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FOREWORD

Medical education has been a major commitment of the state governments of the

South, but because of the large amount of funding that has come from federal research

grants and patient care fees, it has received relatively little financial analysis. Now

with federal support declining and costs increasing, the states are asking more critical

questions about medical schools and their funding. This publication is intended as a

reference work on the trends in enrollments and financing of medical schools for state

prlicymakers and the budget analysts who must make decisions about state support

for medical schools.

Not only have the medical schools grown in number and in size in the Soi_!th during

the past 25 years, they have also changed their missions to emphasize graduate medical

education in the medical specialties, education of biomedical specialists, and research.

This publication documents the extent of these changes and the extent of variations

in the emphasis given to each of these missions in the various schools. There is no

such thing as an "average" medical school, but this publication should provide state

analysts with some understanding of the changes and how they may have affected the

figures in any particular state.

Harold L. McPheeters
Director, Commission on Mental Health

and Human Services

vii



INTRODUCITON

This report has been prepared as a ready working refererce on medical education

and related subjects to meet the needs of state higher education planners, legislators,

administrators, educators, investigators, individual physicians, and others. Statistical

tables with supporting text provide data and information about trends and current status

of medical education enrollments end graduations in undergraduate and graduate medical

education programs for the Se.411 and the United States.

The report is organized in four major sections, labeled from Section A through

Section D:

Section A presents an overview of undergraduate and graduate medical education

in the U.S. and the South; Section B examines the changes in the numbers of medical

schools and medical school enrollments. Section C discusses graduate medical education

and the trends toward increased specialization in medicine; and, Section D reviews

the financing of U.S. medical schools, compares medical schools' revenues by source

to expenditures by function, and provides a methodology for estimating a current average

and range of cost-per-student for undergraduate medical education and for estimating

the proportion of a medical school's expenditures that are allocated to undergraduate and

graduate medical education.

The majority of the data was supplied by U.S. medical schools to the Liaison Committee

on Medical Education, the federally-recognized accrediting body for medical programs

leading to an M.D. degree, and to the National Resident Matching Program. Through

the cooperative efforts of the Association of American Medical Schools and the American

Medical Association, these data are published annually in JAMA, a publication oilhe
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American Medical Association. These data are provided voluntarily by public. and private

medical schools to their professional organizations, with the understanding that confiden-

tiality be maintained in reporting financial data. Therefore, enrollment data were available

by medical school, but financial data we,-e reported as totals or by all private or all public

medical schools. In spite of this limitation, these data provide valuable insights into

the sources and disposition of medical school revenues.

9
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SUMMARY AND CONCLUSIONS

Spurred by federal and state legislative initiatives to increase physician manpower,

U.S. medical schools have experienced phenomenal growth over the past 20 years, result-

ing in dramatic increases in undergraduate and graduate enrollments, size of faculty,

research programs, and public services. Although expenditures continued to increase,

the rate of growth in both actual and constant dollars decreased in the Seventies, com-

pared to the Sixties. Annual expenditures by U.S. medical schools now exceed $6 billion.

There was a slight decline in first-year enrollments in 1982. If this continues,

total enrollments should stabilize in the early Eighties and begin a measurable decline

during the late Eighties, accompanied by a leveling off of expenditures. Since most

medics school graduates (over 98 percent) now elect to specialize, there has been

a drastic increase in the number of students enrolled in graduate medical educe ion.

With the number of undergraduate medical students already in the medical education

pipeline, enrollments in graduate medical education programs will remain high or increase

through the Nineties. Therefore, a reduction in total expenditures for all medical edu-

cation is unlikely before the year 2000.

Growth in medical education was greater in the South than for the U.S., with

the bulk of the growth occurring in the public sector. In less than 20 years, 14 new

medical schools have been established in the SREB states, 11 of which are public schools.

Seventy percent of the South's 40 medical schools are state-supported public schools;

many of the South's private schools also receive state subsidies.

1 u
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As physician manpower increased, federal funding of medical schools began to

decrease. Yet, without exception, public and private medical education have continued

to grow. Federal fund losses have been offset primarily by increased state appropriations

in the public sector and increased tuitions in the private sector.

The high proportion of public higher education dollars expended for medical edu-

cation has stimulated much interest in assessing the actual costs of medical education.

The variable interrelationships between the education, research, and service functions

of medical schools do not easily accommodate cost analysis; although the broad missions

of medical schools are similar, their goals, objectives, and programs vary greatly from

school to school.

Medical school expenditures can be assessed by function. For FY 1981, the expendi-

tures that U.S. medical schools allocated to undergraduate and graduate medical edu-

cation were estimated to be 46 percent of the total, with undergraduate medical education

accounting for approximately 27 percent. The balance was expended for research and

for public service. These proportions will vary widely from school to school; however,

reliable estimates for individual schools can be determined.

The average annual education costs per undergraduate medical student in 1982

was estimated to he $27,750, with a range from $21,100 to $40,950. Using the average

cost per student, plus ar, assessment of the proportion of expenditur "s each medical

school allocates to education, a state can determine the relative orryortion of the

cost of undergraduate medical education that is supported. This approach, however,

will not permit a comparison of one medical school to anothlar.

The overall growth in medical education and the sizable shift toward increased

enrollments in public medical schools in the nation and the South reflect policy decisions

to increase the number of physicians and to improve the distribution of physicians.
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Medical schools have virtually met the state and federal mandates to adequately supply

the nation with physicians; a surplus is predicted by 1990. Yet, oid problems still exist

and new ones have arisen. Many states have an imblance between the number of medical

school graduates and the number of first-year graduate medical education positions

available, causing reduced physician retention. A maldistribution of physicians remains,

particularly shortages in inner-city and the more rural areas, in some specialties, and

in public service settings. And, there are severe shortages of minority physicians,

particularly among black Americans. All minorities and we.-:men are still underrepresented

in the medical student population, and the proportion of black Americans is now declining.

Increased tuitions and a reduction in available scholarships has made entry into medical

schools more difficult for many students, primarily minorities and those from low income

families.

Complicating these problems is a depressed economy that limits all higher education

funds. Meanwhile, state appropriations for medical education represent an increasingly

larger portion of the higher education dollar. The most common reactions to these

issues are: mandated enrollment reductions; enrollment caps; and/or reductions in

funds appropriated- -any of which may be more costly unless based on a thorouel assess-

ment of the role and function of a state's medical school(s) and its physician manpower

needs.

As the number of medical graduates increase, medical schools are being pressured

to increase opportunities for graduate education, particularly in the more costly primary

care specialties. There is little likelihood that modest undergraduate enrollment reduc-

tions will reduce the total costs for medical education in most medical schrls; rather,

if enrollment reductions were large enough to significantly affect tuition revenues,

but not large enough to reduce faculty requirements, costs could increase.

12
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In view of the cost of medical education, the continuing decline in resources

available for all, public education, and the projected surplus of physicians, Southern

states should reassess their medical education needs.

The cogent questions for individual states are: (1) How much of what kinds of

medical education, research, and public service does the state want and/or need?

(2) What is now being supported? (3) To what extent are medical education policies de-

signed to meet specific state needs, such as access for segments of the population

who are underrepresented in the medical student and physician population, increased

state retention of medical school graduates, and improved distribution of physicians?

(4) What proportion of medical education costs should be supported by tuition? There

are no universally applicable answers to these questions.

Individual states must make their own decisions based on their particular needs,

resources, and desires. Historical, economic, and political considerations in each state

make it impossible to develop a national or regional formula to address the diversity

among stakes. However, this report provides the framework with which a state may

begin to explore its own medical education policy issues.
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SECTION AMEDICAL EDUCATION

Medical education has undergone significant changes since Abraham Flexner con-

demned much about medical education in the United States in his r w famous 1910

report, Medical Education in the United States and Canada. At that time, there were

66 Class A, 43 Class B, and 22 Class C approved medical schools in the United States.

Numerous others operated without benefit of formal professional sanctions. These

131 "approved" schools graduated 4,400 physicians in 1910. There was an appalling

lack of consistency found in the quality of medical education. The curricula of the

class B and C schools often did not include the basic sciences, while the unapproved

schools were little more than apprenticeships. Flexner postulated that medical education

in the United States at that time was dangerous to the health of the citizens, because,

in his opinion, many medical schools were providing inferior medical education.

Major reforms were undertaken over the next 40 years. By 1930, all class B and

C schools were either upgraded or closed, leaving 76 schools awarding 4,565 M.D. degrees.

In 1982, 126 medical schools awarded 16,325 M.D. degrees. Flexner would be most

impressed to view the extent to which his recommendations have been implemented.

He called for more basic sciences, medical research, and a more structured ongoing

review of all medical schools to assure quality medical education. Today's critics of

medical education complain that now there is too much emphasis on science and research

in medical schools and not enough on "patient care."

14
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Accreditation and Licensure

Today, the Liaison Committee on Medical Education (LCME), comprised of repre-

sentatives of the American Medical Association and the Association of American Medical

Colleges, evaluates and accredits medical education programs conferring M.D. degrees

in the United States and Canada. The LCME is formally recognized by the federal
0

government as the agency to accredit medical schools. Accreditation is considered volun-

tary, a process whereby medical practitioners and medical educators determine whether

a program demonstrates substantial compliance with validated standards . However,

accreditation is quasi-regulatory in that state medical licensure boards mandate that

an individual must hold an M.D. degree from an accredited medical school in order to

be eligible for licensure as a medical practititiorer. Most states also require at least

one year of residency (graduate medical education) before candid es are eligibile for

licensure.

New two-year basic science medical schools (schools that offer only the first two

years of education toward an M.D. degree) or new four-year medical schools may be granted

provisional accreditation by the LCME until the first class of students completes the

course of studies. Then, full accreditation may be awarded. A school may be accredited

for a period from one to 10 years, depending on the stability of the school and the conditions

found by the accrediation review team. Data are collected annually by the LCME. Should

these data suggest that conditions have changed since the last accreditation survey, a

school's next survey date can be moved forward to assure that the school warrants continued

accreditation. Thus, medical schools seek to maintain standards that will provide reason-

able assurance that students receive a quality education.
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Medical Schools' Missions

Medical educators, like their counterparts in all of academe, are expected to conduct

scholarly research and to publish. Superimposed on the traditional academic mission

of teaching and research is a major responsibility for service. Medical students and

residents must learn the art, as well as the science, of medicine. Medical school faculties

are composed of approximately 25 percent basic scientists and 75 percent physicians

who are medical scientists, educators, and highly skilled clinicians. These clinicians

teach the practice of medicine by demonstrating the provision of patient care and

by supervising medical students and residents as they learn to provide patient care.

The growth of teaching hospitals and medical research centers operated by medical

schools exemplifies the tripartite mission of most medical schools. However, schools

may have varying unstated missions about placing primary emphasis on graduate medical

education in specialized fields or in the conduct of research. Critics of medical education

complain that medical schools have overemphasized research and specialization, causing

the demise of the general practitioner. Medical educators argue that advanced technologies

require increased specialization.

The mission of some medical schools began to change or expand in the early Seventies

with the development of family practice as a medical specialty. Federal and state initia-

tives sought to increase the number of family practitioners and other primary care special-

ists, most often defined as general internists, general pediatricians, and obstetricians, or

those specialists who provide broad-based, entry level, general patient care. Continued

maldistribution of physicians, particularly shortages in the inner\city and more rural

areas, also contributed to a focused public policy toward increasihg the number of primary

care practitioners. Thus began formal changes in the mission statements of some medical

schools. Indeed, some of the newer medical schools were developed In response to this

16
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need. Those medical schools whose nission includes a major emphasis on research and

the more specialized practice of medicine are very necessary to teach tertiary care practice

and to provide tertiary care services; however, these schools are less able and/or less

willing to recruit and educate the primary care practitioner, particularly the family practice

specialist.

Medical schools continue to vary significantly. While all have one common mission--to

provide undergraduate medical education leading to an M.D. degreedifferences become

apparent when their missions in research, service, and graduate medical education

programs are examined.

Medical Schools in the South

In 1981, 39 medical schools--11 private and 28 public--were located in the 14 SREB

states. These schools enrolled 29.1 percent of the nation's medical students (see Table 1).

In 1982, a new mejical school at Mercer University in Macon, Georgia, received

provisional accreditation to enroll its first class. The nation now has 127 medical schools,

40 of which are in the SREB states.

