless,
the revised criteria still emphasized the ratio of population
to primary care physicians, which remained at 4,000 to 1.

As defined by HEW, it includes all primary care physicians
and thosc nonmetropolitan general surgecns who spend 50 percent
or nore of their patient care time in primary care practice.
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A shortage area must be one that is rational for
delivering medical care. According to HEW criteria, such an
area may be:

1. A ccunty or several contiguous counties.

2. In nonmetropolitan areas, a portion of a county
(or an area made up of porticons of more than one
county) which is separated from resources by
natural barrier. (mountains, waterways, etc.),
by an absence of rocads, or by excessive distances
(20 miles).

J. In metropolitan areac, a group of census tracts
cseparated by natural or manmade barriers or by
excessive distance from health resources
in the surrounding areas (5 to 10 miles or
30 minutes' commuting time, depending on the
availability of public transportation).

Where these criteria are not fully met in an area for
which designation is reguested, mitigating circumstances may
help qualify the area for consideration. These may include,

a large number of indigent persons (as indicated by a high
percent of the popu ation below the poverty line), a large
number of persons over 65, a high infant mortality rate, the
advanced age of a significant number of the area's physicians,
large migrant or tourist populations, or the presence of other
sociocultural barriers which tend to limit access to health
care,

Communities within designated shortage areas are eligible
to apply to NHSC for the assignment of health personnel to
practice within their communities.

NHSC personnel ccoperate with communities in developing
the application for NHSC assistance. At the time of the
application, the community should be prepared to provide
facilities and supporting staff.

Applications usually contain such information as the
number of health care providers and their locations in the
area, a list and description of the health care facilities,
morbidity and mortality data, a discussion of health problems
particular to the area, and a description of the applicant
organization and how it will function. Applicants are not
required to submit infermation on the extent to which
residents are seeking care but are unable to obtain it or an
estimate of the extent to which residents would be willing to
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obtain their health care from NHSC providers. Conseguently,
in reviewing site applications, NHSC gives little or no con-
sideration to the actual demand for health care existing
within the commurity before assigning personnel.

MANY NHSC PHYSICIANS SFE FEW PATIENTS

Although located in "critical health manpower shortage
areas," NHSC physicians on the average see about 35 percent
fewer patients per hour than the average office based primary
care physician and about 49 percent fewer paticnts per hour
than the average GP and FP located in nonmetropolitan areas.
We attribute this primarily t~ NHSC's failure to adequately
consider the demand for medical services when authoriring and
assigning physicians to practice in designated critical health
manpower shortage areas. NHSC relies extensively on physician-
to-population ratios in determining the number of physicians
needed. This, coupled with an NHSC decision to assign two
physicians at most sites to the extent possible to improve
physician retention, has resulted in many NHSC physicians
being underused in terms of the number of patients they
were treating.

Criteria for number of patients to be seen

NHSC believes that at the end of the first operating year
each physician should see patients at a rate of 3,000 per year
or about 1.9 patients per hour based on a 36-hour week end 44
weeks of work per year. This is substantially below the
number of patients seen by the typical non-Federal primary
care physician. According to AMA's Profile of Medical Prac-
tice, office based primary care physicians in 1975 treated
an average of 2.95 patients an hour. The avcrage for GPs
and FPs in nonmetropolitan areas was substantially higher-- |
3.85 an hour--which is based on an average 54.7 hour work
week and 47.8 weeks of work per year. Many physicians and g
program administrators agree that a primary care physician
should be able to treat between three and Lour patients an
hour.

Patient loads of NHSC physicians

Using quarterly reports prepared by each site, we
determined that NHSC physicians in 1'0 sites that have reen
operatina for 1 year or more average. slightly less than
2 patients per hcur, Although the average number of patients
per hour varied among the HEW regions, in none of the regions
was the average as high as the 2.95 national average for of-
fice based primary care physicians, as shown on page 23.
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Average Number of Patient Encounters per Hour
During the Third Quarter of 1976
for NHSC Sites in Operation 1 Year or Longer
by HEW Region

HEW Number of Average patients
region sites an hour
I 5 1.54
II 8 2.11
III 17 2.62
v 16 1.81
v 10 1.63
VI 10 1.82
VII 5 1.86
VIII 17 1.64

IX 15 1.89
X 7 1.95
Total 110 l1.91

i
|

As shown in the table on page 24, physicians assigned to
52 of the 110 sites (48 percent) which have been in operation
for 1 year or more averaged 2 or fewer patients an hour.
Physicians assigned to an additional 40 sites were seeing
between 2 and 3 patients an hour, which is considerably
fewer than the number of patients seen by the average
GP or FP in nonmetropeolitan areas.
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Average Number of Patient Encounters per Hour

During the Third Quarter of 1976

for NHSC Sites 1in Operation 1 Year or Longer

Average number
of patient encounters
per physician per hour 1

Number of sites
age (years)

by

2.01
2.51
3.01

3.51

to

to

to

to

to

to

to

to

0.50
1.00
1.50
2.00
2.50
3.00
3.50

4.00

4,01 and up

Total

wl‘

Of these 110 sites,

years.

42

2

R

3
1

1

4

4

5

||

Cumulative

Total Percent perceant
1 1 1
6 O 7
23 21 28
22 20 48
21 19 67
19 17 84
10 9 93
7 6 939
_1 1 100
110 100 T

(38 percent) were staffed by a
single physician and the remaining 68 by 2 or more physicians.
As shown in appendix IX, solo practitioners at 20 of the 42
sites were treating an average of 2 or fewer patients per hour
even though half of these sites were in operation for 2 or more
Physicians at 35 of the 42 sites were treating an
average of 3 or fewer patients per hour,

Equally significant is the fact that many of the 68 NHSC
sites in operation for 1 year or more, but staffed with 2 or
more pihysicians, were also being underused.
physicians assigned to 32 of the 68 sites (47 percent) treated
an average of 2 or fewer patients per hour.
of the 68 sites (84 percent)

Specific

Physicia

ally,

ns at 57

treated an average of 3 or fewer
patients per hour even though 71 percent of these practices
were in operation for 2 or more years as shown in appendix X.
While a shortage of medical services may exist in these areas,
physicians assigned to most of the 68 sites were seeing fewer
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patients and in some cases significantly fewer than the number
seen by the average office based primary care physician in the

Nation.

In many instances, shortage area residents apparcntly
already have established patterns for obtaining health
care even though the provider may be located some distance

from the patient's home. In some cases, residents apparently

prefer to continue obtaining care in this manner beccause
they know or believe NHSC physicians will remain in an
area for only a short period. 1In this regard, several
NHSC physicians advised us that residents come to them
only for emergency care and seek assistance for other
problems elsewhere. Thus, we believe it is very important
to adequately assess demand before assigning NHSC health
care providers., The followiny examples show what happened
when this was not done.

HHSC site in Charlotte, Michican

This site was approved primarily on the basis of
population-to-physician ratio of 4,%00:1, which
exceeded the NHSC criteria of 4,000:1. The scrvice
area includes 9 townships and 5 towns with 27,300
persons and 5-1/2 full-time eguivalent physicians,

The site is about nmidway between Lansing (19 miles
north) and Battle Creek (27 miles south). Lansing

has 380,000 persons and Battle Creek, 39,000. Schools
of medicine and osteopathy are located in East Lansing
(22 miles) and another school of medicine 1s located
in Ann Arbor {7C miles).

The Charlotte avplication cited the need for a physician
and mentioned that persons were forced to travel 20 to 25
miles for primary care and even then had difficulty 1n
getting appointments. HNHSC authorized cne physician for
*the site on ilovember 5, 1974. The physician began at the
site in July 1975,

Despite the stated need for a physician in Charlotte anu
its designation as a critical health manpower shoLtagr
area, relatively few people have soudht medical services
at the NHSC site. For example, during the third quarter
of fiscal year 197b, the physician averaaed l.6€& paticnt
encounters an hour--well below the Z2.95 patients an hour
average for office based primary care physiciuns.

Part of the low patlient encounters could have resulted
from the fact that another priva:te physician located ;
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in Charlotte between the time the site was approved

and the physician reported for duty. However, it is
more likely that persons in the area are obtaining
services from outside the service area. The NHSC
application estimated that only 60 percent of the service
area residents seek care from local primary care
physicians; the remainder go outside the area for care.
There was no indication in the record to show how much
this factor had been considered in reviewing the
application or that a survey had been conducted to
estimate potential demand for services.

Beginning with the 197! recruiting effort, we were
advised NHSC adopted a policy of authorizing two physicians
to most sites to overcome a major disadvantage to shortage
area practice--professional isolation--and to ultimately
increase the number of physicians remaining as private
practitioners. As illustrated in the following example,
this policy can result in more physicians being assigned
to a project site than warranted by the number of patients
seeking care.

NHSC site in St. Pauls, North Carolina

This site, approved in December 1972, is located on
Interstate 95 about midway between Lumberton and
Fayettesville which are about 30 miles apart. The
application stated both Fayettesville and Lumberton
have excellent hospitals but the physicians in these
areas could not take on new patients.

The application defined a service area within a 15-mile
radius around St. Pauls. The population was listed

as 11,000 with a high proportion being low-income
minorities. Only one FP was located in the area.

The clinic opened in January 1975 with one physician and
in July 1975 a second physician joined the staff. With

1 physician, the site averaged 24 patient encounters

a day. After the second physician arrived, total patient
encounters rose to 27 patients per day and remained
constant throughout the year.

Other reasons for low use were illustrated in a letter
to NHSC from twe physicians who had served 2 years at a site
in North Bend, Nebraska. The letter identified several
reasons so few patients used the NHSC facility. The letter
stated that during the first 9 months, patient load had con-
tinued to grow. However, at the end of that time it leveled
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off at about 800 patients a month. The two physicians
stated:

YReasons for the lack of sufficient patient load

were several. In the first place, North Bend is only
15 miles from either Fremont or Schuyler, both of
which have several physicians. Dodge la clinic about
25 miles from North Bend staffed by the NHSC physi-
cians for 1-1/2 days a week] 1is approximately the
same distance from West Point which also has several
physicians., Before the physicians arrived, most

of the residents established means of obtaining their
medical care from these several areas. In view of
this, it seemed unrealistic in retrospect to have
more than 700 to 800 patients per month available for
the clinic, * * * In retrospect the underutilization
of two physicians could have been predicted. The
very elements which made this area attractive to

the two physicians (namely: access to a large city;
local, easily-available consultation with other
physicians, and adequate hospital and gonod trans-
portation) were the very factors that made it easy
for patients to seek alternative medical care."

The physicians indicated that many patients considered them as
"stopgap" medical care providess. They stated:

"In many inctances we were used as the emergency
physicians to take care of problems on nights and
weekends until the patient's usual physician was
more readily available."

NHSC statistics indicate the above cases are not iscolated
exanmples.

NHSC HAS BEEN UNABLE TO RECRUIT
PHYSICIANS WILLING TO PRACTICE
IN THE MORE REMOTE COMMUNITIES

Despite its increased recruitment efforts since the end
of the physician draft and the positive incentives authorized
by the Congress to makc shortage area practice more attractive,
NHSC has experienced great difficulty in recruiting physicisns
willing to vcluntarily practice in the more remote areas of the
Nation. At the end of 1975, moust of these sites were located
in the rural Southeast and to a lesser degree in the Midwest,
Plains, and Rocky Mountain areas. Many of these areas are
devoid of both medical providers and health care institutions.
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According to a program official, before fiscal year 1974,
NHSC relied almost exclusively on the PHS recruiting office
for its phy&icians. Physicians recrui’ zd were primarily those
choosing NHESC as an alternative to the military draft. When

. the draft ended, NHSC expanded its independent recruiting
effort.
. Several incentives have been used by NHSC in an effort

desiyned to make service in a critical health manpower
shortage ares more attractive, including

~~variaple incentive pay of up to $12,500 a year,

--up *o 30 days paid vacation and l-week education
leave a year, and

~~repayment of up to 85 percent of all education
loans in return for 3 years' scervice in an HbEW-

designated shortage area. (This program is discussed
in ch. 4.)

bespite these incentives, we determined using NHSC
records, that 523 more physicians were needed to staff all
approved sites at their authorized strength as of December 31,
1975--463 {or unstaffed sites and 60 for sites partiaily
staffed. Although the number of NHSC physicians increased
siynificantly between July 1972 and bDecember 1Y75, the
identified neea incrcased even more, as.shown below,

Approved dand Actual nite Statfing
. tully or pattially
Approveg «rtes _starfed siten foaiete v ) SUR LU Gl e, ae bans
Fhy 210130 AR RER AN shistatted pecdern, to tranre bl cptos
Narbur «atnorizeg siles g S1gnes Crtes RSN S SRR AR AN
* [V is4 Jd 35 144 41 KR
v T R 4le 1ot Ete e Lew
“ ool KR STd 14y din oy 24
[T S e LT log AT bl 4n
P 497 R Jut N 2Dt I
’ As of December 21, 1975, NHSC nad been unable to scaff

491 approved sites. Of these 29! sites, 261 had never been

staffed, As can we scen in the following tible, 02 percent
. ot these 2ol sites had been vacant for more than 1 year

foliowing approval. '
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Sites Approved but Never Stafteg
at December 31, 1975

Sices
Cumu-
lative per-

Months centage or

since sites vacant ____ Physicians

site over 12 Number Fercen-
approved Number Percent months authorized tage

0 to 6 61 23 - 103 24

7 to 12 35 13 - 55 13
13 to 18 89 34 34 151 36
19 to 24 ) 3 37 16 4
25 to 30 19 7 44 27 6
31 to 36 32 }2 56 46 11
37 to 42 8 3 5Y 12 3
43 to 48 9 _.3 62 _14 _.3

Total 261  a/100 424 10u

|

asDoes not total due to rounding.

Thirty other NHSC sites which were unstaffed at December
31, 1975, had a physician assigned at one time or another,
but NHSC couldn't recruit replacements.

According to NHSC officials, unstaffad sites are in the
most remote rural arecas and thus are less professionally,
socially, and culturally desirable than those they are able to
staff. One regiocnal NHSC official stated that yross numbers
of physicians are not the problem in that the number of
physicians expressing an interest in NHSC is three to four
times the number needed to fill the unstaffed sites but
that few of these physicians would agree to voluntarily
serve in the more remote unstaffed sites, This official
also pointed out that while some sites had been unstaffed
for up to 4 years, others had been staffed by several dif-
ferent physicians during the same period.

However, the number of physicians authorized by NHSC
to fill its unstaffed sites may exceed the number needed
as evidenced by the low use of NHSC physicians at many sites
in operation 1 year or longer.

FEW NHSC PHYSICIANS HAVE ESTABLISHED
PRIVATE PRACTICES IN SHORTAGE AREAS

A najor objective of the NHSC program is to develon sites
intu viable health care delivery systems where personnel,
particularly physicians, will elect to remain after completing
Federal service. Although physicians are normally assigned to
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a site for 2 years, NHSC officials attempt to persuade them
to remain in the same areas and =stablish private practices
after leaving NHSC.

NHSC has not been very successful in getting large num-
bers of physicians to convert to private practices--a
major goal of the program. From a total of about 800 physi-
cians recruited through July 1976, only 42 remained in
shortage areas as private practitioners or were planning
to do so. Some communities were, however, able to recruit
private physicians after an NHSC physician left, according
to program officials.

NHSC officials attribute recruiting policies followed
before fiscal year 1974 as the primary reason few physicians
converted to private practice in the shortage area at the
completion of their tours of duty. The wmajority of physicians
aired in those early years had draft obligations and most
of them had not completed their residency training. An
evaluation undertaken for NHSC found that only a small
number of physicians completing their 2-year tours of duty
in fiscal year 1875 said they intended to remain in the
community as private practitioners, Specifically, of 90
NHSC physicians contacted

--4 planned to remain in the community as private
practitioners,

--19 planned to remain as NHSC physicians,

--1 intended to become an employee of a
community organization, and

--66 planned tc leave at the end of their
2-year touts.

Of the 66 physicians who were leaving, 63, or 95 percent, in-
dicated they had been influenced to leave by a desire for more
education and training (59 were returning to residency or
advanced training). Other reasons given for lecaving included
professional and social isolation and personal, family, and
financial needs.

As a result of the low retention rates, beginning with
the fiscal year 1974 recruiting effort, NHSC began concentra-
ting on

--recruiting physicians that had completed
residency training and
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--assigning two physicians to most sites.

NHSC o ficials hoped these policy changes would increase the
nunber of physicians remaining 1n shertage areas.,

Information was not readily available to fully assess how
successful NHSC has been since fiscal year 1974 in recruiting
physicians who had completed graduate medical training.
However, data provided by a PHS official on the educational
hackground of 202 NHSC physicians on duty as of May 1976
indicates that only 39 percent had completed graduate
medical education as shown below:

Medical education Number Percent

Completed internship 92 45

Attended but did not complete
graduate medical {residency)
education 32 16

Completed graduate medical
education (internship and
residency)

~3
o«
W
\0

|

Total

N
<
S
—
<
(=]
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NEW LEGISLATION IMPOSES STRICTER
REQUIREMENTS ON NHSC

On Octobexr 12, 1976, the President signed into law t. 2
Health Professions Educational Assistance Act of 1976 {Public
Law 94~-484). HPEA, among other things, requires the
Secretary cf HEW to establish new criteria for shortaoce area
desigrnations and the assignment of rersonnel. This legisla-
tion:

--Requires the Secretary, HEW, to establish shortage
area designation criteria no later than May 1, 1977,
In establishing such criteria, the Secretary must
consider (1) the ratio of available health manpower
to the number of individuals in an area or a population
group or served by a medical facility or other pubklic
facility uruaer consideration for designation,

(2) indicators of a need, notwithstanding the ,
supply of health manpower, with special coasideration
to such factors as infant mortality, access to ,
health services, and health status, and (3) the '

[}
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percentaje of physicians serving such entities
who ar. emploved by hospitals and who are graduates
of foreign medical schools.

--Re.juires the Secretary to publish no later than
Novenber 1977, a descriptive list of shortaje areas
. and at least annualily review and revise, as necessary,
such designations.

. --Requires the Sccretary to give priority to
those areas with tne greatest health manpower
shortages when reviewing and approving applications
for assigning wHSC personnel,

--Requires tine Scoretary before assigning NHSC personnel
to an entity wniich was previously assigned personnel,
to deterimine that (1) tlere 1s < continued need for
health manpower for the arca, (2) previously assigned
NH5C personnel were appropriately and efficiently
used, (3) there i1s general community support for
the assignment of NHSC personnel to the entity,

(4) the area nas made continued etforts .o secure
health manpower, and (5) there has peen sound fiscal
management, including collection otf fee-for-service, '
third-party, anu other apgrvopriate funds by the
entity with respect to previously assigned NHsC
personnel.

--Requires the 3
report to the

recary to submit, in his annuai

ngress on May ! of each year, the num-
ber of pat-ents scen and tne number of patient visits
recorded ¢ r eacn health manpower shortage areca to
which an NhsC member was assigned the previous yzar.

<
ac

-—-“equires tht Secretary to perform studies on
. {.} the characteristics, including use and
veimbursement patterns, ol areas wnich have oeen
cole fe retaln neaith nanpower personnel and (2)
. “oe apsrovr.ate conditions for assianing and using
nir-¢ practiticners, vhvsiclan assistants, and
ceanded tuncticnar Jdental auxiliaries n health

TALVOWAY S1h0rtaue areas.

S -AutLAriIves tne Gecretarv Lo maxe one grant to an
sheividiiatl who has completed his/her period of

an)iLated sorvice in NHSC and has adreed in
WLYTIne Lo cnage i the private full-tine ciitnical
. practice of his/ter profession in a Lhealth manpower
ShorLade arfa,  Gronts are lisited to §12,500 for
a4 l=yvoear airceTert and S25,000 for ¢ Joveur agiuevient,
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If properly implemented, these new requirements should alleviate
some of the problems identitied during our review.

Changes made by HPEA to the Public Health and National
Health Service Corps scholarship training program are
discussed below.

NHSC SCHOLARSHIP PROGRAM
SHOULD INCREASE sSUPPLY OF PHYSICIANS
FOR SHORTAGE AREAS--BUT NOT UNTIL 1979

The Public Health and 'ational Health Service Corps
scholarship training program was established to obtain physi-
cians, dentists, and other health manpower for NHSC and other
components of PHS--the Indian Health Service (IHS) and the
Bureau of Medical Services. Participants received a stipend
of $6,750 a year and all tuition and fees while in medical
school. They then became obligated for 1 yvear of service
for each year of scholarship support with a minimum obligation
of 2 years. At the discretion of PHS, recipients could defer
active duty with PHS to complete residency training.

Until passage of HPEA, recipients were liable for repay-
ment of the scholarship payments, tuition, and tees plus
interest if they failed to serve their obligation. 1/ Repay-
ment had to be made within 3 years.

HPEA attempts to increase the supply of physicians in
health manpower shortage areas by, among other things, ex-
pending the scholarship program from $40 million in fiscal
year 1977 to an authorization of $200 million in fiscal year
1980. Moreover, HPEA makes several major changes to the
scholarship program beginning in fiscal year 1978, including:

--Ctipends will be reduced to $4,800 a year.

--0Obligated service may be performed in NH3C or, at
the discretion of the individual, in private practice
in a shortige area that has priority for assianment
of NHSC members and has sufficient financial base
to sustain such practice and provide the individual
with income of not less than the income of members
of the Corps.

—-Where the Secretary determines there is no need
for a scholarship recipient in. a health manpower
shortage area, the individual's obligated service

1/Interest is not charged, however, if the scholarship
recipient fails to complete his/her academic training.
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may be performed as a full-time employee practicing
his/her profession in any unit of HEW.

--Students failing to perform obligated service will
be assessed a penalty equal to three times the amount
of scholarship assistance, plus interest at the maxi-
mum prevailing rate, The repayrent perieod will be
reduced to 1 year.

--The penalty for failure to perform obligated service
under the new NHSC scholarship program provides that
such penalty is reduced, by considering the amount
of the service obligation which an individual has
completed.

Because of deferments for internships and residency
training, PHS officials do not expect a substantial number
of physicians to be available until fiscal year 1979, as shown
below. Obligated service, before HPEA, could be performed
in NHSC or in other FHS components.

Estimates of Physician Scholarship Recipients
to be Available for Service

Number of physicians

FY {}Ds and DOs)
Transition quarter 46
1977 190
1978 448
1979 876
1980 1,092

The amounts appropriated for the scholarship program and the
number of scholarship rectipients and year of graduation
are snown on the following page.
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Scholarship Program
Funding Level and Graduates

__________________ FY———-——-——-—---—--.___._
Transtittional
. quarter
1974 1975 1976 {note a) 1977

Appropriations

(millions)

{note b) $3.0 $22.5 $22.5 $22.5 $40.0
Total scholarship

recipients (note c¢) 372 2,465 2,262 2,238 3,627
Graduates who received

scholarships (note c) 185 768 1,106 1,548

a/According to HEW, appropriations received for the transi-
tional quarter resulting from the change in the fiscal
year were used to finance the scholarshipns for the
1976-77 school year. Fiscal year 1977 appropriations
were used to finance the scholarships for the 1977-78
school year.

b/Authorizations for fiscal years 1978 and 1979 are $75 mil-
lion and $140 million, respectively.

c/The vast majority of these are physicians.
CONCLUSIONS

NHSC has had some success in recruiting physicians and
other types of providers to serve in areas determined by HEW
as having a critical shortage of health manpower. Yet,
relatively few of these physicians elected to remain in a
shortage area in private practice after completing Federal
service, which is a major objective of the NHSC program,

In authorizing and assigning physicians to practice in
these communities, NHSC relies extensively on physician-to-
population ratios within the areas instead of determining
the extent to which residents seek but cannot obtain health
care or the extent to which residents would be willing to
obtain health care from NHSC providers. This, coupled with
the NHSC policy to assign two physicians at most sites to
the extent possible to improve physician retention, have
resulted in many NHSC physicians being underused in terms
of the number of patients they were treating at sites in
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operation 1 year or longer. In our opinicn, if the need
for health manpower in these areas was truly critical,
then one would expect NHSC physicians to be extremely busy
or at least as busy as the average primary care physician
practicing in a nonshortage area.

