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ABSTRACT
The great disparity 'in the geographid and specialty

distribution of health manpower, particularly physicians, and
strategies to resolve the maldistribution problems are addressed.
Rural areas do,not have an adequate supply of qualified health
manpower, and almost one7third of the nation's critical health
manpower shortage areas are in southern'states. Data are preSented on
the ratios of physiciani to civilian population and the percentage of
physicians in primary medical care. Strategies for influencing the
distribution of physicians'are-directed"to the :selection and
education of medical students and residents in training, and others
relate to fiscal policies and community recruitment activities after
training. Strategies involve money, policies and procedures, program
development, or changes in laws. The state government, holds the power
to modify licenSur4 laws, provide scholarships and loans, fund
residency training programs in family practice, fund Area Health
Education Centers, and influence reimbursement schedules. A
combination of policies and incentives coordinated in an overall plan
by the state is needed to deal with the problems of physician
distribution. (SW)
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Influencing the Distribution.of Physicians:
Manpower Policy Strategies,

An estimated 35 million Americans live in rural areas
with a shortage or physicians and other health professionals.
In recent years, national health policy has been concerned
with both the supply and distribution of health manpower.
But, .as the decade ends, there is increasing .agreement that
most health manpower shortages have been corrected in large
parteither in terms of the number of individuals in the work
force or those who will soon be graduating and taking their.
place in the work force. What does remain, however, is a
great disparity in the geographic and specialty distribution of
health manpower, partieularly physicians.

As a result, national policy has shifted from increasing
the total supply of manpower to improving the distribution of
health professionals for the purpose of bringing about a better
distribution of all health services. In this context, it is impor-
tant to note that simply having sufficient numbers of health
manpower available does not assure adequate delivery of
health, services to all 'segments of society. For example, inner
city areas have been cited frequently as locales suffering from
a lack of non emergency, day-to-day health care, even though
metropolitan areas taken as a whole have achieved or ex-
ceeded numbers of health' manpower deemed adequate by
conventional measures.

While there is a concern for various kinds of health
manpower, the emphasis in this paper will be on physicians,
since they are the main emphasis in health care. delivery and
to a great extent determine what services and other health
Manpower are needed. The focus will be on how various
policy groups, notably state government and the academic
health centers, can influence the distribution of physicians
within a given state.

Nature and Extent of the Problem
One reason for the increased emphais on maldistribu-

tiOn of health professionals is our escalating social concern.
that everyonehave access to health care. There is alsi3 a sense
among many in the populatiOn that there is a right to access to
care because 'o manytax dollars go into the training of health
profeslionats.

Aggrowing concern has developed among some political
representatives that the medical education process has been
unresponsive to the needs orthe public, particularly in rural
access to medical care. An increasing proportion of-higher
education 'dollars is being directed to medical education,
without a perceived corresponding iesult in rural access to
physicians.

They reasons it is -difficult to attract qualified health
manpower to rural areas are not surprising. Health personnel,
as professionals in other fields, are generally not attracted to
and do not remain in areas that are economically depressed,
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geographically remote, and sparsely populated. They are
concerned about good schools, recreation, and cultural op-
portunities. Poverty rates are higher and private health in-
surance coverage is more limited in rural areas. Even with a
greatly increased emphasis on programs to solve thedistribu-
tion problem, there are likely to be some rural areas that will
remain medically underserved due to geographic isolation,
low population density; or a number of other factors.

The data on maldistribution of physicians is relatively
Well known. The nation has gone from 121 active non-federal
physicians per 100:0Q0 population in 1949 to 163 per 100,000
in 1976. The ratio ranges from a low of 82 per 100,000 in
Alaska to a high of234 in New York. In the SREB states, all
the states except Maryland still have ratios Idwer than the
national average. The physician-to-populatiOn ratios for the
South range from a low of 92 per 100,000 in Mississippi to a
high of 217 per 100,000 in Maryland, as shown in Table 1.

