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Approximate]y eight percent of th entire state expenditures for
.higher edutation in the South is spent on- medicalieducationqalone, dnd these
. expenditures are increasing faster(than those for thé other parts.of the

‘postsecondary education budget. Since 1965, the South has’ created 16 ‘pey
medical schools, and enrollments in the’ existipg schaols have increased
greatly. Recently, the federal government declared that the nation is headed
"for a surplus of physicians, and announced its intention to end capitaéion
support for medical schools,

“e

Aware of the concerns of its-leaders about’ the costs of meﬂ& al edu- )
cation; the Southern Regional Education Bodard (SREB) -has examiné® the picture.
of the future supply of physicians and the. a1ternatives available to_the - :
states to deal with the problems of an impending surplus ofighysicians and ( .
the rising~costs ofcggdical education. This publication summarizes the

. findings of studies'of the situation in-the South and the deliberations of

R a- regional conference orr "Alternatives in Medical Education in the South"

. held in Atlanta December 15-16, 1980. It is hoped this summary will assist

decision makers in both- state government and higher education to deal with
these issues.

L4 ~

Harold L. ‘McPheeters, M.D.
Director
. Commission on Mental Health
. //' and Human Services /-
S Southeﬁn Regional Educatznn Board
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major’ cities, often in shameless competition with each other.

sities whidh could provide the scientiflc 1nstruction as well as,

resources necessary for a well-roUnded education.
. !

- THE NATIONAL PICTURE OF THE FUTURE SUPPLY 'OF PHYSICIANS Wy

V.
B e A e

.
Medical ‘education in the United Statés began as an apprenticeship program

HoWever, at about the same time the natlon declared its independencey propri-
g

.etary medical schools were established, and later flourished in most of the

\
it

¢ ..

PO ' ' ' D

-

the'earLy l900sgthat a spgcial commissian, headéd by Abraham Flexner, was con-
vened to make re%ommendations for’future directions.of medical education in

the United States The Flexner Report in 1910 'recommended the closing of many

4

of the sma11 proprletary medical colleges and the e:zablishme t of the science-.

_bised medical curriculum thal beFame the standard f

medicAl education asig;
exists today. Over the next two, aecades .several bf the proprietary medi v ad

he clinical

L4

)i -

This pattern met the nations overall need for physicians until after - .

World War II when advances in the techniques of médical care led to; increasing

x
+

t

P : . .
specialization in the medical school curriculum. Soon,, the pattern for nearly

all medical schqgbl“ graduates wag to enter specialty training after their in-

Ay

terriships and then to set up specialty practices in the urban centers that

-

could best support them. N -

The quality of the schools and intense competition had become'so bad’ﬁgf‘\d

s
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— With considcrable ngwth In the Americah economy,, more pdﬁple,could pur-

P

~ 4 - 4
chase the medical care 'they needed. This increased demand together with the
loss through death and retirement of general practitioneﬁs in rural areas,

. , . "
T 1ed to demands that there be more medical schools and more medical graduates \

-
e

to meet unmet needs for‘famlly physic}ans in undefderved areas; o -

- . . +
- v

States responded to these demards -by establlshing 40 new medlcal schools

betwe%h 1960 and 1985 and by greatly 1ncreasing the enrollments in existlng
schools. The federal gfvernment nespgndeo by providinglfﬁhgs for.tbe construc-
_tion of hew medical school ‘facilities. Thén, in 1963, Conéress'hegan'a prog¥am
o _ . ) _ .
~of capitation support for mealbal schbols on the condition thét they increase

their enrollmerts. 'In 1975,/the Veterips Adminlstration\alsq began a .program ‘\\
> e . )
‘to assist ;n the initial support of a. 11m1ted number of new,’ state medlcal e

schools that would behafflliat&d w1th Veterans Administrakion hospitals ﬂFopr

bt ]

i
J?T these ﬂéw medical schools'are in the Sogth. . , :
\ : . « w

= o ' s
This program of federal-state 'support for the ‘development Of new medical

\ »

. @ . . . : .
schools and the expansion‘of tfe enrollments of existing schools has beeg/rE:—/
‘markably successful. Enrollments are now, 75 percent greater than in 1970, In

recent years, leaders in the federal government and in the medical profession

- . toe

ha7e pointed out that tHbseunprecedented increase in the numbers of medical .
students is likely to lead to surpluses of physicians iy the future. They 3
find that such a surplus is inevitable: the couyse of tralning to become a

practicing physician is 8 to 10 years, and the 100,000 students alread§ in the
. s 2
pipeline-in 1980 will produce an oversupply by 1990. Unchecked, an even greatei\

—\\ . surplus of physicians is likely by the year 2000.

~
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" THE GRADUATE'MEDQCAL EDUCATION NATIONAL ADVISORY COMMITTEL REPORT ’ B

r

In September 1980 the final report was released from the Gradyate Medical

.

" "Education National Advisory Committee (GMENAC), a national-committee\cdqyened

K]

tor «of medic

v

.. J.

by'the Health Reéourcés Administraﬁidn of the U.é. Department of .Health and
- . \ . . . . o

y o=

Hﬁman'SerQices, to'étydy and report’on tiie national trends and needs In medical
3 - . . : . b .

education. The GMENAC was made up of 23 members; 19 were from the private sec-
o Vo ' ’ . 3

ne\and 3 f;om‘the major medical services of the federal goyern-

A . s

" ment. Panels of experts made projections for the numbers'.of physiclans who

- considefable discussion at the national level.

- .
would be needed in the various specialties by 1990 and 2000. There were also
. . ‘ L
panelsjthat l@okeq at such topics as non-physician providers, geographic dis-

- ’ . - . hd A '
tribution, medical education and financing.” The GMENAC report and its method

> N . - ] M ' ! Q
for projecting the future need for -physicians in the dpecialties has stimulated

Y ’

.

} N
. » - .