NHSC has experienced difficulty in recruiting physicians
willing to voluntarily practice in the more remote and iso-
lated communities in the Nation. Consequently, many of
these NHSC sites have remained unstaffed for periods ranging
up to 4 years., NHSC recruiting efforts have not attracted
physicians willing to voluntarily practice in the more
remote and isolated areas and the scholarship program has
not begun to produce sufficient numbers of physicians with
service obligations to make up the decicit.

As pointed out in this report, however, many NHSC physi-
cians practicing in HEW designated health manpower shortage
areas are not seeing very many patients. This raises serious
questions to us concerning the extent of unmet demand for
health care that exists in some of these areas and, therefore,
the number of additional physicians with scholarship commit-
ments that will be needed to serve in HEW shortage areas.

HPEA imposes stricter requirements on NHSC which, if
properly implemented, should alleviate some of the problems
identified during our review. At the same time HPEA attempts
to increase the supply of physicians in health manpower
shortage areas by, among other things, expanding the NHSC
scholarship program from $40 million in fiscal year 1977
to an authorization of $200 million in fiscal year 1980.
Beginning in fiscal year 1979 and thereafter, several hundred
physicians who are recipients of Federal scholarships will
become available annually to fulfill their shortage area
service obligation, In order to avoid a similar situation
from occuring, where these physicians also see few patients,
NHSC needs to more accurately identify the staffing require-
ments at each site,

RECOMMENDATIONS

We recommend that the Secretary of HEW, in implementing
the provisions of the Health Professions Educational Assis-
tance Act of 1976 discussed on pages 31 and 32:

--Develop guidelines for assessing under what
circumstances it would be appropriate to assign
health care providers to entities requesting i
NHSC assistance and the number and type of
provider(s) that would be most appropriate.
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~=-Reconsider the policy of assigning at least two
physicians to each site and explore other alter-
natives to overcome the problem of professional
isolation,

-~Require that communities and other entities reques-
ting NHSC health care providers conduct studies
which identify, to the extent possible, the number
and types of residents located therein who are
likely to seek care from an NHSC sponsored practice.

--Verify the above information, to the extent possible,
before assigning health care providers to the
applicant.

~-Develop multiyear projections on (1) the total
number of physicians required for service in HEW-
designated shortage areas, (2) the number of
physicians with present scholarship commitments who
are likely to become available for shortage area
service, (3) the number of physicians with scholarship
commitments 1l'kely to remain in the shortage areas,
(4) the number -~f physicians who will voluntarily
choose to establish a practice in HEW-designated
shortage areas, and (5) based on the above data,
the tctal number of additional physicians needed
taking into consideration, to the extent possible,
use of physician extenders for providing health care
in these areas.

AGENCY COMMENTS AND OUR EVALUATION

HEW advised us it is also concerned about the possible
underuse of Corps physicians and stated it must consider
alternative health care delivery modes or staffing require-
ments for designated shortage areas eligible for NHSC
assistance but which cannot sustain full-time medical
practices or retain physicians. HEW expects some progress
toward improved use to occur as major barriers to the
effective use of physician extenders (i.e., eligibility for
reimbursement and limitations of licensure) are reduced. 1In
addition, HEW said that existing sites will ..ot be continued
if sufficient support for the Corps prejcet has not been
demonstrated over the period of Corps involvement.

HEW concurred with the recommendation that it develop
guidelines for assesssing under what circumstances it would be
appropriate to assign health care providers to entities re-
questing NHSC assistance and the number and type of provider(s)
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that would be most appropriate. HEW advised us that action
to accomplish its purposes is being taken in accordance with
requirements of HPEA., Specifically, HEW mentioned that (1)
a major reevaluation of the criteria used for designation
of shortage areas has been undertaken and a public notice

of related regulations has been proposed and (2) new requla-
tions relating to assignment of personnel also are being
prepared.

HEW added, it is important to note, as discussed on

" page 31, that LrEA requires that practitioner-to-population

ratios, infant mortality, and other indicators of health sta-
tus be specifically included as factors to be considered in
establishing criteria for designation of shortage areas. The
implication, according to HEW, is that the Congress wished
"need" for health services to be the primary determinant for
designation rather than unmet demand. HEW stated, however,
that the criteria it has developed do reflect shortage

levels rather than adequacy levels, based upon its realization
that the use of "ideal" standards in determining staffing
levels could easily result in underuse of Corps physicians.

As discussed on page 31, HPEA requires the Secretary
of HEW to establish new shortage area designation criteria
no later than May 1, 1977, and to publish no later than
November 1977, a descriptive list of designated shortage
areas. On January 10, 1978, HEW published its revised
criteria for designation of health manpower shortage areas
required under HPEA as interim—final regulations in the
Federal Register. Interested parties were given until
February 24, 1978, to comment on the new criteria. HEW also
prepared a preliminary list of possible shortage areas and
disseminated them for review and comment on January 17, 1978.

HEW, after consideration of these comments, will then
designate and publish the resulting first list of health
manpower shortages under HPEA. Entities designated as
health manpower shortage areas pursuant to these criteria
then become eligible to apply for the assignment of NHSC
health practitioners to provide health services in these
areas.

While the new designation criteria developed by HEW is
a stép in the right direction, it will nct in itself solve
the problem of underuse of Corps physicians. We learned,
as discussed in this chapter and by HEW in its comments,
that in many instances shortage area residents are apparently
reluctant tc change their pattern of obtaining health care
even though the provider they use may be in another service
area located some distance from their homes. Therefore,
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before assigning Corps physicians and other health care

providers to areas requesting NHSC assistance, HEW will ~
still need to determine how many of the shortage area resi-

dents are likely to use the NHSC sponsored practice to cvoid

underuse of Corps physicians and other health care providers.

HCW did not agree with the recommendation that it recon-
sider the policy of assigning at least two physicians to each -
Corps site and that it explore other alternatives to overcome o
the problem of professional isolation, because HEW said there ~
is now no policy requiring assignment of at least two physi- -
cians to each site. HEW stated, however, it does attempt to
avoid solo physician placements and has attempted to supple-
ment physicians with physician extenders (i.e., physician
assistants or nurse practitioners) in thosc sites where it -
was felt unlikely that patient loads would require the ser-
vices of two physicians. HEW said that one of the reasons .

for "pairwise" staffing of Corps sites has been that such fi
staffing might improve retention of personnel.

HEW further stated that the primary emphasis of NHSC s
is on development of health care systems that incorporate the B
concept of a critical mass of providers for a given shortage -

area. HEW views assignment of physicians into such systems

as a more significant means of overcoming professional

isolation than other Corps strategies such as access to -
film libcaries, linkages with teaching hospitals, and the -
use of tape cassettes, although the Corps also employs most of

these other means of overcoming professional isolation.

Although HEW said it now has no policy reguiring assign-
ment of at least two physicians to each site, we were told by
Corps headquarters and regional office officials Guring our
review that NHSC adopted a policy of assigning two physicians
to most sites to the extent possible to avoid professional -
isolation and to provide for backup support. Morecver, an
NHSC regional office official informed us that physician -
extenders are not normally assigned to Corps sites unless
the community specifically requests their assignment and that
a waiver rfrom NHSC headquarters was required in order to -
assign only one physician to a site, Furthermore, in testi-
mony concerning the NHSC program before a Subcommittee of
the Heuce Committee on Appropriations in February 1978, the
2dministrator of the Health Services Administration stated
that HEW started with solo practices but found this approach
did not work nearly as well as having two or more physicians
in a practice setting and that HEW is emphasizing this type
of program te¢ the exclusion of the solo practice in the
future.
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At the time of our review, over 60 percent (68) of the
110 NHSC sites in operation for 1 year or longer were staffed
by two or more physicians. Many Corps physicians practicing
at these sites, however, were being underused. Therefore, our
overall concern was that NHSC revise its staffing philosophy
to provide for assigning two or more physicians at a site
only when anticipated patient load at the NHSC sponsored
practice indicates additional staffing is clearly warranted
and that HEW explore other alternatives to overcome pro-
fessional isolation and improve retention.

In HEW's view, the productivity of Corps sites and their
retention records should be evaluated together in judging
overall effectiveness of the Corps program. On this basis,
it appears to us that the Corps program has not been very
effective overalil since we determined during our review that
(1) only relatively few NHSC physicians converted to private
practice or planned to do so which is a major goal of the
program and (2) NHSC physicians were not treating very many
patients relative to private practitioners.

Specifically, at the time of our review, only 42 of
about B00 physicians recruited through July 1976 remained
in shortage areas as private practitioners or were planning
to do so. Moreover, the average NHSC physician who has been
in practice for 1 year or more sees only 1.9 patients per
hour, which is fewer than the average office based primary
care physician in the Nation sees (2.95 per hour) and con-
siderably fewer than the average GP or FP located in the
nonme tropolitan area sees (3.85 per hour).

In HEW's opinion, the above comparisons of . :SC physi-
cians' workloads with private practitioners' is not equitable
as NHSC physicians are relatively new to the practice of
medicine, whereas the other group includes a disproportionate
number of physicians with established practices. We agree
it would be more equitable to compare NHSC practices to
those of other new physicians opening their own practices.
However, HEW was unable to identify any studies that would
permit such comparisons.,

HEW said that its review of our analysis of the average
number of patients seen by NHSC physicians shows thal. those
assigned to 47 percent (28 of 60) of the sites saw more than
two patients per hour in the first 2 years of operation, while
physicians assigned to 60 percent (30 of 50) of the sites
attained this level in the second 2 years of operation (see
p. 24). According to HEW, overall, this indicates a substan-
tial increase in productivity as NHSC sites mature. Even
if significant productivity increases occurred at KHSEC sites
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in their second 2 years of operation, NHSC physicians
assigned to 62 percent (31 of 50) of the sites in their
second 2 vears of operation were seeing on the average
only 2.5 or fewer patients per hovr. -This represented
fewer patients, and in some cases significantly fewer
patients, per hour than the number seen by either the
average office based primary care physician in the Nation
or the average GP or FP located in a nonmetropolitan
area.

" HEW, in effect, took exception with our view thut if the
need was truly critical for medical care in HEW-designated
critical health manpower shortage areas, then one would expect
NHSC physicians to be extremely busy or at least as busy as
the average primary care physician practicing in a nonshortage
area. According to HEW, underserved areas may not generate
the level of demand for medical services which might be
expected on the basis of their population size. Specifically,
HEW said that:

"Persons residing in areas of long-term shortage
tend to modify their behavior by cutting back on
their consumption of health services and by finding
providers in other service areas. In fact, studies
suggest that persons who have not had a regular
source of care take some time learning to seek
health care in nonurgent situations. Also, people
consider whether to change from using services
available on a relatively permanent basis in another
area, to using services in their own areas that

may be there only temporarily.”

If health services are in fact available to residents
in another service area and these residents are reluctant to
change their pattern of obtaining care, then we believe HEW
should reconsider the need for authorizing and assigning
NHSC health care providers to practice in such communities
even though the entities have otherwise met HEW's health man-
power shortage area designation criteria. Moreover, HEW
said that

"There are cother factors affecting NHSC physicians'
workload. Because most NHSC sites are iocated in
areas with a small population base, the actual num-
ber of people requiring medical care would pe lower
than in more populous areas. The backlog of unmet
medical needs of individuals in health manpower
shortage arcas may be-so great as to require more
extensive physician-patient contact at the cutset,
with special attention on a continuing basis to
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preventive services that can reduce need for
hospitalization and other more costly care.
Even under optimal circumstances initiel
visits by a patient require considerably more
time to gather a history and to assess health
level than do subsequent visits,"

We recognize that it takes a period of time to establish
a new practice and for that reason we excluded NHSC sites in
operation less than 1 year from our analysis. Therefore,
Corps physicians who were not being fully used at the time
of our review were those practicing at NHSC sites in operation
1l year or longer with some sites in operation up to 4 years.

According to HEW, a more appropriate measure of staff
utilization is the number of "health service units" delivered
at the time of a patient visit. HEW mentioned, in this regard,
that a recent study, conducted by the Bureau of Community
Health Services, shows that productivity when measured by
encounters, patient visits, or "health services units"™ deli-
vered, increased significantly between NHSC sites in operation
for 4 years when compared to those in operation for 2 years.

This was a special HEW study completed at the end of
March 18977 involving NHSC gite ~osts and charges relative to
site age, staffing, and prevailing area charges. It consisted
of a sample of 62 sites which were stratified into age grcups
based on the date they were first staffed. Several analyses
were performed including calculations on (1) the mean number
of total encounters per site and (2} the number of mean
encounters per provider per site by site age for the third
guarter of fiscal year 1976,

Although the HEW study showed a greater number of total
mean encounters reported for sites in operation for 4 years
av opposed to those in operation for 2 years (2,310 vs, 1,850
encounters), .total mean encounters dropped off substantially
for sites in operation beyond 4 years (1,676 encounters).
Moreover, this study showed relatively little difference in
patient encounters per provider assigned to those sites.

A possible solution stated in the HEW study for reducing
the average cost per encounter at Corps sites was that NHSC
revise its staffing philosophy of placing several physicians
at a site until a substantial rise in patient encounters
clearly shows such additional staffing to be clearly warranted.
It was also suggested that more thorough studies should be
performed of individual site needs before placing NHSC
supplemental providers.
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HEW also referred to a recent study 1/ which it contends
contains encouraging statistics on the number of patients
treated. While recognizing that this study found that a
substantial portion of the 90 Corps physicians surveyed
{1 in 3) expressed the view that they were seeing too few
patients daily, HEW pointed out that 79 percent of these
physicians believed their practices were generating an
excellent or adequate amount of income. These NHSC physicians
were then asked if their practices had the potential to
generate an income level commensurate with their salary
expectations as a private practitioner, Of the 87 physicians
responding to this question, only 21 percert (18) responded
clearly yes, while 51 percent (44) respond.d yes, but not at
that time, and 29 percent (25} responded no.

We believe these two studies referred to by J4EW further
illustrate the point that a need exists for HEW to adequately
assess potential patient demand for health care before
assigning NHSC health care providers.

HEW concurred with the intent of the recommendation to
require communities seeking NH3C assistance to conduct studies
which, to the extent possible, identify the number and type
of residonts located therein who are likely to seek care from
an NHSC sponsored practice., However, HEW questioned its
practicality and although it agreed that it would be better to
do so stated it was not clear how to make such a determination.

HEW further stated that if a method of determining demand
were chosen from among those currently available, an enormou.
data collection effort would be required. According to HEW,
it does not seem feasible to place such a burden on local
communities which usually do not have the resources tc
undertake such a study.

HEW mentioned that health systems agencies and other
health planning agencies, under the National tealth Pl&hning
and Resources Development Act of 1974, have as one of
their responsibilities undertaking studies of unmet demand
for services. HEW further stated that under the new
NHSC authorizing legislation, the designation and site
approval processes both depend strongly on these planning
agencies' evaluations of need. In the designation process,
health planning agencies will be asked to evaluate the

1/Family Health Care, Inc., study "Retention of National
Health Service Corps Physicians in Health Manpower
Shortage Areas,” February 1977.
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size of a potential site's service population and consider
accessibility to nearby resources, In the site approval
process, comments of the planning agencies are reguired

to be solicited and taken inte account,

We recognize that requiring communities to conduct stud-
ies in an attempt tn cstimate potential demand from an NHSC
sponsored practice may place a burden on the local community
and possibly require additional data c¢~llect.on. We also
recognize the role outlined for the heeclth piar: ng agencies
in both the designation and site approval proce. ..

Nevertheless, we believe that in addition =n _btaining
comments of the planning agencies in the site avurrouval orocess,
it iu both practical and necessary for LEW to reac.r: desig-
nated shortage area communities to jnstify the need {.v NHSC
health practitioners by conducting studies designed -0 ewti-
mate expectcd potential demand for medical care .rom an NHSC
sponsored practice, This is important since many areas .h
the Nation may tave insufficient people seeking care to
justiry a full-time medical practice staffed hy a single
physician and it is likely some areas could not even sustain
or justify a physician extender. We further btalieve that
HEW should be in a positior by now to provide t.e nececsary
technical assistance to the desiqgnated shortage area communi-
ties t~ conduct such studies. :n the absence o. such informa-
tion, HEW will remein unable .0 ass2ss whether t-.2 desicnated
shortage area community can sustain or fully use NHSC health
-are providers or the number and type of grovider(s) that
vould be most appropriate for eacn garticnlar siiortage area.

In this regard, we noted theéet the North Cerolina Rural
Health Center program conducts market studies to determine
the communticty's health care needs anu potential aemand for
medical services. A&s discussed beginning on vadge &9,
potential patient vis.ics are estimated based on the service
area population and national statistics for the averaase number
of primary care visits by residents of rural areas. Recou~
n:zing that not all the service area's population will demand
sare from tne proy.osed North Carolina FRura: Health Center
wrograwm, the original patient visit estimate is adiusted for
sucn factors as (1) alternative sources of prunary care, (2)
cvaffic flow patterns, (3) the age of rearov physicians, and
(4) tne amount of cime people must wait to see a physician,

ave also recommending that HEW verifv ‘niormation to
lepea £y communities on the nunber and . yoe of persons
ikely te sew s care from NHSC cites zsefore assianing
rans cr otier health pracritioners. HEW veg;.onded



that NHSC always verified data on expected demand for services.
Initial verification, according to ©ZEW, is done by tite Stace
Planning Agency or the Health Systems Agency at the tine
designation of the shortage area is made. Fcllowv.ng receipt
of an application for assignment of NEBSC stafr, HEW stated,

its regional office staff visits the applicant community

to verify information presented in the application.

Nevertheless, during our review we noted that in autho:-
izing and assigning physicians to practice in these communi-
ties, NHSC relied escensively »n physician-to-population
ratios within the areas instead of determining the extent
to which residents would be willing to obtain health care
from NHSC providers. Lilewise, we noted that apclicants
seeking health manpower through NHSC are not required
to develop or submit such inforration. Also, HFW officia.ls
in two regional offices informead us that they do not have
the resources to concuct studies of health c¢are needs and
the expected pat:ent demand at potential NHSC sites.

Furthermore, in response to the preceding recommenrdation
that communities requesting NHSC assistance be required to
conduct stivdies to determine the number and type of residents
likely to seek care from Corps providers, HEW stated it was
.ot clear how to make such determinations. HEW alsoc ques-
tioned the practicality of sach studies, stating that it
does not scem f{easible o place such a burden on local com-
murities that may not heve the necessary resources. This
response oy HEW furthe: indicates that detailed studies
of health care needs and expected vatient demand are not
normally developed before assigning NHS( health care providers
and, therefore, could not be verified by NI'SC,

HEW concurred with the recommendation that it develop
multiyear projections cn (1) the total number of physicians
regquirec for service in HEW-designated snortage areas, (2)
the .number of physicians with present scholarship commitments
who are likely to become available for shortage area service,
(3} the number of physicians with scholarship commitments
likely to remain in the shortage area, (4) the number of
physicians who will voluntarily choose to establish a practice
in HEW designated areas, arc¢ (5) based on the above data,
the total number of additional physicians needed taking
into consideration, to the extent possible, use of physician
extenders fcr nroviding health care in these areas. HEW
advised us it a'ready has compiled much of this information
and that additio-~al studies are now being conducted. Accor-~
ding tc HEW, as increasing numbers of these scholarsnips go
to stucents in their first or second year of training, the
average number of years of obligated service rer recipient
will rise. /
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CHAPTER 4

HEALTH PROFESSIONS EDUCATION LOAN REPAYMENT PROGRAM

HAS HAD LITTLE IMPACT IN ATTRACTING

PHYSICIANS TO SHORTAGE AREAS

One Federal provram designed to help alleviate the
geoyraphic maldistribution «f physicians and other health
-rrofessionals is the health professions education loan cancel-
lation/repayment prouyram, first authorized in 1965, The
legislat.i™ providad initially for canceling health profession
loans and subsequently for repaying educational loans in
return for an individual's agreement to practice in a
aesignated health manpower shortage area,

The program 1is completely voluntary, and very few eligi-
ble medical and osteopathic school graduates have participated
in the pruogram since it began. Moreover, the najority of
those who have participated through February 1976 would prob-
ablv have cstablisbed practices in those shortage areas
anyway. Thus, it scems that many received windfall cancella-
tion or repayment of their education loans by the tederal
Government.

LOAN CANCLLLATION PROGRAM

The Healtn Prot:ssions Fducation Assistance Amendments
of 1965 {(Public Lew 89-290) initially authorized the cancel-
lati1on of lodns for shortage area practice. The amendnents
vrovided taat borrowers who practiced in areas certifiead
vy the sState health authority as having a shortadge of the
borrowers' professional skills could have up to 30 percent
of their healinh vrofessions loans canceled at a rate of 1v
percent for each year of practice in such an area, The Allied
Health Professions Yersonnel 1raining Act of 1966 (Public
Law 8Y-721) liberalized this prozxram and authorized the can-
collation of loans at a rate of 15 percent a year, up to
4 maximumr of lUJ pevcent tor service in poor rural areas.

Under poth provisions, the appropriate State health
autnority determined the student's eligivility tor cancella-
ticp.,  Jpon completion of each 12 consecutive months of eligi-
Lle practice, the State health autbority certitfied to the
nedical school marking the loan that the bhorrower had met
ari regulre ents tor entitlement to cancellaticon. The school
detetrmnined the amount of principal anu interest to ve can-
celea ang credited 1t to the vorrower's account.
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Results cof prior GAO review 3.

B

In a prior GAO review, 1/ we evaluated the loan cancella- ¥

tion program and concluded that it had not been effective e

in attract.ng physicians and dentists to shortage areas. gg

Of an estimated 30,000 medical and dental school graduates ﬁi

receiving nealth professions loans between 1965 and 1972, 5

. only 219 (86 physicians and 133 dentists) had obtained e
loan cancellation by practicing in a designated shortage s

area as of October 1973. Most of those receiving loan =

. cancellations, apparently were not motivated to locate $§
in shortage areas by the- loan cancellation provisions. =

e

During our past review, we sent guestionnaires to 133 2

o gy
%g é\
ha

physicians and dentists who had had loans canceled as of

€3

May 1973 and askecd whether they would have chosen the same st

locations for practice, even if loan cancellation provisions =

had not been available., A total of 137--82 percent of the =

167 who responded--said they would have. =

e

Officials at several schools visited said the loan s

cancellation provisions did not provide enough financial #z

incentive to attract physicians and dentists to practice in ;55

shortave areas. Some believed that loan cancellation could ey

be an incentive if the debt of the students was consideranly w4

higher. An HEW Health Program Memorandum, printed 1n the E;
Congressional Record July 24, 1973, pointed out that gradu- iy

eting Pbhysicians and dentists were about $7,000 in debt, on =

the average. According to the memorandum, if that level of ;;

debt were increased to around $20,000 to $30,000, the possi- X

bility of having it forgiven could be a genuine incentive o

to consider shortage area practice. iﬁ

MORE LIBERAL LOAN REPAYMENT -

PROGRAM AUTHORIZED IN 1971 =

=

g More liberal financial incentives were authorized to Q&
encourage health professionals to locate their practices in e

shortage areas under the 1971 Comprehensive Health Manpower ff

. Training Act (Public Law 92-157). Under the act, the =
Secretary of HEW is authorized to repay 60 percent of all gﬁ
gqualifying educational loans obtained by a student in exchange §2

for an agreement to practice for at least 2 years in a desig- T

- nated shortage avea., If the individual ayrees to practice o
1/"Congressional Obiectives of Federal Loans and Scholarships =5

’ to Health Professions Students Not Being Met" (B-164031(2), E?
May 24, 1+:74). gé
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in the area for a third year, the Secretary is authorized
to repay an additional 25 percent for each educational
loan.