Diversity of medical education is perhaps more apparent in the South than in the

rest of the nation primarily due to the larger number of new and developing schools

since 1960. Table 2 shows some of the variations in the size and type of teaching re-

sponsibilities of medical school faculties. Faculty are responsible for instruction of

under 300 students at five Southern schools compared with over 2,000 at seven schools.

In 1981-82, the number of medical students ranged from 81 at Morehouse Medical School

and 133 at Marshall University Medical School (both new developing schools) to over

800 enrolled at both the Galveston and Southwestern campuses of the University of

Texas. Similar variations are evident for the numbers of residents, basic science students,

and other students (dental, nursing, pharmacy, and allied health).
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Graduate Medical Education

The diversity in the mix of specialties in which medical residents receive graduate

medical education adds to the variations found among the nation's medical schools (see

Table 3). Most (stablished medical schools operating a teaching hospital as a part of a

health science center offer a full range of graduate medical education programs. Enroll-

ments in each program may vary from as few as one or two students in specialties such

as therapeutic radiology to over 100 in specialties such as internal medicine or surgery.

The majority of graduate medical education (GME) today is provided by medical

schools or hospitals affiliated with medical schools (see Table 4 ). U.S. medical schools

reported teaching responsibilities for over 47,000 GME students in 1981, roughly 70 percent

of the total. For the South, the proportion is somewhat higher (77 percent).



12 Table 1

NE* ENTRANTS AND TOTAL ENROLLMENTS IN PRIVATE AND PUBLIC MLDICAL SCHOOLS
UNITED STATES AND SRO STATE

191142

Geographic
Area

Number
of

Schools

New Entrants

Private Public

Enrollments.
All Years

Private Public

Total Enrollments

All Schools

United States 126 6,419 10,171 26,152 40,131 66,415

SREB States 1,232 `,623 5,016 14,297 19,333

South as a Percent of U.S. 11.0 19.3 33.6 19.2 15.6 29.1

Alabama
911

siiversoty of Alabama 130 672

University of South Alabatna 64 266

Arkansas.
349

University of Arkansas 135 549

rlerAin
University of Florida 114 461

.1,219

University of South Florida 96 219

I iniversity of Miami 136 fia2

teeergig
4 Lan

Emory University 110 464

My choose School of Medi. Me 32 11

Medical College of Georg.
729

Kentucky
1.007

University of KentucLy 104 417

University of Louis.itle 121 370

Louisiana
1.737

Louisiana State University-New Orleans In 72s

Louisiana State University-Shreveport 103 401

Tulane University Psi 609

Maryland
1411.9

lottn Hopkins Univer sity 124 479

University of Maryland 169 710

001PIAldIPI
iniversity of Mississippi 149 603

North Carotim
1.727

howrtuni Gray SLIsuol of Medicine 101 429

Duke University 1 114 490

university of North Carolina 160 6116

Last Carolina University

ih Carolina

32 172

Merle if University of South Carolina 163 631

University of South Carolina
51 16)

Tennessee
).145.

Wharf y Medical College 112 414

Vanderbilt University
104 411

University of Tennessee
204 797

Last Tennessee State Unmet say
41 146

Trues
Saylor College of Medicine

663

University of Texas-San Antonio
202 791

University of Texas-Southwestern 203

University of Texas-Galveston
203

University 01 Texas-Houston
202 731

Texas Tech University
100 316

Texas AWM University
32 125

hum%
Eastern Virginia Medical School 96 297

1.317

University of Virginia
139 110

Virginia Commonwealth University
161 670

West Virgo.%
University of West Virginia

14)

Mattison University
I 13

Includes enrollments in approved sdwols of Besot Media if S, Mires.

Sources American Medical Association, "Medical Mug anon in the united Mates. MM. ifil,cDeLt nein 1912.

toi
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Table 2
ESTIMATED TOTAL TEACHING RESPONSIBILITES OF MEDICAL SCHOOL FACULTIES

UNITED STATES AND SUB STATES
19111-112

Medical
Students Residents

Master's
Bask Science

Students

Doctoral
Bask Science

Students

Postdoctoral
Basic Science

Students
Other

Students Total

United States 66,485 47,449 3,139 9,893 3,449 90,269 220,90*
SREB States '9053 12,676 733 2,625 1,108 17,692 54,189

South as a Percent of U.S. 29.1 26.7 23.4 26.5 50.2 19.6 24.5

Alabama
University of Alabama 672 430 16 93 0 357 1,168
University of South Alabama 266 133 0 33 10 172 614

Arkansas
University of Arkansas 349 292 32 23 0 0 8%

Florida
University of Florida 81( 1 307 16 103 23 826 1,741

University of Miami 641 454 17 67 22 19 1,221

University of South Florida 289 2110 0 26 7 0 602

Georgia
ErnoUniversity 464 570 3 62 38 673 1,810
Medical College of Georgia 729 286 5 40 0 1,003 2,063
Morehouse School of Medicine 81 6 9 8 0 133 259

Kentucky
University of Kentucky 437 299 6 40 IS 1,6% 2,4%
University of Louisville 570 310 48 63 17 572 1,582

Louussiana
Louisiana State University-New Orleans 725 372 27 54 32 4% 1,704

Louisiana State University-Shreveport 403 190 2 13 4 71 683

Tulane University 609 323 3 40 14 0 988

Maryland
)chin Hopkins University 479 436 24 113 so 20 1,160

University of Maryland

tAississeps I

710 402 36 63 37 579 1,147

University of Mississippi 603 240 29 45 2 449 1,368

North Carolina
1---rnanWSenool of Medicine 429 323 17 77 12 126 984

Duke University 490 532 3 203 86 445 I,740
East Carolina Univervity 172 88 0 7 6 94 367

University of North Carolina 636 379 141 229 82 2,109 3,576

South Carolina
Medical University of South Carolina 631 830 25 75 40 1,310 2,918

University of South Carolina 163 136 0 7 4 439 749

Tennessee
146 72 2 10 0 134 344last Tennessee State University

Meharry Medical College 414 79 4 27 3 107 704

University of Tennessee 797 381 16 57 0 698 2,149

Vanderbilt University 418 379 3 113 74 247 1,234

Texas
1671ew College of Medicine 403 708 0 151 131 96 1,729

University of Texas-Galveston 801 358 12 102 39 653- 1,963

University of Texas- Houston 758 333 1 ;:
0 334 1,468

University of Texas-San Antonio
University of Texas - Southwestern

791
817

3U
441

9
110 171

27
123

1,433
127

2,730
1,9119

Texas AIM University 125 103 4 3 12 2 249

Texas Tech University 336 202 18 31 12 13 614

VirMia
Eastern Virginia Medical School 297 218 0 43 1 33 596

Medical College of Virginia 670 356 32 133 711 864 2,375

University id VirIllnla 350 233 1 104 to 440 1,383

West Virginia
133
343

43
164

10
29

3
62

0
17

30
70

221
1,164Marshall University

University of last Virginia

Sources American Medical Assecistion, "Medical Education in the UnitedStates 1901-1112.e lamp, Id, De. sr

2u
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Table 3

NUMBER AND PERCENT OF RESIDENTS ON DUTY
SEPTEMBER 1,1981, BY SPECIALTY

UNITED STATES

Specialty Number Percent of Residents

Allergy and Immunology 203 0.3
Anesthesiology 2,930 4.3
Colon and Rectal Surgery 40 0.1

Dermatology 808 1.2

Dermatopathology 30 0.1
Family Practice 7,004 10.3

Internal Medicine 17,514 25.8

Neurological Surgery 608 0.9
Neurology 1,211 1.8

Nuclear Medicine 197 0.3
Obstetrics/Gynecology 4,687 6.9
Ophthalmology 1,543 2.3
Orthopedic Surgery 2,652 3.9

Otolaryngology 995 1.5

Pathology 2,384 3.5

Blood Banking 26

Forensic Pathology 31 .,.
Neuropathology 40 0.1

Pediatrics 5,832 8.6
Pediatric Cardiology 111 0.2

Physical Medicine
and Rehabilitation 5% 0.9

Plastic Surgery 375 0.5

Preventive Medicine
General 161 0.2

Aerospace Medicine 43 0.1

Occupational Medicine 67 0.1

Public Health 25 ...*
Psychiatry 4,324 6.4

Child Psychiatry 499 0.7

Radiology, Diagnostic 3,114 4.6

Radiology, Diagnostic (Nuclear) 56 0.1

Radiology, Therapeutic 345 0.5

Surgery 8,082 11.9

Pediatric Surgery 27 ...*
Thoracic Surgery 281 0.4

Urology 1,027 1.5

-RiffTotal 67,868

*Less than 1/10th of one percent.

Source: American Medical Association 12-83 Directory of Residency TrainiNt Program,

1982, pp. 58 and 59. 2i
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Table 4

GRADUATE MEDICAL EDUCATION PROGRAM ENROLLMENTS, TOTAL
COMPARED TO NUMBER AND PERCENT IN MEDICAL SCHOOLS

OR THEIR AFFILIATED PROGRAMS
UNITED STATES AND SREB STATES

1981-82

Graduate Medical Education Students

Number in Percent of
Total Medical Schools* Total

United States 67,868 47,449 69.9%

SREB States 16,492 12,676 76.9

*Estimated and reported by medical schools as the number of graduate medical
students for whom medical school faculties have teaching responsibilities.

Sources: American Medical Association, "Medical Education in the United States,"
LAMA, 248, December 1982; and American Medical Association,
Directory of Residency Training Programs, 1982.
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SECTION BTRENDS IN MEDICAL EDUCATION

The growth in medical education over the past two decades parallels the growth

of scientific knowledge and technologies, however, many other factors contributed

to the overall growth. Among these are: (1) rapid growth in the population; (2) an im-

proved economy; (3) increased emphasis on higher education for all citizens; (4) increased

availability of health insurance; (5) increased demand for medical services; (6) a national

declaration of a physician shortage; (7) readily available federal and state dollars ear-

marked for expansion and/or development of medical schools; and (8) the social and

economic rewards for physicians.

Medical Schools, Students, and Graduates

Figure 1 depicts the proportionate increase in the number of medical schools,

students, and graduates in the U.S. and the South between 1960 and 1980, compared

to the period from 1940 to 1960. While the number of medical schools increased only

32 percent between 1960 and 1980, this was almost three times the 12 percent increase

betweeen 1940 and 1960. Medical students and medical school graduates increased

42 percent and 33 percent respectively between 1940 and 1960. In stark contrast, the

number of students increased 116 percent and graduates 124 percent between 1960

and 1980. In the South, the increase during the past four decades was greater than for

the U.S. Between 1940 and 1960 the number of medical schools increased by 33 percent,

students by 64 percent, and graduates by 62 percent. From 1960 to 1980, the number

of medical s:hools increased by 50 percent, students by 131 percent, and graduates

by 137 percent.

23
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4)60, there were 8i) uneoical competing for a limited number of qualified

applicants and federal funds. By 1970, there were 103 medical and basic science schools

with 40,487 medical students enrolled, granting 8,974 degrees. Ten years later, there

were 126 medical and basic science schools with 65,497 medical students, granting 15,667

M.D. degrees.

No new medical schools were accredited fully between 1979 and 1982. However,

Morehouse College of Atlanta, Georgia, formerly a two-year basic science medical school,

is now provisionally accredited as a four-year M.D. degree-granting school. Mercer Univer-

sity Medical School received provisional accreditation to enroll its first class of medical

students in 1982. These two new schools increased to 14 the number of new medical

schools developed in the South between 1960 and 1982, accounting for 34 percent of the

total number of new medical schools in + iited States.

Medical School Applicants

The attraction to medicine as a career has varied in the past three decades. There

were three applicants for every accepted student in 1950. This declined to 1.7:1 in 1960.

Concern was expressed by medical educators about the decreasing number of qualified

students who applied for admission to medical schools, despite the fact that there were

increasing numbers of college graduates. Medical schools reported the necessity to initiate

a nationwide recruitment strategy to increase the number of qualified applicants. Medical

school applicants in 1960 faced significantly less competition, since 59.4 percent of those

applying were accepted for admission. By 1975, this trend was reversed. There were

again roughly 3 applicants for every one accepted and the schools were. accepting only

36.3 percent of those who applied. The number of applicants began another decline in

the late Seventies, while the number of accepted applicants increased due to the expanded

enrollment capacities in new and developing schools. This edged the applicant acceptance

ratio near that seen in 1960 (see Table 5).
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All public, and some private, medical schools give preference for admission to appli-

cants who are state residents. There was a decided increase in the last two decades in

the proportion of in-state residents who entered medical schools in their home state.