A\

fhe&methodologj was basically a needs-based épproach to estimating the
. z R

medical care requirements of the poﬁulation of the United States by 1990 and

2000. That is, panels of experts in the various medical specialties estimated
\x v . .

how"many épeéialists would be needed to provide medical care for all the na-

tion's population in all the specialty areas. It projected thenphysician sup-
. ' ’ -
ply for those years based on the current supply, anticipated numbers of new °

medical gradgates of United States and foreign medical sehools, and the expected

attrition. The supply projedtions predict an increase of physicians from

~

374,800 in 1978 to 536,000 in 1990. It is estimated that by 2000, there will -
be 200,000 new physicians in the primary ﬁare specialties (general‘practice,
Epmily practice, obstetrics, pediatrics, andAgéne;aL medicgnei. These, figures,

. }“ ) _'-}\\ ' '.";

.



at least for 1990, are ‘quite flem becaube the physictlana for 1990 arc alregdy
’ . . . | )

in the pipeline ds" medleatl students and residents In traliing,
f “ ¢ B .
,

y
s

L
Overall, thé CMENAC proJLLLGd that Lherc,wlll be 70, 000 more plWﬂLcidns

than the panel 'of experts recommended would 'be needed by 1990, and 150,000
Wl

"more phystcinns than will be needed by 2000 The GMENAC also‘projected the

{ S
needs and anticipa;ed supply for Lndividual Specialties, They found four

/
specialties will B& short of the need by 1990:
/ - . ) - L
& N : A PERCENTAGE ON SUPPLY AVALLABLE
SPECIALTIES : o TO MEET 'NEED BY .1990
. B g \' =N A
Child psychiatry ) 45 percent
! Adult psychiatry S ) ) 80 percent
‘Emergency medicine . Cor 70 percent
. SPreventive medicine - : SN 75 percent 4
~ . ‘ 1S * . L
SN RS \ . .
) ”‘;For a number of specialties, the 3ypply will be nearly in balance
" with,the need. _ ¥
) » ’ - \?-
. . . Q‘ERCENTAGE OF SUPPLY AVAILABLE
SPECIALTIES\ 4 TO:MEET NEED BY 1990
) Ry .
’ * . - : .\. q- .
Hematology i 90 percent.
Dermatology . - E 105  percent
- Gastro-enterology ; , 4 " 105, percent
Osteopathic medicine ) %&F 3105 percent ' :
Family medicine ' . .kﬁaﬁlOS percent
Internal medicine ) 105 percent . :
" Otaqlaryngology ' ﬁ& 115 percent

The surgi¢al speci;lties, radiology, pathqlogy, and other specialties

3 d ‘
w1}\1l show an oversupply of 150 to 200 percent b$* 1990, /
’ ' s ‘ {
Controversial Isgues ' ﬁ@'%? - L
i 4 ' Ky gt o )
- £ @ii . o

There‘are/many gogtro?érsial aspedgs of th”'GMENAC report. These fall,

into several categories: M

™~




. . » N
4 . . . J
i v mathodology e ' o
) cconomic “theorles related to the aurpluw’ ’
e minority phyHLannH ﬁ; »
o -~ delegation of tasks to physlelan extenders )
' ‘ - U.8. citlzens studylnﬁ medicine abroad T )
) . '~ need for phyﬂlclaﬁﬂ In academia and in- L}u~pub1tc [cctor /} o
i ' mervichs ™

- effectyg of the relmbursement system for phyﬂlciu Y.
- gteps to govcrnment regulntLon : . ?&

‘ R : ,
The two that are aspeclally réevelant to the South are Lhc economic thco—

« l

\\. éies of a sufplus and the problem of minority physicians

i
1]

There are those who arguecthat a surplus of physicians will;lead to better

. . - X . .
distribution and lower fees. However, presently, wide variations exist.in the -

rate of use physicians in‘different geographic areas, depending on the value

systems and the economic Well-being.of ;he popuiationﬁ Overall, it appears

\

that utilization rates of physicians are determined by the numbers of physi-.

cipns available.to provide services. At the rate of the projected increases

. in numbéi@ of physicians by 1990, it can be éxpected that health care and

training costs will increase by $12 billiOn a year nationally, without adjusting
-\
for inflation. There is evidEnce that much of the technology (e.g., medical’
\ ) . / . '
N . . .
and surgical procedures) which is applied to patients in areas with an over-

supply of physicians is not needed. ' %
. 7 .
;//Nationally, only 3:percent of all physicians ar®e black, compared to 11
%

percent of the total U.S. population. The peréentage of black physicians will
4 0
increase to 5 percent as new graduates‘enter practice. However, it is no secret

that the delivery system for medical services is race conscious; 80 percent of

/gfblack physician's patients are black. @A large percentage of the black

-




yh)D(ILthlx)n rocalvan mdleal Tarve In hoapltal emorponey rooma, whilo mont ol
. 'y ) s .

!

r . ) .
the romalunder ol the black pnphlnttun pous to black phyntletans or La unservod.,
’ ) . { . ~

NatLondeu, Lhu number uf bluok medlceal praduates has HLHh[lLALd at nT)uL
830 per yoar, with 500 of thﬂ numbear Ilom the predominantly black schools and

350 from all other sgchools. Numbers of black [aculty-are Insufficient In

"néarly all medical schoolga.

-

Recommenelations

—

The GMENAC made these recommendations:

L. ‘Exlstfng medical schools shbuld reduce enrollments up

to 17 percent,
o . o,

2. No new medical schools should be undertaken.’
~

3. The enrollment of black medical students should .

be increased. .

4. States should examine the use of physician extenders

s (Physician assistants and nurse practitioners) and not
increase enrollments until' the studies are completed.

Ql' -

5. Medical schools should emphasize prevention and changes

in, life-styles to reduce the amount -0of chronic illness

6. Medical schools should stress pub%}ciéervicen .

7. . States should keep monitoring the‘supply of physicians.

The GMENAC recommended thatr its work be continued,, bu® the Secretéry of
Health and Human Services, Patricia Roberts‘Harris, decided not to rénew its
. .
charter. Howéver, the federal government is using the committee's finding

that’ the hap}on is headed for a surplus of physicians as a rationale for ending

federal support for medical education.
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‘ \Irior to, 1970, the South lagged far behind the rest of the natlon in
. {
the total gupply of physiclans. In 1970, the South had 106 physleclans per
100,000 population, compared to the rest of the United States which had 134

phyBicians per 100,000 population. Only Maryland, with 146 per 100,000 was

over)thexnational average. ) : ' ~
Y‘# :

A
However, growth in the number ‘of physicians in the South during the last

decade haé been phenomenal. Bé%ween 1970 and 1978, the su ﬁLy of phxsicians
increased 54 percent in the Sou h, compared to 30 percent §n the rest of the
nation. While the gﬁﬁefgl pépulatién of the Soufhlélso increased during this
t%me, the raté of-increase of physicians outstripped the 17 percent growth

in the population. After adjusting for increases in the general population,
the rate of- increasés of numbers of physiecians pér 100,600 population grew
by 16 to 36 percent iq the various Southern states; by 1978, the region héd

128 phyéicians per 100,000 population. All states increased at a rate greater

than the average rate of the rest of the nation (see Table 1).