Health manpower shortage areas for the purpose of the
loan repayment program are designated by the Secretary of
HEW after consultation with the appropriate State health
authority based upen consideration of the following factors:

-~-The latest reliable statistics on numbers of health
professionals, practitioners, and the population
to be served by such practitioners.

~-Inaccessibility of medical services to residents
of the area.

~--~Particular local health problems.
--0Other pertinent factors.

HEW chose a population to physician ratio of 1,500:1
as representing the dividing line between those counties in
the Nation with an apparent inadequate number of practitioners
and those counties with an apparently adeguate number of
practitioners. HEW considers all MDs or DOs active in patient
care. 1/ It should be noted that the 1,500:1 ratio was not
based upon any study but rather was based upon the profes-
sional opinion of HEW officials and represented about
twice the national ratio.

HEW designated about 2,400 counties or portions of coun-
ties as loan repayment shortage areas as of Septemper 30,
1977. . This includes about 78 percent of the 3,084 counties
in the United States. Included were 1,106 areas which were
also designated as critical health manpower shortage areas
for purposes of NHSC under section 32%(b) of the PHS Act as
amended. According to HEWw, 18,261 physicians were needed as
of September 30, 1977, to bring these areas out of the short-
age category.

Impact of lcan repayment program

The more liberal loan repaymint provisions have not bheen
an effective inducement to shortage area practice. Since the

1/7This should not be confused with the ratio established by
HEW for NHSC, which considers only primary care physicians
and general surgeons who spend 50 percent or more of their
time in primary care.
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more liberalized program became operatioconail in !777 through
1977, we estimate that about 45,000 ph,sicians graduated with
outstanding educational loans and were eligible for loan
repayment. Yet, as of October 31, 1977, only 762 physiciang
(about 1.7 percent of those eligible) have participated in the
program, as shown below.

Physicians Participating in

Liberalized Loan Repayment Program

Number of
participants

FY {(note a)
1974 83
1975 . 216
1976 267
Transitional quarter 65
1977 130
b/1978 1
Total 762

a/Includes MDs and DOs.

b/As of October 31, 1977,

We sent guestionnaires to 393 physicians who had partici-
pated in the loan repayment program through February 1976
and asked whether they would have chosen the same practice
locations if leoan repayment had not been available, As can
be seen in the following table, loan repayment did not appear
to be a significant factor in influencing physicians in pri-
vate practice or in either NHSC or IHS to enter shortage
areas. Of the 326 who responded to our gquestionnaire, 251
(77 percent) said they would have chosen the same locations
even if loan repayment had not been available, 52 (16 percent)
stated loan repayment had been a major factor in their choices
of shortage area practice locations, and the remaining 23
did not respond to the question,
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Extent to Which Loan Repayment was a Factor in

Selection of Shortage Area Practice Location

Number Percent
Number in in private of
NHSC or IHS practice Total total

Number responding that
loan repayment was a
major factor 43 9 52 16

Humber responding they
would have chosen
same locations if loan
repayment had not been
availatle 187 64 251 77

Number not responding
to question 20 3 23 7

Number of physicians
responding to GAO
quest: .anaire 250 76 326 100

In listing the factors that had influsenced their loca-
tion cnolices, tne respondents ranked loan repayment eighth
out of eight tactorc. 1Iney incicated that (1) the oppor-
tunity tor a wide range of experiences, (2) the preference
tor particular geographic locations, and (3) a desire to serve
where most needed were the factors which had most influenced
them in chnosing their practice locations. The graph on
page 51 shows the relative importance of each factor which
influenced physicians' choices of location. The number of
physicians who ranked eacn factor first, second, or third in
importance was considered in developing the graph.

Physicians are still unaware of loan
repayment provisicns when they graduate

In our May 24, 1974 report, we attributed the negligible
impact of the loan cancellation program, in part, to the lack
of graduates awareness about the program. We recommended that
HEW establish procedures to insure tha! participating schools
make students fully aware of loan canccllation provisions
before they graduate. In responding to cthis recommendation
in April 1974, HEW stated, in part, that
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PHYSICIANS RANKING OF FACTORS WHICH INFLUENCED

THEM TO PRACTICE IN SHORTAGE AREAS

Number of
phxsicians
225 OPPORTUNITY FOR EXPERIENCE
220 :
200k GEOGRAPHIC PREFERENCE
199
178
DESIRE TO SERVE WHERE MOST NEEDED
168

150+

1251

100F

75F FACILITY AVAILABILITY

73 (a) FINANCIALLY ATTRACTIVE  OTHER
(b)FAMILY/FRIEND INFLUENCE | 6%
(c)COLLEAGUE ASSOCIATION
50f (d)LOAN REPAYMENT
(a) :
a0 ] 337 ©
35 | {d)
25F 31
0 ]
FACTORS
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"BEach school will be required to conduct an exit
interview ¥ * * with each student participating

* * * and document in the student's folder that

the student is aware of the loan repayment provision
as well as loan cancellation-provisions.”

To determine the extent to which this problem had been
corrected, we asked 393 physicians participating in the loan
repayment program when they had become aware of the repayment
provisions. Two hundred and twenty of the 326 who responded
to this question stated they had learned of the repayment pro-
visions after they had graduated from medical school. Equally
significant is the fact that 94 physicians, or 29 percent
of those taking advantage of the loan repayment program,

learned of the program after they were already in practice,
as shown below.

When Physicians Responding to GAO Questionnaire

Learned of Loan Repayment Program

Physicians Physicians Percent
in NHSC in private of total
and IHS practice Total (note a)
While in medical school 66 30 96 29

During exit
interviews with their
financial aid advisors 5 - 5 2

While they were
interns or residents 105 21 126 39

After they were
in practice 69 25 94 29

No response

IU‘

2
Total 100

[®]
wn
o
~J
IENRE
w
()
[«)]

a/Does not total due to rounding,.

..

Based on the above, HEW's efforts to make medical stu-

dents aware of this program have apparently not been very
effective,



Wnat level of indebtedness is necessary
for loan repavment to constitute
an_incentive for shortage area practice?

At the time of our review, HEW officials still believed
that an average outstanding debt for graduating physicians
would have to be increased to about $20,000 to $30,000 for
loan repayment to be a genuine lncentive to consider shortage
area practice. They point out that the increased cost of
attending medical school has resulted in increased student
indebtedness, which has cont -ibuted to greater physician
participation.

Although the ave.age outstanding loan indebtedness of
physicia.s participating in the loan repayment programs has
increased over the last several years, it has not increased to
the level considered by HEW to constitute a genuine incentive
for shortage area practice. The average amount of outstanding
loan indebtedness of the 393 physicians participating in the
loan repayment program throvgh February 1976 amounted to
$5,600. Only 2 of these 393 physicians had debts over $20,000.
In responding to our quest.onnaire, one of these two physi-
cians stated that loan repayment had greatly influenced
his practice location choice but also said ne had learned
of the program after he was already in practice. Therefore,
it is doubtful that loan repayment influenced his choice.

The other physician responded that loan repayment was
a weak factor in his practice location choice.

In December 1977, HEW estimated the average amount of
loan indebtedness to be $8,100 for physicians who had partic-
ipated in the program from March 1976 through October 1977
and that about eight physicians had debts over $20,000.

Why physicians leave shortage areas

The reasons physicians give for leaving rural areas
relate primarily to lifestyle preferences and professional
considerations. (The number of survey respondents in low-
income, inner-city areas was not large enough to rank their
responses.) To show the relative importance of each of
the reasons for leaving, we compared the number of physicians
wio ranked each factor first, second, or third in importance.
As shown on page 54, limited cultural and social activities
and the lack of ccntinuing professional educacion were
the most frequent reasons given by survey respondents.

The reasons given for leaving shortage area practice

seems to reflect a general feeling of isolation, both profes-
sional and cultural, that often accompanies practice in
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PHYSICIANS RANKING OF REASCONS FOR

LEAVING RURAL AREA PRACTICES

Number of
physicians
80 LACK OF CONTINUING EDUCATION PROGRAMS
?,E LIMITED CULTURAL AND SOCIAL ACTIVITIES
57
501 ADDITIONAL TRAINING
m LACK OF DESIRABLE LIVING CONDITIONS
47
LONG HOURS OF PRACTICE
[43]
40
DISTANCE TO SUPPORT FACILITIES
PREFERENCE FOR A LARGE
30 31] [31|COMMUNITY
20k LACK OF SPECIALTY
[1g|PRACTICE OPPORTUNITY
LACK OF CONSULTATIVE
13]SOURCES
10+ FINANCIALLY
UNATTRACTIVE
l_—\ HOTHCR
0
FACTORS
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rural areas. These responses point out problems not addressed
by the loan repayment program, which provides only an eco-
nomic incentive for practice in a shortage area.

IMPACT OF 1976 ACT ON LOAN REPAYMENT PROGRAM

The Health Professions Educational Assistance Act of 1976
made several major revisions to the loan repayment program.
Under HPEA, loan repayment was limited only to loans under the
"Health Professions Student Loan Program." Loans to medical
and osteopathic students were restricted only to students
in exceptional financial need. Amendments made to HPEA
by Public Law 95-83, enacted Augqust 1, 1977, revised the
provision that loan repayment be limited only to loans under
the "Health Professions Student Loan Program" to allow such
repayment of "other educational loans" that were received
under a written loan agreement entered into before October 12,
1976. The amendments als. provided a maximum on tle amount
repayable of $10,000 per year or $50,000 in all.

Fedeally Insured
Health Professions Loan Program

HPEA also authorized a new program of federally insured
loans beginning in fiscal year 1978, which may be repaid in
return for service in a shortage area. Under this program,
medical and osteopathic students and other health profes-
sionals may borrow up to $10,000 a year to a maximum
of $50,000. Loans may be used for tuition and other
reasonable educational expenses. No more than 50 percent
of the students in each medical, osteopathic and dental
school are eligible to receive federally insured loans.
Interest is payable by the student throughout the life
of the loan at a rate not to exceed 10 percent. 1/ The loan
principal is repayable over a 10- to l5-year period starting
9 to 12 months after completion of training except that
payments of principal would not be required during periods
of up to 3 years of internship or residency training
or service in the Armed Forces, Peace Corps, NHSC, or Vista
Volunteer program. To help finance a student insurance loan
fund to cover those costs, students would be charged, in ad-
dition to interest charges, a premium not to exceed 2 percent
of the unpaid principal of their loans.

1/The Health Professions Education Amendments of 1977, enacted
December 19, 1977 (Public Law 95-215)}, revised the interest
rate payable by the student not to exceed 12 percent.
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At the Secretary of BEW's discretion, borrowers may enter
into an agreement with HEW for repayment of these federally
insured loans, plus interest, of not more than $10,000 a year
for each year of service in an HEW-designated health manpower
shortage area. The minimum service is 2 years.

There is no way to estimate at this time the number of
students who will borrow funds under either the Health
Professions Student Loan Program or the Federally Insured
Student Loan Program. Moreover, there is no way to estimate
how many physicians, if any, the Secretary will permit to
practice in shortage areas in exchange for repayment of their
federally insured student loans.

While more physicians have participated in the loan
repayment program since it was liberalized in 1971, few
indicated that the program had influenced their choices
of practice locations. Moreover, most indicated they would
have chosen the same shortage area practice locations had
the program not been available. Consequently, the more liberal
loan repayment program does not seem to have been a signifi-
cant factor in encouraging physicians to voluntarily serve
in health manpower shortage areas—--either in private practice
or in NHSC or IHS. Moreover, many physicians participating
in the loan repayment program did not learn of the program
until after they had already located their practice in shortage
areas. Thus it seems that these physicians received a windfall
through cancellation or repayment of their education loans
by the Federal Government.

HEW believes that the average outstanding debt for
graduating physicians would have to be increased to between
$20.000 and $30,000 for loan repayment to be a genuine
incentive for shortage area practice. Yet, only an estimated
10 of the 762 physicians participating in the loan repayment
program from inception through October 31, 1977, had debts
in this range. With costs of medical education continually
increasing, students' outstanding indebtedness will also
likely increase. The extent to which this will influence
physicians to take advantage of this program and locate in
health manpower shortage areas is unknown.

In our view, it is doubtful that a separate loan
repayment program is still needed to attract physicians to
shortage areas in view of the (1) expanded NHSC scholarship
program and number of physicians expe~ted to be available for
shortage area service discussed in the previous chapter and
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(2) discretion available to the Secretary of HEW under HPEA
to repay the newly authorized federally insured health pro-
fessions student loans.

RECOMMENDATION TO THE CONGRESS

We recommend that the Congress reconsider whether the
loan repayment program for physicians should be continued,
since

--it has not induced substantial numbers of physicians
to enter shortage areas and

--it seems that many physicians participating in
the program received windfall repayment of their
education locans by the Federal Government since
they would have established their practice in
those shortage areas anyway.
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CHAPTER 5

AREA HEALTH EDUCATION CENTERS: LONG-TERM POTENTIAL

FOR TMPROVING GEOGRAPHIC MANPOWER DISTRIBUTION

The AHEC Program provides selected univarsity health
3cience centers financial assistance to change their educa-
ticnal programs to more effectively meet locally defined
health manpower needs, including increasing the availability
of health care providers. The program began in late 1972
when HEW signed contracts with 11 medical schools for
develoning AHECs 1in various parts of the country.

The long-term nature ¢f the program, lack cf clearly
defined national strategies, different developmental stages,
varying organizational structures, and diversity of program
strategies among the 11 AHECs, make identifying and assessing
the program's impact difficult. Nevertheless, we believe the
program conceptually has considerable long-term potential
to improve health manpower distribution. AHECs remote from
the medical school, which train medical residents and other
health care providers, and provide contact with an academic
health center as well as continuing education to practicing
physicians, appear to overcome some of the important profes-
sional objections to shortage area practice discussed in
chapter 2.

The term "area health education center"” was used by the
Carnegie Commission on Higher Education in its 1970 report,
"Higher Education and the Nation's Health: Policies for
Medical and Dental Education.” The commission reported that
the United States faced a serious health manpower shortage
that was compounded by the maldistribution of existing man-
power. Areas c:ted as experiencing the greatest problems
were rural and inner-city communities., The commission viewed
health science centers as instruments for overcoming the
problem, provided they shifted some emphasis away from snien-
tific excellence and toward meeting local health manpower
requirements. The report called for reform and innovation
within the medical education pro~ess to more effectively
address health manpower, and therefore, health care delivery
problems in the surrounding areas.

The commission recommended the creation of 126 AHE"S at
strategic locations across the country, to allow medica:
education institutions to assist surrounding communities,
The commission stated that:



"Each of these [AHEZs] would be at a local nospital.
The centers' educatiunal programs would be administered
by university health science centers. Trney would traln
medical residents and M.D, and C.D.S. candidates on a
rocational basis; they would carry on continuing
education for local doctors, dentiscts, and local health
care personnel; they woulc advise with local health
authorities and hospitals:; they would assist commuenity
colleges and comprehensiv2 colleges in training a.llied
health personnel; and, in otler ways, they would nclp
imnrove health care in their areas."

AUTHORIZING LEGISLATION
AND PROGRAM DEVELOPMENT

In late 1971 the Co.grases passed the Comprehensive Heaith
Manpower Training Act of 1971 (Puulic Law 92-157,, which
established the Health Manpower Educat.on Incentive Awards
Program. The brocd purpose of c¢nis authority is to improve
the distribution, supply, quality, use, and efficiency of
nealth personnel and subsequently enhance the health services
delivery system. The AHEC program has been funded under this
broad authority.

The responsibility fc- develop.ng the AHEC program was
assigned to what is now th=2 Bureau of Heel:h Manpower,
Health Resources Administration, of HEW. The Bureau reneived
proposals from over 90 medical schools and selected 11 for
initial AHEC projects. Federal funds totaling S66 millior
were committed for an initial 5 years (fiscai y=ars 1973-/7}
to the 11 projects, as shown in the table on page 60,

In awarding the project cortracts, the Bureau recognized
that, becuuse of local conditions, each project would differ
from the others in the extent and kind of neeus, available
resources, and the way they relate to cne another. Thus,
since the beaginring, the Bureau's approach has been o concen-
trate on scparate AHEC projects—--each with its own strategy--
witiiin broad nac.ional program objectives, which include:

-~Increusing health manpower in shortage areas
through a system of decentralized medical education
and training at remote s.tes.

--Funding health manpower c¢raining programrs needed
by communities deficient in health manpower,
including continuing education and clinical
training for nucses and allied and other health
professionals.,
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AHEC'S IMPACT ON IMPROVING THE GEOGRAPHIC
DISTRIBUTION OF PRIMARY HEALTH CARE PROVIDERS

The AHEC program is not designed to directly place physi-
cians in health manvower shortage areas. However, through
a sysvem of decentrulized medical education and training at
remote sites as well as continuing education, the program
offers a mechanism for overcoming some of the professional
objections to shortage area practice. As such, the program
represents a long-range effort to indirect.y improve the
distribution of health manpower,

Since the program is less than 6 years old, it is too
early to determine whether the objective of improving health
manpoweyr distribution will be fully realized, There are signs,
however, that at least some AHEC projects are addressing a
number of tactors which have traditionally discouraged physi-
cians from (1) choosing careers in primary care and (2)
establishing practices in manpower shortagye areas.

For example, the North Carolina AHEC program has estab-
lished professional and educational linkages between the
university health science centers and the heaith delivery
systems of communitics across the State. Taese lin'.ages have
been established through various activities, includina (1)
training health profession students in community/regicnal
hospitals and in physicians' and agencies' oifices, (2}
increasing the number of primary care residencies in most
regions cf the State, {3) conducting regular continuing educa-
ticn courses for most health disciplines 1in areas remote
from the university and large hospitals, and (1) improving
referral procedures among primary care providers in smaller
conmunitics and specialists at regional hospitals or at the
university. Because of AHEC, rural communlities across horth
Carclina ave becoming less professionally isclated and at
least theoretically more attractive to primary cave paivsicians,

The other three AHECs reviewed have made less progress
toward establishing community-universitv linkages advocated
by the Carnegie Commission. For example, during its first {ow
years, the South Carolina AHEC caphasized developing relation-
ships between the Medical University of South CJarolina and
three of the four regional hospitels, primarily through stu-
dent rotations in undergraduate medical educatiocn and increas-
ed numbers of primary care residercy positicrs. As a resilt,
few AHEC activities were dirvected toward medically under-
served areas remote from the four AHEC hospitals.,
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The project director acknowledged that the South Carolina
AHEC initially directed its major effort toward the expansion
and decentralization of the medical education program at the
Medical University of South Carolina., However, the director
pointed out that, unlike its neighbors, South Carolina
lacked a strong State-funded program for undergraduate and
graduate medical education, and when the AHEC program started,
South Carolina was facing a critical shortage of physicians.
Therefore, AHEC began its activiti s in South Carolina by
immediately responding to the Stat :’s most critical need:
the improved supply and distribut..n of primary care physi-
cians.,

According to the director, with progress in graduate and
undergraduate medical education, it pbecame apparent that there
were additional needs in South Carolina, many of them also of
a critical nature in the other health professions and in the
more remote areas of the State. Therefore, we were advised
that, in its fiith year, the South Carolina AHEC began estab-
lishing statewide linkages to promote the flow of education
and other resources from the health science centers to
communities throughout the State,

The goal of the lew Mexico AHEC is to improve health

services on the Navajo Reservation. Departing scmewhat from
he Carnegie model, the New Mexico AHEC's principal linkage
Hetween the University of New Mexico (UNM) and regional/
zommunity hospitals and health care providers has been through
-he Navajo Health Authority. The Navajo Health Authority has,
in turn, established formal and informal linkages with IHUS

wd educational institutions within the target area for

iementation of health manpower training programs. The
project director acknowledged that the role of the llealth
5 rvices Center at UNM has, perhaps, been more one of facil-~
ttation than seen at other AHECs, where development of the
University programs into the target area has been desirable,

Compared to some other AHECs, a greater amount of time
has been required to establish wmany of the New Mexico AHEC
programs. According to the project director, whereas the
structure and some operations cf the tiorth Carolina AHLC were
in place and ongoing before Federal funding, nothing had
been established for the New Mexico AHEC. In fact, the Navajo
Health Authority came into existence only months before the
New Mexico AHEC contract with HEW. The AHEC director stated
that approximately 3 years were reguired for the Navajo Health
Authority to acqguire the administrative capability for oper-
ating the nurbers and types of educational proygrans sponsored
by AHEC.



According to the AHEC director, given the Indian
aspirations for self determination, the specific relationship
between UNM and the Navajo Health Authority was prinably the
only feasible model whereby AHEC could help meet the health
needs in the target area. The director stated that the
New Mexico model required a dgreater degree of autonumy than
other AHECs, and rapid expansion of the University onto the
Navajo Reservation was not desirable and would have been
rejected by the Navajo people.

The following case studies of the North Carolina and
»i,nesota programs are presented to illustrate the simila:
ties and differences between AHEC projects in terms of
proJram objectives, strategies, activities, and potential
for improving manpower distribution.

NORTH CAROLINA AHEC

This program is a statewide effort to decentralize medi~
cal, dental, pharmacy, and public health education, and
to regionalize nursing and allied health education. Essent-
iaily, AHEC links the University of North Carolina (UNC)
health science centers at Chapel Hill to regional community
hospitals, which in turn form a regional network with
other educational and health service institutions in
several adjacent counties,

An increase in the numbers and better distribution of
health manpower in rural and underserved portions of the
cities is the major purpose of this program. The program
emphasizes primary care providers, cspecially family
practitioners, Program goals include:

--Improving the professional environment in each of
North Carolina's 100 counties in order tc improve
the distribution of its health manpower.

--LCxposing health students and residents to opportunities
for community practice.

--Broadening the clinical experience of university
students in medicine, dentistry, pharmacy, public
heaith, and nursing thrcugh training in community
hospitals, health agencies, and physicians' offlces

. in an attempt to increase the nunber of persons
chocsing primary care.

--Improving regional training for nurscs and allied
health professions.
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At the time of our review, nine centers were in varying
stages of development at regional hospitals across North
Carolina. There were about 40 full-time medical school
faculty and 23 faculty members in other health disciplines
living and working in the 9 centers. In addition, at least
500 private physicians devoted a minimum of 50 hours of volun-
tary time annually to the centers. The centers (regicnal
hospitals) and the service areas are shown in appendix XI.

Several program accomplishments which have at least
partially removed professional isolation deterrents from
North Carolina rural communities and have theoretically made
these areas more attractive to primary care providers are
discussed below.

fedical student rotations

All UNC third- and fourth-year medical students must
complete a total of 3 months' training in family medicine,
internal medicine, and pediatrics at AHEC hospitals and/or
physician practices within the AHEC target areas. During
academic year 1975-76, about 21 percent of all clinical
training for third- and fourth-year medical students was
conducted at AHECs. This compares to around 4 per:ent off-
campus clinical training in 1971-72, During 1975-76, about
55 UNC medical students were at AHECs at any given time
and this is expected to increase to 106 in 1979-80,

Increased numbers of
primary care residencies

In 1974, the North Caroclina Gencral Assembly committed
AHEC to develop 300 new primary care residencies~--150 to
180 in family practice--by 1980, At the time of our review,
abcut 180 of these positions had been established and program
administrators were optimistic of meeting the 1980 goai.
Because of AHEC, family practice residencies are now or
will be available in every region of North Carolina.

Continuing ed cation programs

i

AHEC-sronscred continuing education programs are now
available to health care providers in all 100 North Carolina
counties. During the 6 months ended December 31, 1975, nearly
11,000 health vrrofessionals attended over 800 medical and
nursing contint.ng education programs,

In addition to formal continuing education proygrams, the

rotation of medical and other health discipline students
through communi*ty hospitals sevves as a vital component of
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AHEC's continuing education efforts. In many cases, local
practitioners have the opportunity to help AHEC faculty
provide instruction to rotating students. Under family
practice rotations, local family physicians usually

spend about 4 weeks with medical students.