For the U.S., 67.4 percent of the 1960 new entrants to U.S. medical schools were in-

state residents compared to 72.8 percent in the SREB states. This increased to 73.8 per-

cent and 81.7 percent, respectively, by 1980 (see Table 6). In 1981, 93 percent of the new

entrants to public medical schools in the SREB states were in-state residents compared

to 47.7 percent in private schools (see Table 7). Generally, private schools admitting

larger numbers of in-state residents are those schools that receive direct state subsidies

or appropriations (usually based on the number of in-state residents admitted).

The extent to which the trend toward increased admission of in-state residents

influenced the decline in the number of medical school applicants would be speculative

at best. Since the majority of undergraduate medical education is provided by public

medical schools and supported by state tax dollars, it is unlikely that this trend will be

reversed.

It appears that the decline in the number of 22 year-olds, the attractiveness of

other careers, such as engineering, and the potential for a surplus of physicians by

1990 combined to create the decline in the number of medical school applicants. If

this continues , medical schools will be forced to consider either sizable enrollment

reductions as a means of assuring adequate numbers of qualified applicants or to insti-

tute an active recruitment program. The latter would be highly questionable in view

of the predicted surplus of physicians.

Enrollments

Enrollment increases have occurred for several decades in all U.S. medical schools.

However, the trend toward an increasing proportion of medical education occurring in
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public institutions warrants comment. In 1960, over 50 percent of the nation's medical

students were enrolled in private medical schools, compared to roughly 37 percent in

the South. By 1980, the proportion of medical school enrollments in private schools had

declined to 39.8 percent in the U.S. and 26.4 percent in the South. In 1980, the proportion

of medical education provided by public medical schools in the South was considerably

higher than the national rate of 60 percent. Nearly three-fourths (73.6 percent) of the

medical students in the 14 SREB states were enrolled in public medical schools (see

Table 8).

The growth trend in medical education may be waning. The number of new entrants

to medical schools declined in the fall of 1982, with the Southern schools accounting

for roughly half of the decline. This occurred in spite of the fact that five new and develop-

ing schools in the South increased enrollments in 1982. Seven schools (six public and

one private) reported declines of from 5 to 36 students, compared to their 1981 level.

The size of the decline is relatively insignificant--about 0.1 percent; however, it is the

first decline in more than two decades and could signal a reversal of the growth trend

(see Table 9).

With several new or developing schools yet to reach their projected maximum enroll-

ment levels, a substantial decline in total medical school enrollments or graduates is

unlikely for several years. The data presented in Table 10 illustrate the time lag between

increased enrollments and increased medical school graduates. Even if enrollments remain

steady or continue to decline, with the time lag to complete three or more years of gradu-

ate medical education, roughly 16,000 U.S. medical school graduates will enter practice

per year until well past 1990.

The net attrition of physicians averaged roughly 600 per year between 1970 and 1980.

This represented the difference between the number of U.S. medical school graduates

and the increase in the physician supply. This low net attrition reflects the immigration



of large numbers of foreign physicians. With the estimated 5,000 U.S. citizens in foreign

medical schools who are likely to return to the U.S. to practice, the annual net attrition

of physicians should remain low. Therefore, the physician supply can be expected to

increase by over 1,500 per year through 1990.

Minority Enrollments

In the fall of 1981, minority medical students comprised 8.3 percent of all U.S. medical

students and 8.8 percent of those enrolled in medical schools in the South. Southern schools

accounted for 30.8 percent of all minorities enrolled. The proportion for black Atnericans

was somewhat higher (32.9 percent) (see Table 11). Of the 5,503 minority medical students

in the U.S., 3,884 (70.6 percent) were black Americans. In the South, there were 1,697

minorities enrolled in 1981, of which 1,277 were black Americans. Minorities are defined

by the Association of American Medical Schools as those groups in the American population

who are underrepresented in the physician population. These include black Americans,

American Indians, Mexican Americans and Mainland Puerto Ricans.

More blacks are enrolled in private medical schools in the South (55 percent) than

in public (45 percent). This is not an accurate indication of public support for minority

education, however, because nine states. through interstate contract agreements with

the Southern Regional Education Board, support state residents at Meharry and Morehouse

medical schools, both private predominantly black medical schools. This is reflected

by the fact that 36.5 percent of the South's black medical students are enrolled in Meharry

(411) and Morehouse (55) medical schools compared to 18 percent (236) enrolled in other

private medical schools in the South (see Figure 2).

The three predominantly black private medical schools in the U.S.-- Meharry, More-

house and Howard--enroll 873 or 22.5 percent of all black Americans, Meharry it-4 More-

house enroll an even larger proportion of all black medical students in the South (set

Table 12).
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In 1972, a move emerged among U.S. medical schools to increase black student

enrollments to 12 percent of the total medical school population. This movement was

related both to federal equal opportunity legislation that mandated increased educational

opportunities for all minorities and to the recognized gross underrepresentation of blacks

in the physician population. Progress was made halfway toward that goal. The proportion

of black students in all classes at U.S. medical schools reached 6.3 percent in the 1974-75

academic year. However, the proportion of black medical students has declined almost

every year since, and was down to 5.8 percent in the fall of 1981.

The proportion of black Americans enrolled in U.S. medical schools is not expected

to increase due to the decline in the economy and a relaxation of federal policies affecting

access to education for minorities. In fact, many educators express concern that the

reduction in federal loans and other student assistance programs could cause further

decline in the proportion of black Americans or other minorities enrolled in medical

schools.

Black M.D.s have been estimated to comprise only 3.4 percent of the supply of

U.S.-trained active M.D s in 1980; yet, 11.7 percent of the U.S. population is black.

Projections for the year 2000 show blacks as 12.6 percent of the population, and black

M.D.s as no more than 5.5 percent of the total supply of U.S.-trained physicians. If

the proportion ofblack medical students continues to decline, the proportion of black

M.D.s in the physician population will fall short of current projections.

Women in Medical Schools

Women have traditionally been underrepresented in the medical student population.

They comprised less than 10 percent of all medical school applicants and enrolled students

prior to 1970. By 1981, the proportion of women in the medical student population

increased to 28 percent, and rose to 31 percent of the new entrants in 1982. In spite

26
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of the increased proportion of women in the medical student population, in 1982 over

two-thirds of entering medical students were men. The proportion of women medical

students in the South was less than for the U.S., 4.6 percent and 24.8 percent compared

to 5.7 percent and 27.9 percent in 1960 and 1981, respectively (see Table 13). The

proportion of women among new entrants in 1982-83 was also lower in the South, 29

percent compared to 31.4 percent for the nation. The same pattern is seen when the

South, as a percent of U.S., is compared. For example, in 1981-82, total medical school

enrollments in the South reached 19,353 students, or 29.1 percent of the U.S. total.

The number of women medical students in the South for the same year was 4,808, or

25.9 percent of all I'S. women medical students. The declining financial assistance

to medical students may also affect the proportion of women in medical schools, particu-

larly in the South, because 43 percent of the black American medical students are

women.

Prognosticators have speculated that the increased numbers of women entering

the physician population may negate or diminish the projected surplus of physicians.

These observations were apparently based on studies reporting that practicing women

physicians work shorter hours, see fewer patients, and spend more time per patient visit.

In addition, historically, women physicians have dropped out of active practice for longer

periods than did male physicians. However, the impact of larger numbers of women phy-

sicians on total future physician supply is speculative at best. Only time will reveal how

the changing work patterns of women will affect the total work force. Factors such

as the economy, smaller families, more women electing to remain single, the longer life

expectancy of women, and the relatively recent attitudinal changes among women regard-

ing their career choices and professional goals will inevitably influence the practice pat-

terns of women physicians.

2;i
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Medical School Faculties

Medical school faculties are composed of basic science and clinical faculty. The

numbers of full-time filled and budgeted unfilled faculty positions by department for

198142 are displayed in Table 14. Over 70 percent of all full-time medical school

faculty are physicians teaching in various clinical departments. If the pathology depart-

ments' faculty (composed primarily of physicians) are included, the number of medical

school faculty who are physicians increases to approximately 75 percent of the total.

These proportions will vary by school.

Size

The number of full-time medical school faculty in the SREB states is estimated

to be 15,607. Using the national 1.24:1 ratio of medical students to full-time faculty

members, the number of medical school faculty in 1981-82 was estimated for each

of the SREB states (see Table 15). The ratio may vary somewhat from school to school,

depending on such factors as the size and type of graduate medical education programs,

the amount of patient care provided, and the research responsibilities of the faculty.

These data do not include paid part-time faculty or large numbers of unpaid volunteer

faculty.

The growth rate in the number of U.S. medical school faculty members has been

higher than that of medical students. The number of medical students increased 73

percent between 1964 and 1975, and 16.5 percent between 1975 and 1980; the number

of faculty increased 154 percent and 28.5 percent, respectively, for the same time

periods. However, a more realistic assessment of medical schools' faculty growth is

obtained by comparing the growth of full-time basic science and clinical faculty to

that of basic science students, medical students, and physicians in graduate medical

education programs who are taught by these faculties.

au
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Between 1965 and 1975, the number of basic science students increased 124 percent;

medical students, 73.4 percent; and residents, 97 percent. Altogether the number of

these students increased by 87 percent (see Table 16). Although total faculty increased

154 percent for this time period, basic science faculty increased 109 percent and clinical

faculty increased 175 percent. As would be expected, increases in enrollment of all

students and the number of faculty in medical schools were much less between 1975

and 1980 than for the period 1965 to 1975. However, the increases have a similar pattern

in that the largest increase in students taught by medical school faculties was in the

number of residents, who increased by 24 percent, followed by an increase in medical

students of 16.5 percent, and a 10.5 percent increase in basic science students--for

an overall increase in these students of 18 percent. This compares to an overall increase

in faculty for the 1975-80 period of 28.5 percent, with basic science faculty increasing

20 percent and clinical faculty increasing again considerably more (32 percent). Some

of the faculty growth can be attributed to large increases in research and patient care

responsibilities; however, it would appear that the number of clinical faculty is influenced

more by the number of residents in the graduate medical education program than by the

number of undergraduate medical students enrolled.

Teaching Responsibilities

A closer examination of the teaching responsibilities of medical school faculties

reveals that the faculties of U.S. medical schools are responsible for the instruction

of a variety of students in addition to basic science students, medical students, and

residents. For example, during the 1975-76 academic year, the composite faculty of

U.S. medical schools reported providing instruction to 56,244 medical students; 37,288

physicians in graduate medical education programs; 15,251 graduate and postgraduate
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basic science students; and 501,060 other students that included: 11,641 dental stuuents;

7,244 pharmacy students; 22.929 nursing students; 2,970 physician's assistant students;

24,626 undergraduate students in arts and sciences; 6,916 graduate students not in

basic sciences; 21,415 other allied health students; 6,748 other niscellaneous students;

and 398,522 physicians who registered for continuing education courses. In 1980, the

number of "other" students taught by medical school faculties declined to 92,596.

This is more related to changes in reporting than to an actual decline. Physicians taking

continuing educaiton courses who were taught by medical school faculties were not

included in the 1980 data nor were other non-medical students whose instruction accounted

for only a small portion of medical schools' faculty time.

Data regarding the number and type of medical school faculties are not reporte-I

by state and/or school. Overall, the South's medical schools would be expected to have

a mix similar to that for the U.S. in clinical and basic science faculty. However, the

rate of growth in the number of medical school faculty in the South may be greater

than that of the U.S. because of the number of new and developing medical schools.

These schools usually recruit a full complement of specialized faculty prior to enrolling

the optimum number of students. In addition, the number of basic science and medical

students increased proportionately more in the South than the U.S. between 1975 and

1980; the former by 10.5 percent, the latter by 16.5 percent. In the South these students

increased 22.3 and 23.6 percent, respectively, during the same period. On the other

hand, the percent increase in the number of residents taught by medical school faculties

did not increase as much in the South (21 percent) as for the United States (24 percent)

(see Table 17).

These data illustrate the fallacy of using an average undergraduate medical student

to faculty ratio in making policy decisions. In addition, they demonstrate that the
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increased numbers of undergraduate medical students enrolled are not the major driving

force behind the phenomenal growth in the number of medical school faculty members.