’

%
* Studies, of the current and future supply of physicians for the South and
its individual states were made in 1980 by James Begun and Donald Brown
at the University of North Carolina in Chapel Hill.

7 2
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Floriila . N 11 19 Vi
Goorpia 02 1 .0
Kentoeky HU] 110 000
Lou LiLana Vo4 121 16,3
Mary Lanil . lan  my — Ll 8.2
Mlanlynlppd 14 90 21.4
North Carolina - 91 122 1208
Sonth Carnlinag HO) a8 15. 8
. ' A\\ !

Tennenses | . (14 ) 129 26.0 A
» Tuxas 102 127 24 .4
Virpluia 104 1 4 29.9
Wedt Virpinia 92 112 23,9
SREN Region 100 128 28.2
. Other Reglons 1 ¥4 156 . 16.2
Unfted States .o 124 148 : . 18.7

e
hY L i e P B r

The numbers are not adjusted for growth in. the "not classifiled" category, which Increased
from 358 nationally In 1970 to 254,553 In 1978. "Other Reglons” and "Wnlted States” ex-
clude possessions. 1970 population In U.S. Census count of resident population, from Area

* Resource Flle. 1978 population is projected from mean 1970-1977 growth rates by county,
- welghting 1975-6 and QO76—7 changes |.5. o -
a ‘ Ly .
Sources: J.N. Hhug. G.A. Roback, and B.C. Martin, Distribution of Physicians in the Hnited States, 1970.
. Chicago: American Medical Assoclation, 1971. | '
L.E. Wunderman, Physician Distribution and Medical Licensure in the U.S., 1978, Chicagé:
American Medical Assoctation, 1979. .

The increases in physicians are the result-of four factors:

1. The growth in the number of medical school graduates in the
region. There was an 84 percent increase in medical graduates
in the South compared to a 75 percent increase elsewhere in
the nation (sée Table 2). The South has created 12 new medi-
cal schools since 1965, thus doubling the enrollments in the
existing schools. ’ :

2. The increase in the number of residents in specialty

Y training--a 63 percent increase in the South compared to a 26

percent elsewhere. Formerly, graduates of Southernypedical
schools left the region to pursue specialty training; this is
no longer true. ’

.
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20 years the region will nearly double the présent number of physician;
4 « 0 e . ) ) . . \’ o v
‘ (see. Table 3). _Even with the population increases "pxpected, the South will
R ?)‘; . b -,
) outstrip the rest of the nation in growth of physicians peér 100,000 population.
s 2 . . .
’ - . - . .

dIhere are several ways to project the number of physicians required:”
3 - \ |4

= * \
S need, demand, utilization. However, a common figure is 150 physicians per
e i3
- . ~
180,000 population (used by the World Health Organization and the nationat
gavernment of Canada). By this standard, the nation is alréady oversupplied.
and the South is moving swiftly to close the gap. Whatever target is used,
the South will meet the need by 1990; by the year 2000, there will be a:
surplus ot physicians in the region.
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- DISTRIBUTION: OF PHYSIQIANS

’

. ‘All 6f the above discussion relates only to thé_fotal supply of physi-

ciansp?ﬁﬁowever, the igéﬁes of distribution are more important than the total
e ’ .
supply. There are several aspects of distribution:

~
>

Geographic Distribution: In 1978, 50 to 70 percent of .the populations
o
of Al§bam§; Arkansas, Kentucky,'Mississippi, North Carolina, and South

Carolina lived in counties with fewer than 100 physicians per 100,000 pop-
§ .

uldtion. The figures were 40 to 50 percent in Céorgia, l.ouisiana, Tenness;e,
and West Virginia; and less than 40 percent in Florida, Maryland, Texas, and
Virginia. There have been improvements; but the increases in the numbers of
physicians in rural "areas are only half those in urBan areas (see Table 4).
It appears that increasing the overall supply of physicians will.result in
some increases of physicians in rural areas, but creating an oversupply is an

inefficient way to address the problem of geographic distribution to rural .
) a7
and inner city areas.

AY

.

~—~

Specialty Distribution: The area of medical practice that is generally

!

judged to be short of physicians in the South is pfgﬁary care (family practice,
general practice, pediatrics, obstetrics, and internal medicine). The South
has experienced a 2.5 percent decline in the percentage of primary care spe-
cialists since 1970. The vast increases of physicians in the South have so
far led to increasing specialization in the better supplied specialties,

N
rather than to an increase in the primary care specialties, The current em-

phasis on family practice residency training mav reverse this trend slightly

in the future, but it has not done so yet.

Rl

ot
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. TABLE 4
¢ taweiphted Mean of Katio of MLDos Par 100,000 Population in Rural and Urban Counties
1970 and 1978
. \ . .
- . .
R - B - Loe- e e e e e e —e o -
R -~
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Minmority Distribution: Despite slight improvements, there is, and will

continue to be, a shortage of minority physicians in the South. About 18.5
’
perdent of the South's population is black, but only 2.4 percent of the South's
. AN
phvsicians are black. With increased enrollments of blacks in Southern medi-

cal schools (currently 7.9 percent), this percentage can increase to only 6

percent-~far short of the black percentage of population.
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*Curtailing the Surplus: A moderate Burplus of physicians cannot be

avoided, even if today the states End the medical schools were to take actions -

to cut back on admissions. " However, t?g South may be able to curtail a great

surplus of physicians in the future by*cutting back on medical school enroll-

ments. Even so, many of the problems of distribution will remain despite the
B, ‘

overall supply, unless specific strategies are undertaken to address these
2ot . L
Rtk 2 ”
problems.

Dr. Kenneth Penrod, from the Florigﬁ?ﬁommunity Hospitu} Fducation Coungil,

. . A . C o .
a man w‘ﬁ has given especially close scrutiny to the supply of physicians in

that state, stresses the importance of up-to-date and complete data for making

decisions about what actions to take. In Florjda, he has obtained data fro%

county medical societies, yellow pages of telephone direéEories, licenses of

¥

physicians with Florida addresses, medical school faculties and residents, and

Veterans Administration staff to calculate the number o full-time-equivalent

«

28 0f a4 full-time physician,)

~ ~

ate, making zlllow;n\\'c for

the larpe influx of tourist/visitors to Florida and the large geriatric’popu—

1

lation ot the state.