Family nurse practitioner training

AHEC has regionalized the family nurse practitioner (FNP)
training program previously conducted only at the UNC campus
at Chapel Hill. Before AHEC's involvement, FNP candidates had
to relocate to Chapel Hill for 6 months' training before
returning to their hometowns for 6 months' clinical experience
with the monitoring physician. Training programs at the
Eastern and Mountain AHECs now enable 30 nurses per year to
train as FNPs witaout moving from their hometowns or traveling
excessive distances.

Since 1970, 118 persons have completed FNP training at
UNC Chapel Hill or at 1 of the 2 AHEC hospitals (28 FNPs have
graduated from the 2 AHEC programs). As of April 1976, 115
of these graduates were practicing in 41 North Carolina coun-
ties, 24 of which have at least 4,000 persons for every
primary care physician under age 60, The FNPs are located
throughout the 3tate, and some are at sites that do not
have full-time physicians.

Medical consultation clinics

In an effort to overcome some of the professional iscla~
tion associated with a rutral medical practice, AHEC sponsors
a program of medical consultation clinics., Using a fleet of
UNC-owned airplanes, specialists from the UNC Medical School
sometimes accompanied by AHEC faculty, residents, ard/or medi-
cal students, regularly visit primary care physicians in
small communities to discuss more complicated patient care
problems. Consultation clinics are held regularly in abou!
15 communities and include consultations in radiothe: xpy,
orthopedics, dermatology, pediatrics, cardiology, and psychia-
try. About 600 health professionals attended nearly 200 con-
sultation clinics between July and December 1975.

Meeting the educational
needs of other programs

North Carolina's AHEC program is helping the North
Carolina Office of Rural Health Services (ORHS) and NHSC
recruit and retain primary care providers for underserved
areas.
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ORHS coperates a program to recruit physicians for
North Caroulina, especially for communities with between
10,000 and 30,000 persons. As a part of its recruiting
effort, ORHS arranges for pnysicians interested in practic-
ing in North Carolina to meet with AHEC officials and
arranges for continuing education for the physicians
before deciding whether to locate in the State.

AHEC officials believe the program has helped increase
the number of cut-of-State physicians establishing practices
in Norih Carolina. During 1975, 90 out-of-State physicians
located in North Carolina, compared to a high of around 30
physicians during any single previous year.

An example of what can result when meaningful relation—
ships are ¢ tablished between a community, a regional
hospital (~dEC), and a university science center follows.

AHEC's impact on Union County,
North Carciina

Union County, a rural area of about 55,000 people in the
Charlotte AHEC region, has been designated by HEW as a
physician-shortage area, The initial relationship between
Union County and the Charlctte AHEC developed when the 130-bed
Union County Hospital requested AHEC assistance in developing
a volunteer hospital staff. AHEC officials responded and a
volunteer prougram was soon operational,

This effort established a working relationship between
the County and AHEC. Subsequent benefits for Union County
include:

--Regular continuing education programs in most
health disciplines.

--Full-time emergency care services.,

--Local routine coronary care services and
improved referral procedures between Union
County Hospital and Charlotte Memorial
Hospital (AHEC).

~=-Improved relationships between Union County
Hospitsl and :1re public health department
including weekly clinics in prenatal care,
family planning, cancer diagnosis and treat-
ment, and venereal disease detection and
treatment.
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--Recruitment of two pediatricians, one of which
completed residency at Charlotte Memorial
Hospital.

~~Recruitment of a pathologist (also from the
Charlotte residency program} and establishment
of direct laboratory link with the Charlotte
Hospital.

MINNESOTA AHEC

This program serves as the link between the Health
Sciences Center at the University of Minnesota and the
Central Minnesota Area Health Education Consortium (the
Consortium), which consists of hospitals, colleges,
vocational-technical institutes, school districts, and
private medical and dental practices. 1Initially, the
Minnesota AHEC concentrated on a l4-county target area
in central Minnesota. However, because of the need for
additional clinical sites for medical education and a
desire by the university to increasc project scope, the
target area was expanded during fiscal year 1975 to include
the entire State.

Specific programs designed to meet the AHEC program's
objectives and their accomplishments are discussed below.

Undergraduate medical education

Undergraduate medical education programs include (1)
student experiences at the university hospital ana at county
and community hospitals and neighborhood clinics in the
Minneapolis—-St. Paul metropeclitan area and (2) short-term
preceptorships with rural physicians throughout the State.
In addition, according tc the director, the Minnesota AHEZC
is providing financial suppcrt, $70,000 per year at the time
of our visit, to the Minnesota Rural Physician Associate
Program for 9- to 12-month preceptorships in rural areas.
{The Rural Physician Associate Program is discussed in more
detail in chapter 7.)

Under the short-term preceptorship program, medical
students enrolled in primary care and psychiatry curricula
are allowed to spend 6 to 12 weeks with internists, pedia-
tricians, obstetricians/gynecologists, or psychiatrists
practicing in Minnesota. At the time of our review, only
14 students had participated in the program.

The Minnesota AHEC has not made extensive uses of af-
filiations with regional or community hospitals outside
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the Minneapolis-St. Paul area. According to the AHEC
director, the medical school faculty is not interested

in community hospital relocations in rural areas since
opportunities for hospital-based experierices are adeguate

in the Minneapolis-St. Paul area. The faculty is supportive,
however, of ambulatory clinical placements both within

rural and underserved areas, for those students and residents
who have acquired sufficient academic and clinical backgrounds
sO0 as not to require close supervision,

The director does not anticipate that outlying community
hospital rotations will ever become an important component of
the AHEC medical education program.

According to the AHEC director, in-house evaluations
have shown that AHEC-supported medical experienc~s have
resulted in positive changes in student attitudes toward
rural practice. All six medical students that had completed
AHEC preceptorship at the time of our visit, however,
said that while they thought preceptorships were good
educaticnal experiences, none considered the experiennes
to have significantly affected their specialties or geographic
location choices.

Graduate medical education

The AHEC graduate medical education program, which
started in July 1974, consists of residency rotations
in internal medicine, family practice, psychiatry, and
pediatrics. The residencies are located at health care
facilities in St. Cloud, medically underserved seclions
of the Minneapolis-St, Paul area, and in Duluth and sur-
rounding communities. Through December 1976, 28 residents
had participated in the program.

Nurse practitioner training

Through the School of Public Health, the Minnesota AHEC
is now training more nurse practitioners at three locations,
The program for local registered nurses (RNs) lasts 21 weeks
and includes 110 lecture hours and approximately 300 hours of
clinical experience supervised by university medical and
nursing faculty and private physicians located near the
training sites.

As of January 1976, 29 nurses had completed the training
program. We were told that the majority of graduates are
employed by nursing homes, although some are employed in
private practice, clinics, and IHS.

68



Medical teaching consultations

Since its beginning, the Minnesota AHEC has provided
specialty teaching consultaticns to primary care physicianc
in rural areas of the State. The purpose of the program
is to improve the professional yuality of lifc for primary
care physicians who do not have regular access to medical
consultants. Specialists from the University make regular
visits to rural areas where, along with the primary care
physicians, they see patients either in hospitals or
in outpatient settings. The specialists also conduct
seminars, teaching conferences, and operative clinics
for surgical subspecialties. During the fourth and fifth
years of the AHEC program, teaching consultations were
conducted monthly throughout the entire State. According to
the AHEC director, some 280 physicians and otner health
personnel have participated in the program.

PROVISIONS OF HEALTH PROFESSIONS EDUCATIONAL
ASSISTANCE ACT RELATING TO AHEC PROGRAM

HPEA provides HEW new authority to enter into contracts
with schools of medicine and ostecopathy to plan, develoup, and
implement AHEC projects. HPEA provides that each participat-
ing school:

--Provide for the active participation of individuals
in the specialties of internal medicine, pediatrics,
obstetrics/gynecology, surgery, psvchiatry, and
family medicine.

--Provide that no less than 10 percent of all under-
graduate medical or osteopathic clinical education
of the school be conducted in an AHEC and at loca-
tions under AHEC sponsorship.

~-Be responsible for, or conduct, a program for
training physician assistants or nurse practi-
tioners, which gives special consideration to
enrolling individuals from, or intending to prac-
tice in, the area served by AHEC.

--Provide for the active participation of at least
two schools or programs of other heal*h professions,
including dentistry if there is one affiliated
with the university, in the educational program
conducted in the area served by AHEC,

Moreover, each AHEC shall specifically designate a geo-
graphic area or medically underserved population it will
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serve, which is in a location remote from the main site
of the teaching facilities of the participating school(c).
Further, each AHEC shall, among other things:

--Assess the health manpower needs of the area served
by the center and help plan and develop training
programs to meet such needs.

~-~-Provide for, or conduct, a medical residency train-
ing program in family medicine or general internal
medicine in which no fewer than six individuals
are enrolled in first year positions.

~--Provide opportunities for continuing medical
education to all physicians and other health
professionals practicing in the area sérved by
AHEC, including NHSC members.

-~-Encourage the use of nurse practitioners and physi-
cian assistants within the area served by AHEC.

~--Have an advisory board, of which at least 75
percent of the members shall be individuals,
including both providers and consumers, from
the area served by AHEC.

By September 30, 1979, the Secretary, HEW, is required
to report to the Congress on the effects of projects
funded under HPEA on the distribution of health manpower,
and on access to and quality of health care in areas
in which projects are located.

CONCLUSIONS

While the AREC program has had little measurable impact
on increasing the number of primary care providers in medical-
ly underserved areas thus far, conceptually the program
appears to offer considerable potential for long-term
improvements in health manpower distribution.

The greatest potential appears to be recalized when AHEC
projects are designed as components of larger systematic
efforts at improving health manpcwer distribution. For
example, the North Carolina AHEC is only one part of the
State's comprehensive-systematic approach to making primary
care services available to all its citizens. Other system
components irclude A nationwide program to recruit physicians
for the State and statewide program of rural health centers
staffed predominantly with physician extenders.
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HEW had no comments on the material included in thisg
chapter on the AHEC program.
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CHAPTER 6

REMOTE SITE TRAINING PROGRAMS~- TMPACT ON PHYSICIAN

GEQGRAPHIC DISTRIBUTION NOT FULLY KNOWN

HEW administers two preograms-~preceptorship training
and family medicine training--designed to attract more
physicians into the primary care specialties and/or inifluence

.physicians to set up practices in rural or underserved areas.

— B’/,% i( p’ %
g, 2T g

Both programs at the time of our review were too new
to permit a conclusive evaluation of their impact on
increasing the supply of physicians in shortage areas.
However, preliminary indications are that

--the experience providéd by the preceptorship
program may have little direct impact on the
location choices of participants,

--the family medicine residency program offers
potential for indirectly increasing the supply
of physicians in underserved areas, because
family practitioners are more likely than ocher
specialists to locate in rural areas or small
towns, and

--two remote site training programs show signs of
influencing the decisions of some participants
to locate their practice in rural areas.

PRECEPTORSHIP TRAINING

The preceptoral method of teaching medicine was borrowed
from apprenticeship systems in England and was, for many
years, the principal method of training physicians in this
country. In the early 1900s, however, most training was
shifted from the preceptor to the medical school. In
recent years, the preceptoral method has again surfaced,
not only as a training method, but also as a means for
influencing the specialty and location choices of physicians.
This method allows medical students firsthand experience
in the day-to-day functions of practicing physicians,
thus® providing a practical educational experience, and
hopefully, encouraging students to seek a similar specialty
or location.
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Federal program

The preceptorship training program was originally
funded under section 772(a} of the Public Law 92-157 and,
according to HEW, is now funded under the family medicine
training authority of secticn 786 of the PHS Act, as amendec
by HPEA. This program enables medical studeni: to receive
part of their undergraduate education und~r a physician who
is practicing primary care medicine, particularly in rural
or other areas having a shortage of physizians. Awards are
currently limited to departments or administrative units that
are respensible for family medicine education. Grants and
contracts are available to medical and osteopathic schools
to establish new or expand existing preceptorship programs.
Funds may be used to pay for personnel, equipment, supplics,
travel, and student stipends. According te HEW officials,
the choice of students that participate in the program is
generally left to the school.

Selected projects reflect major
operational differences

The five preceptorship projects reviewed varied
considerably as to (l) objective, (2) length and timing
of the preceptorship experience, (3) program size, and (4)
the extent .o which preceptorship experience is mandatory
or voluntary. The table oh the following page summarizes
the above data on the preceptorship projects.
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Program impact on location

Since the preceptorship program began in fiscal vear
1972 through fiscal year 1976, HEW has awarded grants and
contracts amounting to $21.8 million. In fiscal year 1976,
69 medical and osteopathic schools received $5.1 million
in precevtorship funds. HEW reported that 5,427 medical
students had participated in the program in fiscal year 1975.
Through January 1976, only 49 participants had completed
their education and were. in practice. Of the 48 participants
for which practice locations could be identified, 7 (15 per-
cent} had located in criticil medical manpower shortage areas
as designated by HEW.

Participants tend to enter primary carce

There are some indications that nrograrn participants
tend to enter primary care specialties. For example, at
the University of Michigan, 67 percent of the participants
entered primary care spectalties, compared to 47 percent
of the nonparticipating students. The rate entering primary
care at Wake Forest University was 63 percent {234 of 372)
and at the University of Virginia, 100 percent (28 o. 28).
However, the extent to which this interest in primary care
careers resulted from the project participation or from other
influences has not been determined.

Some project officials believe that the precentorship
program should be considered primarily as a mechanism for
influencing physician spetialty choices and secondarily as
a tool for improving physician distribution.

Program results were not routinely monitored

HEW did not routinely monitor the results of the pre-
ceptorship program at the time of our review to identify the
number of students (1) participating, (2) selecting primary
care specialties, or (3) establishing pr=ctices in rural
or other physician-shortage areas. Much of the program data
was obtained for us by HEW headquarters through a special
request to the regional offices. In turn, the regional of-
fices obtained much of the data directly from participating
schools. )

According tu the program director, trying to evaluate
program results prior to our review would have been premature
because of the delay between the preceptorship experience ard
the specialty or location decisions. Therefore, HLw haa not
assessed the program's impact on these choices. HEW let a

!
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contract, however, in June 1976 for a comprehensive study of
the preceptorship program. We were advised that one study
objective would be to correlate the timing and length of the
preceptorslip experience with the physician's specialty and
location choices. An executive summary of the study was
completed on March 31, 1978, and an HEW official advised us
that the final report would be completed in October 1978.

In April 1974, the Rand Corporation completed a study
of one program segment--the program's impact on physician
location choices. It concluded that participatic. ir rural
preceptnrships has a negligible influence or whethe. partici-
pants practice in rural areas. Program influence is apparen:ly
diminished by the relatively long delay betwveen the prLeceptor-
ship experiences and the practice location decisions--as mucn
as 6 to 7 years.

In commenting on the draft report, HEW stated that the
Rand study was hased on gross data relating the geographic
location of 1965 medical graduates with whether o. not the
graduates had undertaken a preceptorship in medical school.
HE'l said the Rand data did not differentiate between what
some believe to be major variables associated with preceptor-
ships, such as tihe year in which they were taken, duration,
and whether they werc guired or elective.

HEW advised us 1t is now attempting to £ill in some of
these information gaps and although there is no clear evi-
dence to show a causal relationship between preceptorships
and geographic distribution, the daia does show that former
preceptorship students arc more likely to enter rural
practice than other physicians.

FAMILY MEDICINE TRATINING GRANTS

Section 767 of the PHS Act, as amended by Public Law
92-157, authorizes the award of grants to nonprofit hospi~
tals for developing, expanding, improving, or participating
in approved residency training programs in family medicine.
The purpose of the grants is to create morce family medicine
residency positions, thus effectively increasing the supply
of FPs. Funds may be used for personnel; supuvlies, equiop~
ment; travel; and, under certain conditions, student sti-
pends. To qualify for a grant, applicant hospitals must be
accredited by the Joint Commission on Accreditation of
Hospitals or the American Osteopathic Association (AOQA).
Accordiag to HEW,

"Residency programs in the field of family medicine

approved by the Board of Trustees of the American
Osteopathic Association or Liaison Committee
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on Graduate Medical Education based upon the
recommendation of the Residency Review Commlittee
for Family Practice, and new residency proygrams
in family medicine for which provisional approval
has been obtained, are eligible for support under
this grant progranm."

Program accivity

Since the family medicine residency program began in
fiscal year 1972 through fiscal year 1977, UEW obligated
over $Y2.2 million to support graduate family practice
training. HEW 1is providing support to 21U fawily practice
treining programs in fiscal year 1578. HEW estimates that
during fiscal yeavr 1978 these programs will inciude 72 per-
cent of all family practice residents in training,

Geographic distribution--
not a program objective
but a potential result

HEW does not have data on the location of physicians
that participated in the family practice re.idency prcgranm,
Therefore, a full evaluation of the progran's impact on
geographic distribution is not possible. [adicat.ons
are, however, the proyram could be an important tool for
increasing the supply of physicians in the * .ditionally
underserved rural areas and small towns. In the past few
years, the number of family practice residency positions
has increased dramatically. Fcr example, between academic
years 1973-74 and 1975-76, the number of filled first-ycar
residency positions in family practice nearly doubled from
about 800 to over 1,600,

Data obtained from the American Academy of Family Physi-
cians indicates that a large portion of family practice
graduates are locating in smaller communities. As can be
seen in the following table, about 57 percent of the 1975
graduates located in communities of 30,000 or fewer persons.
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Location of 1975 Family Practice Gradnates
by Community Size Based
Upon Data Provided by the
American Academy of Family Physicians

Community Cumulative

size Number Percent percent
Less than 5,000 73 17.3 17.3
5,000 to 15,000 106 25.1 42.4
15,000 to 30,000 61 14 .5 56.9
30,000 to 100,000 59 1.9 70,9
100,000 and above 123 29,1 100.U

Preliminary data on 1976 graduates indicates the tendency of
FPs to locate in smallier communities is continuing., For
example, 55 percent orf the 1976 graduates located in towns
of under 30,000,

The Academy cites the above data tc support its position
that increasing the supply of FPs will help achieve a more
adequate physician distribution pattern. In response to our
request for comments on the physician geographic distribucion
issue, the Academy executive director stated:

"* * * j¢r has been documented by surveys of recent
family practice residency graduaires-—as well as past
and present tabusrsations of physicians by community
size-—that traditionally family physicians and
general practitioners provide a nigh percentage of
the medical care in nonmetropolitan or medically
underserved dareas."

hvailable data on three family medicine residency pro-
grams reviewed seem to support the Academy's position., The
Medical College of Virginia has ygraduated 36 family practice
residents since the program began in 1970. One~half (18)
of the graduates were located in communities of fewer than
10,000 persons; 31 percent (ll) were in towns of fewer than
5,000 persons. The University of Utah has graduated 17
residents. Almost one-half (8) are in towns categorized
by program officials as "rural" (i.e., having fewer than
20,000 persons).

It should be noted that sufficient data was not avail-
able to HEW during our review to determine the extent to
which 1975 and 1976 family practice graduates were locating
their practices in HEW-designated health manpower shortayge
areas. However, reports of practice locations chosen by
the 28 Medical University of South Carolina graduates
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show that 14 were located in HEW-designated health manpower
shortage areas. Six of the remaining 14 were in military
service,

In commenting on the draft report, the Academy's
executive director stated that the Academy will coi.tinue to
add to data collection which, hopefully, will make it pos-
sible to determine exactly where family residency program
graduates choose to locate their practices.

The Health Professions Educational Assistance Act of
1976 provides similar Federal support for developing
general internal medicine or general pediatric residency
training prcegrams beginning in fiscal year 1877.

EXAMPLES OF REMOTE SITE TRAINING PROGRAMS

Although there are many remote site training programs
around the country, we selected the Washington, Alaska,
Montana, and Idaho (WAMI) decentralized medical education
program and tle Minnescta Rural Physician Associate program
{MRPAP)} to deermine the extent to which remote site
programs can successfully affect physicien location patte 'ns.

WAMI

In 1969, the University of Washington School of Medicine
{UWSM) staff developed a plan for a decentralized medical
eaication program which would use facilities and faculties of
other universities to teach basiec sciences tou first-year
mec'ical students auad hereby ailow more students from the
WAM{ States to enter medical schools. UWSM is the only
medical school in the four WAMI States,

In 1971, the Commonwealth Fund of New York awarded UWSM
a $§1 millinn 3-year grant to test the regional medical
educ tion concept in the WAMI States. HEW awarded the
University of Washington a $1.5 million contract for the
WAMI progrem for the period June 1, 1972, to June 30, 1973.
Subsequent modifications increased the contract amount to
$6.1 million. HEW funding of WAMI ended June 30, 1976,
and the program has been authorized continuation funds
from the participating States.

Program objectives and goals

The WAMI program was initiated in 1971 to address
these goals:

1. Increase the number of students admitted from
the WAMI States.
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2. Increase the nunber of primary care
physicians being trained.

3, Bring the resources of the medical center to
communities in the WAMI territory.

4, Accomplish the above goals without capital
construction programs.

5. Place physicians in areas of need--redres:
geographic maldistribution that exizu.s i
WAMI States. .

The WAMI program consists of two phases—--a university
phase and a community phase.

During the university phase, WAMI .edical students
from the participating States receive treir first-year
instruction in basic sciences at the participating university
in their State {(University of Alaska, Washington State
University, Montana Ctate University, and University of
Idaho). Tneir courses are essentially the same as those
taught to first-year medical students at UWSM in Seattle.
Students then comnletc their training at UWSM., Since
WAMI pegan in 1971, 196 stucdents have participated or are
participating in the university phase at the 4 schools.

Thé ceomunnity phase consists of Community Clinical Units
(CCOs) ererally located in cutlying rural areas of the
participating States. Medical students and residents obtain
clinical training and experience during 6-week clerkships
at CCUs. CCUs were established to encourage more students
and resident physicians to practice in rural areas after
coinpletion of their wmedical education and training. Each
CCU is basically a teaching site where a qroup of physicians
teach advanced medical students and medical residents. As
of December 31, 1975, 13 CCUs were participating in the WAMI
program, as follows:

.
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Type of
practice

Family
medicine

Internal
medicine

Pediatrics

Obstetrics/
gvnecology

Psychiatry

Location

Anaccrtes, Washington
Grandview, Washington
Kalispell, Montana
Kodiak, Alaska (note a)
Omak, Washington

Oak Harbor, Washington

Billirgs, Montana
Missoula, Montana
Wenatchee, Washington
Great Falls, Montana
Pocatello, Idaho
Spokane, Washington

Boise, Idaho

Anchorage, Alaska

a/Not in operation as of )jecember 31,

As of September 30,

Population
(1970 census)

7,701
3,605
10,526
3,798
4,154
9,167

61,581
29,497
16,912
50,091
40,036
170,518

/74,990

48,029

1975,

Humber of
participatiny

SO~ O

20

13

[ OO

20

1975, 308 student clerkships and 60

resident rotaticns had been completed in 14 CCUs throughout

the 4-State area.

family medicine.

Fifty-eight percent of these were in.

A program summary prepared for accredicatiorn of the WAMI
program by AMA indicated that some impact was being made on

the gecgraphic distribution of physicians.

Of 35 residents

who participated in the WAMI program CCUs and were no longer
in residency, program data showed that 16 were in rural
practices, as shown on the following page.
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Department

“Family Internal Pedi- Psychi-
Type of pra-ztice melicine medicine atrics atry Total Percent

Rural 12 2 1 1 16 4n
Semirural - - 6 - 6 17
Urban 2 - 1 - 3 9
Military
commitment 3 - - - 3 9
Student/con-~
tinuing education - 1 2 - 3 9
- Other 1 2 1 - 4 _u
Total 18 5 1 1 35 a/l00

a/boes not total due to rounding.