It would be unreasonable, based an these data, to assume that modest undergraduate

medical student enrollment reductions would significantly reduce the number of faculty

irt most medical schools. As the number of medical school graduates increases during

the next four years due-to the high number of medical students currently enrolled,

the number of medical school faculty members could continue to increase in order

to accommodate new M.D.s seeking graduate medical education. Since faculty salaries

comprise the bulk (over 60 percent) of medical schools' expenditures, the cost implications

for continued faculty growth should be kept in mind when reviewing the section on

financing medical education.
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Figure 1

GROWTH IN MEDICAL EDUCATION
UNITE') STATES AND SREB STATES

SELECTED YEARS

12%

United States

42%

124%

SREB States

64%

137%

1940 - 1960 1960 - 1980

Medical Schools

Medical Students

BillMedical School Graduates

1940 - 1960 1960 - 1980

Sources: American Medical Association, "Medical Education in the United

States." JAMA, 246, December 1981. Also prior annual reports.
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Table 5

N11,1ARY OF MEDICAL SCHOOL APPLICANT ACTIVITY,
SELECTF YEARS, 1947 THRr"JGH 1981

UNITED STATES

1st Year Class
Total

Applicants
Accepted
Applicants

Applicant/
Acceptance Ratio

Percent
Accepted

1947-48 18,829 6,512 2.9:1 34.6%

1950-51 22,279 7,254 3.1:1 32.6

1955-56 14,937 7,969 1.9:1 53.4

1960-61 14,397 8,550 1.7:1 59.4

1965-66 18,703 9,012 2.1:1 48.2

1970-71 24,987 11,500 2.2:1 .46.1.

1975-76 42,303 15,365 2.8:1 36,3

1980-81 36,100 17,146 2.1:1 47.5

1981-82 36,727 17,286 2.1:1 47.1

Note: The number of accepted applicants will not compare with t' new entrant date
this report because not all accepted applicants marticula:_; thus, the number of new
entrants is generally less than the number accepted, fe. example, the number of new
entrants in 1980-81 was 16,591; in 1981-82, it was 16-444.

Sources: American Medical Association, Medical Educatir... in the United States," JAMA,
214, November 1970, p. 1512; 236, December i76, p. 2691; and 248, December 1982,
-1:7:1249.
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Table 6

NEW ENTRANTS TO MEDICAL SCHOOLS BY RESIDENCY STATUS AND PERCENT IN-STATE
UNITED STATES AND SREB STATES

1960 AND 1910

1960 19110 Percent in State
In-

State
Out-of-

State_ Total
in-

State
Out -of-

Stale Total 1960 1910

United States 3,501 2,663 1,173 12,374 4,016 16,390 67.4 75.11

SREB States 1,669 624 2,293 4,003 198 4,901 72.1 111.7

South as a Percent of U.S. 10.3 23.4 28.1 31.1 22.4 29.1

University of Alabama 71 9 10 163 3 166 88.8 98.2

Urivr.,- of South Alabarna 60 4 64 93.1

University of Arkansas 90 2 92 136 116 97.1 100.0

...2LE11
University of Florida 46 3 49 111 4 113 94.0 96.3

University of South Florida 92 4 96 93.1

University of Miami 76 3 11 126 10 116 93.1 92.6

Georg%
Emory University 38 39 77 36 54 110 49.4 50.9

Morehouse School of Medicine 20 12 32 62.3

Medical College of Georgia 102 102 1711 2 ISO 100.0 99.0

KentlOg
University of Kentucky 40 40 102 7 109 100.0 93.6

University of Louisville 12 17 99 130 1 131 112.1 94.3

Louisiana
Louisiana State University-New Orleans 121 1211 179 179 100.0 100.0

Louisiana State University-Shreveport - - 100 100 100.0

Tulane University 2 1 I I I 132 45 103 1411 13.9 30.4

Mary land
3cAns Hopkins University 9 69 71 13 108 121 11.3 10.7

University of Maryland 77 23 100 163 8 171 77.0 95.3

141Animig_i i
University of Mississippi 76 SO 151 1 132 93.0 99.3

North Carolina
Bowmen Gray School of Medicine 211 27 35 63 43 log 50.9 60.2

Duke University 27 49 76 31 13 114 33.3 27.2

University of Piot th Carolina 63 6 69 145 IS 160 91.3 90.6

East Carolina tliiiversity - 39 I 40 97.3

hthS4Egitelicalversity of South Carolina Su 0 10 147 17 164 , 100.0 19.6

University of South Carolina
47 47 100.0

ThEntion
Meherry Medical College $ 71 79 20 103 123 10.1 16.0

Vanderbilt University II 34 32 19 SI 104 34.6 11.3

University of Tennessee 130 33 203 191 12 203 74.0 94.2

East Tennessee State University
46 2 41 93.1

14i;
Baylor of Medicine 47 37 14 114 34 168 36.0 67.9

Universt.yator Texas-San Antonio" - 113 17 202 91.6

University of Tessa-Seuthvontern 91 6 104 112 20 202 94.2 90.1

University of Texas-Galveston 147 1 148 116 17 203 99.3 91.6

University Of Tessa-Houston - 116 16 202 92.1

Texas Tien University'
99 911 - 100.0

Texas A/104 University'

yjmoie
Kern Virginia Medical School

21

93

a

3

32 87.3

96.9

Universes', of Virginia 41 21 76 104 33 139 63.2 74.8

Medical College of Virginia 56 30 14 136 32 161 66.3 11.0

ver4ity West Virginia 43 0 43 71 10 11 100.0 11111.6

tAardiall University"
35 2 37 94.6

Scheele established al ter 1963

Sources American Medical Asericlation, "Medical Education in the United States." WI& Plavember 1960 and , December

1981.
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Table 7

PERCENT OF MEDICAL SCHOOLS' NEW ENTRANTS WHO ARE IN-STATE RESIDENTS,
BY PRIVATE, PUBLIC, AND ALL SCHOOLS

UNITED STATES AND SREB STATES
198142

Nett/ Entrants,
Percent In-State Residents

Private Schools Public Schools All Schoois

United States 50.8 90.9 74.7

SREB States 47.7 93.0 81.4

Source: American Medical Association, "Medical Education in the United States,"
7AMA, 248, December 1982.

31
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Table

MEDICAL 3CHOOL ENROLLMENTS, RV SCHOOL OWNERSHIPI
AND PERCENT CHANGE 196041980
UNITED STATES AND SRER STATES

Geographic
Area

-Fircent
of

Private Total

1960

Public
of

Total

41....-
ENROLLMENTS

Total

"-Percent
1980

TotalPrivate
of

Total Public
of

Total

United States
SIMS States

South as a Percent
of U. S.

Alabama
Arkansas
Florida

Georgia
Kentucky
Louisiana
Maryland*

Mississippi
North Carolina
South Carolina

Tennessee
Texas
Virginia
West Virginia

15,792
3,051

19.3

273

293
375
499
286

326

469
330

52.5
36.9

14,292
5,217

36.5

300
343
177

365
-

437
369

274
266
299

760
907
638

12

47.5
63.1

30,084
8,268

27.3

300
343
450

651
375
936
655

274
792
299

1,229
1,211

638
12

26,078
5,052

19.4

647

528
-

613
468

917

938
666
275

39.8
26.4

39,419
14.082

35.7

960
534
734

736
1.001
1,111

718

598
791
1100

892
3,484
1,21

462

60.2
73.6

65,497
19,134

29.2

960
354

1,401

1,264
1.001
1,731
1.186

591
1.708

100

1.830
4,150
1,489

462

Excludes the Uniformed Services University.

Source. American Medical Association, "Medical Education in the UnitedStates."

December 1931.

JANA, 174, November 1960, and M
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Table 9

COMPARISON OF NUMBERS OF NEW ENTRANTS TO MEDICAL SCHOOLS
UNITED STATES AND SREB STATES

1981-82 TO 1982-83

1981-82 1982-83 Change

United States 16,660 16,567 -93
SREB States 4,897 4,850 -47

Alabama 214 216 +02
Arkansas 135 135
Florida 346 345 -01

Georeia 322 347 +25
Kentucky 243 220 -23
Louisiana 431 423 -08
Maryland* 299 295 -04

Mississippi 150 150
North Carolina 434 447 +13
South Carolina 216 205 -11

Tennessee 468 413 -55
Texas 1,112 1,114 +02
Virginia 403 403
West Virginia 124 137 +13

*Excludes the Uniformed Services University

Sources: American Medical Association, "Medical Education in the United States,"
JAMA, 248, December 1982; and Association of American Medical Colleges,
unpublished 1982 medical school enrollment data.
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Table 10

NUMBER OF MEDICAL SCHOOL ENROLLMENTS AND GRADUATES,
PERCENT CHANGE, SELECTED YEARS, 1930 THROUGH 1982

UNITED STATES

Yearn

Enrollments Graduates

First Percent Percent Number of Percent
Year Change Total Change Graduates Change

1930-31 6,456 21,982

1940-41 5,837 -9.6 21,379

1950-51 7,177 23.0 26,186

1955-56 7,686 7.1 28,639

1960-61 8,298 8.0 30,288

1965-66 8,759 5.6 32,835

1970-71 11,348 29.6 A,487

1975-76 15,351 35.3 56,244

1980-81 17,204 12.1 65,497

1981-82 17,320 0.7 66,485

1982-83 17,254 -0.4 66,748

-3.0

22.5

9.4

5.8

8.4

71.3

39.0

16.5

1.5

0.4

4,735

5,275

6,135

6,845

6,994

7,574

8,974

13,561

15,667

15,985

Note: The number of first-year students enrolled will not compare to the number . new
entrant data presented in other tables of this report since first-year
enrollments includes new entrants, repeaters, and transfers.

Sources: American Medical Association, "Medical Education in the United States," JAMA,
214,. November 1970; 246, December 1981; 248, December 1982; and
Association of American Medical Colleges, unpublished 1982 medical school
enrollment data.

/

11.4

16.3

11.6

2.2

8.3

18.5

51.1

15.5

2.0



Table 11

MINORITY MEDICAL STUDENTS ENROLLED IN MEDICAL SCHOOLS

UNITED STATES AND SREB STATES, FALL 1981

Percent Percent Percent Percent Percent

Black of American of Mexican of Mainland of Total of

Total American Total Indian Total American Total Puerto Rican Total Minority Total

United States 66;485 3,884 5.8% 229 0.3% 1,040 1.6% 350 0.5% 3,303 8.3%

'iREB States 19,353 1,277 6.6 53 0.3 339 1,8 28 0.2 1,697 8,8

Sloth as Percent

of U.S. 29.1 32.9 23.1 32.6 8.0 - 30.8,

Sources: Association of American Medical Colleges, Medical School Admission Requirements, 198344) 33rd Ed., 1982; and American

Medical Association, "Medical Education in the United States," JAMA, 248, December 1982,

41 92 tl
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Figure 2

PERCENT OF BLACK MEDICAL STUDENTS ENROLLED IN PRIVATE AND PUBLIC
MEDICAL SCHOOLS; PERCENT IN PRIVATE SUPPORTED BY INTERSTATE CONTRACTS

SREB STATES

FALL 1981

Notes: 100 percent of black American medical students enrolled in medical schools
in SREB states = 1,277. Percentages shown do not equal 100 due to rounding.

*20.2 percent of students are attending Meharry and Morehouse Medical
Schools through interstate contract arrangements with SREB.

Sources: Association of merican Medical Colleges, Medical School Admission Regurements,
1983-84, 33rd Ed., 1982; and SREB contract files.



Table 12

BLACK AMERICAN MEDICAL STUDENTS ENROLLED IN MEDICAL SCHOOLS, PERCENT OF TOTAL

UNITED STATES AND SREB STATES

1981

aimmim..www.14.M.=m-

Enrollments All Schools

.0010111

Blacks Enrolled in Predominantly Black Schools*

Total Black Americans Percent of Total Total Percent of Black Americans

'01....iMgla......10w0..11

United States 66,485 3,884 5.896 173 22.5%

SREB States 19,353 1,277 6.6 466 36.5

South as Percent

of U.S. 29.1 32.9 53,3

*Howard University College of Medicine, Meharry Medical College, and the Morehouse School of Medicine,

OP

Sources: Association of American Medical Colleges, Medical School Admission Requirements 1913.84, 33rd Ed., 1912;

and American Medical Association, "Medical Education in the United States," JAMA g December 1912,



Table 13

REPRESENTATION OF WOMEN IN THE MEDICAL STUDENT POPULATION, SELECTED YEARS

UNITED STATES AND SREB STATES

OD

a!