Applying the GMENAC need ratios to Florida, he tound that Florida will

meet all of its needs tor physicians by 1983, There will then be a surplus ot
physicians, especially in the surgical and some other specialties.  Florida
L4

issucs about 950 new licenses cach year and has over 1,800 residency training,

slots. Despite the coming surplus, Florida, like the other states, will on-

+

tinue to have shortages ot physicians in caral areas and shortages ot bhilack

physicians,

-
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Dr. James €lenn, a urologist’ and dean of the School of Medicine at EmSBy

. v - ¥y
E ) ~

. 4 - ..
University, notes that the surplus of urologists -has been predicted since 1966.
- / - ) .

-
N

L
= “ i

. . . o . ki
The natsjon is training 350 urologisgs ea%h year, but needs only 170. Other

. . y .
specialties .are even more oversupplied. Such a surplus raises questions of .

the quality of care, because specifilists must perform .a certain number af L=

AN
' -

procedures in order to retain their skills. There is a/danger of falling
below that minimum, althougl, fees will remain high enough to assure that physi-
cians maintain adequate incomes. Dr. Glenn predicts that many physicians will

leave medicine amd never practicg, such as is the case in Europe. He feels

<

thHat action®<must be taken to reduce enrollments in both medical schools and
%

in surgical residencies. . . ‘ T e N
Pl ' - N : -
. 7. ‘ , ~ NN
Senator Dewey White of Alabama, a practicing pediatrician in Birminghaﬂ;
c
v : < ..

boncuré. All projections agree that sﬁexé willl: be -too many physicians by.4990.
We are alréady behind in making cutbacks in enrollmegtgiof.medical stﬁdenfb
and in most residency training programs. Legislators are primarily concerned
with two issues: )

1. The high cost of medical education and health care.

2; Distribution of physicians--especially to rural areas.
The goal of creating an adequate supply of physicians has heen reached; it is
now time to face the new geality posed by these issues. Both legislators and

medical school officials must look closely and ask questidns, but it will be

better if the medical schools voluntarily make the tough decisions.
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INCREASING ‘THE NUMBER OF BLACK PHYSICIANS IN THE SOUTH .

n 1
‘ . Lk
e . J .
Despite projections for the future supply of physiciéns that point to a

L

~
8

coming surplus, both natiohal and Southern studies stress the need to Increasg
the number of black physicians, while at the same time reducing the overall
~

number of physicians being/trained. The 14 states of fhe’Sogth have 12

million %&ack Americans, or 49 percent of the black population of the Un&ged

N States. The percent of the South's population that is black ranges from 36
. " percent in Mississippifto'Z percent in West Virginia, averaging about 18.5
o - a L
pércent. ';et black physicians ‘make up only 2.4 percent of all the So?th's, ,
g _ physicians. The result is a blackq%opulation to black physician ratio Fha& is
“‘\x// 12 tiées the same ratio fo,whiFe§. Yeé the déiiver&.sysésm for medical care,

. . . .
except for emergerfcy care and tertiary care, is deecidedly race conscious. Very

— t

® few white physicians locate in black neighborhoods.in either urban or rural

areas, At the same time, graduates of Meharry Medical College and Howard J}\
B T
Univeréity College of Medicine do locdte in these underserved -areas in high

/ ; :
\ -
¢

percentagegs, according to follow-up studies of graduates of these two schools.

Nationally, 6.6 percent of entering medical students are black, a l}ggs‘
14 . L.
decline from the peak of 7.5 percent in 1974. One -problem is that.the 4%1
. . b N
of black students who apply for medical' schoals has not inereased significantly

0 R .
since 1974. Black students make up 6.3 percent pf the medical school enroll-
¥

ments in the South, but this relatively higher ratio is because of predominantl
4

e
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black Meharry and Morehouse medical collgges (see Taple 5) In 1980 there
were 1 374 black appllcants for med1ca1 schools from the 14 SREB states, of
these, 27.percent (374)‘actually enrolled. The South produced 53 percent of

. . the nat\%n s black appllcants to medical schools but 3n1y 37 percent of ;
those who-actually matriculated. ,

7
X
According to Dr. Louis Sullivan, dean of Morehouse College School of
,‘ \\/
Medicine, to achieve parity in blacks--among physicians in the Southy efforts
are needed at several levels to increase the numbers of black physicians.
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1) Increase the-sjze of the applicant pool through improved academic
T ? N . 3

preparation, increaSed motivation and cqunseling, and financial
assistance. .
¢
2) Improve the quality of pre-medical education in colleges with high

percentages ofﬁninority students. There should élso be liaisons

between medical schools and these colleges, with relationships be-
/

.

tween students, faculty, and administrators. Combined baccalaureatéé‘

medical &dugation programs should be tried.

r
3) Provide efrly counseling and motivation to minority stu

high schools. \ - /,??j/f/?“” .
. o ”ﬂzﬁh@%% ,
4) Provide 10w interest loans and scholarships fo ;,ﬁ éyj%,/“ﬂ
, . A Iy g
‘ : ’ Y ,//“ L Ug
most of whom come fpom famllles whose total—a ?’JAKQ e
than $10,000. . . ,,/f_>/‘ i
. ) %

4.

5) Assure ~commitment and concern by the deans and faculties of the

4'mmedical schools to provide educational and social supp?rt for

e
+ -

black students. : . .

6) Increase the numbers of minority persons>0n“the faculties of the,
' b
medical aghools. . ,
o 4 .
7) Provide strong tutorial programs for all students who may have

.

academic problems.
8) Provide support from state governments for the predominantly

black medical schools which graduate over half of all the nation's

black physicians,

-



. . - '
TN : T e :..:'\‘5:4': ; ' 0
v:« . W . . < . . ‘ ' ‘3;%-/‘: . ‘ . . ]
. . .Thq,interstate contracts S a%% administered by the Southern Reg;onal

N L . . B : -
EJucation.Boaid,-ﬁas helped. ihstr¥Ahe .continued efforts of Meharry Medical
% : . . . “\“_“‘{— / .