However, we did not determine the extent to which these
physicians actually located their practices in HZW-designated
health manpower shortage areas.

Features of the WAMI program which may encourage partic-
ipants to practice in underserved areas after completion of
residency training are:

--Recruitment and selection of medical students from

areas having a physician shortage or maldistribution
problem.

~~Establishment of training sites in small communities
to expose medical students and residents to small-
community practice.

Program officials said that it is too early to evaluate
the impact of selecting students from the WAMI States be-
cause none of the WAMI students who entered the university
phase have completed residency training., However, a program
evaluation showed increasing percentages of students
interested in practicing in small towns or medium-sized
communities. Many of these were interested in group
practices and primary care. Preliminary data indicates
that the community phase of the program may be an effecti..
means of encouraging students who have completed residency
to practice in nonurban areas.
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An October 1975 WAMI program sumcary report stated that
(1) four of the five proaram goals were being achieved and
{2) some impact was being made on the fifth goal--improving
geographic distribution--in that a large percentage of
residents who participated in the WAMI community phase
and completed residency have set up practices in rural
locat..ons. Moreover, the WAMI program has trained an in-
creased number of primary care physicians, as evidenced
by the number of students selecting family medicine. About
54 percent of the WAMI students chose family medicine,
compared to 38 per~ent of the UWSM non-WAMI students.

Minnesota Rural Physician
Associate Program

MRPAP was initiated in 1971 by the University of
Minnesota Medical School to:

--Help relieve the chortage of physicians in the
small towns in Minnesota.

--Provide an opportunity for medical students to
observe and participate in providing continuous
comprehensive patient care in a community setting.

The program allows third-year medical students to spend
9 to 12 months with a practicing physician in a rural area of
Minnesota. This consists of two phases--a 6-month education
phase and a 3- to 6-month service phase. Students receive a
$5,000 stipend from the medical school during the initial 6
months. The preceptor-physician pays the student 72,500 for
the remaining 3 months or $5,000 for 6 months.

Program funds totaling $1.9 million for academic years
1871-72 through .975-76 have been provided by the State and
HEW through the Specic¢l Prcjects Grants and Contracts
authority, as follows:

MRPAP Funding--1972-76

Acadenic Federal State

year funds funds Total
1971-72 $ - $ 205,185 $ 205,185
1972~73 83,455 235,000 318,455
1973-74 85,280 334,650 419,930
1974-75 8/,630 337,566 425,196
1975-76 167,074 371,400 53.,474

Total $423,439 $1,483,801 $1,907,240
Percent 22 78 104
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Program operations and activities

Until academic year 1975-7€, stu.ente were accepted in
the program on a first-come-first-served basis, However,
because of increasing student interest, a screening program
has been initiated. Prece tovs are selected for their
interest in medical educatiu. aiu ability to relate to
and teach students. Since *i2 projram’s objective is
to increase the supply of »~ ~icians in small towns, most
preceptors are locatea n .+ of fewer than 5,000, none
are in towns of more than 1, 20, Only preceptors in
pPrimary care of patients eve :sed. For example, 32 of the
1975-76 preceptors were _umiiy physic.ans while the remaininy
8 were internists. As shown in tne map on page 65, the

1975-76 preceptorships wer . well dis:ributed around the
State.

During the .roeceptorship period, students are expected
to increase their kaowledge of and skiils in providing
ongoing patiant care in a rural practice setting., By
using the :ooun luncheon presentations of the Rural Physician
Asscclate rrogram specialty faculty advisors, the University
Medical Schouo!l miLxkes continuing medical education availabie
to preceptors, students, and medical helping professionals
in the rural arvcac.

Ppuring the first ¢ years of program operaticn, 202
students had varticipated 1n tne preceptorship prodgram,
as shown below:

Prog.am Participants

Numwer ¢f students

Acadenic vear participataing
1971-72 22
1972-73 37
1973-74 26
1974-75 37
1975-76 40
1976-77 . 40

Total 202

MRPAP 1s apparently meeting its objective of increasing
physician supply 1n small rural towns., ©Of the 48 proyram
vart:icipants that had estaolished practices as of July 1977,
37 were 1n rural areas and 31 of these were in Minn¢5uta.

|
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LOCATION OF MEDICAL STUDENTS WHO PARTICIPATED 1IN MINRESOTA
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Program officials could not conclusively say that the geo-
graphic location of the participants is the sole recult of
the preceptorship experience. They believe that the results
indicate the experience was a major influencing factor. how-
ever. The officials believe that the relatively long precep-
torship experience of the Minnesota program is more likely

to affect eventual specialty and location decisions than
shorter programs. In an attempt to determine the program's
impact, program officials are conducting studies to compare
the backgrounds, educational achievements, and career patterns
of participants with those of students in the reqular medical
school curriculum. The studies were not completed at the
time of our fieldwork.

CONCLUSIONS

The effecliveness of the preceptorship training program
in increasing the supply of physicians in shortage areas
is not known at this time. Since the program began in 1972,
very few participants had completed their medical education
and established practices. Although HEW had contracted for
a comprehensive assessment of the preceptorship program, at
the time of our review the most appropriate length and timing
for the preceptorship experience had not been determined.
Consequently, the length and timina varied considerably among
the HEW~funded preceptor projects we reviewed.

Data provided by the American Academy of Family Physi-
~ians shows that a large portion of recent family practice
graduates are locating.their practices in smaller com-
munities. Ahccording to this organization, increasing the
supply of FPs will help achieve a more adequate physician
distribution pattern since traditionally general and family
practitioners provide o high percentage of the medical care
in nonmetropolitan or medically underserved areas.

While the trend of physicians to locate in urban areas
is continuing, the new FPs are tending to locate their prac-
tices more uniformly in relation to the overall population
and more frequently in rural areas than other tyoes of spe-
ciralists. The extent to which recent Frfs are locating in
HEW-designated shortage areas, however, is unknown. If a
significant percent of these graduates did locate in such
medically underserved areas, then it would be worthwhile
for the Federal Government to significantly increase its
financial support for family prdctice training programs.
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Both WAMI and MRPAP programs have shown preliminary
indications of influencing the decisions of some participants
to locate their practice in rural areas.

RECOMMENDATIONS

We recommend that the Secretary of HEW:

--Use the results of the preceptorship study to
determine when in the medical education process
preceptorship training should be given and how
long the experience should last to have the
dreatest impact on influencing the specialty
and practice location choice of phy.icians.

-~Analyze the extent to which recent FPs and other
specialists are locating in HEW-designated shortage
areas, and based upon this analysis, submit
recommendations to the Congress for financially
supporting those types of graduate medical training
programs which constitute the greatest resource
for providing health care to medically underserved
areas.

AGENCY COMMENTS AND OUR EVALUATION

In responding to tne recommendation to use the results
of its study to determine the most appropriate length and
timing for the preceptorship experience, HEW stated it fully
concurs that more detailed information on medical pre-
ceptorships is needed, and as this infornation becomes avail-
able, it will promulgate and make use of it.

HEW comment~2d that the value of preceptorships is not
necessarily limited to their effect on locational or even
specialty choices. HEW said that preceptorships are primarily
intended to give students an educational experience in primary
care in rural areas, averaging a few weeks in duration. The
benefits of short educational exposures are difficult to
measure separately, according to HEW, because the program
represents only a very small segment of undergraduate medical
education., HEW pointed out that such benefits would accrue
to all participants and not merely those who enter primary
care specialties or rural practice.

HEW also pointed out that there is no mandatory link of
any kind between the preceptorship program and the desig-
nation by HEW of critical health manpower shortage areas,
which represent only a portion of rural areas. Thus, HEW
said that even if promotion of entry into rural practice
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were a primary goal of these programs rather than a possible
result, it would not be appropriate to use the percent
entering designated shortage areas as a criterion for
measuring success,

We recognize that the value of the preceptorship expe-
rience is not necessarily limited to the effect on locational
or specialty choices, and that the program is primarily
intended to give students an educational experience in
primary care in rural areas. We also recognize that the
benefits of short educational experiences are difficult
to measure separately because the program represents only
a very small segment of undergraduate medical education,

However, we disagree with HEW's position that it is not
appropriate to use the percent of preceptorship program par-
ticipants entering shortage a>wa practice as a criterion
for measuring program success. While it may not be the
sole indicator of program success, we believe that it is
a valid indization of the program's impact on increasing
the availability of physicians in shortage areas, and thus
is a valid measure of one facet of the program. Therefore,
as indicated by our reconmendation, we believe HEW should
use the results of its preceptorship study to i1dentify
the most appropriate length end timing of the preceptorship
experience in order for it to have the greatest impact on
influencing the specialty and practice location choices
of physicians.

HEW concurred with the recommendation that it analyze
the extent to which FPs and other specialists are locating in
HEW-designated shortage areas, and based upon this analysis,
submitted recommendations to the Congress for financially
supporting those types of graduate medical training programs
which constitute the greatest resocurce for providing health
care to medically underserved areas. HEW stated that family
practice is central to the strategy for providing quality
health care to all Americans, with particular emphasis on
primary care and geographic distribution.

HEW stated it will (1) continue to place high priority

on the support of family practice programs and (2) analyze
the locational decisions of these and other specialists.
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CHARPTER 7

ALTERNATIVES TO INCREASING THE NUMBER OF

PRIMARY CARE PHYSICIANS IN RURAL AREAS

Many States and private organ.zations have attempted to
increase access to primary care medical services in the rural
areas through programs largely asirg nonphysician providers,
including nurses and physician extenders. These providers
generally serve as the point of entry into the medical care
delivery system, and when necessary, refer patients for more
specialized care. There 1is no doubt that in some areas
these "alternative type" programs have increased the number
of primary care providers and improved access to the medical
delivery system for substantial numbers of people.

The following case studies are presented to demonstrate
the different methods employed by various types of alterna-
tive programs and to address their potential applicability
to other geographic areas experiencing problems with access
to primary health care delivery.

NORTH CARCLIWA RURAL HEALTH CEHNTERS

The North Carolina hural Health Centers program, admin-
istered by the Office of Rural Health Services (ORHS)}, was
created in 1873 to provide assistance to medically under-
served rural communities desiring access to the medical-
care system through a local primary care program. The
rural health centers established under the program are
organized to provide the majority of local primary health
care needs through extensive use of PEs, primarily nurse
practitioners, supervised by physicians in nearby com-~
munities. When not at the center, the supervising
physician provides direction and control through standing
orders, medical chart reviews, and direct telephone contact.
Patients requiring physician services or hospitalization
are immediately referred by PE. Thus, the rural health
center becomes the point of entry into the medical delivery
system and also provides for referrals from primary to more
specialized care.

As of October 1976, nine centers were operating in small
communities across North Carolina with more scheduled to open
later. Medical services were provided by 13 PEs.

Selecting a location

Upon receiving a request from a community for a rural
health center, ORHS performs a market survey to determine

/
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the community's health care needs, potential demand for
medical services, and ability to financially support a
center, Generally, service areas are limited to a 5- to
7-mile radius and a minimum of 5,000 to 6,000 people.
Potential patient visits are estimated based on the service
area population and national statistics zor the average
number of primary care visits by residents of rural areas.
Recognizing that not all the service area population will
demand care from the proposed health center, the original
patient visit estimate is adjusted for factors such as (1)
alternate sources of primary care, (2) traffic flow patterns,
(3) the age of nearby physicians, and (4) the amount of time
people must wait to see a physician. Finally, using esti-
mates of expected patient service demand, anticipated
charges fnr services, and the patients' ability to pay

for care, ORHS determines whether the proposed center

cculd be financially self-sufficient after an initial

3 years.

Once a proposed site has been determined to be capable
of supperting e rural health center, ORHS helps the com-
munity

-~porganize a nonproiit local corporation to
assume the leadership role in center development,

--recruit PE candidates and backup physicians,

--provide financial support for startup costs and
for operation during the initial 3 years, and

--develop a detailed management plan for center
operations.

Construction costs

To insure local support, ORHS requires at least 500
local families to make a financial contribution toward
startup costs. Each dollar ralsed by the community is
matched by $5.00 from the State government. When a com-
munity has raised about $12,000, ORHS authorizes construc-
tion. To retain community interest and support, ORHS
attempts to construct and staff each rural health centor
within 15 months after the community's initial inguiry.

Operating costs

To the extent necessary, ORHS subsidizes operating
costs for each rural health center during the 3-year startup.
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After 3 years, centers are expected to be financially self-
supporting. The average annual operating cost for a typical
center ranges from $60,000 to $80,000. The first $15,000
ccllected by the center goes into a savings account belonging
to the local nonprofit corporation. This money is a con-
tingen~y fund available for use when ORHS subsidies expire.

Selecting and training the nurse practitioner

To enhance community acceptance and ir--ease the likeli-
hood of providers remaining at the center, the extent
possible, nurse practi.ieners are selected rvom the local
community. If a qualified local nurse cannot be found, one
from the same county or a nearby county is selected, Candi-
dates must be registered nurses with at least 2 years'
experience. After being selected, candidates were required
to complete a l-year nurse practitioner training program
sponsored by the University of North Carolina at the time
of our review. We were subsequently advised that this is
no longer the case. Instead, nurses trained in other
programs submit transcripts and descriptive material
regarding their training curricula and are cer’ified,
where their credentials and sponsorship are considered
adequate.

Backup physician services

Before a center opens, a physician must agree to accept
responsibility for all services provided. Since physicians
usually are not located within the centers' service areas,
communities with assistance from ORHS must solicit physician
support from neigbboring communities.

Backup physicians normally spend about one-half day a
week at the centers, primarily reviewing medical records and
treating more complicated cases referred from PEs. When
not at the centers, the physicicrs control the treatment of
patients through formalized standing orders and direct
telephone communication. Standing medical orders have been
developed by the UNC School of Medicinre, and with limitations,
may be modified by =ach backup physician to better suit
his/her personal preferences. The orders list most common
diseases and illnesses; identify likely symptoms; and
describe treatments, tests, and medications that the
physician exterder may administer.

About 80 percent of all patients are diagnosed and

treated by PEs without direct physician assistance, according
to the ORHS director. In more serious cases, backup physicians
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arrange to see patients immediately or refer them to a
specialist or hospital.

PEs are allowed to prescribe drugs within the scope of
standing orders. If a rural health center is in an area
where securing medications is a problem, the nurse may
apply for authority to dispense drugs under the supervision
of a licensed pharmacist. Some centers have commercial
pharmacies in the building.

Patient visit goals and results

In conjunction with the goal of having rural health
centers financially independent after 3 years uf operation,
ORHS has established broad patient encounter criteria.
Essentially, the criteria state that after 3 years, centers
staffed with 1 PE should be seeing an average of 25 patients
per day; and centers with 2 PEs ideally shculd average 40
patients a day.

During the 12 months ended June 30, 1976, ORHS centetrs
reported almost 35,000 patient visits, Visits ranged from
€,265 to 1,042, as shown below.

- Total patient Average daily
visits 12 months patient visits Months
Center ended 6/30/76 per PE operating
Atkinson 2,268 15.3 7
Harrells 2,674 15,2 9
Newton Grove 5,418 21.9 20
Whitakers 5,763 11.5 16
Bladenboro 4,605 20.3 21
Westfield 6,265 25,2 23
Fast Bend 5,115 18.9 29
Clingman 1,744 14.7 6
Saluda 1,042 8.0 7
Total 34,894

Problems encountered

According to ORHS officials, .the major problem affecting
rural health center operations is the inability to collect
fron Medicare for PE services, To gqualify for reimbursement,
Medicare regulations generally provide that a physician must
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be present when the patient is diagnosed and treated. 1/ As
previously discussed, physicians only periodically visit the
rural health centers, primarily to review medical records
and to treat more complicated cases.

Through June 30, 1976, more than $42,000 in unreimbursed
services had been provided Medicare eligible patients. ORHS
officials believe that without this additioral revenue, most
rural health centers will not be financially self-sufficient
within the planned 3 years.

To a lesser extent, ORHS has experienced problens in
using Federal funds to help in constructing rural health
facilities. ORHS officials refused Federal funds for one
center because contractor and wage requirements would have
increased construction costs by about $40,000. In a second
case, legislation had to be passed to allow CRHS to purchase
a building from a profitmaking organization. Meanwhilz, a
temporary facility had to be rented for 8 moaths.

Future plans

ORHS plans to have 17 fully operational rural health
centers by the end of fiscal year 1977. Little expansion
beyond that is expected because of

--anticipated increases in the supply of primary
care physicians and

--expected improvements in distribution of primary
care physicians, at least in fringe areas
surrounding manpcwer shortage areas.

ORHS officials stated that, should some centers not be
self-supporting after 3 years, alternative plans would be
developed. Under no circumstances would ORHS officials favor
abruptly terminating needed primary care services for North
Carolina's rural population.

1/0n bDecember 13, 1977, the President signed into law Public

~ Law 95-~210, the "Rural Health Clinic Services Act," authoriz-
ing reimbursement under Medicare {part B} and Medicaid
for services provided by PEs in certain rural healtn
clinics, as discussed on p. 106.
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Applying the concept elsewhere

ORHS officials believed the rural health center concept,
as employed by North Carolina, offers considerable potential
for increasing access to primary health services in physician-
shortage areas in other regyions of the country. There is
nothing unique about North Carolina which makes the concept
work there that would preclude its effectiveness in other
States. ORHS officials did cite some factors that, in their
opinion, should receive considerable attention before attempt-

ing to apply North Carolina’s rural health concept to other
areas. These include:

--A process to secure a broad base of support and
enabling legislation for the use of PEs as primary
medical care providers, the base including sach
key elements as the State's medical beoard, medical
schocls, and legislature,

--The understanding that the extender primary care
system develops much more successiully when
financial and technical assistance are offered
in response to community demand for primary care
as opposed to Government initiation of the system
from without as a result of the identification of
a need.

KENTUCKY FRONTIER NURSIN(G SERVICE

The Kentucky Frontier Nursing Service (FNS) is a compre-
hensive primary .are service and training program in the
Appalachian region of southeastern Kentucky. The service
area includes Leslie and parts of Clay and Perry counties.
(See app. XI1.) The major goal of FNS is to make primary
health care accessible to all target area residents.

Family nurses and midwives are the nucleus of the FNS
health care delivery system; backup is provided by a
limited number of physicians and other health care person-
nel. The major organizational components of FNS inciude:

--A 4U-ped community hospital and ambulatory care
“ clinic in Hyden.

--b satellite nursingy clinics that provide clinic
and home health services in surrounding communities.

--A family nurse and midwifery school for training

graduate nurses in primasy care with an enrollinent
of 24 students.
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Community hospital

The Mary Breckenridge Hospital, occupied by FNS in
Fuebruary 1975, serves as the hub for the FNS program. The
49-bed general hospital, located in Leslie Coun.y, also
serves several adjacent counties, The hospital and Primary
Care Center are staffed by about 50 registered nurses,
family and pediatric nurses, nurse-midwives, and the regis-
tered nurse students in the Frontier School of Midwifery
and Family Nursing. Six physicians provide backup support
for staff nurses and treat the more complex cases. The
hospital employs a dentisgt and a part-time radiologist
and pathologist.

As a primary care center, the hospital includes out-
patient clinics. Most cases are treated locally by the
nursing/medical staff; complex cases are referred to
medical centers in Lexington, Louisville, and Cincinnati.
Clinics for midwifery, family planning, OBGYN, pediatrics,
well-child care, orthopedics, ophthalmology, and ear-nose-
throat disorders are conducted regularly in the hospital,
and some specialty clinics are provided at each of the
outpost clinics.

Qutpost clinics

Surrounding the hospital at distances of 8 to 30 mi.es
away are 6 outpost clinics owned and operated by FNS
which are designed to provide primary care services to
a designated target area. In addition to the clinic,
four outpost clinics contain living guarters for one
or two staff rurses. Normally outpost clinics are staffed
by two nurses, one of whom is a graduate of a recognized
midwifery/family nursing school. Each nurse 1s responsible
for the complete health care needs of about 200 families
within the district. Most families are less than an
hour away from the outpost by automobile. Each of the
six FNS outposts are within an hour's drive of the Mary
Breckenridge Hospital.

The majority of patient encounters are for common
ailmernts, such as respiratory and urinary infections, cuts,
and bruises that can be diagnnsed and treated by the
nurses using medical directives—-—-a comprehensive set of
protocols prepared by FNS physicians with collaboration
of the FNS nursing staff. More complicated cases are
tentatively diagnosed and referred to the physician staff.

In addition to their work in the center clinic, the
cutpost nursing staff make home visits to assure that
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patients are responding to treatment and properly progres-
sing. Bedside care of the sick in the home is provided

by the Home Health Agency staff. FNS personnel emphasize
health education, preventive cére, and health maintenance
in all service and training activitiec,

Family nurse/midwifery training program

FNS started training midvives as early as 1939. 1In
1970, a family nursing program was added., Family nurse
training is now combined with midwifery in a trimester
sequence, allowing students to pursue specialty training.
During a trimester (16 weeks), students spend 12 houra
per week in didactic training and 24 hours per week in
clinical situations,

Characteristics of the service populatior

The FNS program serves a population of pounr mountain
people in the southeastern corner of Kentucky. The area's
principal industry is coal mining., Unemployment is high;
many families depend on public support. About 55 percent
of all families have incomes below the national poverty
level., The area has no public transportation, only 60
percent of the people own cars, and 40 percent have tele-
phones,

Health care problems genevally reflect the area's
economic status. Nutrition, sanitation, housing, and
working .conditions are all inadequate. HMajor health prob-—
lems include:

--High accident rates, primarily related to the
coal mining industry and to the automobile.

--High incidence of respiratory and other infectious
diseases related to climate and substandard housing
and uasanitary living conditions.

~--Violent crimes.

--High incidence of alcocholisn.

Services provided

The FNS program, with its community hospital and clinic
in Hyden, its o.tpost clinics and Home Health Agency, provides
nost of the health care services received by the approximately
13,000 service area residents. During the fiscal year which
ended April 30, 1977, FNS had 61,865 ambulatory patient
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encounters—--35,517 at the Mary Breckenridge Hospital Trimary
Care Center, 15,956 in the outpost clinics, and 10,392 in
patients' homes, according to the program director, 1In
addition, FNS hospitalized 1,686 patients and there were
also 324 newborn adnissions.

Less than 5 percent of hospitalized patients and 4 per-
cent of ambulatory care patients are referred to other
institutions for specialty care. About 12 percent of
hospitalized vatients received specialty consultative
services as a vart of their treatment. The FNS family
nurs~.s and nurse-midwives manage about 80U percent of
all ambulatory patients and the nurse-midwives deliver
about 20 percent of all babies,

Problems encountered

According to the FNS director, the greatest problen
facing FNS is financial instability. The director said
that the policies of third-party carriers, such as Medicare
and Kentucky Medicaid, make it extremely difficult for
health delivery systems like FNS to become financially
self-supporting. First, these carriers offer little
reimbursement for preventive and maintenance activities,
which are strongly emphasized by FNS. Secondly, and per-
haps more imporcantly, Medicare and Medicaid will not pro-
vide reimbursement for primary care services provided by
PEs unless a physician is present., As previously discussed,
FNS uses PEs extensively in delivering primary care, espe-
cially in the outpost clinics.

The FNS director said that changes in Kentucky's Medi-
caid reimbursement procedures are expected soon. Essentially,
the changes will allow designated primary care centers
including FNS, to receive Medicaid reimbursements.

In recent years, Federal funding through (1) the Appa-
lachian Regional Commission, (2) the National Center for
Health Services Research and Development, and (3) the
Bureau of Health Manpower's Division of Nursing have
contributed substantially to FNS financial operations.
Also private contributions, which now account for about
30 percent of FNS' $2.5 million operatinyg expenses, have
played a major role. According to the FNS director,
continued funding from these sources is essencial for
FNS to continue providing comprehensive primary care serv-
ices.
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Applying the concept elsewhere

In the director's opinion, the FNS concept can be
applied to other rural areas experiencing similar problems in
health care delivery, He stated, however, that the FNS staff
is the key element in the program and that, in nis opinion,
the staff consists of extracordinarily dedicated individuals.