APPM1.0.11.

1960-61 1981-82 198243

Total

Total Total Percent Total Total Percent New Total Percent

Enrollments Women Women Enrollments Women Women Entrants Women Women

United States 30,084 1,710 5396 66,485 18,555 27.9% 16,567 5,210 31.4%

SREB States* 8,268 377 4.6 19,351 4,808 243 4,850 1,405 29.0

South as Percent

of U.S. 27.5 22 Oa 29.1 25.9 29.3 27.0 040

*Excludes Uniformed Services University.

Source: American Medical Association, "Medical Education in the United States," 3AMA, 174, November 1960; 248,

December 1982; and unpublished data from the Association of American Medical Colleges.

46 47
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Table 14

FULL-TIME FACULTY IN U.S. MEDICAL SCHOOLS,
BY DEPARTMENT, 1981-82

Departments
Full-Time Budgeted Positions

Positions Filled Positions Vacant

Basic Sciences
Anatomy 1,974 92

Biochemistry 1,776 77

Microbiology 1,554 95

Pathology 3,669 204

Pharmacology 1,541 88

Physiology 1,759 75

Other 1.000 37

Subtotal 13,273 668

Clinical
Anesthesiology 2,228 147

Dermatology 355 23

Family Practice 1,852 183

Medicine 10,773 499

Neurology 1,458 71

Obstetrics/Gynecology 2 , 036 149

Opthalmology 896 72

Orthopedics 665 58

Otolaryngology 544 25

Pediatrics 4,715 204

Physical Medicine 601
7Psychiatry 4,979 44 1

Public Health and Preventive
Medicine 988 59

Radiology 3,570 220

Surgery 4,061 273

Urology 306 20

Other 448 33

Subtotal 40.475 2.264

TOTAL 53,748 2,932

Source: American Medical Association, "Medical Education in the United States,"
LAMA, 248, December 1982.

4
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Table. 15

NUMB EDICAL STUDENTS AND NUMBER OF FULL-TIME FACULTY
UNITED STATES AND SREB STATES

1981-82

Geeographic Area Number of Medical Students Number of Faculty*

United States 66,485 53,748
SREB States 19,353 15,607

Alabama 938 756

Arkansas 549 443

Florida 1,392 1,123

Georgia 1,274 1,027

Kentucky 1,007 812

Louisiana 1,737 1,401

Maryland" 1,189 959

Mississippi 603 486

North Carolina 1,727 1,393

South Carolina 801 646

Tennessee 1,845 1,488

Texas 4,298 3,466

Virginia 1,517 1,223

West Virginia 476 384

*Number of faculty estimated based on the U.S. medical student to full-time
faculty ratio in 1981-82 of 1.24:1.

"Excludes Uniformed Services University.

Source: American Medical Association, "Medical Education in the United States,"
JAMA, 248, December 1982.
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Table 16

CHANGES IN TEACHING RESPONSIBILITIES OF MEDICAL SCHOOL FACULTIES
AND IN NUMBER OF FACULTY, SELECTED YEARS

UNITED STATES

1964-65 1975 -76 1980-81

Number Number
Percent
\Change Number

Percent
Change

Responsibilities

Basic Science
Students 6,806 15,251 124.0 16,849 10.5

Medical Students 32,428 56,244 73.4 65,497 16.5

Subtotal 39,234 71,495 82,346 15.2

Residents* 18 947* 37 2882 97.0 46,266 24.0

Total 58,181 108,783 87.0 128,572 18.2

Full-Time Faculty

5,133 10,728 109.0 12,840 19.7Basic Science

Clinical 10,381 28,602 175.0 37,696 31.8

Total 15,514 39,330 154.0 50,536 28.5

*Includes those classified as interns in 1965.

Sources: American Medical Association, "Medical Education in the United States," JAMA, 194,
November 1965; 236, December 1976; 246, December 1981.



Table 17

COMPARISON OF ESTIMATED TEACHING RESPONSMILITIES OF MEDICAL SCHOOL FACULTIES

AND PERCENT CHANGE, SELECTED INDICES

UNITED STATES AND SREB STATES

1975 AND 1910

Basic Science Students

Percent

1975 1980 Change

Medical Students

Percent

1975 1980 Change

Medical Residents

Percent

1973 1980 Change

United States 15,231 16,849 10,596 56,244 65,497 16.5%

SREB States 3,641 4,452 22.3 13,484 19,134 23.6

South as Percent

of U.S. 23.9 26.4 27,5 29.2

37,288 46,266 24,096

9,833 11,151 20,5

26,4

Source: American Medical Association, "Medical Education in the United States," 3AMA, 2%, December 1916;

and 246, December 1981,

51
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SECTION CGRADUATE MEDICAL EDUCATION

Historically, graduate medical education, commonly referred to as residency

training, was not the most common route to the practice of medicine for new medical

school graduates. The typical medical school graduate in the Thirties and Forties either

began practicing general medicine immediately after graduation and licensure, or com-

pleted only a one-year internship program. Both options are still available, but most

states (35) now require one year of postgraduate medical training as a prerequisite for

licensure, and two states require two years of postgraduate education.

If physicians complete the prescribed training in any specialty field, they are

eligible for credentialing as board-certified specialists in that field upon passing the

examinations required by the respective specialty board. In the past, many physicians

who entered graduate specialty programs elected to enter medical practice prior to

completing the entire graduate program. Also, some who completed specialty programs

did not elect to compete for board certification.

No state requires physicians to be board-certified specialists in order to practice

medicine; yet, today over 98 percent of U.S. medical school graduates enter a postgradu-

ate program and over 90 percent express an intent to complete one of 36 graduate

medical specialty programs that range in duration from three to five (or sometimes

seven) years. A cne-year flexible (more recently referred to as transitional) residency

program is available for physicians who still elect only one year of postgraduate training.

This program also serves to meet the requirements of some medical specialty programs

that require at least a year of general graduate education prior to admission.

5J
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Graduate medical education programs are generally offered by medical schools

and/or hospitals. The majority of freestanding residency training Programs are in some

way affiliated with medical schools. New U.S. medical school graduates, graduates of

Canadian and other foreign medical schools, and graduates of osteopathic medical

schools all compete for admission to residency programs. Most seek admission through

the National Resident Matching Program (NRMP) that serves to "allow all applicants

seeking residency positions and institutions offering those positions the opportunity

to rank their preferences confidentially at a uniform date as late as possible in the

senior year, and to match students to the programs ranked highest on their listing that

offer them a position" (NRMP, 1982). The NRMP has been operating for 27 years and

maintains that its success in matching students to positions, with most students obtaining

their first choice, is due to the voluntary cooperation of students and the institutions

offering the programs. In 1982, 14,949 physicians entering first-year residency programs

were matched to programs of their choice through NRMP. This number accounts for

82 percent of the 1982 first-year positions offered in the U.S. (see Table 18).

Accreditation

Graduate medical education programs are accredited by the Accreditation Council

for Graduate Medical Education (ACGME) using specialty specific Residency Review

Committees (RRC). Each program must meet general and special requirements that

are specified by published standards as the "Essentials of Accredited Residencies."

The ACGME is composed of representatives of the American Board of Medical

Specialties, the American Hospital Association, the American Medical Association,

the Association of American Medical Colleges, and the Council on Medical Specialty

Societies. In addition, the federal government names a representative and the Council
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names one public member. he RRCs consist of representatives appointed by the

Council on Medical Educati of the American Medical Association (AMA), by the

specialty boards concerned, and, in some cases, by a national professional association

of the specialty field. Information about all accredited residency programs in the United

States and standards for accredited residency programs are published annually by the

AMA in a directory of residency training programs.

Specialization

Figure 3 depicts the most typical patterns for the duration of graduate medical

education programs by specialty and subspecialty. For example, a medical school gradu-

ate may enter a residency program in internal medicine, complete three yelrs, and

be eligible for board certification as an internist. Or, after completing one year of

an internal medicine residency, he or she could enter any one of three medical subspeci-

alties--dermatology, neurology, or ophthalmology. The types of graduate programs

that require no previous graduate education are presented in Table 19, and a comparison

is made between the numbers of first year residents with and without previous training

who were in these programs in 1981. With the exceptions of family practice, internal

medicine, pediatrics, and general surgery, many first-year students enter programs

with some previous graduate education.

Specialization as the norm +of most M.D.s is a relatively recent occurence. This

change can be seen by he increased numbers of physicians electing to enter graduate

medical education residency programs and the discontinuance of the traditional internship

(see Table 20). Between 1964 and 1974, the number of internships offered declined

by 18 percent and those filled declined by 3 percent. During the same period the number

of residency positions offered increased 50 percent and those filled increased 71 percent.
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A more dramatic change occurred between 1974 and 1981. Internships were discon-

tinued and substituted by the flexible or transitional one-year program. These one-year

programs offered and filled under 1,500 positions in 1981, more than 85 percent less

than for internships in 1974. This decline was directly related to the fact that most

medical school graduates now perceive medical specialization as the most appropriate

route to the practice of medicine.

Medical educators attribute this shift toward virtually total specialization tc.

the increased amount of knowledge that is now necessary in order to practice medicine

safely. Others attribute the change to the creation of the family practice specialist.

As more physicians specialized, there was an alarming decline in the number of general

practitioners available to deliver what has been classified as "primary care." This

stimulated the development of the family practice specialist whose 3 years of graduate

medical education allow equal status with the internist, the pediatrician, and the general

surgeon. As the perception of physician shortages continued in the late Sixties and

Seventies, federal and state initiatives focused on increasing the number of family

practitioners and other primary care specialists, thus increasing the options to specialize

for all new medical school graduates.

The success of these initiatives can be seen in Table 21. In 1981, over 54 percent

of the M.D.s entering first-year graduate medical specialty programs selected one

of the four primary care specialties and over 48 percent of all graduate medical students

were in these programs. The specialty choices of U.S. medical school graduates on

entering graduate programs are presented in Table 22 for 1977 and 1980. Four special-

ties-- family practice, internal medicine, pediatrics, and surgery--accounted for 72

percent of U.S. graduates entering first-year graduate medical programs th years.

The preponderance of all physicians (79 percent) in graduate medical education programs
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in the United States are graduates of U.S. and Canadian medical schools. However,

foreign graduates account for slightly over 19 percent, while osteopathic graduates

represent 1.4 percent. It should be noted that 44 percent of the 13,194 foreign medical

graduates in U.S. residency programs in 1982 were U.S. citizens who attended a foreign

medical school and returned to the United States for their graduate education (see

Table 23).

There are adequate first-year graduate medical education positions available

to meet the needs of new U.S. medical school graduates; however, many programs

report capacity enrollments. The over 16,000 new U.S. medical school graduates per

year, plus graduates from osteopathic schools and foreign medical schools, may find

competition for admission to the graduate specialty program of their choice more intense

in the future. Should federal and state funding for primary care graduate programs

decline substantially, it is very likely that many existing programs would be forced

to reduce enrollments and some could close.

Graduate Medical Education in the SREB States

The South has experienced even greater change than the U.S. in the numbers

of graduate medical education programs and students. Between 1974 and 1981, there

was a slight decline in number of specialty training programs in the U.S., while the

South's programs increased by over 10 percent. The number of residents enrolled in

graduate programs in the U.S. increased 29 percent during the same period compared

to a 46 percent increase in the South. While every state in the SREB region experienced

an increase in the numbers of residency programs and graduate students between 1974

and 1981, the increase in graduate students exceeded 50 percent in 6 states (see Table 24).
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The number of foreign medical school graduates in graduate medical education

programs in the South varies by state, from as few as 5 in Arkansas to as many as 463

in Maryland. Overall, foreign medical school graduates in graduate programs in the

SREB states comprise 11 percent of the total compared to 19 percent for the U.S.

(see Table 25).

When the first-year graduate medical education positions offered are compared

by type of medical specialty, it is evident that internal medicine positions are the most

numerous for the U.S. and the South; however, only 20.5 percent of these .positions

are available in the South. On the other hand, slightly over 30 percent of all first-year

family practice positions are in the South. The number of first-year positions by spe-

cialty varies widely among the SREB states, from a high of 238 internal medicine positions

in Texas to a low of 4 obstetrics-gynecology positions in Arkansas and 4 psychiatry

positions in Mississippi (see Table 26).