. :Collegeiandqﬁore recently Morg%du$enséhool of(Medicine. Because these

2

A " e

-schédls‘havendemonstréted their success in identifying, recruiting, and
educating black physicians who have qomé from disadvantaged backgrounds,
. 1~

ILgislhtors and higher education officials should c®nsider expanding support

L \ :

for these programs at Méharfy and Morehouse, as recommended by a

axspecial cqommittee of SREB in June 1980. Withnstrong support and eﬁcourage—

L
ment, more young black citizens, will be motivated to plan and prepare them-

selves for careers in medicine.

v
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STRATEGIES , FOR DISTRIBUTION OF PHYSICIANS

-

Perhaps the major reason states and the federalgovernment made such
strong efforts to increase the supply of physicians during the 1960s and

1970s was to train physicians to replace the general practitioners who were

* 4 —

dying or retiring in small gommunities and in rural areas. The notion was
- !
that if the nation created enough new physicians, they would somehow distribute

\\\T-

themselves to the areas where they-were needed.

hd £y

But nowe that the South has nearly doubled enrollments in the fedical

. - . ° .
schools and is fast approaching an oversupply of physicians, it appears that

the problems ofr distribution remain almost as severe as ever. The projections
for the future indicate that the problems in distribution will remain even in

the face of a considerfable oversupply of physie}zns——unless the states and

medical schools undertake specific strategies to address these problems.

The problems of distribution lie in three areas:

1. Geographic distribution to rural communa&ies and to some
inner city locations.

2. Subspecialty distribution to the primary care specialties
of family pracgtice, general practice, obstetrics, and
general medicine and pediatrics, and to the specialties
of adult and child psychiatry.

3. Public service distribution to work in city general hospitals,
state mental hospitals, and public health and mental health
centers and agencies.

e
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Dr. Eugene Mayer,kdirector of the North Carolina Area Héal;h Education
Center at the University of North Carbliﬁa, Chapel Hill points out the im-
portance of col}aboration petwéen thé medical schools and the state and
local governments in solving these problems. Both the academic health
sciences centers and state governments have important roles to play.

The states of the South have already chosen several strateg}es to influence
the distribution of physicians which may be directed to either the ed-

-
ucational systém or' the delivery systém. Some sophisticated combination of
these will be more productive. than e%ther alone. Not only should there be a

variety of strategics, but the strategies shotild be applied in some coordinated

-

manner. ~ 7 fy
. N A

~

Among the strategics that may be directed to physicians in their train-
¥

! -

ing years are: \

- preferential admissions for applicants who agree to serve in
the areas of necced

- loan forgiveness programs with steep penalties for ﬁeilure to

serve‘ ~J
- use of training sites in the need areas

— special funding for residency training in the
specialties

'short supply"

- use of Area Health Education Centers (AHECs) for training in
primaryv care and rural practice.
The strategies directed to physicians in training are more effective
than thosce directed to physicians already in practice, presumably because
the physicians havve been socialized in their developing years to a pattern

of lite and work which thev tend to maintain. However, etforts directed

20



d

N‘\\ -\ _ .

toward training will be most effective wﬁen they are combined with strategies

to make the practice locations more attractive.

; Among the.étrategie that may be considered to influence the distri-
\ ! 5

.

bution of physicians in practice are:
- increasing the income for physiclans in need areas

- chanping licensure provisions (e.g., to allow physician
extenders to assist physicians in rural practices and in
family practices)

- e¢ncouraging and assisting communities to recruit and support
physicians with governmental fundimrg and support services for
physicians who practice in need areas, following the pattern of
the National Health Service Corps,

Dr. Mayer recommends that these also be combined into sophisticated
combinations. Single strategies, such as loan forgiveness programs, have

often failed when they were provided to students who had no orientation or
] .

interest in practicing in the need areas,

o
North Carolina has had remarkable success in encouraging physicians to
choose primarv care specialties and small town practice through coordinating

both training programs and funding to influence the distribution of physicians,

T .
v “

The Noxrth Carolina Hénlth Manpov./cr Plan, 1680-1985, includes roles for aca-
demic health centers, medical schools, the 9 regional Area Health Education
Centers (AHECs), community hospitals, and the state vovernment . Tﬂe basic
programs which are included in this overall effort are:

- familv medicine training pr&&rams with state appropriations

- training and use of physician extenders (physiclan assistants
ind nurse practitioners)

ERIC
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- loan forgiveness for physicians who practice in rural areas
i .
- recruitment of special students (e.g., minority students)

- - expansion of medical school enrollments

- an Office of Rural Health Services to aid communities in
meeting their service needs through 27 health centers

-~ Area Health Education Programs in nine regiéns of the state.

These programs are well financed by the state, which has made a strong
commitment to these eff?rts. The two programs which need a bit of explana-
) tion are the Office of Rural Health Services and the Area Health Education

Centers.
/

Created by a state appropriation in 197 the Office of Rural Health

Services helps with community organization, the design of primary care systems,
/

A

and the organization and managemew{\of local health centers. The office pro-
vides local health centers with both technical and financial assistance.

The local health service programs have been organiéed in collaboration with
the county and state medical societies and local boards of directors. A

local contribution is required. Of the 27 health centers that have been

assisted by the Office of Rural Health Services, 18 are now self sustaining.

A relatively inexpensive program, the Office of Rural Health gg:iices
costs $1.3 million per year. The Offiqe has helped direct the recruitmeﬂ&
and‘gyacément of 300 physicians and many other health professionals by con- !
tracting all p{imary care residents in North Carolina and putting them in

touch with communities that are seek'lg physicians. The Office also provides

¥

¥ 5
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coordination of the physicians placed in North Carolina by the-National

Health Service Co%bs. _ v
1 N ]

The Afea Health Edutétiqn Center Program in North Carolina:is the,
nation's largest. .(Theré*ige federally supported AHECs in.Texas, West"’
Virginié, Maryléhé, Virginia, North Carolina, and South Carolina, and non-
federal “AHECs in Kentucky, Arkansas, and Tehnessee.) The AHEC program in
North Carolina is statewide. While it is based in the medicgl schools, it

- has cooperative rel%tionships with local medical societies aﬁd is generally
viewed by people in the nine i@gions as a local program. It serves all

" kinds of health manpower-physicians, dentists, nuréeé, and allied health
workers--and maintains libraries and classrooms in local community hospitals.
Its objectives are:

1) to increase %he number of persons in careers in primary

care and community practice
2) to help practitioners keep up-to-date

‘QQ to decrease professional igselation

' . . N
4) to help communities recruit and retain health workers of

o all “kinds g
/ It also provides technical assistance to physicians, nurses, hospitals, and

nursing homes. The AHECﬁgrogram has administrative staff and full-time

/ faculty persons who teachﬁin the centers. This program receives $24 million
per year from the state, but it has raised Nroth Carolina, the nation's
fourth most rural staEe, to the top in the numbers of physicians per

100,000 pPpulatipn in rﬁralscounties.