Until recently the major thrust of federal and state gov-
ernmental programs to support medical education has been
toward the training of more physicians, in the hope, and
expectation that by increasing the supply, the shortages in
various geographical and specialty areas wound correct them-
selves as a result.of normal market forces. Thus, both federal
and state govemments have increased financial support for
medical schools, encouraged the development of new medi-
cal schools,and increased the enrollments in existing medical
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schools. In the nation as a whole, there are now' nearly twice
as many physicians graduating each year as there were 12
years ago.

'\ The Southern region also has dramatically increased the
number of physician graduates from its schools in the last

\ decade. Since 1970, 10 new medical schools have opened or
re in the process of opening in the region. This is half of all

the new medicill schools in the nation during this time. Even;
sr), the physician-to-population ratio in all Southern states

/
except Maryland is still lowerthan the national average. In
addition, altnoStone-third of the nation's critical health man-
/

Table V

Physicians to Civilian Population Ratios,
1970 and 1976

Physlcianka per Relative
100,000 Population Increase

1970 1978 1970-78

Alaba
Arkan
Florida

Georgia
Ken
Loulslan
Maryland

Mississipp
North Ca
South Caro na

Termibeee
Texas
Virginia .

West Virginia

SAES States
. lelnited States

* Active non-(

Source: HEW, P
Administration,
Association. Phys
United States,197E1,

Eva,C. Gelambori,
Supply and Dem
1978) p. 9.

85 104 22%
85 , 101 19

127 161 27

103 125 21

98, 133 38
115 133 16
174 217 .25

79 92,
105 131 25
87 113 30

114 140 23
111 134 21

117 145 .24
98 125 28.

111 138 '24
139 163 17

PhYSIclarls

Health Service, Health Serviceiand Mental Heald
Resources Statistics, 1971; American Medical

len Distribution and Medical Ucensurt In the
hIcago.1977.

w, Medicine, and Veterinary Medicine: Issues in
(Manta: Southern Regional Education Board,

power shortage areas, as defined by the federal government, ,
rtare found in Southe . states.' , .

At present, ther are approximately 100,000 physicians
in training nationallyeither in medical schools, internships
or residencieswhie,h is about one-third as many physicians
as there are in active ractice today. This increased supply cot.
medical manpower is the largest in the nation's history, an
more are on the way at'the same or a greater rate of production.
now that this medics training "pipeline" is in place and
operating. The dirren rate of tiroduction of physicians is
causing great concern i' n the part of some health economists,
who Conjure up vision analogous to the sorcerer'sappren-
tice, since each physic an may generate about $250,000 in
health costs each year.

When the physicians noW in the ,training pipeline enter
practice, they will have a great influence upon the number of
physicians in the Work :force. Large questions remain as to
where these physicians will locate their practiaes.

'Beside the .problem of geographic maldistribution of
'physicians, there is also concern for distribution of physi-
cians hy, specialty. Geographic and specialty distribution are
related, since it is more difficult for sparsely populated areas
to support highly specialized physicians. It has been assumed
that by increasing the supply of primary care physicians, a
greater number of the physicians would establish practices: in
rural areas. In the fast several years, the federal government
has instituted a number of programs'designed to increase the
supply of M.D. 's, emphasjzing kn'particular primary care
physiciansfamily practitioners, internal medicine
specialists, pediatricians, and obstetricianswho, are the
first 'point of contact for patients and families.

Despite national policies to Strengthent, primary care,.
presently only about 45 percent 'of physiCilans entering prac-
tice are in the four primary care areas. Tliee physicians over
the years have constituted a declining praptirtion of the total
entering practice. This trend appears to :be, reversing (see
Figure 1).

Even though much of the South is prtdotninantly rural,
the major proportion of the population is still within 50 miles
or so of substantial and sophisticated medieal services. It
appears that the major concerns for health care among rural
residents center around the needfor primary care services and
care for everyday illnesses. Basic 'health care, 8gry ices and
reassurance are sought far more frequently than highly
sophisticated diagnosis and treatment. These tYPes of ser-
vices have implications for greater use of primary C.,* physi-
cians along With an increasing number of physician,asSistants
and nurse practitioners. .