Multiple factors affect the ultimate practice location of physicians. Many states

have increased their medical schools' undergraduate enrollments and restricted enroll

ments to state residents in order to increase the retention of graduates. Where M.D.s

receive their graduate education also influences their practice locations. Some states

have large numbers of their medical school graduates who must leave the state in order

to gain access to graduate education. Thus, many are "lost" to other states. Not all

medical school graduates desire to enter graduate programs in the same state where

they receive their undergraduate medical education. However, when high quality gradu-

ate medical education positions are available in sufficient numbers, physician retention

is increased. These programs attract medical school graduates from other states, many

of whom elect to establish a practice in nearby locations.
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John Graettinger (1978) developed the notion of "balance" in medical education

networks. A network consists of a medical school and participating hospitals involved

in graduate medical education. These generally follow state boundaries. He found that

states could be classified as importers, deporters, or exporters of medical school gradu-

ates based on how the number of first-year residency positions offered and filled by U.S.

medical school graduates compared to the state's number of medical school graduates.

In 1977, he classified five SREB states as importers: Alabama, Florida, North

Carolina, South Carolina, and Texas. For these states, the number of first-year graduate

(G-1) positions filled by U.S. medical school graduates (USGs) was greater than the number

of graduates from schools in the state. Four SREB states were classified as deporters:

Kentucky, Louisiana, Mississippi, and Tennessee. In these states, the number of G-1

positions offered and filled by USG was less than the number of graduates frr,:n schools

in the state. The remaining five SREB states were classified as exporters: Arkansas,

Georgia, Maryland, Virginia, and West Virginia. In these states, the number of G-1

positions offered was greater than the number of medical school graduates; but, the

number of G-1 positions filled by USGs was less than the number of graduates. Thus,

10 SREB states had adequate numbers of graduate medical education positions available,

but in five of these states the positions filled by gradUates of their own medical schools

or graduates from other U.S. medical schools did not equal the number of medical school

graduates in the respective states.

It is reasonable to assume that the "balance" status for states that was desc, gybed

by Dr. Graettinger for 1977 may change from year to year depending on three factors:

(1) the number of medical school graduates; (2) the number of first-year positions

offered by their graduate medical education programs; and (3) the attractiveness of those
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programs to their own and other U.S. medical school graduates. Thus, having more

first-year graduate medical education positions than medical school graduates will

not assure "balance." It is :tar that, although graduate medical education programs

may meet accreditation standards, new medical school graduates perceive some

graduate residency programs more suitable or of higher quality than others.

At least nine SREB states were net exporters of their medical school graduates

in 1982 (see Table 27). Collectively, these SREB states exported at least 146, or 3

percent, of their graduates in 1982. Using Graettinger's terminology, the number of

"deportee states in the South increased from four to nine between 1977 and 1982.

It is probable that the overall net export rate was much higher than 3 percent in 1982

if graduate positions in the South were filled with USGs to the extent found in 1977.

It is unlikely that most SREB states will attain a "balance" between their number of

medical school graduates and the number of G-1 positions offered and filled by U.S.

medical school graduates as long as current undergraduate enrollment levels are main-

tained.

If physician retention is the primary purpose for state medical education-expendi-

tures, those states with more graduates than G-1 positions could improve the return

on their investment by seeking to bring into balance the number of medical school

graduates from its schools and the number of first-year graduate medical education

positions offered and filled by their own medical school graduates or by graduates from

schools in othcr states.



51

Table 18

COMPARISON OF FIRST-YEAR GRADUATE MEDICAL EDUCATION POSITIONS OFFERED
AND FILLED THROUGH THE NATIONAL RESIDENT MATCHING PROGRAM,

BY SELECTED SPECIALTIES; PERCENT U.S.
MEDICAL SCHOOL GRADUATES

UNITED STATES
1982

Positions

Offered Filled
Percent

Filled

Percent Filled by
U.S. Medical School

Graduates

*Family Practice 2,362 1,940 82.1 74.4

*Internal Medicine 6,260 5,248 83.8 71.6

*Pediatrics 1,810 1,475 81.5 66.5

*Obstetrics and Gynecology 1,035 962 92.9 81.3

Psychiatry 922 603 65.4 58.7

General Surgery 2,340 2,045 87.4 75.9

Flexible 1,343 1,109 82.6 74.4

Other 2,228 1,567 70.3 63.7

Total 18,300 14,949 82.0 71.2

*Primary Care Specialties

Source: National Resident Matching Program, NRMP Directory, October 1982.

61
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Figure 3

YEARS OF GRADUATE MEDICAL EDUCATION GENERALLY REQUIRED
FOR CERTIFICATION BY VARIOUS SPECIALTY BOARDS

GME YEAR
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Source: National Resident Matching Program. NRMP Directory, October 1982, pg. 37.
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Table 19

NUMBER OF FIRST-YEAR RESIDENTS ON DUTY SEPTEMBER 1,1981
IN THOSE SPECIALTIES OPEN TO PHYSICIANS WITH NO

PREVIOUS POSTGRADUATE MEDICAL TRAINING,
BY THOSE WITH AND WITHOUT PREVIOUS

POSTGRADUATE TRAINING
UNITED STATES

First-Year Residents
With Previous Without Previous
Postgraduate Postgraduate

Specialty Training Training Total

Anesthesiology 452 497 949
Family Practice 207 2,268 2,475
Internal Medicine . 1,258 5,969 7,227
Neurological Surgery 116 39 155
Neurology 346 58 404
Obstetrics and Gynecology 225 1,076 1,301
Opthalmology 476 14 490
Orthopedic Surgery 432 236 668
Otolaryngology 231 54 285
Pathology 178 596 774
Pediatrics 341 1,821 2,162
Physical Medicine and

Rehabilitation 124 121 245
Preventive Medicine, General 52 5 57
Occupational Medicine 29 1 30
Psychiatry 306 927 1,233
Radiology, Diagnostic 496 409 905
Radiology, Diagnostic (Nuclear) 10 4 14

Radiology, Therapeutic 69 59 128
Surgery 432 2,606 3,038
Urology 226 50 276
Flexible -- 1,521 11521

Total 6,006 15031 24 517

Source: American Medical Association, '82-'83 Directory of Residency Training Programs,
1982, pp. 59 and 60.



Table 20

CHANGING PATTERNS OF GRADUATE MEDICAL EDUCATION

UNITED STATES

1964-1981

Positions Offered Positions Filled

Percent Percent Percent Percent

Internships Change Residencies Change Inte6ships Change Residencies Change

1%4 12,128 38,373 10,097 30,791 IMO

1974 10,441 -18.0 57,681 50.3 9, 827 -2.7 52,685 71.1

1981 1,521* 85,4 73,784 27.9 1,51* -84.5 69,738 32.4

' "Flexible" or "Transitional" programs replaced the traditional 1-year internship4ograms. They serve as the

route to enter practice in 37 states or to enter a specific graduate specialty pr am.

Sources: American Medical Association, "Medical Education in the United States,"

226 December 1976; and 248 December 1982,

64

JAMA, 194 November 1965;-J

65
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Table 21

NUMBER AND PERCENT OF ACCREDITED GRADUATE MEDICAL RESIDENCY PROGRAMS,
AND ENROLLMENTS BY ALL PROGRAMS AND PRIMARY CARE PROGRAMS

UNITED STATES

SEPTEMBER 1981

Programs Residents Enrolled
First-Year Total

Number Percent Number Percent Number Percent

All Programs

Primary Care Programs

4,742

1,377

100.0

29.0

24,072

13,165

100.0

54.7

69,738

33,858

100.0

48.6

Source: American Medical Association, '82-'83 Directory of Residency Training Programs, 1982;
and American Medical Association, "Medical Education in the United States," LAMA,
248 December 1982.
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Table 22

SPECIALTY DISTRIBUTION OF U.S. MEDICAL SCHOOL GRADUATES
ENTERING FIRST-YEAR GRADUATE PROGRAMS THROUGH THE

NATIONAL RESIDENCY MATCHING PROGRAM,
SELECTED YEARS

Specialty

U.S. Graduates in First-Year Positions*

1977 1980

Number
Percent
of Total Number

Percent
of Total

Family Practice 1,721 13 2,022 14

Internal Medicine 4,827 36 5,142 34

Pediatrics 1,375 10 1,428 10

Obstetrics and Gynecology 759 6 937 6

Psychiatry 592 4 527 4

General Surgery 1,710 13 2,086 14

Anesthesiology 211 1 316 2

Pathology 351 3 315 2

Radiology 295 2 378 2

Flexible 1,141 9 1,217 8

Other 433 3 562 4

Sub-Total 13,415 100 14,930 100

Unknown 65 58

No Post Graduate -1 167 134

Total 13,647 15,122

*Graduates participating in the NRMP represented 95 percent of all 1977 graduates

and 97 percent of the 1980 graduates.

Source: National Resident Matching Program, NRMP Directory, October 1982, p. 27.
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Table 23

RESIDENTS ON DUTY IN U.S. RESIDENCY PROGRAMS,
SEPTEMBER 1,1981, BY TYPE OF MEDICAL SCHOOL*

School of Undergraduate Medical Education

U.S. and Canadian Foreign** Osteopathic Total

Number 53,704 13,194 970 67,868

Percent 79.1 19.5 1.4 100

Data from 96 percent of U.S. residency programs

*115,778, or 44 percent, of the foreign medical graduates are U.S. citizens who attended
a medical school in a foreign country.

Source: American Medical Association,. '8243 Directory of Residency Training Programs,
1982, pp. 60 and 63.
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Table 24

NUMBERS OF GRADUATE MEDICAL EDUCATION PROGRAMS AND RESIDENTS ON DUTY
ON SEPTEMBER 1 OF 1974 AND 1981, AND PERCENT CHANGE

UNITED STATES AND SREB STATES

1974 1981 Percent Change
1974-1981

Programs Residents Programs Residents Programs Residents

United States 4,565 52,499 4,553 67,868* -0.3 29.3

SREB States 1,038 11,289 1,146 16,493 10.4 46.1

South as a Percent
of U.S. 22.7 21.5 25.2 24.3

Alabama 47 432 56 747 19.1 72.9

Arkansas 21 195 1.) 339 19.0 73.8

Flcrida 93 1,261 103 1,629 10.8 29.2

Georgia 63 647 70 1,154 1.1..1 78.4

Kentucky 48 544 46 611 -4.2 12.3

Louisiana 72 761 81 1,222 12.5 60.6

Maryland 129 1,384 132 1,765 7!.3 27.5

Mississippi 21 250 21 339 0.0 35.6

North Carat Ina 88 987 101 1,425 14.8 44.4

South Carolina 37 391 45 679 21.6 73.7

Tennessee 85 868 89 1,222 4.7 40.8

Texas 207 2,351 245 3,733 18.4 58.8

Virginia 93 982 94 1,289 1.1 31.3

West Virginia 34 236 38 339 11.8 43.6

*Note: Numbers of residents were estimated from U.S. data providing the percent of total
residents by state from 96 percent of the programs.

Sources: American Medical Association, "Medical Education in the United States,"
)AMA, 236, December 1976; and American Medical Association,
'82-'83 Directory of ResidencyTraininK Programs, 1982.

6,/
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Table 25

FOREIGN MEDICAL SCHOOL GRADUATES ON DUTY IN U.S. RESIDENCY PROGRAMS,
FOREIGN MEDICAL GRADUATES AS PERCENT OF ALL

RESIDENTS ON DUTY, SEPTEMBER 1981
UNITED STATES AND SREB STATES

Number of
Foreign Medical School Graduates

Percent of
All Residents

United States 13,194* 19.4%

SREB States 1,838 11.1

Alabama 44 5.8
Arkansas 5 1.5
Florida 324 19.9

Georgia 84 7.3
Kentucky 90 14.7
Louisiana 169 13.8
Maryland 463 26.2

Mississippi 13 3.8
North Carolina 57 4.0
South Carolina 13 2.0

Tennessee 134 11.0
Texas 300 8,0
Virginia 95 7.4
West Virginia 47 13.7

*5,778 are U.S. citizens who attended a foreign medical school,

Source: American Medical Association, '82-'83 Directory of Residency
Training Progms, 1982, p. 63.
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FIRST -YEAR GRADUATE MEDICAL EDUCATION POSITIONS OFFERED THROUGH

THE NATIONAL RESIDENT MATCHING PROGRAM, BY SELECTED SPECIALTIES

UNITED STATES AND SREB STATES

1982

0

Family

Practice

Internal

Medicine Pediatrics

Obstetrics

&Gynecology Psychiatry

General

Surgery

United States 2,362 6,260 1,810 1,035 912 2,340

SREB States 714 1,284 475 296 222 556

South as a Percent

of U.S. 30.2 20.5 26.2 28.6 24.1 23,8

Alabama 58 74 20 11 8 37

Arkansas 31 17 12 4 6 8

Florida 62 124 54 32 15 62

Georgia 35 94 24 21 16 21

Kentucky 29 60 25 10 15 25

Louisiana 43 107 45 32 21 57

Maryiedi 25 151 47 35 9 66

Mississippi 14 17 6 5 4 7

Nor' h, Carolina 67 103 41 23 31 28

South Carolina 66 41 16 9 14 24

Tennessee 44 124 27 20 12 55

Texas 143 238 110 64 45 101

Virginia 70 99 34 20 16 40

West Virginia 27 35 14 10 10 19

*Represents 87.8 percent of all first-year positions offered.