'*K

"
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Dr. E&ward Brandt of the University of Texas system finds that when

communitieg/stress the quality of life for a physician, as wegll as financial
o , e
support, they are much more likely to be successful in recruiting physicianms."
h He also feels that strategies for attracting physicians to practice in need

areas will be far more successful than'mandated programs, which have never \'

worked in the past.

Repfesentative William Weinberg of Kentucky notes that while all
. ~
st;tes might not be able to do the many things which g;e impressiVe/ip//,
North Carolina, they can set priorities and improve their situationé.
He stresses:

1) having a coordinating unit at the state level with a
chief and some staff

~ 2) developing grass roots networks to recruit and support physicians &

[y

3) providing a residency training in the need areas &

4) using a multi-faceted approach, including combinations of
strategies
Dr. Roger Bost, director of Arkansas' AHEC program, is a leader in
helping a relatively poor rural state address these long-standing prob-
1emsVof distribution. The state %f Arkansas assessed its problems (e.g.,
half of all its physicians were located in just two cities, while 65 of its 75
counéies were classified as rural and losing gener;1 practitioners) in the!
mid-1960s and, as a gesult has taken several actions:

- expanded the@hedical‘school building and doubled enrollments in the
medical schools

- deveioped a Department of Family and Community Medicine

24
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g ' 3
’ - set up a rural medical practice loan program which is
well funded

¥ ' ' a/\
- egtablished an AHEC at the University of Arkansas with six~
, regional centers including family practice residency train-
ing programs

- established rural preceptorships for 75 percent of sophomore
. and junior medical students

1 - provided for 2-months clinical rotation of senior medical
" students to the AHECs, with lodging provided -

- expanded the state Medicaid program

- established an Office of Research in Medical Practice focused
on rural practice problems (supported by the Winrock Foundation)

- established an Office of Community Medical Relations, to work
with communities in recruiting and supporting physicians

AN
! - began hosting community physician fairs where communities can
set up booths and meet with medical students and residents
' who are considering practice locations.
The distribution is improving. Their studies show that 70 percent of the

graduates of their family medicine program are locating in Arkansas communi-

ties of less than 12,000 populatioﬁ.

25
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ISSUES IN FINANCING MEDICAL EDUCATION#

i

In 1977-78, funding:ﬁ@f medical schools in the United States amounted
to $4.3 billion, not including}g&aduate medical education or capital expen-
ditures. Revenues for medical‘schools rose 267 percent in the decade from
1968 to 1978, while medical student enrollments were increaéing 75 percent

and £§£§1 students for whom medical schools-<have teaching responsibilities
i ig

rose 80 percent.

, ™~
During this period, the burden of financing medical schools shifted from

the federal government to the states and to the 39venues of the schools them-
selves (see Table 6). There has been a decline in the federal portion of
sdpport—-from 55 percent in 1965-66 to 30 percent in 1977—78—-1argely
because of diminishing feggral assistance for biomedical research. Federal
research funds now comprisé less than one-fifth of total revenue for medical
schools, compared to one-third 10 years ago. Federal research funds are

restricted to research activities, however, and are not available for general

operation of medical schools.

* Eva C. Galambos, an economist on the staff of the Southern Regional Educa-
tion Board, has made an analysis of the impact of the withdrawal of federal
funds from two sources: 1) the capitation support for all medical schools
and 2) the support the Veterans Administration has given to assist in the
development of certain new state-supported medical schools to operate in
conjunction with Veterans Administration hospitals.

s 26




w “TABLE 6
Sources of Revenﬁe For UnltedKStAtes Med{cal Schools
- 1960-61 ~ 1977-78 : o
N
1960-61 1955-66 1970-71 1975~76 1977%78
, ¥
Federal Government¥ 422 55% 452 37% 0%
- .
State/Local Government¥ 19 16. 23 28 2q§i : ~
\ Non-Covernment*¥ 27 18 18 15 14
Medical School/
University Activities*w 13 12 14 19 .29
*Includes endowmént income, gifts, and revenue from miscellaneous sources. ~

**Includes revenue from medical service plans, tuition and fees, peneral university funds supportfhg
. the medical school, college seSvlces. and hospitals and clinics, but not indirect costs recovered %
from sponsored programs.
#Includes indirect costs recovered.

Sources: Medlical Education: Institutions, tharacteristics and Programs, Americar Assoclation of
Medical Colleges, Washington, August 1979, p. 20; and "Medical Education in the U.S.,
1978-1979," Journal of the American Medical Association, March 7, 1980, p.859.

X . '.;,, .- . N
The capitation funds, which are tied directly to\enrollmentsland which

medical schools have been free to use as they decide, have declined from

]

$2,015 per student in 1973 to an estimated $685 per student in 1980. _The

total capitation support fgr medical schools in the Southern stateé in 1979
w;s $19 million, which represented approximatel) 5 percent of the states'
contributions to medical school revenueg. Af the lower level of funding of
1980 the total of capitatian gupport to the region was $12 million, or approx-
imately 2.8 percent/of what the states are currently providing to the

4

schools (see Table 7).

The Veterans Administration program of support for the aid of the dev—
elopment of new state medical schools is one of declining support. All sup-
port is to end after the seventh year, which will be 1983. After 1983 this

amount will have to be made up by the states. This falls on those states

27
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which have the new medical schools (University of South Carolina, East

Tennessee State University, Marshall University, and Texas A&M University).

a2
.