Many of our nation's, health care efforts have beets based
on the assumption that access to healthcare creates a health-
ier population. However, as some researchers:have prointed
out, most of the demonstrable improvelnents in our nations
health have come not from ,personal medical care services;
but from such public health measures as waste disposaLl
immunization, water purification, and better nutrition. While'
it may be safe to say that, up to a certain point, health
manpower helps produce ahealthier population, beyond, that
point there is little demonstrable evidence that inc`- easing the
numbers of health manpower or visits to physicians will
improve the health of the population.

Factors Affectin Distribytr' of Physicians
There are many economic, s cial,*nd professional fac-

tors that influence wherettalth professiotials decide to Iodate
their practices (see Table !"). Research studies have identified

t-----a-n.umber of these factors and trends. I

Physicians are more likely to .locate it'? areas that are
growing economically than in declining aipas.Because of the
relative saturation of physicians in large cities, new physi-
cians appear to be moving away from the largest urban
centers, but they tend to go to sinaller urban centers rather'
than to rural areas. Current practitioners indicate that ready
accessibility to hospitals with sophisticated equipment, and
easy access to confirm ingeducation are significant factors in



Figure 1

Percentage of Physicians in
Primary.Medical Care*

riTotal physicians' I

al Physician:11n
Primary Care

123,241

261,727

340,280

559,800

1931 1963 1975 1990

'Primary care physician is oneho either first treats a patient or over-
.itrel the patient's treatment by a specialist.
Source: National Academy of Sciences, Institute of Medicine

Table 2

"Expert" Opinion of the Most Important Factors
Influencing the Location Decisions of

Established Practitioners and Students

Factor

SpouSteifiattifilitIO

AvaIlablefacunies

Avap=f6of peer .

nal manpower

Potential:tor rapid practice grovrtif.,

Community Orientation et practice

Activities for 'spouse

Preference for small community
and culture

Auallabilitsfol group prise**

Close olio hour) PrOxim!Y
major cultural and
shobplag center

,

Investment°. prattle,
eatabliettotratt

Reireationit eat-rides
, .

140000 of realdeat*
Rural PriaiiPte0100 for

with rural
JudgsdtobIo .00 value.
stud*** flora urban areas)

.
10
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Soureai: Pichard'i M. Grimes; .ioel M. Lee, Lewis A. L.eflco, and F.M.
HinfOlfill, "A Study of Factors Influencing the Rural Location of Health
ProfessionalerJOurneforMedictdEducatIon, Vol. 52, Septembar1977,

3

determining the practice location of physicians, Where a
physician js born and reared also seems to have some effett in
choice of practice location. Physicians from rural back-
grounds are more likely to'settle in'rural areas, although not
necessarily their home area. Even so, the majority of physi-
cians Who were reared in rural areas still choose urban prac-
tice locations but, as a-group, they are more likely.to choose a
rural practice than physicians who have been reared in 'Urban
settings.

Primary care physicians are more likely than specialists
to choose a rural pfactice;.and most rural, locations can more
easily support primary care physicians. The fact that a higher
proportion of the medical graduates are now headed for
primary care/practice does not in itself make them interested
in a rural practice. There is still the likelihood that most
primary care graduates will end up in the affluent suburbs of
large urban areas or in smaller urban'areas. Thus, specific
incentives and policies are needed to influence a better dis-
tribution to rural arias.

Ec ,pnomic disincentives, such as the fact that insurance
companies, Medicaid and Medicare provide a higher rate of
reimbursement for services in urban than in rural settings,
have a negative effect on encouraging physicians to locate in
rural areas.

Strategies to Resolve
the Problem of Maldistribution

There are a number of possible strategies for influencing
the geographic distribution of physicians. Perhaps more of
these options are available to state governments than to any
other segment of society, although the federal goveminent,
the medical schools and communities themselves can help,
and in some cases, must be the prithary actors. In any case,
the best results are likely to be obtained when there is cooper-
ation among all of these parties. However, it is state govern-
ment that holds the power to modify licensure laws, to pro-
vide scholarships and loans, to fund residency training pro-
grams in family practice, to und Area Health Education
Centers and to influence reimtyGrsement schedul .