Sourte: National Resident Matching Program, NRMP Directory, October 1982,

Flexible/

Transitional Totals

1,343 16,072*

263 3,810

19.6 23.7

17 225

23 101

3 352

30 247

164

53 358

8 341

53

8 301

14 lilt

40 322

52 753

15 294

115
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Table 27

FIRST-YEAR MEDICAL SCHOOL ENROLLMENTS, GRADUATES, AND FIRST-YEAR
GRADUATE MEDICAL EDUCATION POSITIONS OFFERED

UNITED STATES AND SREB STATES
1982

Geographic Area

Fi _ -Year
Enrolu.....-nts,

1981-82

Graduates
i-1-81

to
6-30-82

G-1
L ositions
Offered,

1982

Difference in
Number of Graduates
and Number of
G-1 Positions

United States 17,320 15,985 18,300 2,315

SREB States 51.21 4,623 4,477 -146

South as a Percent
of U.S. 29.6 28.9 23.7

Alabama 231 235 246 11

Arkansas 143 134 122 -12
Florida 353 377 413 36

Georgia 336 301 296 -05
Kentucky 248 258 202 -56
Louisiana 442 425 418 -07
Maryland* 309 298 359 61

Mississippi 155 I46 69 -77
North Carolina 448 4t5 385 -20
South Carolina 220 151 210 29

Tennessee 541 403 368 -35
Texas 1,153 964 918 -46
Virginia 417 388 339 -49
West Virginia t25 108 132 24

*Excludes Uniformed Services University.

Sources: American Medical Association, "Medical Education in the United States,"
JAMA, pis, December 1982; and National Resident Matching Program,
NRMP Directory, October 1982.
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SECTION II---FINANCING MEDICAL EDUCATION

The amount of tax funds required to support medical schools is an increasing

concern of states. This section provides data and information to assist states in determ'-

ning (1) required support to public medical schools; and (2) required subsidy to private

medical schools within their borders that provide medical education to state residents.

1950-51 academy year tht )rted budgets of 72 medical schools and

sev, nedical science schools in the U. S. totaled approximately $67.5 million.

Individual schools' budgets ranged from under o,e-half million dollars to over $2 million.

Public schools accounted for $31 million (46 percent) and private schools $36.5 rrAlion

(54 percent) of the total. Resident tuitions charged medical students ranged from

$97 to $867. Tuition revenues were estimated to provide 22.5 percent of the medical

schools' budgets.

By contrast, in the 1980-81 academic year 119 medical schools reported expendi-

tures of ovcr 56.3 billion. Individual schools' expenditures ranged from $1.9 million

to $164 million, with the median $45 million and the average $53.2 million. Public

>chools accounted for $3.5 billion (56 percent) and private schools accounted for

52.8 h.11ion (44 percent) of the ',Utions ranged from under $100 to over $23,000.

Revenues from tuition and fees, however, provided only 5.5 percent of the total.

Thus, in three decades, monies to finance medical school operations increased

over 900 percent and the dollars expended by public medical schools increased from

46 to 56 percent of the total. Tuition and fees in some medical schools increased over

1,000 percent. Hoever, tuition as a proportion of all medical school revenues decreased

over 300 percent. During the same period, the number of medical students enrolled

increased roughly 125 percent.



It is clear that the growth in medical school expenditures outpaced the growth

in the number of undergraduate medical students educated, even though inflation contri-

buted significantly to the gross increase in expenditures. Although the basic function of

medical schools--education, research, and servicehave remained the same, missions

have changed and/or expanded over the past 30 years. The scope and configurati )n

of these functions varies widely by school.

The range of medical school expenditures reflects these differences in the functions

and missions. The difficulty in determining the cost of undergraduate medical education

stems in part from these differences. Factors that '-_-omplicate the assessment of the

cost of undergraduate medical education are discussed in another SREB publication,

"Factors that Influence the Financing and Cost of Medical Education."

Trends in Medical Schools' Revenues and Expenditures

Medical school revenue data for fiscal years ending lune 30, 1569, 1974, 1980,

and 1981 are reported for general operations of the medical schools and for sponsored

and restricted programs in Table 28. The latter includes all earmarked funds that must

be °o support the specific purpose for which the funds were awarded, that is, federal

As, federal or state funds for graduate medical education, endowments

for cancer centers, etc. Between FY 69 and FY 81, the increase for general operation

revenues was more than twice as high (575 percent) as that for sponsored and restricted

programs (220 percent). As general operation revenues increased as a proportion of

the total from 42 to 60 percent, sponsored and restricted revenues decreased by similar

proportions, from 58 to 39 percent. This shift was due primarily to a decline in federal

funding for research and to an increase in state funding for medical education as well

as increased revenues from patient services.
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Medical schools' growth during the 1960s is compared with growth in the 19/0s"

in Table 29. Between 1960 and 1970, full-time faculty increased by 139 percent; expendi-

tures increased over 290 percent; undergraduate enrollments increased 34 percent; and

graduate enrollments 60 percent. The growth in new medical schools and in undergraduate

and graduate enrollments was greater during the Seventies than during the Sixties.

A (though growth in full-time faculty continued in the Seventies, it was significantly

less than during the Sixties. Growth in expenditures was only slightly less than during

the Sixties.

Another assessment is obtained by comparing growth in actual expenditures to

that of constant dollars, and by comparing constant dollar growth with enrollment

and faculty growth (see Table 30). Inflation accounted for 96 percent of the growth

in expenditures for the decade of the Sixties and 205 percent in the Seventies, but

the total growth was 293 percent. The constant dollar growth of 197 percent for the

Sixties more accurately reflects the massive influx of federal funds to medical schools

for research and to stimulate increased undergraduate enrollments during that period.

The 65.4 percent growth in constant dollar expenditures in the Seventies is more in

line with the 62 percent growth in undergraduate enrollments, 70 percent growth in

graduate enrollments, and 91 percent growth in full-time faculty.

Thus, we see a deceleration in medical school expenditures in the 1970s. Although

expenditures continued to increase, the growth rate in both actual and constant dollars

decreased. As enrollments stabilize in the mid-Eighties and begin a measurable decline

during the late Eighties, expenditures should level off; however, a decline in total expendi-

tures before the year 2000 is unlikely.

%ti
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Medical School Expenditures

U. S. medical

functional categorie

41ta are usually reported by inst;+.1ticoal and

,Arch, academic support. The Jlties

assigning expenditures to these functions are many, medical schools use different criteria

and often report expenditures of several functions in a single category (see Table 3i).

It is obvious that the category "instruction and departmental research" is a mixture

of education and research. Opinions regarding levels of research expenditures which

are appropriate or essential to medical education vary greatly. Also, the category

for "health services" includes expenditures for hospital and clinical house staff stipends.

This mixes education and service expenditures. Further, the expenditure category

"academic support" includes items that are clearly a mixture of education, research,

and service, such as, administration, animal resource centers, libraries, and computer

centers.

These data provide limited information about the relative proportion of funds

that were expended for the basic functions of medical schools. Association of American

Medical Colleges RAMC) representatives caution that these data cannot be used to

compare ind, '-)ools. Nevertheless, knowledge of the approximate propor-

tion of total expenditures that are allocated to education, research, and service by

a medical school provides a rough estimate of these expenditures that can be compared

to the amcunt of revenues generated by tuition and state appropriations.

!'sing what could be described as an "educated guesstimate," the expenditures

reported in Table 31 were assigned to either education, research, or service and the

proportion ;r1t- r-h of the basic functions have been calculated (see Table 32). From

this zippi .41 S by basic function were found to be roughly: education,

46 percent; research, 37 percent; and service, 17 percent. If the same methods are

I 1
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used to divide expenditures for general operations and sp. triet(- ograMS

into these three functional c.-ater'ies, it is likely that education would amount to more

two-th-ds o' neral op' evnenclitures; research would esse-tially

equal the expenditures for sponsored ,Ind restricted programs.

Another way to examine medical school expenditures is through an analysis of

the proportions of total expenditures expended by the "arious medical school depart-

ments. For all U. S. medical schools, clinical science departments accounted for over

61 percent of the total expenditures, and basic science departments for 20 percent. This

large difference is due to the fact that clinical faculty teach and supervise both under-

graduate and graduate medical students, usually at a very low student/faculty ratio.

Basic science faculty primarily teach undergraduate medical students during their

first two years of medical education and basic science master's and Ph.D. students.

The bulk of the instruction by basic science faculty is by lecture, permitting a higher

student/faculty ratio. In addition, the majority of clinical faculty are physicians who

command higher salaries than do the basic science faculty. These proportions will

also vary, widely by school and, on the surface, would appear spurious information to

public decision-makers. However, these data, if examined by each basic science and

clinical clef), tment, can assist stiAes in determining the relative strength and emphasis

of the various departments in a p trticular medical school (see Table 33).

Medical School Revenues

Medical school revenues come from a variety of sources. The proportions by

source varies by school depending on the school's ownership, age, prestige, size, the

amount and type of patient care provided by its faculty, and the amount and type of

research conducted. The older, more prestigious schools generate more gifts and endow-

ment, and they usually attract more federal as well as private research funds. The
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mix of revenue will also vary considerably depending on the type of graduate medical

education progrd offered. Secondary and tertiary care graduate medical education

spes y pi K.

primary care programs.

generate more patient care revenues for a school than will

Pr ,- cr-hor' Pener,* " at er proportion of their revenues from tuition and

fees than do public Sc. uois. t;nn ,nd fees provided 8.7 percent of

private schools' revenues in the 1981 fiscal year, Lumpai i to t.8 per, -nt for public

schools. For the same year, state appropriations provided 33.4 percent of public schools'

revenues while state subsidies to private schools accounted for 3.1 percent of their

total revenues. The amount of federal funds received by private medical schools is

roughly 11 percent more than that of public schools; 35 percent of private schools'

total revenues compared to 24 percent for public schools. The non-tax revenues of

U. S. medical schools are a substantial portion of the total. Excluding tuition and fees,

public schools generated $1,191 million dollars in non-tax revenues and private schools

generated $1,300 million. When tuition and fees are included, the non-tax revenues

account for 35.6 percent of public schools' total revenues compare() to 55 percent of

the private schools (see Table 34). Reverwes from tuition and fees increased 449 percent

and professional fee income increased 770 percent between the FY 1974 and FY 1981

(Table 35). These increases are partially due to the increased numbers of students

and clinical faculty; however, the steady decline of all federal funds and the discontin-

uation of federal capitation funds forced medical schools to offset these fund losses.

Tuition and fees charged by public and private medical scl.,00ls illustrate the

differences in the role of tuition in the two sectors as well as the great variability

among states in their willingness and/or ability to fund medical education. The average

resident tuition for SREB public schools in the 1982-83 academic year was $1,659 com-

pared to $7,367 for private schools. The contr ast is even greater when the range is
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considered. Public school resident tuitions in the SREB states ranged from 7c-o to

$3,929, compared to $400 to $9,750 for private schools (see Table 36). The average

and range of tuitions charged by all U. S. schools are higher than those charged by

medical schools in the SREB states. Tuitions charged by private schools are more uniform

than tuitions charged by public schools. The amount of fees charged varies considerably

by school; tuition and fees can vary a,nong public schools in the same state. A listing

of the tuitions and fees charged by medical schools in SREB states for the 1982-83

arlde- - year is provided in Table 37.