N

There is another type of Veterans Adminis;ratioh support——special purpose

grants to medical schools affiliated with VA hospitals., This program provided

-
$5 millian to the medical schools of the South in February 1979, The appro-
- ) [ )
priations under this program have been reauthorized, but no funds have been
appropriated. Columns 2 and 4 of Table 7 show the extent of the possible
TABLE 7
Estimated Losses to Medical Schools
If Capitation and Veterans Administration Support* Cease
é%pltation Capitation and
Percent Veterans Administration
of 1478-79 " Percefit of
1980 State Support*¥ 1980 State Support®
- (mi1lions) (mi11Tons)
Alabama ’ $ .638 1.5% $ 1.678 3.9%
: Arkansas : .359 4.2 .39 §<fs.z )
Florida .956 ¢ 3.0 1.216 3.8
Georgla » .829 4.3 .829 4.3
Kentucky ~ .689 4.1 . .689 4.1
Louisiana 1.169 4.6 1.364 5.4
Maryland . .960 6.5 .960 6.5
Mississippi ’ 418 3.1 .418 3.1
North Carolina 1.093 3.4 1.093 3.4
South Carolina . 495 2.0 3.195 ;}.7
Tennessee 1.122 4.8 3.722 16.0
Texas 2.435 1.7 7.635 5.4
Virginia . 1.005 *3.1 1.575 4.8
West Virginia .278 1.6 1.834 10.4
Region . S12.446 2.8%. $26.567 6.0
*Veterans Administration support Includes faculty support for developing schools in the last year of
appropriated support, and special grants to affiliated nedical schools, also in the last year of appropriated
support. When current years are counted Instead of the last vear of support, the losses would be even larger.
**State Support refers to state appropriations and subsidies to public and private medical schools for
general operations, 1978. State funds for capital Iimprovements and for restricted programs are not included.
* SOQURCES: Col. 1--1978-79 Enrollment (Medical Education in the U.S. 1978-79,
JAMA, March 3, 1980) x $685.
Col. 2--State support for operations, 1979, supplied by the Association
of American Medical Colleges. -
Col. 3--Veterans Administration appropriations and medical schools,
. plus Col. 1.
4
3 ! ° * .
28 31 .
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losses to the individual states. The total of all the federal funds under

d

the capitation grants and the VeteranS'Admihiétration support is $27 millio?

or 6.0 percent of what the SREB states now provide ‘the medical schoq}s.

“ A
. Y

. . (4
Meanwhile, the proportion of mégical school revenues that comes from

state approprilations has risen from 16 percent in 1965-66 to 26 percent in
1978. 1In 1979, the Southern states contributed $445 million to the general i
;;erations of public and private medical schools, not including graduate med-
ical education, capitél expenditureé, or student loan fundé. The figures'for
the individual states are shown in Table 8. The Southern states are already
quite generous 1n their support of medical schools ($8.36 per $10,000 of )
personal income, cbmpared to a 35164 average for the United States). The
medical schools are most likely to appeal to the state treasuries to make up

the $27 million that will be lost from the termination of federal capitation

grants and Veterans Administration support.

«

There are other possible sources of funds to offset these losses. One

of these is higher tuition. Medical school tuitions have increased sharply

1z

. _-a"
since 1960 (see Table 9). However, tuitions are generally lower in the South
than elsewhere in the nation (33 percent lower in public schools, and 20 per-'

cent lower in private schools).
>

Dr. Galambos points out éhat despite the increases in tuition, the rate
of return for medical education compar;d to the prospective income of a
physician is far better than that of an& alternative career field. Thus, to
the extent that medical students are motivated by economics and have access

{
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,g{ﬁ - TABLE 8
. State Support of Medical School
1978-79 ’
A Iy hd

State Suppoft to State Support

. R Medical Schools®-- * ‘ .
- . L e © Gengtral Operatlons . Per 10,000 As Percent of
. ! e - 1978-79 Per Personal’ Income Higher Fducation
. g;’? . oy Resfdent 1977-78
M . .
(thousands)
tn . W . '
: N - Alabama $ 42,911 - - $11,46 "316.32 . ", 7.50%
ng 4 Xrkansas 0 8,507 3,92 5.75 . 4.70
“ . Florl%u * 31,872 3.64 4.21 6.02
- Georgla 19,263 1,81 "5,01 3.92*%
o Kentucky 16,918 4,85 6.53 3.95
- (‘ Loufsiana 25,300 6.35 8.82 7.31
o Maryland 14,824 62 3.92 3.93
//’* T Misstasippl 13,339 5.54 8.91 L 5.53
s e North Carolina 32,406 5.88 7.85 5.27
\ 'A'- South Carolina 25,200 a.79 12.23 4.58
Tennessee 23,265 i 5.3 7.28 EERY)
4 Texas 140,983 10.65 12.18 10.96
o Virginia 32,615 6.47 7.29 5.30 gl
“ West Virglinia 17,684 9.42 2.60 - 12.94
Regtlon 445,139 ) 6.68 8.36 -
4 Untted States 1,080,059 4.9 .64 - 4.83
2 . . : ——
N *To public and private colleges. v ..
- #*%Excludes Morehouse in 1977-78 .
;? SOURCES ; Coluqn 1--Assoclatloq of American Medical Colleges. -
- Column 2--Bureau of Census, Current Population Reports, Series P-25, No. 876.
= s Column 3--U.S. Department of Commerce, Bureau of Economic Analysis,
. BEA 80-26, May 11, 1980.
»?F Column 4--Journal of Medical Educatiop, Vol, 54, December 1979, p. 965.

N

TABLE 9
»

Medical School Tuition and Fees, United States
1960-61 - 1978-79 -

3

Private Schools Public §Ehpols, In-State Residents

1960-61 $1,050 , $ 498
1965-66 1,440 4 600
1970-71 ; 2,000 ’ 683
1975-76 . 3,075 960
1977-78 4,150 1,200

%

1978279 5,994% 1,473%

*Average private tuition for 1978-79 as calculated from Appendix 11, 'Medical
Education in the U.S., 1278—1979,"'Journal of the American Medical Association,
March 7, 1980, is $6,549, and public tuition for in-state residents is $1,750.
Excluding: California public institutions with no tuitions, the average is $1,875
for public, in-stdte. .

» - R
Source: Associatid% of American Medical Colleges, Medical Education: Insti-
tutions, Characteristics, and Programs, Washington, D,C., 1979, p. l4.

- N
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to ﬁunda (either their familiea or through lbans or echolarshipa), higher~
tultions would not seem.to constitute a deterrent to medical students. The

\
igsues then become: (1) Are loans and financial aid Qufficiently available >
v «

for' students who. do not have financial resources? and (2) If such funds are

available, are the burdens of repaying so onerous that they discourage poten-~
. 1 ‘ . ;
1

tial qualified applicants or encourage them to choose high paying specialties

where they are not needed in order to repay their loans? Thefe have been
great increases in loans and scholarships——from_Slg'million in 1963 to

$263 million in 1978. Most of the increases in loan and scholarship funds are
service~related, that iswthey require the phy;zgian to practice in an under-~

served area or pay a stiff financial penalty.