CHECKERBOARD AREA HEALTH SYSTEM
OF THE PRESBYTERIAN MEDICAL SERVICE

The Presbyterian Medical Services established the
Checkerboard Area Health System (CAHS) in 1971 to provide
primary care and preventive services to about 10,000
people living within a 4,000-square mile area in northwest
New Mexico. The central unit of CAHS is a large, complete
outpatient clinic with an attached 10-bed short-term
inpatient facility at Cuba, a town of fewer than 2,000
people located about 85 miles northwest of Albuguerque.

The center is staffed by 4 physicians, 6 registered nurses,
2 PEs, and 54 technicians, nurses aides, and administrative
personnel. CAHS services are provided to the outlying

area through six satellite centers. In addition to having
anc:llary personnel, each satellite clinic is staffed

with an FPN or a physician assistant responsible for clinic
operations, health team activities, and community outreach
efforts.

With backup from CAHS physicians at Cuba, the PEs health
team provides all primary and emergency care in their target
area. The three full-time and one part-time CAHS physicians
are avalilable by radio for diagnesis or treatment of satel-
lite clinic patients. lore complicated cases are referred
to the physicians for treatment. The physicians also review
medical charts for patients treated by FNPs or physician
assistants at either Cuba or the satellite clinics.

In conjunction with local school nurses, PEs have
conducted comprehensive screening and treatment programs
in the school districts. PEs at outreach clinics have
coordinated such social gervice programs as Medicare and
Medicaid registraticn, crippled children's services,
disability evaluations, communicable disease reporting,
and many other phases of public health and community
medicine.

Ancillary persconnel provide a number of services for the

CAHS outreach program, These range from community-family
involvement to routine medical and emergency treatiients and
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clinic administration. They also conduct health education
programs and assist in the general management of patients
recovering or confined at home,

Characteristics of the service population

The service area population is generally characterized
by low income, large family size, and inadequate housing,
Access to health care is complicated by the lack of roads
or by existing primitive roads that are impassable during
the winter., In addition to having crowded housing and poor
.sanitary conditions, the CAHS area has extremely poor tecle-
phone service,

Services provided

The six CAHS satellite centers provide a wide range of
primary medical care services, including:

~--Medical checkup and screening.

~-Treatment of minor ailments, trauma, and chronic
conditions.

~~Prescription for minor ailments.

--Laboratory services--blood, urine, bacteriology,
and pregnancy tests.

--Maternal and child health care followup.
--Home health care.

-—School health services.

--Public health/sanitation.

~-Patient health education-clinic.
--Dental services~-:wo outreach clinics.

-~Screening diagnosis and treatment of child
learning disabilitties.

The Cuba health center offers the same primary cure
services as the satellite centers, as well as addi _ional
or expanded services in (1) obstetrics, (2) alcohol detox-
ification, (3) emergency care, (4) laboratory analysis,
(5) patient education, (6) pharmacy, and (7) specialty care.
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Specialty clinics in family planning and well baby-care are
provided in cooperat:on with the State health department.

Duaring 1976, the Checkerboard Area Health System had
37,898 outpatient health care visits. The Cuba clinic
treated the largest number, as follows:

Qutpatient Health Care Visits
Calendar Ycear 1976

Number of cutpetient

Location encounter visits
Cuba 16,248
Nageezi 5,588
Torreon 5,804
030 Encino 2,964
Counselors 3,873
Jamez Valley 2,024
Huerfano 1,397

Total 37,898

Applying the concept elsewhere

The basic concept emploved by the CAHS health care
system~-a centralized diagnostic and treatment center statfed
with physicians providing backup to outreach clinics staffed
with PEs--apwears to offer considerable potential for use by
other rural areas having problems obtaining prima.y care
services. A number of conditions, however, appear crucial
for widespread applicahility. These include:

~-Acceptance of extensive use of PEs as primary
health care providers by &Ltate government, boards
of meuical examiners, and the wedical profession
in general.

--Financial support, including provisions for
collecting from third-party carriers.,

- --Acceptance of this concept of health care delivery by
communities within the target service area.

EAST KENTUCKY HEALTH
SERVICES CENTER

The East Kentucky Health Services Center (EKHSC) was
established as a nonprofit corporation in November 1971,
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Its primary objective was to develop a model for rural health
care delivery, The center employs a number of innovative
delivery techniques, including extensive use of PEs ard
midlevel practitioners, mobile health care delivery units,
and computerized medical and management information systems,
The major objective of EKHSC, however, is to provide the
community health car using numerous types of health care
providers and a variety of techniques.

The nucleus of EKHSC is an 8,000-square-foot clinical
facility 4 miles from Hindman in Knott County, Kentuclty (the
estimated 1973 population was 16,200}. The clinic is located
in the East Kentucky Appalachian Mountains about 150 miles
east of Lexington, Kentucky, and 150 miles northwest of
Bristol, Tennessee.

When EKHSC began operations in 1972, Knott County’s
health care delivery system consisted of two GPs, two
public health nurses employed by the public health depart-
ment, two local drug stores, and an ambulance service
provided by a local funeral home. By January 1973, EKHSC
was treating patients in a new clinic, complete with an
emergency room, a medical labcratory, and X-ray facilities,
EKHSC's initial staff consisted of one physician, two RNs,
and one administrative person,

In April 1976, the staff included:

--Four physicians.

-=-Two pharmacists.

--Five RNs/PEs.

--0One laboratory and one X-ray technician.
--Five administrative personnel,.

The clinic has a house staff, and student health teams con-
stantly rotate through the clinic.,

Medical practice

A top priority of EKHSC was to establish a medical prac-
tice with regular clinic hours and also to provide emergency
coverage at the clinic. From the beginning, EKHSC operated
under the concept that routine medical care delivery does
not necessarily require highly trained and thus highly paid
persconnel. The approach was to develop a system that made
extensive use of RNs and PEs working within written guidelines
and under close physician supervision.
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Each PE working at the center has had some formal
health care training before joining the staff., This initial
training has been augmented by EKHSC's in-house training
program, which consisis of about 6 months of strictly
supervised work experience and 2 hours of formal lectures
each week.

PE activities are regulated by protocols developed by
EKHSC physicians. The protocols precisely state actions to
be taken in response to specific routine situations.
Deviations from the protocols must be approved in advance
by one of the physicians. A medical chart auditor checks
each patient's chart daily to assure protocols have been
followed.

EKHSC officials cite steady growth in patient encounters
as evidence of community acceptance of health care services
provided by PEs under the close supervision of physicians.
For example, the number of clinic patient visits increased
from 11,400 in 1973 to 25,300 in 1975,

EKHSC physicians treated an additional 2,300 emergency
room patients in 1875, The dental clinic, which was operat-
ing in 1975, treated 4,200 patients.

Other health care programs

In addition to operating the clinic and emergency facil-
ity, EKHSC conducts other programs directed toward specific
health care problems. Examples include home health care
services, student rotations, mobile clinic operations, regular
education sessicns, and programs in cooperation with other
agencies concern=d with health care within the target area.

Home health care

This program is operated by PEs although all center \
staff members, including physicians, occasionally participate
in home visits. Home visits are made primarily to educate
the family concerning the patient's condition as well as to
monitor recovery progress. Obstetric patients are visited
by a center physician 1 week after delivery.

Mobile clinic

Many communities within the EKHSC target area are
isolated from existing health care services by the rugged
topography of the region. These communities, gencrally
with populations of 100 or fewer people sometimes have
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oreater heath care needs than the more populous, more
easily accessible neighboring communities. EKHSC officials
decided that a self-contained mobi.e c¢linic was the best
approach for connecting these isolated communities with

the existing health care system. In June 1975, EKHSC
purchased a mobile unit containing an examining room, an
X-ray machine, an electrocardiogram machine, a urine
analysis station, and a dental screening room.

During the initial month; of operation, the mobile unit
was used by center physicians and health science students on
summer vacation to conduct a community screening program.
Subsequently, the unit has been used to deliver health care
to residents of two remote sections of Knott County. Patients
from these areas visiting the Hindman clinic are given follow-
up appointments with the physician or PE assigned to the mobile
unit for that particular week.

The mobile unit operated each Tuesday between October 1
and December 31, 1975. An average of 15.9 patients were seen
each day.

Student rotations

The student rotation program involves 8- to 10-week
rotations at EKHSC for students from various health science
disciplines. The objective is to expose students to all
aspects of EKHSC operations, especially the team approach
to healtb care delivery, and to allow participants to spend
time in a rural practice setting while still completing
their academic training.

During the initial 3 years, 1973-75, a total of 115
students from 41 professional schools in 16 States partici-
pated in the rotation program. At the time oL our review,
13 of the 115 students had completed their formal education
programs, and 3 had accepted employment with EKHSC,

Student summer nDrogram

Each summer EKHSC sponsors student projects in various
communities within the program service area. The types of
projects range from mass multiphasic screening programs to
specific educational programs conducted in patients' homes.
Students from various health science schools combine with
local students to form teams which work with residents of
the outlying communities. EKHSC programs are often designed
to alleviate health care problems identified through student
projects.

1
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Family care units

The family care unit concept was initiated by EKHSC to
insure maximum participation of the patient and his/her
family in managing the patient's medical problem., The
concept includes formal training sessions at the clinic,
in the patient's home, or at the hospital. The objective
is to identify specific medical problems which can be
treated by the patient and/or the patient's family, giving
the patient a better understanding of his/her problem and
reducing the length of hospitalization,

Applying the concept elsewhere

The program's executive director believes that EKHSC's
health care delivery concept could be applied effectively in
other rural areas of the country experiencing physician
shortages. He told us that EKHSC's program is not so
unusual or unique as to preclude its use elsewhere. 1In
his opinion, certain key elements must be present for EKHSC's
delivery concept to operate successfully. These include

-~individuvals willing to take the initiative in
establishing such a progranm,

~~a well-defined organizational structure and a
responsive management information system, and

--gsound financial reimbursement provisions.

REIMBURSEMENT FOR PE SERVICES

In 1965 when the Medicare legislation was enacted, there
were few, if any PEs working, and no allowance was made for
their reimbursement. Although the number of PEs had in-
creased substantially since then, services provided by
PEs (physician assistants and nurse practitioners) could
not be reimbursed under part B of Medicare unless they
were given under the personal supervision of a physician
and were services normally delegated by a physician.

Responding to this problem, the Congress in the Social
Security Amendments of 1972 provided that a study be made to
determine (1) under what circumstances payments to physician
extenders would be appropriate, {(2) what payment methods would
be the most appropriate, equitable, und non-inflationary,
and (3) how large the reimbursements should be that are
paid under health programs authorized by the Social Security
Act. A contract covering the first phase of this study
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by SSA 1/--designing a data collection, evaluation, and
analysis initiative--was let in February 1974,

In a previous review, 2/ we recommendea tnat the Secretary

of HEW insure that {1} the study reguired by the Social
Security Amendments of 1972 be conducted expeditiously
and (2) the results be used as they become available to
resolve the problems concerning the reimburscment for
services provided by PEs under the Social Security Act.
.In responding to this recommendation in February 1975,
HEW stated that the study was well underway.

In a June 1977 report on PEs, 3/ HEW reported there
have been significant delays in the study, and it will
be at least until 1979 before definitive findings are
available., The SSA study consists of three major phases
(1) PE practice identification phase, (2) baseline survey
phase, and (3) evaluation phase. Acco>rding to this report,
the first phase~-practice identification--has been completed,
with an estimated universe of approximately 6,000 PEs
identified. Of this number, 5,883 practices were identified
that employed PEs.

According to the HEW report, SSA mailed questionnaires
to each of these 5,883 practices to determine their interest
in participating in the reimbursement study. There were
3,333 responses to this guestionnaire, and of these, 650
practices employing some 1,000 PEs were determined to
be potentially eligible in accordance with S3A criteria
(PEs practicing in institutional settings were ineligible).

Although a concerted effort was made to get the 650
practices to participate in the SSA study, the HEW report
stated at that time only about 50 practices haa agreed
to participate in the reimbursement phase of the study.

1/Effective May 8, 1977, most of SSA's responsibilities for
administering Medicare were transferred to Lhe newly
formed Health Care Financing Administration.

g,“Proéress and Problems in Training and Use of Assistants
to Primary Care Physicians" (B-164031(5), Apx. 8, 1975).

3/Physician Extender Work Group Report to the HEW Health
Resources Administration Policy Board.
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Moreover, the HEW report stated there are serious guestions
about the potential validity of the results because of

the way in which the sample practices have been selected
for inclusion in the study.

Legislaticn authorizing PE reimbursement

On December 13, 1977, the President signed into law
Public Law 95-210, the “Rural Health Ciinic Services Act.”
authorizing reimhursement under Medicare (part B) and .
Medicaid for services provided in certain rural health
clinics. &among the services covered are those of physician
assistants and nurse practitioners, whether or not a
physician is physically present at the time the service
is provided. The law will apply tc services provided to
Medicare beneficiaries on or after March 1, 1978, and apply
to services provided to Medicaid beneficiaries cn or after
July 1, 1978, with additional time perwnitted where enabling
State legislation is necessary to allow implementation.

In order to evaluate changes which might be made in the
Medicare program to provide more efficient and cost effective
reimbursement, the act also requires the Secretary of HEW to
conduct demonstration projects in urban medically underserved
areas with respect i rcimbursement on a cost basis for
services provided by physician-directed clinics. Such
services may include services provided by a physician
assistant or nurse practitioner employed by such clinics
if the services would otherwise be reimbursable if provided
by a physician., These projects must be of sufficient scope
and carried out on a broad enough scale to allow the Secre-
tary, among other things, to fully evaluate the relative
advantages and disadvantages of reimburszment on the basis
of costs and fee-for-service for physician-directed clinics
employing a physician assistant or nurse practitioner. The
S:cretary must submit to the Congress by January 1, 1981,

a detailed report on the results of the projects, including
recommendations for legislative changes.

A summary of some of the major provisions of Public Law
95-21U prepared by HEW's Health Care Firancing Administration
is shown in appendix XIV.

CONCLUSIQNS
Some of the Nation's isolated rural areas will contin-
ually experience problems i1n attracting and retaining

primary care physicians. Many of these areas do not have
enough people to fully use or financially support a physician,
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end it is likely some areas could not even justify a PE.

As demonstrated by the projects previously disc.ussed,

one means of increasing the availability of primary care
services in many of these areas is by using PEs at satellite
clinics or in mobile units, with backup from physicians

in larger neighboring communities. While such projects

are not without their problems, the concept seems to

offer potential for replication in other parts of the
country.

Now that reimbursement for PE services rendered in rural
clinics in underserved areas has been authorized, projects
like those previously discussed which rely extensively
on PEs could constitute an approach for providing health
care to communities in the Nation otherwise unable to
attract or retain primary care physicians. And by emphasiz-
ing preventive care and early identification of problenms
through screening programs, the use of PEs in outlying
areas could reduce the need for and cost of higher level
medical services.

To devise a single health care system that would equally
meet the health care needs throughout the country would be
extremely difficult. Some health manpower shortage areas are
economically prosperous while others are depressed. Neverthe-
less, we believe the development of an organized approach to
address the health manpower distribution problem requires HEW
and the States to jointly insure that each of their current
separate program efforts are adequately matched against
community needs. In this manner, each community's needs
could be matched with the program(s) best suited to meet
these needs. We pbelieve the four projects discussed in
this chapter illustrate that alternative methods can
be developed to meet the individual health care needs
of an area or a population group.

RECOMMENDATIONS TO THE SECRETARY OF HEW

We recommend that the Secretary:

--Work with the States to identify those areas where
health manpower distribution problems exist, and
develop a strategy for marshaling resourcesg--
Federal, State, and private--to establish an
integrated program designed to provide health
services in the manner most appropricte to each
area,

~-Lxamine those programs which rely on PEs to help
deliver health services to those areas otherwise
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unable to attract physicians and consider seeking
legislation which would provide Federal funds to
help develop those programs found most useful.

RECOMMENDATION TO THE CONGRESS

We recommend that the Congress reconsider the necessity
for HEW to complete its study to determine appropriate re-
imbursement methods and rates for physician extenders
as required by the Social Security Amendments of 1972
in view of the

--recent legislation enacted that provides for (1)
Medicare (part B) and Medicaid reimbursement for PE
services rendered in rural medically underserved
areas and (2) demonstration projects to be conducted
with respect to reimbursement for services provided
by physician-directed clinics in urpan medically
underserved areas which employ physician assistants
and nurse practitioners and

-—questions raised in an HEW report about the
potential validity of the results because of the
way in which the sample practices have been
selected for inclusion in the study and the
limited number of practices that agreed to
participate in the study.

AGENCY COMMENTS AND OUR EVALUATION

HEW concurred with the recommendation that it work with
the States to identify those areas where health manpower
distribution problems exist and develop a strategy for
marshaling resources--Federal, State, and private--to
establish an integrated program to provide health services
in the manner most appropriate to each area. HEW stated
that it supports the development of integrattd programs
linking local need determinations (with statewide con-
siderations) to Federal policies for manpower production and
incentive reimbu - sement for services. HEW also mentioned it
favors establishment of mechanisms to bring resources require-
ments, production, and distribution of health manpower into a
single decisionmaking process.,

HEW stated that, while there may be a need for better co-
ordination of programs, it is now supporting a wide variety of
activities involving work with States, local governments, and
others to weet health care needs. For example, HEW mentioned
that (1) NHSC is helping States identify health manpower
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distribution problems, (2) the Corps has also funded four
States to develcp State-level replicas of the Corps using
State resources, and (3) its rural and urban health initi-
atives are funding integrated State, local, and Federal
programs (including the National Health Service Corps,

the Community Health Center, Migrant Health, the Anpala-
chian Regional Commission, and the health taderscrvad
rural area programs) to improve the delivery of health
services in underserved areas.

HEW also concurred with our recommendation thet it
examine those programs which rely on the use of PEs to
assist in the delivery of health services to those areas
otherwise unable to attract physicians and give consideration
to seeking legislation which would provide Federal funds
to assist in the development of those programs found to be
most us=ful. HEW mentioned that it is supporting a broad
range of studies to determine the best methods for training
and using PEs and that it believes this support has been
a major reason that the PE concept has gained greater
acceptance,

HEW mentioned that it was directed in 1974 by the .
Senate Appropriations Committee to conduct research and
demonstration projects for attracting physician assistants
and nurse practitioners to rural scarcity areas to supplement
and attract additional physicians., HEW stated that, in
response, 53 Health Underserved Rural Area projects 1/ were
fundea in fiscal year 1976, and an additional 37 Rural Area
projects were funded in fiscal year 1977. ) -

HEW further stated that, while our draft report provided
excellent examples of projects that rely on FEs to provide
health care in underserved areas, the report did not discuss e
problems that arise from the use of these personnel, such as
difficulties with State licensing laws in some States. HEW
also stated that our draft report seemed to assume that PEs
will practice in areas where physicians will not practice;
whereas, the same conditions that discourage physicians from
going to shortage areas also apply to PEs.

We recognize that there may be problems with State li-
censing laws in some States that must be dealt with when
using PEs. However, it was stated in the Health Resources

1/The Rural Prea program, according to HEW, is authorized
under section 110 of the Social Security Act which is a
research authority for the Health Care Financing Administra-
tion. f
!
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Administration's Forward Plan for Fiscal Year 1972-83 that
although no empirical studies or data address or resolve the
issue of whether physician assistants have encountered legal
restraints on their employment or utilization, inferential
evidence indicates this is not a problem. It was stated that
{1} they are being employed in a large number of settings

in nearly all geographic areas of the country and (2) training
programs have not reported that their graduates have encount-
ered any legal problens in seeking employment. Moreover,

PEs are being used, as illustrated by the examples discussed
in this chapter, to provide health care services in rural
areas unable to attract and retain physicians.

Therefore, we cannot fully agree with HEW's position
that some of the same conditions that discourage physicians
from going to shortage areas also preclude PEs from serving
there. We believe it is important that HEW identify and

-evaluate various types of programs using physician extenders

such as those discussed in this chapter and to the extent
feasible promote the use of successful programs in : . hec
physician~-shortage areas recognizing that because { varying
conditions existing in health manpower shortage areas, no
single effort or program will meet the health care neeus of
all communities.

HEW said that discussion of alternatives to increasing
the numbers of primary care physicians in shortaze a eas
is focused almost entirely on the use of physician assistants
and nurse practitioners and that the report might give greater
at'ention to other options. HEW mentioned, for example, that
it is currently supporting research activities in the National
Center for Health Services Research and elsewhere to improva
the professional milieu of rural physicians through technical
advances,

Recognizing that technology cannot be used as a substi-
tute for adequate numbers of human providers, HEW mentioned
the potential contribution of telecommunications technology
and automated record systems to changing the professional
aspects of delivering care in rural areas so as to make them
more attractive to physicians., HEW also said that develop-
ment of improved transportation systems linking patients
in outlying areas with physicians in central locations is
another alternative to be considered.

HEW said it testified in favor of legislation to amend
the Social Security Act to permit Medicare and Medicaid
reimbursement for services of physician assistants and nurse
practitioners rendered in clinics located in rural under-
served areas. Although such legislation was enacted in
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December 1977, HEW advised us that it _does not favor termi-
ration of the SSA study to determine appropriate methods and
rates for PEs under the Social Security Act as requested by
the Congress in 1972. HEW's view is that, although there are
some administrative and substantive problems with the study,
it is the only major study being conducted to obtain data on
costs of services of PEs and the impact of reimbursement on
the utilization of these practitioners. HEW also stated that
some useful data will be forthcoming from the study.