Some of the strategies 1 pend on incentives t 'nfluence
the practice choices of young physicians; others have ele-
ments of coercion. Most persons would favor incentives
rather than mandates whenever possible. Incentives are more
consistent with our society's values about free choice, and
they result in better outcomes when they work. However, like
other professionals, physicians resent being penalized for
doing work that requires personal and family sacrifices, or
being coerced into specific patterns of practice. Incentives
providing for fair, adequate rewards for their work, personal
recognition; professional freedom and opportunities for their
families can be expected to be effective in a large proportion
of these individuals. At the same time, there is a feeling by
some segments of the public ,and their representatives that
certain approaches have been too permissive. Some feel a
need to tighten up and increase the penalties and conse-
quences of taking large amounts of public monies for the
support of one 's,education and then not meeting the public 's
expectation for services.

Several strategies fO'r influencing the distribution of

4
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physicians are directed to the selection and education of
medical students and residents in training; others relate to
fiscal policies and community recruitment activities after

. physicians are already trained. Sti idies have shown that all
are significant, but the approaches directed to the medical
student and resident are likely to have greater impact than
those directed to physicians who have already, completed
their training.

Many of the strategies involve money (e.g., student
loans, reimbursement rates), but others involve policies and
procedures (e.g. admissions policies, curricular modifica-
tions, more effective community recruitment), the establish-
ment of different kinds of programs (e.g., Area Health Edu-
cation Centers, rural preceptorships), or changes in laws
(e.g.. licensure laws). It is unlikely that any one effort by
itself will be entirely successful, but a sophisticated combina-
tion may be quite effective (e.g., a combination of selective
admission of rural area students, scholarship loans, rural
preceptorships with coordinated counseling at each step-of
the process, along with changed reimbursement schedules,
and community recruitment).

Some of the strategies involve the removal of disincen-
tives rather than the establishment of positive incentives.
While such steps may not in themselves influence physicians
to practice in rural areas, they will at least remove some of the
present impediments to rural practice.

Factors in Physician Training
In considering vRriotis approaches to resolve the prob-

lem, of'maldistribution Of. physicians, such strategies may be
separated into those efforts that occur during the training of
physicians and those that occur once the physician is in
practice. Clearly, those that have the greatest potential occur
during the training period.

Residency Training
The availability of high quality residency training in the

state is perhaps the predominant factor that influences
whether a given state will have a net influx of physicians or
whether the state will be a net exporter, graduating more
physicians than establish practice in the state. &girlies show
that where physicians take their/ residency.training has a
greater effect on theieplace of practice than where they attend
medical school. TIE availability Of primary care residencies
is thus of considera5le importance in affecting the geographic
distribution of physicians*.

A number of states'are now supporting amily practice
and other primary care residency training rograms. This
appears to be%a trend that will increase the future and
should result in better distribution of phys ithin any
given state. By providing state funds to support primary care
residency training, the state is able to influerin the number
and location of spaces,:to require admissions policies for
residency spaces that. favor in-state residents, and to provide
stipends that may be high enough to influence the choices of
physicians for both the kind and location of practices.

Area Health Education Centers
The Area Health Education Center (AHEC) is an ar-

rangement that links health service orianizations and educa-
tional institutions in a way that serves both the student and the

surrounding community. University health science centers
join with one or more hospitals some distance away to pro-
vide education and training in areas seriouslyneeding health
manpower (see Figure 2).

Area Health Education Centers appear to ease the prob-
lem of professional isolation, one of the major drawbacks
associated with rural practice. AHECs in rural areas train
medical residents and other health professions students, in
addition to providing the practicing physician contact with an
academic health center and continuing education. The
AHECs serve as a way of exposing students to primary care
practice in rural settings, while at the same time offering local
physicians the opportunity to keep up to date on new knowl-
edge and skills. Most studies agree that the presence of
AHECs provides positive influence for physicians to locate
in those areas.

For an AHEC to be viable, the geographic area must
have a'sufficient population base, yet be small enough so that
the community has reasonable access to the AHEC. The
AHEC must also provide continuing education programs that
are seen as valuable to health professionals who practice irn.
the surrounding communities.