-

Present{:/::jee—fourths of medical students graduate in debt, to the
average amount of $13,800, but only about one~third of this amount has been

incurred in medical school; the remainder is from undergradulte years.

Some persons fear that high tuition policy will push all but.the,
wealthiest medical students either into indentured service or into the most

lucrative speclalties in order to repay their debts. While there appears to

be no answer to that fear, states will iééd to assess the adequacy of their

commitments to scholarships and loans for disadvantaged students.

T
“rt._;;-.;‘
Medical practice plans can be anothet possible source for making up the

lost federal revenues to the medical schools. Medical practice plans govern
the funds generated by the fees of the clinical faculty for the physicians'’

2 ’ 5
services they render in the course of their teaching and research. These plans
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. have’ beaome an increasingly important part of the funding for medical education,
4, :

especlally, to support technlcians and laboratory assistants. In 1978,
"

medical/pf%cﬁice blans generated $616.m11110n, or 14.3 percent of medical
. L
school revenues. While the clinical practices which generate this income do
w ‘

complement th

 clinical teaching of medical studentey emphasis on the finan-
cial aspectéﬁ%f these practices could lead to sacrifjces in the quality of

the instruction. At one time, medical schools depended almost entirely on
the volunteer services of physicians for their clinical instruction, but

=
reforms made ,after the landmark Flexner Report of 1910 focused on the employ-

ment of full-time clinical faculty at the prevailing income rate of private
- . practitioners. Overall, it appears that there are serious limitations to

tHe possibilities of asking the medical practice plans to contribute a larger
. )
v oportion to the revenues of the medical schools--gince some schools are

v

not geographically situated to yield greater revenues and since there is a

point beyond which the quality of clinical instruction will be reduced.

o 1 Another alternative to the loss of federal funds would be to reduce the
_ )

j\V’ size of the classes in existing schools, or perhaps to close some schools.

! . [

In view of the 1mbending surplus of physicians in theaSouth, this is an

2

attractive option fé% reasons other than economics. Hgﬁgver, such cuté in’

. . »
enrollments would have to be accompanied by cuts in faculty and otﬁer
operating costs and this is difficult to do. Accreditation standards and
basic‘concerns for quality of the instructional process demand certain minimum

numbers of faculty ‘and resources. Major cuts in faculty would probably also

require substantial revisions in curriculum, a difficult under taking in any
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inatltutlon of higher educatlon, esapeclally for a program that is conatrained
by professional accreditatioﬁ’ﬁ?ﬁndardé such 48 thosé of the Liaison Committee
on Medical Education. One impfzcation of this 1s tth the states ahodld
seriously conaider putting a 1id on any currently planﬁed increases in medical
school enrollments, In this vein, Alabama has already decided to limit en-
rollments to those of 1930, rather than allowing fufiher expansions thét had

been scheduled, This will not make up for the loss,of federal funds, but ft

will prevent the deficit from becoming much larger.

\

From the point of view of the state legislator or the higher education
agency, the problem of the loss of the federal fuan is only a small part of
the overall concern for medical education. Of farégxeater concern to the
states is the total cost and complexity of the e#genditures for medical ed-

AY

ucation. Tﬁe states Are especially concerned aboqt the escalating costs of
new medical schools. For example, in one‘Southerp state, a new medical school
which was estimateq to cost the state $1 millioné%er year at the gigg the
dgpisiqn was made to begin thé\new school in 197;2'%ctually cost the state

$i0 million by 1977, and now is estimated to cost'$15.7 million by 1985,

By the mid-Eighties the new school will require the same number of state
dollars for teaching 290 students that an established medical school in the
same state will require to traim 700 to 800 students. In addition, medical
education cost increases are far out-distancing those of the othexr parts of
higher education. For example, %exas increases 1in appropriatiops to the

seven academic health science centers equaled the appropriations to all of the

33 other universities and colleges iq the University of Texaé‘system. The

33



i)

policymakera feel that there must bo a way to cstimate what medleal aducatlon
should cost for purposea of state support, in contrast to the progfnt practice

of supplﬁipg what the medical schools say Lt costa.

- /
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faced a shortage of physicians. As a result of the near doubling of enroll-

SUMMARY

. .
w ‘ [

& .
The statesa and the medlcal schools of the South are facing a significantly

changed circumatance from that experienced just a few years ago when the reglon

[

ments in the medical schools of the South and the reyeraal-of tﬁé traditional
gut—migration of young physicians, the region is faced with the certa#n;y of a
surplus of physicians by 1990 and beyond., The surplus will be esggcialiy se-—
vere in the surgical specialties and in the hospital-based speéialtieg.of pa- *
thology and radiology. ProJecfions show that despite thg og&;all surplus 6f'
physicians, problgms will still remain in the distribution of physicians to " -
rural areas, to inner city areas, to the primary care specialti ,ﬂhﬁd to work
in public aéencies. Shortages of black physicians in proportion t;Jthe part

of the population that is black will also continue,

- , . l
The medical schools are also faced with the loss of federal capitation

funds and some Veterans Administration funding. 1In total, these losses make

up about 6.0 percent™of what the states are now spending to subpoz} edical
education. Several alternatives are available to manage the loss/of \federal
funds--increased state appropriations, qgcreased enrollments, increaged tuition,
tighter management, and increased contributions froﬁ medical practice plans,

At this time, the states are concerned about the increases in the costs of

medical education, which have outstripped the increas@s ih all the rest of

R
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boataacondary educatlon, awl efforts ave uudﬁkwaf/:n davalop a better undar-

standing of these couta,

The statea and the medical schools muat work together to develop atrate-
gles for dealing with the Lncreaailng costa andlthu problems of distribution
of physiclans to arcas of ncad. Collaborative actlons with coordinatad plan~
ning can make a significant improvement in the distribution of phyaicinns,-but
specific actioné are necessary. The pending surplus of physicians will not
produce better distribution, but, rather, the result will be over-utllization
of physiclans in the urban areas and some dropout of physicians from the

profession,

With the withdrawal of federal funding and concern for overall supply of ‘-

physiclans, the major public source of funding for medical.education will be
the states. 1t is/eésential that the state policymakers an& the leaders inv
medical education understand the current issues and needs, Each state must
make its own decisions about hd& to solve the problems, but all states are

. .

facing much the same set of 1ssues resulting from a surplus .of physicians in

the secondaqz‘care speclalties 1n the near future. /

,\\ .
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