Nevertheless, for the reasons previously discussed we
still see limited value in HEW completing its physician
extender reimbursement study and believe that the Congress
should consider terminating it.
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APPENDIX II APPENDIX II

NON=EEDE AL MUS L. bALTGN AN
BT O i T A S
BY oFhit A ur Loctdibie 1976 (nate oy
“ovimbe sorad
Non-Federal fatient st Mo
care MDD [er [T RN S A L

State G People  stute raw Elgtician Bowgndu g g0
District ot Coluriia 2,471 159 1 1,173 ins
New York 15,750 198 ra 16,491 1.
Massachusetts 10,7re t&6 3 4,694 .
Connecticut 9,543 178 4q 2,489 L
Lalifornia jo,0.H 172 I3 le,6%] -
Maryland 6,946 169 [ 3,54, LN
Rhude Island 1,494 l62 7 Tee T
Vermont 769 162 [} IR T
Colaorado 1.87% 151 9 Lyroe T
Hawal 1,221 147 10 N 7.
Minpesota %,670 143 il Pl T
New Jersey 10,442 142 e 4,913 b
Oreyon 3,27%¢ 141 13 1,500 6
Arizona © 3,155 141 14 1,49y b,
Pennsylvania 16,640 140 o 7,794 At
Florida 11,600 139 le 5,103 tl
Washington 4,890 118 17 2,04 64
New Hampsaire 1,104 135 ib YUl .
Illinois 15,144 138 19 Teddy [
Utah 1,614 134 U PN o.
belaware 752 131 <41 354 b
Otio 13,326 125 2 6,434 ou
Virginia 3,96u 122 2 PYLE R an
Missourt 5,787 122 < 2,717 57
Michigan 11,041 121 25 Dic )Y 20
Wisconsin 2,401 117 b 2457 ’h
Tennessee 4,923 117 27 vecdt 54
Texas 13,568 i3 ‘d 6,29 S
Nebraska 1,734 113 2 942 b.
Maine 1,194 113 30 949 .
North Carolina 6,013 112 31 3.0kt T
Kansas 2,592 112 $2 [PL .4
Nevada LY 109 44 27 g+
Georgila 5,318 108 14 FAL LD 51
New Mexico 1,224 106 3 FLE s}
Louisiana 4,060 106 16 1,840 438
Montana 788 105 17 3y 43
Kentuvky . 4,580 1us 38 1,816 54
West Viijania 1,885 104 19 861 47
Indiara .30 100 a0 2,669 U
Ok lanowra 2,703 9y 41 1,288 47
Towa 2,713 97 42 1,438 K1Y
North Dakota 6ud 96 43 w9 49
South Carolina 2,643 35 44 1,383 Y
Wyoming 348 90 45 184 4d
laaho 743 40 46 342 46
Alavema 3,257 49 47 1,663 16
Arkansas 1,85} 88 48 444 4>
¥1S51SS1ppl 1,916 82 49 994 41
Alaska 283 79 50 141 v
South Uakota 529 T S ___44b F1Y

Total 294,152 137 137,668 6

a/1Includes physiclans i1n graduate medical training.
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APPENDIX IV APPENDIX IV

DOs BY STATE AS OF JUNE I, 1976 {note a)

Number of Percent of
DOs Rank total bOs
Michigan 2,569 1 17.0 -
Pennsylvania 1,911 2 12.7 '
Chio 1,289 3 8.5
Missouri ' 1,136 4 7.5
Florida 949 5 6.3 "
New Jersey 934 6 6.2 ’
Texas 918 ki 6.1
New York - 597 8 4.0 ~
Oklahoma 477 9 3.2
Iowa 436 10 2.9 .
Arizona 431 11 2.9 .
Illinois 38l 12 2.5 e
Colorado 287 13 1.9 -
California 280 14 1.9 .
Maine 208 15 1.4 o
Kansas 205 16 1.4
Washington 201 17 1.3
Wisconsin 187 18 1.3 ]
Oregon 192 19 1.3 .
Indiana 180 20 1.2 v
Massachusetts 176 £) 1.2 .
New Mexico 136 22 ] ’
Georgia 120 23 .8 *
West Virginia 89 24 6
Rhode Island 87 25 6
Minnesota 70 26 -3
Tennessee 65 27 .4
Delaware 51 28 .3 Vo
Connecticut 42 29 .3 -\L
Virginia 42 30 3 Y
Vermont 40 31 .3 _y
Kentucky 39 32 <3 -
Maryland 33 33 .2 _
Idaho 31 34 2
North Carolina 30 35 .2 |
South Dakota 29 36 2 o
Nebraska 28 37 2 pale
Nevada 26 38 2 ~
Montana 25 39 .2 .
Hawaii 24 40 o2 -
New Hampshire 19 41 W1
Louisiana 18 42 o1
Arkansas 16 43 o1 .
Utah 15 44 .1 g
Wyoming 13 45 1 =
North Dakota 8 46 .1
South Carolina 8 47 .1 L
Mississippi 7 48 04
District of Columbia 7 49 04 -
Alabama 6 50 03 - -
Alaska 3 51 01 -
Total 15,081 -
>
a/Excludes 355 DOs in military service. ;
Source: American Osteopathic Association. =
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APPLNDIX V APPENDIX V

NUMBER OF U.S. MEDICAL SCHOOL GRADUATLS

AND FMG LICENSEES BETWEEN 1967-71

ANALYZED FOR LOCATION PATTERN

U.S. medical

school graduates FMG licensees Total
Number of physician
records supplied by AMA 40,587 13,773 54,360
Less:
Physicians in
Federal service Te¥37 993 8,150
Physicians in
U.S. possessions 129 331 460
Inactive 206 117 323
Physticians in ather
prolessional
activities 2,681 1,003 3,684
Total 10,173 2,444 12,617

Total physicians in non=-
Federal patient care in
the United States 30,414 11,329 41,743

Less:
Physicians in
residency training
programs 7,080 115 7,195

bnysicians'
records with
incomplete
data 10,315 1,308 11,623

Total 17,395 1,423 18,818

Total non-Federal patient
care physicians at known
U.S. location 13,019 9,906 22,925
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APPENDIX VI APPENDIX VI

U.S. MEDICAL SCHOOL GRADUATES AND FMGS
LICENSED BETWEEN 1867-71
PER 100,000 PERSONS BY COUNTY SIZE

PHYSICIANS PER
100,000 PERSONS

20
-
B oTs
14
11
9 9
7
5 -
5
4
0
9 8 7 6 5 4 3 2 1
URBAN NONURBAN
. COUNTY DEMOGRAPHIC CLASS
{NOTE a)

a) SEE PAGE 3 FOR COUNTY SIZE.
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APPENDIX VII APPENDIX VII

INFORMATION ON GAC PHYSICIAN QUESTIONNAIRE

Our questionnaire was designed primarily to identify
those physicians tHat had already made location decisions
and to obtain information on the factors they had considered
important in making those decisions. The locational factors
were essentially those used by the Rand Corporation in a study
of 1965 medical school graduates. The factors fall into three
brecad groups: personal, sociocultural, and professional.

Questionnaires were sent to 1,995 physicians listed on
an AMA data tape as licensed . 1971. This was a random
sample of 17.4 percent of the 11,494 1871 licensees with
known U.S. addresses and identifiable specialties. The
sample was stratified by the following categories:

--Primary care and nonprimary care specialties.

~-~-Urban and rural locations.

--Graduates of U.S. and foreign medical schools.

Questionnaires were mailed on May 6 and 7, 1976. Two
followup questionnaires were mailed to nonresponding

physicians. As shown in the following chart, 77.7 percent
of the physicians who received questionnaires responded.
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APPENDIX VII

APPENDIX VII

QUESTIONNAIRES MAILED

1,995

|

CONTACTABLE

P

NO
104

(5.2%)

~

1891 (94.8%)

YES

e

e

e
pd

RETURNED
QUESTIONNAIRES

/

NO

421 (22.3%)

1470 {77.7%)

YES

s

-
rd

COMPLETED

LOCATION FACTORS

NO

404  (27.5%)

1,068

YES
(725%)
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APPENDIX VII APPENDIX VII

Questionnaire Subgroups

9115066
(note a)
n=1,470 Selected
n=11,494 n=1,99%5 Questionnaire practige
1971 licensees Sample respondents locattions
Number Percent Number prercent Number Percent Number Percent
{note o) {note b) (notce b) (note L)
FMGs 3,869 33.66 916 45.91 712 48,44 2238 52.35
U.S. medical
jraduates 7,625 66,34 1,079 54.09 758 51.56 508 47,65
Primaty care
shysicians 4,827 42,00 974 48.82 c/764 52.01 559 52,35
Noiprimary care
physicians 6,667 53.00 1,021 51.18 705 47.99 508 47.65

Uroan physicians 10,223 88.94 1,316 65.96 d/665 62.38 665 62.38
Rural physicians 1,271 11.06 679 34.04 401 37.62 401 37.62
a/Four hundred and four physicians responded to the guestionnaire but did
not indicate that they would be in non-Federal patient care practices
at known locations by September 1977.
b/"n" represents the total numwber of physicians in each group.

c¢/boes not add to 1,470 because 1 respondent did not answer specialty
question,

d/The location choices of 404 physicians could not be classified as urhan
or rural since they did not respond to the practice location question.
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U.5. GENERAL ACCOUNTING OFFICE
SURVEY OF PHYSICIANS

1. What is the location of the medical school from
which you graduated? (Cherk one.)

1 C] The United States or its possessions
2D Cansda

3 D Another country {Please specifv)

2. Piease indicate the specialty in which you completed
(or will complete) your residency frawning. (Check
one.)

ID No residency traming
2D Family prachce

BD Iaternal medicine

4D Pediatrics

SD Obstetrics — gynecology
6D Other medical spzaialty
7D Other surgical specialty

BD Other residency training (Flease specyy)

3. Are you board cerufied or board eligible wn 2
SUBSPECIALTY? (Check one.}

1 U Yes  Ifso. please specify

2] Neo

4, s your practice (or will your practice be) pnmanly
limited to a subspecialty? (Check one.)

10 Yes
2070 No

6.

Listed borow is a group of factors which are w2 d to

influence the speaidity chowces of physicans Ind ate |

the extent to which each .. the factors was important
to you. {Check one box per line

= z
- o
AN ELIE
“rEiElbE
IHHEE
Q] 5} -
IR ER
;“il}:
i

(1) intluerce of taculty inemnber

-

-
3
~

(2) Need tor mcre pra.tiowg
phystaans in 1re speculity

(3} Availability o1 trainne
pasitions 10 1he specally

{4) Greoter opport .nity tot

2 4
reseas ~h cont ibut fn ! 3] 5 '
e el
‘8) Influence of fagmuyy membes ! o
vl Aoy
or [nend 1
(6) ‘Lifestvlereg. requluhouwgy F 1 21 ais '
(7)  Aniniec=stin the srea ol ylatsl st
specialization i :
(8) Orhet /piecse specifs) ‘
[ B N B
]

When did you raake vour Jecision reparding chowe
of specialty? (Checx one.)

!D Refore medica] schoal

ZD During medica: zohool

JD Dunng internsh.p, residency or other house
staff traming

4 Dunng nulitar <ervice

FD uter (Pleare specih}

121
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7. Tlease describe your present medical activity. (Check

the most suitable.)
ID In residency or fellowship training
2{7] !n Federal Service — (incl..ing military,
Public Health Service. Veterans Admnis -
tration)

JD In «ctive patient care practice {aon-Federal)

4D In other professional activity 1 Please descioe}

8. What are your plans for the immediate future?

(Chock one.)

ID Plaa to remaio in active patient care practice
(non-rederal)

2D Plaa to be in active pat.ent care practice {nun-
.. Federal) by September 1977 and certain or fairly
certaia where the practice will be located
BG Plan to be in active panent care pracuce {non-
Federal) by September 1977 but do not know
where the practioe will be incated
4D Plan to enter or coctinue in Federal Service

5[] Plan to contnue in other professional care
Aescribed in Question 7, part 4

6 D Other (Please speciiv)

I you chcked 1" 1 Queston 8 pleasr caswer the remamnder of
the queshonn e

_" you checaed 2" 0 Queston B plecse aanver tae remainder of the
GBEINORARIE @3 1° VDU »elt AUESCT (1 Pracrice 2f 1Hal iovalins,

.
5 you chucken 37, 4™, “S* or '6” in Cuesoa 8 STOP HERE.
Flraze PARCE (AT GUESTIORNAIIY IR (AL FETRIT SAVEIODe QA rEferR if @5

oo ax possibie. THANK YOU

9.

11,

In what State, county and city (or town) do you ‘ot
do you'plaa to) practice?

State:

County:

City {or town):

ZipCode: e e e .

When did you (or do you gl o) establish vour
practice?

Moath:

Year:

Have State medical licensure restricaicas prev-oted
you fr~m locatirg 10 2 State where you woule . rcfer
to practice? (Creck one.}

ID Yes
2D No

If yes, please identify the State and nature of the
restnctions.

State:

Nature ot restriction:

What is (or will be) the type of your practice orgaiiza-
tion? (Check one.)

iD Solo practice

2 D A two person partnership

k] D Single-specialty groap — medicas group provigd-
ing services .n only one specialty — except

groups composed exclusively of geneal prac-i-
toners and/or family practinoncrs

49 General practice group — 1 group composed
exclusively of generz! practhtoners and or famuly
practitioners

.‘D Mulbispeaality group — a wioup providing seraces
in at least tvo specia.ties

& D Other (Plecss cpeciin )

122




APPENDIX VII APPENDIX VII

13. When did you make your decision of where to locate
your pracice? (Check one.)

1[] Before medical schook
ZD During medical school

3D During internship, residency or other house
staft training

4D During military service
SD Other (Please specify)

14. Listed below is & group of facters which are said to influence tne focazon choices of physicians. Indicate the
extent to which each of the factors was important to you. (Check one box per Itne. )}

- S *
]l el 2]
2] =] = b2
K T T e -
=1 B8y EYE
s 3= 43
(!) Income potential ! 2 3 4 £
{2} Clmate or geograptuc features of area 1 2 3 4 ! s
{3} Hawving boen brought up r the community of 3 $iruiar CoOMMuMLY 3 1 2 3 4 l 5
(4) Paymant of Jorgwenen of 3 loan t 2 3 4 s
{5} Iafl of wfe or husbend (her/his deszes, career, e1c.) I 2 1 k] 4 5
4
(6) [nfluence of fanuly or fnends 1 2 3 4 5——i
(7) High medical coed in azea i 2 3 4 5 |
(8) Influence of preceptorshup program 1 2 3 4 $
{9} Having gone through medical school, intemsiup. rendency, of mulitary senice
nexs practice location L : 3 4 s
{10) Advice of older Dhymcan 1 2 3 4 5
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14. (Conticued)
Listed below is anather group of factors. Indicate the extent to which each ~f these was important to you 1n selecting a
location. (Check cre bax per lne.)

g . E
2 3 =
I T N I
& 2 i e F
1 -l = -
j <3 o« d Q
“ 9 K’}
131353
> 3 x v —
{11) OCrganezed efforts of community to reaut physicans 1 2 4
{12} Opporfunties for socal Ue i 2 3 4 I 5
(13) Reacational and spurts facilitics 1 2 2 4 L_s
(14} Quality of educational system fur children vl2 | r e} '
(1S} Prompect of Yetng more influentz] ;m communsty affawrs 1 2 3 ]: 4 b
A6 Cultura adrantages v 2 s atos
L
(17} Prosperity of commuasty 1 2 3 I % ¢
(18} Preference for urban or nesal lvare 1 2 3 I 4 )

14, {Continued)
Listed below is another group of factors. Indicare the extent to wh ch 2ach of these was impertaat to

YCu in szlecting a

location. (Check one barx per line.)
N [T 1=
z | 3 I E
- =
B | sl ¥ e ]2
J|ats |2z
» | & PE 1y | s !
AHERHEE
—— e 4 i
(19)  Avalability of clonical support facilitses and persunncd ! H 2 ' 344 3 <
i
(20} Availabuity of good socrl sepvice, wellare, or home wte seraces [ ; 3 ! o e H
”“‘i. —— ’— --—L-—-—‘
{21) Opportunty for regular contact with a medical school or medical wenter [ | 2 ! 3 4 o !
— . .
(22) Ovportunuty for regular contact wath other physicans i J 2 l 3 4 ] !
1 i
(23) Opportunaty to jown denrabee porineniup or goup practice lr [ 1 3y Vg i [1 B
(24) Avulability of loans ior bepaning ¢ achae L l P ’ 3 4 1’—.\
(25} Opporturury to work with specuic inentution i 1 i M I 1 } 4 3
- — —
{26)  Acceas tu continuing eduction l 1 1 3 l 1 s
! . 2l ]
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15. Are you now or do you plan to locate in a rural or
inner city zrea expenencing a shortage of physi-
cians? (Check vne.)

1] Yes (GOTOQUESTION 18}
20 Ne (€O TO QUESTION 16}

16. Various incentives have besn proposed to attract
physicians to sbortage areas. If you are not located
in or do not plan to locate in 2 rural or inner
city physician shortage area, pleasc aoswer the
following.

Did you ever seriously consider establishing your
practice ia a rural or wner city physician shortage
area? (Check one for each area)
(1) Rural:

1] Yes

2G No
(2 !naer City:

LD Yes

200 Ne

18.

Would vou bave estahat Fed vour praciice 0 1 rinal
or inner city physicion chertave drea o the folio~pg
ncentives nad been avattabie® (Check ane Enx for
each incentive for each areal

3% '0]

S l) {'

I Ruwat r:'.ern, 1
{chack one! foheck oney !
R !
Yes § Yo Tes | No ;
r 1
(1) Accrss to continung i 2 | [
education | 1 2
| ' |
(2) Guaranteed annual ncorme 1 " - | '
{amcunt to be negotiated? I 1 : ?
(3} Oppertensty t3 j01n 3 past (R 5 i
rership of groun practice M T |
i i t
‘ 1
{4) ‘ncome tax crednt [ 2 l !
| l 1
(5) Avalabdity ot comwting | | i 2 { { '
physicrans ‘ l 13 Ty
s s ol
(6) Combunatwon of ali u: *he i 2 . i |
sbove L 172
| s !

1f you have any sugpestions abeut hoa the nees, Ul
health manposer shortags arcas ¢an “eet b2 met,
please indicate <o er. he sther side crims sneet

Any information veu provide wil ke held o str
conftdence and released only as puart of a aencrul
study

THANK YOU FOR YOUR PARTICIPATION. WE
APPRECIATE YOUR COOPERA HIUN

|
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APPENDIX IX APPENDRIX IX

AVERAGE NUMBER OF PATIENT ENCOUNTERS PER HOUR FOR NHSC

SITES STAFFED BY ONE PHYSICIAN (note a)

Average number

of patient Number of sites Cumu-

encounters per by aye (years) lative

physician per hour 1 2 3 4 Total Percent percent
0 to 0.50 - - 1 - 1 2 2
0.51 to 1.00 - 3 1 1 5 12 14
1.01 to 1.50 3 - 1 - 4 10 24
1.51 to 2.00 4 3 2 1 10 24 48
2.01 to 2.50 3 - 4 - 7 17 65
2.51 to 3.00 4 3 - 1 8 19 84
3.01 to 3.50 2 - 2 1 5 12 96
3.51 to 4.00 - - 1 - L 2 98
4.01 and up - -1 - 1 _2 100
Total 16 913 4 12 Y -

a/For sites in operition 1 vear or longer; encounters were for
the third guarter »>% tiscal year 1976.

;J:;:'f.«';f""'l’“ .o




* APPENDIX X APPENDIX X e
AVERAGE NUMBER OF PATIENT ENCOUNTERS PER HOUR FUR NHSC SITES 7
STAFFED BY TWOQ OR MORE PHYSICIANS (note a) -

Average number ,\
of patient Number of sites Cumu- -
encounters per by age (years) lative P
physician per hour 1 2 3 4 Total Percent percent ot
0 to 0.50 - - - - - - - =
0.51 to 1.00 - - -1 1 1 1 ;
1.01 to 1.50 9 3 7 - 19 28 29 =~
e

1.51 to 2.00 2 5 5 = 12 18 47 —Ta-’—
Tjﬁ

2.01 to 2.50 3 4 7 - 14 21 68 =~
2.51 to 3.00 5 - 6 - 11 16 84 e
3.01 to 3.50 - 3 2 - 5 7 91
3.51 to 4.00 1 - 5 - 6 9 100 =5
4.01 and up - - - = = ~ ../._
Total 20 1532 1 88 100 -

e e—— o —— — —— — g?"

a/For sites in operation 1 year or longer; encounters were ;
for the third quarter of fiscal year 1976. .
=
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APPENDIX XI
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AFPENDIX X111 APPENDIX XIII

DEPARTMENT OF HEALTH EDUCATION, AND WELFARE

OFFICE OF THE SECRETARY
WASHINGTON DC 20208

MAR 20 1978

Mr. GLregory J. Ahart

Director, Human Resources
Division

United States General
Accounting Office

Washington, D, C. 20548

Dear Mr. Ahart:

The Secretary asked that I respond to your request for our comments

on your draft report entitled "Progress and Problems in Improving

the Availability of Primary Care Providers in Underserved Areas."

The enclosed comments represent the tentative position of the Department
and are subject to reevaluation when the final version of this report

is received.

We appreciate the opportunity to comment on this draft report before
its publication.

Sincerely yours,

Thend WV

Thomas D. Morris
Inspector General

Enclosure
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DEPARTMENT COMMENTS TO GAO DRAFT REPORT ENTITLED,
"PROGRESS AND PROBLEMS IN IMPROVING THE .AVATLABILITY
OF PRIMARY CARE PROVIDERS IN UNDERSERVED AREAS"

GENERAL COMMENTS

In Chapter Three, the report concludes that the National Health Service
Corps- (NHSC) has devoted too littie attention to the determination of
potential community demand for services in placing NHSC assignees because
many NHSC physicians practicing in HEW designated health manpower shertage
areas are not seeing very many patients. The Department is also concerned
about possible underutilization of NHSC physicians. For areas which

are identified as shortage areas eligible for NHSC assistance, but which
cannot sustain full-time medical practices or retain physicians, we

must consider alternative health care delivery mecdes or staffing arrange-
ments. We expect some progress toward improved utilization to occur

as major barriers to the effective utilization of physician extenders
(i.e., eligibility for reimbursement and limitationms of licensure) are
reduced.

The draft report places great we ,ht on the fact that the average number of
patients seen per hour in NHSC sites (1.9) is below the national average

for all general or family practitioners in non-metropolitan areas (4.2,
according to the American Medical Association figures). In our opinion,
such a comparison is not equitable as the NHSC physicians are relatively

new to the practice of medicine, whereas the other group includes a dis-
proportionate number of physicians with established practices. Further, an
analysis of the table on page 37 of the draft report reveals that 47 percent
(28 of 60) of the sites saw more than 2 patients per hour in the first

2 years, while 60 percent (30 of 50) attained this level in the second 2 years.
Overall, this indicates a substantial increase in productivity as the sites
mature.

Further, underserved areas may not generate the level of demand for medical
services which might be expected on the basis of their population siza.
Persong residing in areas of long-term shortages tend to wmodify their
behavior by cutting back on their consumption of health services and by
findirz providers in other service areas. In fact, studies suggest that
persons who have not had a regular source of care take some time
"learning" to seek health care in nonurgent situations. Also, people
consider whether to change from using services available on a relatively
permanent basis in another area, to using se.vices in their own area
that may be there only temporarily. Therefore, it does not necessarily
follow that "if the need for health manpower in these areas was truly
critical, then one would expect NHSC physicians to be extremely busy or
at least as busy as the average primary care physician practicing in a
nonshortage area" (p. 49).
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There are other factors affecting NHSC physicians' workload. DBecause
most NHSC sites are located in areas with a small population base, the
actual rumber of people requiring medical care would be lower tham in
more populous areas. The backlog of unmet medical needs of individuals
in health manpower shortage areas may be so great as to require more
extensive physician-patient contact at the outset, with special atten-
tion on a continuing basis to preventive services that can reduce need
for hospitalization and other more costly care. Even under optimal
circumstances, initial visits by a patient require considerably more
time to gather a history and to assess health level than do subsequent
visits.

A more appropriate measure of staff utilization is' the numser of "health
service units" delivered at the time of a patient visit. A recent study,
conducted by the Bureau of Community Health Services, shows that produc-
tivity, when measured by encounters, patieat visits, or "health service
units" delivered, increased significantly between NHSC sites in operation
for 2 years and those in operation for 4 years.

A recent survey of retention of NH3C physicians (conducted under Bureau
of Health Manpower contract No. 282-76-0439) contains encouraging
statistics. A substantial proportion of the NHSC physicians surveyed
(one in three) did feel that they were seeing too few patients daily.
However, 79 percent of the total felt that their practices were gener-
ating an "adequate' or "excellent" amcunt of income and 72 percent felt
that their practices had the potential for generating income commensurate
with salary expectations as private practitioners.

Discussion of alternatives to increasing the numbers of primary care
physiclans in shortage areas now is focused almost entirely on the use

of physician assistants and nurse practitioners. The report might give
greater attention to other options. This Department, for example, is
currently supporting research activities in the National Center for Health
Services Research and elsewhere vo improve the professional milieu of
rural physicians through technological advances. While technology cannot
be used as a substitute for adequate numbers of human providers, the
report should include a discussion of the potential contribution of tele-
comnunications technology and automated record systems to changing the
professional aspects of delivering care in rural areas so as to make them
more attractive to physicians. Development of improved transportation
systems linking patients in outlying areas with physicians in central
locations is another alternative to be considered.

Since the draft report at sarious points notes the lack of data on which
to base sound conclusions about problems in improving the availability
of primary care providers in underserved areas, we would have expected
that the recommendations might be more explicit in citing the need for

!
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the conduct of sound research. In the absence of needed information,

reports such as this draft may be considered subjective, relying hzavily

on very small samples, interviews with a few physicians, visits to a

few projects or sites, etc. It might be noted in this connection that the
National Center for Kealth Services Research is in the process of contractieg
for a synthesis (including a workshop) of evaluation and research in

rural health care. The issues to be addressed include the problems of
obtaining and keeping trainsd manpower, financing rural health care, and

the effects of rural health pragrams on access, utilization, and
coordination of medical services.