AHECs are most likely to influence those physicians
who choose a practice location for primarily professional
reasons, rather than for the social amenities offered by Urban
settings. Although AHECs appear to be promising in their
ability to influence the geographic distribution of physicians,
they do not offer a guarantee of succesin and of themselves.
Some rural areas are not able to support an AHEC, and ,the
financial requirements may cause some states to delay initiat-
ing them.

Loan Forgiveness and Scholarship Programs
Loan forgireness and scholarship programs have been

in existence at both the federal and state levels for a number
of years. They have met with mixed success. In general, the -

loans are given to students who agree to serve in a designated
area, usually either a given state or a rural area identified as a
health manpower shortage area. The loan is forgiven for
graduates who fulfill the contract. Otherwise, graduates riiifst
pay back the loan with interest. Until recently, most of the
federal loan forgiveness programs have met with poor suc-
cess, since only about one out Of seven of the loan recipients
actually served in federally-designated shortage areas. Re-
cently, however, the National Health Services Corps (NHSC)
has been having much greater success with recipients of
NHSC loans going to work in shortage areas. With state loan
forgiveness programs, the success has been better, with over
40 percent of those who received loans providing service in
shortage areas.

Some studies have indicated that physicians with smal}
town origins are more likely to repay their loans by service
than those who have lived only in urban areas. This has led
some to suggest that service repayment rates would be higher
if loan recipients we selected from towns not greater than
10,000 residents. OttNrs have recommended that loan pro
grams should finance the full cost of a student's medic...3)
education and giVe physicidns a reasonable choice of practice
locationk. In some places with state scholarship programs, as
many as 65 percempfthose receiving4cholarship loans by
the state. have pald them off in service in the state. It shOtild



not be surprising that relatively small loans, (e.g., around
$5,000) are not very influential in altering a physician's
location decision. By making larger loans available and in-
creasing the payback interest rate, more physicians may be
influenced to choose rural service to repay the loan. Also, a ,

combination of preferential admissions for students from
rural backgrounds and 'making loans to these candidates is
likely to make loan forgiveness'programs more effective.

Sinclair Coleman. a Rand Corporation researcher, found
that receipt of a forgiveness loan strongly affects the proba-
bility of rural practice among prithary care physsicians, but
does not affect practice locations for those involved in non-
primary care. The general demand for loan and scholarship

_ funds is increasing, -giving encouragement for the possibility
of increasing the effectivenes of these programs.

Another important trend which tends to supporl loan
forgiveness programs is the fact that medical school tuition is
rapidly increasing in both public and private institutions.
Future federal government initiatives are expected to provide
medical school support to selected students rather than

. through-capitation grants to the medical schools, as'has been
the case in the past. If this is so, then increasing tuition will
force a greater proportion of medical students to "acce t loans
for their education, and thus provide 6-eater leve age for
them to pay back they loans in- the form of rural practice.

Preferenfial.Medical School Admissions
Much attention has recently been focused upon prefer-

ential adrnissions of applicants from rural areas to medical
schools. The policy of preferential admissions has long been
followed in state-supported medical schools where in-state
residents are given preference in adthissions. The premise
underlying such a policy is that medical students who grow
up in a state and go to school in that state are more likely to
practice there than are out-of-state stUdents.This conclusion
has been suppqrted by research studies, although the .avail-
ability of, graduate medical education opportunities (intern-
s ps and residencies) in the state appears to be an even more

factor in, holding physicians in a. state.
The recent pressure,has been to give preferential admis-

siohs to applicants from rural areas within`.a state'in the belief
that this will increase ,the likelihopd of those physicians,
practicing in .rural areas(nce theirIrnedical 'education has
been completed. Studies, such as another Rand Corporation
study. done by Heald, Cooper, and- Cole,man, have indicated
that rural-reared phyttians art thiee times more likely to
choose a rural practice than are urban-reared physicians.
'Other studies have found that physicians who were reared in
communities of fewer than 25,000 population practice in
such areas, as compared to physicians who were reared in
cities of over 300,000 population. Also, it has been found that

Figure2

AHEC s in the SREB Region
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three times as many physicians who were reared outside of a

Standard. Metropolitan Statistical Area (SMSA) practice
there, compared to physicians'raised in metropolitan areas.

In a study by. Frank Sloan of Vanderbilt University and
Donald Yet, a "BMIR" scale was developed where "11"
indicated where the individual was born, "M" where he
attended medical school, "I" where the internship was tak-
en, and "R" where the residency training was taken. As the
number of BMIR events which occur In a single state in-
creases-, the greater is the likelihood that an individual will

(internship and resider' training) have greater effects than
remain in that state. n addition, the most recent events

the earlier events. Othestudies havefound that most practice
location decisions are made while the individual is in the
residency years.

Another issue regarding preferential admissions cor
cems minority candidates, especially blacks. Between 196
and 1977 the number of minority-group students in Medic

- schools nearly tripled, but the proportion of minority en 1-

ment to total enrollment remained virtually unchz ged..
Blacks who were accepted to medical school hayeiexperi-
enced higher attrition rates than other students. Future in-
creases of black students in medical schQofs. will hinge

,-----largely on efforts to increase the pool of qualified black
applicants.

With the controversy over preferential admissions
policies resulting from the Bakke case, medical schools are
likely to be cautious about givirig preferential admission to
any group. The U.S. Supreme Court has held that some
preferential admissions are desirable. However, these
policies must be flexibly and sensitively administered. Care
must be exercised so that possible legislative and other initia-

tives do not desttoy the ability of the individual institution to
deal effectively with preferential admissions.

Undeigraduate Medical Education
Changes in undergraduate medical education have also

been proposed as a means for influencing the geographic and
the specialty distribution of physicians. This proposal has
resulted from the orientation of medical schools to highly
scientific and technological professional edUcation, and from,
the nature of the 'medical education process which creates
dependence upon\ sophisticated medical centers to support
medical practice, particularly in the highly technological
specialties. One suggested straiegy has been to modify the
premedical and medical school curriculum. The recent Insti-
tute of Medicine study of primary care recommends .-that the
medical school curriculum should include-the behavioral and
social sciences and also provide students-with clinical.experi-
ence in primary care settings. Others have suggested restruc-
taring of courses to better deal with human valuis and to
increase the emphasis on prevention of illness and the be-
havioral aspects of health in contrast to the present emphasis
on biomedical treatment and technology. Obviously this Fs a
matter of relative emphasis, not of total change. This strategy
will require influencing the medical school faculty who
naturally gravitate towardincreasing specialization. It is dif-
ficult for an outside group to influence decisions which are
seen by medical school faculty as relating to their preroga-
tives and academic freedom, but these changes can made
from within the medical schools and their academic hea;Ith
centers if the need is clearly enough defined.

Rural Preceptorships
Medical preceptorships are assignments of medical

students to selected comMunity practioners during their clin-
ical training years: Many pewits favor the use of rural
preceptorships in orderto provide a proper role model for
students who may,wish to, practice.iti rural areas, since it.is
hard for students to know the nature of such a practice when
they have not had an opportunity to observe it. Studies of
whether rural preceptorships influence physicians' practice
location show mixed results: However, such relationships
still may have other significant benefits in increasing the
understanding and acceptance of primary care practice.

Factors in Physician Practice
Even after physicians complete their training, there are

policies and incentives that can influence whethe? they will .

locate in rural areas and, more important, whether they will
stay in rural areas.

Policies That May Affect Income
There are several policy-options that may affect physi-

cian income. One of these involves establishing a reim-
bursement fee schedule that differentially favors rural physi-
cians. Another policy option would be to guarantee rural
physicians a minimum income. In addition, states or com-
munities may supplement income for physicians beginning
practice or provide offices or homes either free or at a reduced
ratfor a specified period of time.

A higher fee reimbursement schedule for physicians'in
rural areas ,would have a pos"sible disadvantage in that many
residents of rural areas would have.' to Pay more for their
health care because the proportion of persons without health
insurance is substantially higher in rural areas than in met-
ropolitan areas. Even though it may not, be desirable for
states, the federal government and insurance companies to set
a reimbursement fee schedule that favors rural physicians,
the present 20-25 percent discrepancy in reimbursement fees
which favors urban physicians needs to be corrected.