The following comments are addr:ssed specifically to the rec.omendations
in the draft report.

GAO RECOMMENDATION

"We recommend that the Secretary of HEW develop guidelines for assessii-
under what circumstances it would be appropriate to assign health car.
providers to entities requesting NHSC assistance and the number and tvpe
of provider(s) that would be most appropriat:,”

DEPARTMENT COMMENT

We concur with this recommendation. Action to accomplish its purpoges

1s being taken in accordance with the requirements of sections 332 and
333 of the Public Health Service (PHS) Act, as amended by P.L. 94-484. A
major reevaluation of the criteria used for designation of shortage

areas under section 332 has been undertaken and a public notice of
related regulations has been proposed. New regulations relating to
assignment of personnel also are beilng prepared.

It is important to note that P.L. 94-484 required that practitioner-
to-population ratios, infant mortality, and other fndicators of health
status be specifically included as factors to be considered in estsblishing
criteria for designation of shortage areas. The implicacion is that tha
Congress wished "need" for health services to be the primary determi-

nant for designation rather than unmet demand. However, the criteria

we have develcped do reflect shortage levels rather than adequacy

levels, based on our realization that the use of "ideal” standards in
determining staffing levels could easily result in underutilization of

NHSC personnel.
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GAQ RECOMMENDATION

"Je recommend that the Secretary of HEW reconsider the policy of
assigning at least two physicians to each site and explore other alter~
natives to overcome the problem of professicnal isolation."

DEPARTMENT COMMENT

We do not concur with this recommendation, as there is now no policy
tequiring assignment of at least two physicians to each site. The
Department has, however, attempted to avoid scolo aasignment where a
single physicilan is placed in a community and to place physicilan
extenders, l.e., physician assistants or nurse practiticners, in those
sites where it was felt unlikely that the patient load would require
the services of two physicians.

The primary emphasis of the NHSC is on development of health care
systems. Such systems incorporate the concept of a critical mass of
providers for a given shortage area. Assignment to such a system is
a more significant element of strategy than access to film libraries,
linkages with teaching hospitals, and provision of tape cassettes,
although the NHSC also employs most of these other means of over-
coming professional isolation.

One of the reasons for "pairwise" staffing of NHSC sites has been that
such staffing might improve retention of personnel. The productivity
of NHSC sites and their retention records should be evaluated together
in judging the overall effectiveness of the NHSC progranm.

GAO RECOMMENDATION

"We recommend that the Secretary of HEW require that cocmuunities and
other entities requesting NHSC health care providers conduct studies
which identifv to the extent possible the number and type of residents
located therein who are likely to seek care frem an NHSC sponsored

practice.”
DEPARTMENT COMMENT

We concur with the intent of this recommendation but question its
practicality. While we may all agree that it would be better to
place NHSC providers by '"determining the extent to which residents
seek, but are unable to obtain, health care" (page 48), it is not
clear how to make such a determination. For example, the measurement
of urmet need or demand for health care, even in a research contexc,
is still the subject of considerable debate.
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If a method of determining demand were chosen from anong those currently
available, an enormous dcta collection effort would be required. It
does not seem feasible to place such a burden on local communities
which usually do not have the resources to undertake such a study.

Health Systems Agencles and other health planning agencies, developed
under the National Health Planning and Resources Development Act of 1974,
have as one of their responsibilities undertaking studies of unmet need
and potential demand for services. Under the new NHSC authorizing
legislation, the designation and site approval processes both depend
strongly on these planning agencies' evaluations of need. In the
designation process, the agencies will be asked to evaluate the size

of a potential site's service population and consider accessibility to
nearby resources. In the site approval process, the comments of the
agencies are required to be solicited and taken into account. Existing
sites will not be continued if sufficient support for the NHSC project
has not been demonstratea over the period of NHSC involvement.

GAO RECOMMENDATION

“"We recommend that the Secretarv of HEW verify the above information to
the extent possible, before assigning health care providers to the

applicant,"
DEPARTMENT COMMENT

The NHSC has always verified data on expected demand ‘For services.
Initial verification is done by the State Planning Agency or the
Health Systems Agency at the time the designation of the shortage
area is made. Following receipt of an application for assigmment of
staff, regional office staff visit the applicant community to verify
information presented in the application.

GAO RECOMMENDATION

"We recommend that the Secretary of HEW develop multi-vear projections
on (1) the total number of physicians required for service in HEW
designated shortage areas, (2) the number of phvsicians with present
scholarship commitments who are likelv to become available for shortage
area service, (3) the number of phvsicians with scholarship commitments
likely to remain in the shortage areas, (4) the number of phvsiciang
who will voluntarily choose to establish a practice in HEW designated
areas, and (5) based on the above data, the total number of additional
physicians needed taking into consideration, to the extent possible,
use of physician extenders for providing health care in taese areas."
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DEPARTMENT COMMENT

We concur with this recommendation and already have compiled much of

the information that has been requested. Additional studies are now
being conducted. However, the number of scholarship recipients likely to
become available for shortage area service, the number of such physicians
likely to remain in shortage areas, and the number who will voluntarily
choose to practice can be only roughly estimated. Such variables as
defaults for academic failure, policies relat._ng to deferral for
residency training, and failure to perform service follcwing completion
of training will have a bearing on the availability of scholarship
recipients. Also, the number of years to be served by a scholarship
recipient is determined by the number of years of scholarship assistance
received by that individual. As increasing numbers of scholarships go to
students in their first or second year of training, the average number of
years of obligated service per recipient will rise.

GAQ RECOMMENDATION

"We recommend that the Secretary of HEW use the results of tha
preceptorship study to determine when in the medical education
process preceptorship training should be given and how longz the
experience should last to have the greatest impact on influencing
the specialty and practice location choice of phvsicians.”

DEPARTMENT COMMENT

We fully concur that more detailed information on medical
preceptorships 1s needed, As this information becomes available, we
will promulgate and make use of it. As the draft report notes, we
are now conducting a study which will enable a more precise analysis
than has been possible in the past and, in addition, are planning to
address these concerns in new guidelines for programs authorized
under P.L. 94-484,

The value of preceptorships is not necesgarily limited to their effect
on locational or even specialty choices. Freceptorships are primarily
intended to give students an educational experlence in primary care in
rural areas, averaging a few weeks in duration. The benefits of such
short educational exposures are diftizult to measure separately because
the program represents only a very small segment of undergraduate
medical education. However, it Is important to note that these
benefits accrue to all participants and not imerely those who enter
primary care specialties or rural practice.
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The RAND Study, referred to on page 93 of the draft report, was based
on gross data relating the geographic location of 1365 medical graduates
with whether or not the graduate had undertaken a "preceptorship" in
medical school. The data did not differentiate between what some
believe to be major variables associated with preceptorships, such as
the year in which they were taken, duration, and whether they were
required or elective. We are now attempting to fill in scme of these
information gaps. Although there is no clear evidence to show a causal
relationship between preceptorships and geographic distribution, the
data do show that former preceptorship students are mor. likely to
enter rural practice than other physicians.

It is important to note that there is no mandatory link of any klnd
between the preceptorship program and critical medical manpower
shortage areas, as designated under Section 329(b) of the PHS

Act, which represeat only a portion of rural areas. Thus, even

if promotion of entry into rural practice were a primary goal of these
programs rather than a possible result, it would not be anpropriate to
use the percent entering designated critical shortage areas as a
criterion for measuring success.

GAO RECOMMEYDATION

e recommend that the Secretary of HEW analyze the extent to which
recent family practice graduates and other physician specialists are
locating in HEW designated shortage areas, and based upon this analysis,
submit recommendations to the Congress for finameially supportinn those
types of graduate medical training programs which constitute the
greatest resource for providing health care to medically underserved
areas.

DEPARTMENT COMMENT

We concur with this recommendation. Family practice is central to the
strategy for providing quality health care to all Americans, with
particular emphasis on primary care and geographic distribution.
Accordingly, we will continue to place high priority on the support

of these programs. The reasons for this priority clearly extend nruch
beyond producing large proportions of physicians who locate in rural
areas. Moreover, we do intend to analyze the locational decisions of
these and other specialists.
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GAO RECOMMENDATION

"We recommend that the Secretary of HEW work with the States to
identify those areas where health manpower distribution problems
exist, and develop a strategy for marshalling resources, Federal,
State and private, to establish an integrated pro-ram designed to
provide health services in the manner most appropr ate to_each aregﬁ'

DEPARTMENT COVMMENT

We concur with this recommendation and support the development of
integrated programs linking local need determination (with
State~-wide considerations) to Federal policies respecting assistance
for manpuwer production and incentive reimbursezent for service.

We favor the establishment of mechanisms that would bring rescurce
requirements, p.oduction, and distribution of health wanpower into
a single decision-making process.

Already this Department is making vigorous efforts to help marshal
resources to provide health services in underserved areas. While
there mav be 1 need for better coordination of programs, we now are
supoorting a wide variety of activities involving work with States,
local governments, and others to meet health care needs. For example,
the NHSC is helping States identifw health manpower distribution
problems; 4 State coordinators and 4 fir.d coordinators hava leen
assigned for this purpose to date, and there a-e over 20 afplications
for additicnal assignees. The NHSC has funded % Jtates ¢ <:velop
State-level replicas of the NHSC, using State rescurces.

In addition, the Departmert's rural and urban health ‘aitisiives are
funding integrated State, local, and Federal programs (incluaing the
NHSC together with the Community Health Centers, JAigrant Health,
Appalachian Regional Towmission, and health underserved rural area
programs)} to improve the dalivery of health services in underserved
areas.

GAQO RECOMMENDATION

"We recommend that the Secretarv of HEW examine those programs which
reiv on the use of shvsician extenders to assist in the delivery of
health services to those areas otherwise unable to attract physicians,
and give consideration to seeking legislaticn which would provide
Federal funds to assist in the development of those programs found

to be most useful."”
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DEPARTMENT COMMENT

We concur with this recommendation. The Department is supporting a
broad range of studies to determine the best methods for training

and utilizing physician extenders (physician assistants and nurse
practitioners). We believe PHS support has been a ma')or reason

that the physician extend r concept has fained grea-er acceptance and
thac physician assistanc: and iurse practitioners arc successfull,
participating in tralning program< and in delivering care in a
variety of settings.

As a resulr of the Senate Appropriations Mmmittee Report No. $3~1146,
dated September 11, 1974, which directed the Departmeat '"to coaduct
reseirch and demeonstration jrojects for attracting ohysician assist-
ants and nurse practitioners to rural scarcity areas to supplement
and attract additionel physician manpower,” 53 Health Underserved
Rural Areas (HURAs) projects were funded in Fiscal Year 19746. Thirty-
scven more HURA projects were funded by the close of Fiscal Year 1977.
The KURA program is authorized under Section 1110 of the Social
Security Act which is a research authority for the Health Care Financing
Administration. A report on the first 2 years of activities under
this program has been forward>d te the Congress.

The draft report provides exc:llent examples of projects that rely
primarily or physician assistants or nurse practitioners to increase

the avallability of healt.. care services in medicall,; underserved

areas. However, it does not discuss problems that arise in the use of such
personnel, such as difficulties with State licensing laws in some

S:ates. Further, the report seems to assume chat thysician assistants

and nurse practitioners will practice in areas whers sicians will

not practice. Some of the same conditions that discourage physicians

from going to shortage areas apply also te physician assistants and

nurse practicioners.

GAD RECOMMVINDATION

"In order te increase the availability of primarv care services
particularl> in undersered aress, the Congress shonld esact
legislation wtich would trovide reirhursement tor riwvsic:ian
extender services under health rrograns authorirad bv the Sazial
Securitv Att. Une alternactive would ‘e Co Authcriza reigburse-
nent of phvsician extenders, who nave graduz2ted :roa accrediced
primary care -re,ming programs and are providirz srinarv cave,
based on th~ custo.arv rate cnarged for such services. Nt
Congress c.ould als. veconsider the necessity fo. 2
its studv -n phvsicion extender reimbursement throush llelicare
in view ¢’ the long time being taken ro review this auestion.
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DEPARTMENT COMMENT

The Department testified in favor of legislation to amend the Social
Security Act to permit Medicare and Medicaid reimbursement for services
»f physician assistants and nurse practitioners rendered in clinics
located in rural underserved areas. This legislation was sigoned into
law as P,L. 95-210 on December 13. 1977, Undsr the provisions of the
Rural Health Clinic Services Act of 1977, reizbursement is authorized
for clinic services furnished by a nurse practitioner or physician
assistant under ganeral (rather than direct "over-the-shoulder")
supervision, althougn a clinic must still have one or more physiciang
available to provide medical direction and carry out other specified
responsibiiities,

The new law defines a physician assistant or nurse practitioner as

an irdividual who is legally authorized by State law to perfomm the
services and who peets the training, educational, and experience
requirements established by regulation. The first set of regulations
was published February 8, 1978, and sets forth alternative, minimum
credentials in the definition of those terms. 1In recognition of the
fact that there are graduates of special education programs who have
been providing medical services in settings ccaparable to rural health
clinicy, the regulation includes in the definition people whe have
graduated from such programs and have been previding pricary medical
care services for at least 12 months during the 1% months irmediately
preceding the effective date of the regulatioa (42 CFR 481.2). This
regulation also specifies the requirements which a clinic oust meet
in orvder to be certified for participation in Medicare or Medicaid.

P.L. 95-210 provides 1or reimbursement to certified clinics on a cost-
related basis-—that is, based on the reasonable costs incurred in
providing the services.

We do not favor termination of the Department's study to determine
appropriate reimbursement methods and rates for physician extenders

under the Social Security Act, as requested bv the Congress in 1972
Although there are some administrative and substantive problems with

the study, it is the onlv major study being conducted to ohtain data

on the cost of services of physician assistants and nurse practitiorers
and the impact of reimdursement on the utilization of these practitioners.,
Some useful data will be forthceoming from the study.
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TECHNICAL COMMENTS

The draft report uses the term “physician extender" to cover both
physician assistants and nurse practitioners. We encourage the
deletion of this title and suggest the terms ''physician assistant'
or "nurse practitioner’ (or both) be substituted as appropriate.
Nurse practitioners generally are not considered to be physician
extenders in the same sense as physician assistants. Furtherunore,
the term is tending to fall out of use. In the present reicburse-
ment legislation for rural health clinics, the term "primary care
health practitioners' is being used to connote both nurse practi-
tioners and physician asgistants.

An important factor affecting the distribution of osteopathic physicians,

in addition to school location (page 7), is the variation in licensure
laws,

The last sentence in the first paragraph ~n page % may be updated to
read "According to the American Academy of Family Physicians, 2,204 MDs
had completed residency programs as of July 1976."

The analysis in Chapter Two on the location of new physicians presents
a potentially serious problem because of the large number of omissions
from the analysis of 1967-71 U.S. graduates. Appendix V (page 143)
indicated that for 10,315 of the 40,587 United States graduates (25
percent) on whom the American Medical Assoclation supplied records, the
data were incomplete; these individuals were omitted from the analysis.
If the characteristics of these physicians are different frono the
remainder, the implications of the locational pattern analysis

coulc be quite different. A comparison of selected characteristics
{especlally location of medical school) between the 10,315 with
incomplete: data and the remainder might be useful in assessing the
seriousness of this problem.

In its discussion of factors contributing to the tendency of non~primary
care physicians to locate in more urbanized areas, the report emphasizes
the need for support facilities and support persoanel. However,

) the discussion omits the consideration that secondary and tertiary
level practitioners are not needed below a certain threshold of morbidity
in a population. Therefore, a larger population is needed to support

. any orecific number of specialty practices than is needed for the
sante number of primary care practices.

Contrary to the implication on page 30 of the draft report that only
nonprofit corporations are eligible to applv for the assignment of
NHSC personnel, section 329 of the PHS Act, as in effect prior to the
amendments made by P.L. 94-484 and section 333 of the PHS Act as
amended by P.L. 94-484, provide that both public or nomprofit private
entities may apply for the assignment of NHSC personnel.
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On page 39 of the draft report, the listing of positive incentives
used by the NHSC to make service in critical health manpower shortage
areas more attractive includes a statement that "free malpractice
insurance" is provided. That is not the case. Instead, members of
the NHSC providing services rely on section 224 of the PHS Act

which provides that the remedy against the United States for damages
for personal injury, including death, resulting from the performance
of medical, surgical, dental, or related functions by any coumissioned
officer or employee of the PHS, while acting within the scope of his
employment, is exclusive of any civil action or proceedings on the
same claim against the officer or employee whose acts or omission
gave rise to the claim.

On page 46 of the draft report, it is stated that until passage of
P.L. 94-484 recipients were liable for repayment of scholarship
payments, tuition, and fees plvs interest upon failure to serve

their obligation or complete their training. Under the statute,
section 225(£)(2), interest is not charged if someone fails to
complete their academic training. While the second sentence of the
wmiddle paragraph on page 46 would seem to imply that the writers

of the report understood this, the first sentence should be clarified.

Although the outline of the changes made in the PHS/NHSC scholarship
program, starting on page 46, are admittedly summary in nature, we
would suggest that the 2 items on the top of page 47 be revised

to indicate that:

(1) where the Secretary determines there is no need for a
scholarship recipient in a health manpower shortage area, the
individual's obligated service may be performed as a full-time

employee practicing his profession in any unit of the Department;
and

(2) the penalty for failure to perform oblipgated servica
under the new NHSC Scholarship Program provides that such penalty
is reduced by the amount of the service obligation which an

- individual has completed.

The report should reflect, on page 65, the amendment made to
section 741(£){1)(B) by P.L. 95-83, which revises the provision
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that loan repayment be limited only to loans undes the Health
Professions Student Loan Program, to allow such repayment of

“"other educational loans' that were received under a written

loan agreement entered into before October 12, 1976.

Based on recent modification of the approval process, the last sentence
of the second paragraph on page 94 should be changed to read: "Residency
programs in the field of family medicine approved by the Board of
Trustees of the American Osteopathic Association or the Liaison
Committee on Graduate Medical Education based upon the recommendation
of the Residency Review Committee for Family Practice, and new
residency programs in family medicine for which provisional approval
has been obtained, are eligible for support under this grant progrm.”

We suggest that the table on page 96, showing distribution of family
practice graduates, be supplemented with information concerning
distribution by demographic county classification. This would
enable better correlation with data in other parts of the report.
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SUMMARY OF SOME OF THE MAJOR PROVISTIONS OF
MEDICARE AND MEDICAID REIMBURSEMENT FOR
RURAL HEALTH CLINICS UNDER PUBLIC LAW 95-210

Coverage of clinics in rural areas

Medicare and Medicaid coverage will be provided for
services furnished to clinics which are located in areas
designated by the Bureau of the Census as rural, and by the
Secretary as medically underserved, where the supply of
physicians 1ic not sufficient to meet the needs of the local
residents. Such clinics may be either physician-directed or
those which do not have a full-time physician. Once a clinic
establishes its eligibility with respect to being located in
a rural, medically underserved area, the clinic may retain
its special status under the law even if the area changes.

Covered services

Services provided by a physician assistant or nurse
practitioner working in a rural clinic will be covered under
Medicare and Medicaid if (1) they are otherwise covered when
provided by .. physician and (2) the physician assistant or
nurse practitioner is legally authorized under State law to
perform the services. Services and supplies which are
presently covered when provided as incident to a physician's
service will also be covered. 1In addition, if there is a
shortage of nore health agencies in the area, covered services
will include part-time nursing care furnished by a nurse to a
homebound patient.

Cost-related reimbursement
for rural health clinic services

Medicare payment to the clinic will be equal to 80 per-
cent of the costs which are reasonable for the efficient
delivery of services to Medicare beneficiaries., <Clinics
will be required to accept the amount determined by the Secre-
tary as the full charge for the services and may bill the
beneficiary only for the amount of the Medicare deductible
and coinsurance. Medicaid plans are regquired to reimburse
the clinics for covered services at a rate egual to 100 per-
cent of the reasonable cost as determined for HMedicare
purposes.,

Pequirements for rural health clinics

Clinics will be required to make arrangements with a
physician for periodic review of all services covered under
Medicare and Medicaid which are provided by the physician
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assistant, nurse practitioner, or nurse. The physician must

be available to prepare necessary medical orders, for referral .
of patients when necessary, and for assistance in medical )/
emergencies, but not be required to be physically present

when the services are provided.

Paraprofessional personnel covered by the law

A physician assistant, nurse practitioner, or nurse mid-
wife may perform such services as he/she is legally authorized
to perform under State law and must meet such training
and education and experience requirements (or any combination
thereof) as the Secretary prescribes in regulations.l/

Demonstration projects

The law contains authority for several demonstration
projects. In order to evaluate changes which might be made
in the Medicare program to provide more efficient and cost-
effective reimbursement, the law requires the Secretary to
conduct demonstration projects with respect to reimbursement
on a cost basis for services provided by physician-directed
clinics in urban medically underserved areas. Such services
may include services provided by a physician assistant or
nurse practitioner employed by such clinics if the services
would otherwise be reimbursable if provided by a physician.
The projects must be of sufficient scope and carried out
on a broad enough scale to allow the Secretary, among other .
things, to fully evaluate the relative advantages and disad-
vantages of reimbursement on the basis of costs and {ee-for-
service for physician-directed clinics employing a physician
assistant or nurse practitioner. The Secretary is required
to report his findings and recommendations for legislative
changes to the Congress with respect to this project by
January 1, 1981.

1/HEW advised us that the first set of requlations was
published “ebruary 8, 1978, and sets forth alternative,
minimum credentials in the definition of these terms,
In recognition of the fact that there are graduates of
special education programs who have been providing medi-
cal services in settings comparable to rural health
clinics, HEW said the regulation includes in the defini-
tion.people who have graduated from such programs and
have been providing primary medical care services for
at least 12 months during the 18 months immediately pre-
ceding the effective date «f the regulation (42 CFR 481.2).
This requlation also specifies the requirements which a
clinic must meet in order to be certified for participa-
tion in Medicare or Medicai:l.
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The Secretary is also required to conduct a study and
report within 1 year to the Congress concerning the feasi-
bility and desirability of substituting a copayment for each
clinic visit for the deductible and coinsurance required
in present Medicare law. The Secretary is further reqguired
to study the advantages and disadvantages of extending Medi-
care coverage to mental health, alcoholism and drug abuse

centers and to report his findings to the Congress within 6
months.
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PRINCIPAL OFFICIALS RESPONSIBLE FOR ADIINISTERING

ACTIVITIES DISCUSSED IN THIS REPORT

Tenure of office
From To

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

SECRETARY OF HEALTH, EDUCATION,
AND WELFARE:

J. A. Califano, Jr. Jan. 1977 Present

D. Mathews Aug. 1975 +« Jan. 1977

C, W. Weinberger Feb. 1973 Aug. 1975
ASSISTANT SECRETARY FOR HEALTH:

J. Richmond, M.D. July 1977 Present

J. . Dickson, I1I (acting) Jan. 1977 July 1977

T. Cooper, M.D. May 1975 Jan. 1977

T. Cooper, M.D. (acting) Jan. 1975 May 1975

C. C. Edwards Mar. 1972 Jan. 1975
ADMINISTRATOR, HIDALTH RESOURCES

ADMINISTRATION:
H. A. Fcley, Ph.D. Jan. 1978 Present
K. M. Endicott, M.D. Aug. 1973 Jan. 1977

ADMINISTRATOR, HEALTH SERVICES
ADMINISTRATION:

G. I. Lythcott Sept. 1977 Present

J. H. Kelso (acting) Jan. 1977 Sept. 1977

L. M. Hellman May 1976 Jan. 1977

R. Van Hoek ({acting) Feb. 1975 May 1976

H. O. Buzzell July 1973 Jan. 1975
(10221)
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