The recent Institute of Medicine's study on primary care
recommended that not only should geographic differentials
in reimbursement fees be eliminated, but that differences in
payment levels between primary care physicians' fees and
specialists' fees should be reduced. The report also recom-
mended that third party payments (private insurance and
govemmen Medicare and Medicaid) be made for health
education a preventive services that are not currently reim-
bursable. A -tatewide fde schedule for reimbursement could
eliminate the discrepancy between urban and rural physicians
and might encourage more physicians to locate it rural areas.,

National Health Service Corps _

The National Health Service Cotps (NHSC) is a federal
program designed,to improve the delivery of health services
in "critical health manpower shortage areas.',',The National
Health Service Corps recruits and assigns physicians, den-
,lists, nurses, and other health personnel to the shOrtage areas
Which have been designated by the U.S. Public Health(Ser-.
vice. School loans are available through. NHSC which
specify that the recipients must serve in health manpower



Strategies to Influence the Distribution of Physicians

1) Proviue more quality opportunities for resi-
dency training in the state as a whole and in
rural areas. Provide increased suppat for fam-
ily practice residency programs.

2). Increase scholarship and loan forgiveness
programs with corresponding increases in dol-
lar amounts and penalties involved..-

2

3) Establish a reimbursement system for rural
practice that at least equals that for urban
practice.

4) Give preferential admissions to residents of
rural areas.

shortage areas following completion of their education. Al-
t hoggh the NHSC had large numbers of students pay back the
,Money rather than work4in shortage areas in the early years of
the program. the percentage of' grad'uates. whd serve their
obligated period is now increasing. The NHSC is seen as an
effective .program for the delivery of services in critical
health manpower shortage areas and in directing manpower
to these areas.

Currently there are abbut 1.600 areas that have been
designated as critical health manpower shortage areas. Ap-
proximately, 500 are in the Southern states, Even though the
National Health Service Corp is showing increasingly
favorable results. many geographical areas are still either too

(")r too poor to ever be self-suffiCient in supporting

Fietweep 8.000 and 10,000 students are expected to
apply for National Health Service Corps scholarships for the

. 1978-79 school year. of which about OnlyQ.000 will receive
NHSC loans. Following completion of education, students
are reajuired. to pay hack the loan in service at the rate of one_
year for each "C'ear of scholar.ship support"ith two years.of
.service as the niMimunii. The scholarships `include tuition.
fees and other educational expenses. plus a stipend Of at least
ti-I2!) per month.

State Government RegUlatiOns
State pivernment can affect the health manpower d

tribution issue puticiifarly through the development, of
polijies rclatedto medical services and through appropriate
modification of licensure acts.

Concepts. such as restricted licensure that would limit
the kind of specialties ph sic ians cutalil pra. :ice, thus forcing
physicians into certain specialties. have been-dkcussed. Most
people fee I,that such a step is toozrocrc i ye: they OTefer instead
positive incentives.

Providing for the licensure- of physician assistants and
n?ir4e practitioners is one to increase the delivery of
health care services'in rural areas. Current state laws often
restrict the utiliiatiog of such -personnel. on .thegounds that

5) Alter the undergraduate medical education
process, include rural preceptorships, provide
greater emphasis on human and behavior fac-
tors and prevention of illness.

6) Establish or expand Area Health Education
Centers and primary care residencies as-
sociated with them.

7) Review and revise licensure acts relating to
physician assistants and nurse practitioners.

8) Provide support tdcommunity recruitmentand
retention efforts for health manpower.

use of greater numbers of nurse practitioners and physician
assistants might lower the quality of care tieing delivered.
I-kowever, a number of research studies have shown that the
quality of care has -not been lowered by the use .of such
personnel. (The,sanie holds inie for dental hygienists and
assistants as well.) Through better practice -acts, state legisla-

------1
tures 'Qiin greatly.inerase the use of non-physician personnel
to del'iver he:1'101'6re services. This is.a policy alternative that
should be consielered in more depth. -

At this time, most individuals who are knowledgeable
about health manpower distribution' s'till favor voluntary ap-
proaches for -iniproiing the distribution rather than strict
government regulation. There is a belief that until various
untried or unernphaized voluntary alternativ'es are tested.
more stringent regulation should not be developed. A major
fact which contributes to this belief is the still unknown effect
of the some 100.000 physicians now in training. It may be
that economic market fOrces which'have not workdd in the
past to better distribute physicians may now 'disperse them to
rural are ,when this one third increase of physicians is\
added of the lab Themarket. he 'predominant speculation is--''
that these. forces Will qtluonce` the distribution of'physicians
nounaller urban areas but still not to very remote areas. Other
in&:ntiv'es and pOlicieS will very likely be necessary to,
aehreve the goals Of that.distribution No one fa(tor, acting in
isolation, is likly to solve the problem. What is needed is a
sophisticated csplibination of incentives and sonic overall
coordination otthem.

Community Efforts
An important aspect of whether a physician chi ses to

hicate in a rural location. and perhaps even more in °rant,
whether he yhoo--s to remain ingthat location, is the attitude
and suppQrt af the community. Sonic communities have been
quite uccessful'in recruiting and retaining physicians while
others have been unsuccessful,

There are certain strategies that communities t6ive used
to attract and retain physicians, ranging fronvelatively sini-
pte public relations approaches providing loans for begin-
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ning practice, providing an office, and highlighting medical
needs, in the *a. It has also been suggested that income
supplements tolgUara ee physicians a basic income for some
period or e might -helpful in attracting and retaining
physicians. n umber of organizations, such as the American
MediCal Association and tate medical associations, have had
programs designed to assist communities in attracting and
retaining physicians. These programs have met with mixed
success but indicate, some promise that communities can do
much for themselves in attracting and supporting physicians
and other health professionals in their locale.

As indicated by Table 2, the attitudes and concerns -of
families are important determinants in whether a physician
locates.,in a rural area. This includes concern for schools,
recreation, and social opportunities. Communities Should be
aware of these factors in projecting their image to profession-
als who are considering locating there.

Summary
Approaches dealing with problems of physician dis-

tribution should not be unrelated to each other. Rather,
policies and incentives to s lve this problem must include a
,combination of strategies coordinated with each other, and
related to an overall-plan hat can be directed -by the ,state.
States should give se '01 consideration to developing un-
tried and sophistica corn inations of strategies to deal with
the problems of ealth manpower distribution. While the
specific combination of strategies and coordination will vary
from state to state, the more incentives,and strategies that are
present in a given state, the greater will be the likelihood that
better physician distribution will be achieved.

Ilk

l

Sixth Street N.W.
Atlanta, Georgia 30313

References
Carnegie _Council on Policy StU'dies in Higher Education.

Progress and Problems in Medical and Dental Education.
San Francisco: Jossey-Bass, Inc., 1976. .

Coleman, Sinclair. Physician Distributiotand Rural Access
to Medical Services. Santa'Monica, CA: Rand Corpora-
tion, 1976. .

Factors Influencing Practice 'Location of Professional
Health Manpower: A Review of the Literature. DHEW
Publication No. (FIRA) 75-3, Washington, D.C.: Gov-

' ernment Printing Office, 1'974.

Galambos,TVa C. Law, Medicine, and Vet ary Medicine:
114Issues in Supply and Demand. Atlanta: So hern Regional

Education Board, 1978.

Heald, K.A., Cooper, J.K., and Coleman, S.B. Choice of
Location of Practice of Medical School Graduates:,
Analysis of Two Surveys. Santa Monica, CA.: Rand Cor-
poration, 1974. ,

Institute of Medicine. A Manpower Policy for Primary
Health Care. Washington, D.C.: National Academy of.
Sciences, 1978.

-r

Yett, Donald E. ; and Sloan, Frank A. "Migration Patterns of
Recent Medical School Graduates", Inquiry, IX (June.
1974), 125142.

Issues in HigheryxfueatiOn 1%16. 13 was prepared by Stephen N.
961lie4 SREB associate director for health programs.

ASSOCIATE' DIIREC TOR,
ERICOMHER,EDUC4TIW
1 DUPONT 'CIR. STE.' .630
WASHINGTON, GC

Non-Profit Org.1
U. S. POSTAGE

PAID
ATLANTA, GA.

-Permit No . 404

A23855
20-036

When requesting change of address,
please enclose a6bove label.