I lie impact of the decline in federal capitation funding on state support as well

as tuition and fee income is seen in Table 38. When federal capitation funds, state

appropriations, and tuition income are examined for their relative support for medical

schools for 1974, 1978, and 1980, increased tuition was used by private schools as the

means to offset the loss of federal funds. For public schools, the loss of capitation

funds was offset more by increased state support than by increased tuitions.

Cost of Medical Education

The variations between and among medical schools are reflected by an absence

of either compatible or comparable financial data from medical schools. This has

deterred the determination of an average cost-per-student that would permit reliable

comparisons of medical schools. Some authors indicate that it would be futile to attempt

to evaluate the budgets of two or more medical schools which do not have uniform

accounting systems. Others discount the value of uniform accounting systems in accurately

determining an average cost-per-student, because such systems would not accommodate

the differences in goals, objectives, and programs of medical schools. In order to be

compatible, financial data from two or more sources must be uniformly defined and
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consistently aggregated and, to be comparable, these data must be measurements of

the same or very similar activities. Rarely do medical schools' financial data meet

these criteria. Past attempts to assign "joint product" (undergraduate education, research,

and service) costs to individual products introduced ambiguity and arbitrariness into

the accounting process, resulting in inaccurate figures. Generally, there are few refer-

ences to provide policymakers with information about the nature of medical education, the

variations in goals and objectives among schools, and the functional interrelationships

of education, research, and service that produce "joint product" costs. However, policy-

makers continue to express the need for cost-per-student information.

In the 1971 Comprehensive Health Manpower Training Act, Congress requested

a study to: 1) estimate the average annual costs of educating a student to the first

professional degree in each of eight health professions; and 2) develop a recommen-

dation for the use of cost data for federal capitation payments in support of health

professions education.

In 1972, the National Academy of Sciences' Institute of Medicine (IOM) undertook

the task using a study group of health professions educators. The methodology recog-

nized the complex nature of health professions education in which graduate medical

education, research, and patient care are inextricably woven throughout undergradnati.

medical education.

To estimate the annual average costs per student, the study group's methodology

used a combination of three processes: 1) program costs allocation that required the

identification of total-resources used by a school or health science center and an apportion-

ment of that cost on a consistent basis to the three major pro* s--education. resear ..h,

and patient care; 2) constructed cost seminars that sought a consensus of judgment among
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medical, dental, and veterinary medicine educators and administrators in defining

components of an educational program; and 3) income and expenditure analysis to

determine net educational expenditures.

A detailed anai,..is of a nationwide sample of 82 health professions schools was

conducted, resulting in a recommendation to use net education expenditures. This

concept, while not a cost concept of classic economics, was thought by the IOM to

be the only practical method of using educational cost figures to identify the financing

required by a school.

No other national health professions education cost study has been conducted

since the institute's 1972 study. For the most part, state funds have been allocated

on an incremental basis rather than on the basis of any defensible data as to the actuaavi

costs of various health professions education. Unfortunately, the state of the art in

determining the precise cost-per-student of undergraduate medical education has changed

little since the early Seventies.

If one accepts that the 10M cost study accurately determined an average cost-

per-student for undergraduate medical education in 1972, then a current average cost-

per-student for undergraduate medical education can be calculated. By using the Depart-

ment of Labor's Urban Consumer Price Index (CPI) to adjust for inflation between 1972

and the year being considered, an average and range for the costs of undergraduate

medical educ.tion can be estimated. For example, the $12,650 average cost-per-student

determined in the 10M study increased to $23,650 in FY 1980 and $27,750 in 1982.

The range of cost-per-student in FY 1973 was from $6,900 to $18,650. This converts

in 1982 dollars a range of from $21,100 to $40,950 (see Table 39).

(king the average cost-per-student, total expenditures wd total undergraduate

enrollments, expenditures for undergraduate medical education in the U. S. were esti-

mated to be $601 million or 27.6 percent of all expenditures by U.S. medical schools

(32



in Fy 1973. lAy FY 1980, the total costs of undergraduate medical education was esti-

mated to be $1,549 million or 27.7 percent of total U. S. medical school's expenditures.

For FY 1981, these costs increased to $1,7/2 million or 27.2 percent of the total (see

Table 40).

Thus, from the financial analysis methods presented in this section, it is possible

to construct a model that may be used to examine the relative contributions of state

appropriations and tuition revenues to the cost of undergraduate and graduate medical

...ducation. This model is displayed in Tab! , based on selected average indices calcu-

lated for all U.S. medical schools and for public and private schools in FY 1981.

The data for the "hypothetical average" schools clearly differentiate public and

private medical schools in terms of the proportion of undergraduate medical education

costs supported by tuition and state tax revenues. For the "average" public school

in FY 1981, state and local tax revenues support roughly 146 percent of the estimated

c,,st of undergraduate medical education compared to 44 percent of the cost for the

"average" private school. These differences illustrate the impact of tuition revenues.

For the average private medical school, tuition revenues were roughly 40 percent of

the expenditures for undergraduate medical education compared to about 10 percent

in the average public school. In addition, the average public medical school has slightly

higher undergraduate and lower graduate enrollments than does the average private

school. The larger number of graduate medical students in most private medical schools

could account for thc. fact that private schools generate substantially higher professional

fee revenues than do public schools (see Table 34).

These data provide useful comparisons of "average" schools. It should b, .oted

that the range of total revenues for U. S. medical schools in FY 1981 was from $2 million

to $180 lion, illustrating again the wide variations fount ornong medical schools.

ti
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In fact, in new or developing schools one may find that state and federal funds plus

tuition and fee income would account for virtually 100 percent of their revenues,

The "average medical schools" presented here probably would not typify any single

U. S. medical school. However, this type of analysis can be applied to a specific medical

school using existing data for that school. All medical schools collect and annually

report expenditures that are allocated to education, research, and service. For individual

medical schools, these data should be adequate for an ana'ysis using the procedures

discussed earlier and illustrated in Tables 39, 40, and 41. The results will provide infor-

mation regarding the relative contribution of state appropriations and tuition revenues

to the cost of medical education in a single medical school. It will not, however, provide

data that will permit comparisons of one medical school to another.

6r



14

Table 28

SUMMARY OF U.S. MEDICAL SCHOOL REVENUES FOR GENERAL OPERATIONS AND
SPONSORED AND RESTRICTED PROGRAMS FOR FISCAL YEARS

1969,1974, 1980, AND 1981, IN MILLIONS

1968-69 1973-74 1979-80 1980-81

Number of Medical Schools
Reporting 90 107 119 119

Revenues (Totals) $1,366.0 $2,524.3 $5,701.0 $6,425.0

General Operations 576,5 1,201:.0 3,316.0 3,891.0

Percent of Total 42.1 47.7 5F.2 60.6

Sponsored and Restricted
Programs $ 790.5 $1,320.3 $2,i86.0 $2,534.0

Percent of Total 57.9 52.3 41.9 39.4

Note: totals may not equal sum of parts because of rounding.

Source: American Medical Association, "Medical Education in the United states,"
JAMA, 246, December 1981, and 248, December 1r-'82.
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Table 29

GROWTH INDICES OF U.S. MEDICAL SCHOOLS
FOR FISCAL YEARS 1961,1971, and 1981

Percent Percent
1960-61 1970-71 Change 1980-81 Change

Indices Number Number 1960-1970 Number 1970-1980-----
Number of Medical
Schools 87 101 16.0 126 25.0

Enrollments
Undergraduate 30,288 40,487 34.0 65,497 62.0

Graduate** 17,000 27,225 60.1 46,266 70.0

Full-Time Faculty 11,111 26,504 139.0 50,691 91.3

Total Expenditures
in Millions t $ 436 $ 1,713 293.0 $ 6,334 270.0

*Includes basic science schools and developing medical schools.

**These are interns and residents that were reported as teaching responsibility of U.S. medical
school faculties.

t Expenditures reported by all schools in 1960-61; 92 schools in 1970-71; and 119 schools in 1980-81.

Sources: American Medical Association, "Medical Education in the United States," JAMA, 178,
November 1961; 182, November 1962; 218, November 1971; 222, November 1972; 246,
December 1981; and 248, December 1982. Also, Bureau of Labor Statistics, Public
Information Office, Atlanta, Georgia.



In

Table 30

COMPARISON OF GROWTH IN U.S. MEDICAL SCHOOL EXPENDITURES
(ACTUAL AND CONSTANT DOLLARS IN MILLIONS) WITH GROWTH

IN ENROLLMENTS AND NUMBERS OF FACULTY
1960, 1970, and 1980

Percent Percent
Increase Increase

Expenditures

1960-61
Dollars

1970-71
Dollars

1960-61
to

1969-70
1980-81
Dollars

1970-71
to

1980-81

Actual 436 $ 1,713 293.0 $ 6,334 270.0

Constant Dollars* 475 1.412 197.0 2,335 65.4

Enrollments

Undergraduate 30,288 40,487 34.0 65,497 62.0

Graduate 17,000 27.225 60.1 46,266 70.0

Full-Time Faculty 11,111 26,504 119.0 50,691 91.3

*Calculations based on a 1967 Consumer Price Index of 100 and measured by the June 30

Urban Consumer Price Index for the fiscal years involved, for example, 1961=89.6;
1971=l 21.3; and 1981.271.3.

Sources: American Medical Association, "Medical Education in the United States,"
JAMA, 178, November 1961; 182, November 1962; 218, November 1971; 222,
November 1972; 246, December 1981; and 248, December 1982. Also?

Bureau of Labor Statistics, Public Information Office, Atlanta, Georgia.
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Tabu 3i

U.S. MEDICAL SCHOOL EXPENDITURES ;N MILLIONS OF DOLLARS,
BY FUNCTION, 1980-31*

General
Operating

Sponsored
and

Restricted
Programs Total

Total Expenditures $ 3, 800 $2,534 $6 , 334

Instruction and departmental
research 1,840 527 2,367

Research 112 1,366 1,477

Health servicest 56.5 389 954

Multipurpose 87 132 219

Academic support t 259 52 312

Institutional support § 415 9 424

Operation and maintenance
of physical plant 351 6 356

Student services') 47 4 51

Scholarships and fellowships 28 39 67

Other 96 11 107

*Data reported by 119 medical schools. Totals may not equal the sum of
the parts because of rounding.

tIncludes expenditures for hospital and clinic house staff.
Includes expenditures for overall medical school administration and for

such services as animal resource centers, audiovisual services, libraries, and
computer centers.

§Includes expenditures for such activities as legal services, space manage-
ment, employee personnel records and administration, supplies procurement,
printing and transportation.

II Includes expenditures for admissions and registration offices, student
tivities such as student newspaper, remedial instruction, counseling, and

Lareer guidance.

Source: American Medical Association, "Medical Education in the United
States," JAMA, 248, December 1982, p. 3262.
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Table 32

ESTIMATED DISTRIBUTION OF U.S. MEDICAL SCHOOLS'
EXPENDITURES BY FUNCTION

1980-81

Education Research

Public Service,
Multi-purpose &

Other Totals

Instructional and Departmental
Research $1,840 $ 527 $2,367

Research
1,477 1,477

Health Services 239 715 954

Multipurpose
219 219

Academic Support 234 78 312

Institutional Support 318 106 424

Operation and Maintenance
of. Physical Plant 203 117 36 356

Student Services 51
51

Scholarships and Fellowships 27 27 13 67

Other
107 107

Totals $2,912 $2,332 $1,090 $6,334

Fernery: of total 46.0 36.8 17.2 100

Note: Expenditures for education, research, and public service multi-purpose and other were estimated

tdsed on data and information from Table 31.
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Table 33

DISTRIBUTION OF MEDICAL SCHOOL EXPENDITURES BY DEPARTMENTS
UNITED STATES

1979-80

Percent of
Total

Dollars in
Millions

Basic Science Departments 20.14 $1,126

Clinical Science Departments 61.90 3,462

Other Academic Departments 2.04 114

Interdisciplinary Centers and Institutes 5.81 325

Other 10.11 565

Total 100.00 $5,592

*Based on data from 119 reporting medical schools. Inc Imes general operations plus
sponsored and restricted programs.

Source: American Medical Association, "Medical Education In the United States,"
JAMA, 246, December 1981.

9
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Tat:4! 34

U.S. MEDICAL SCHOOLS' REVENUES BY SCHOOL OWNERSHIP,
SOURCE AND PFRCENTAGE

1980-81

All
Schools

Percent
All

Schools Public

Percent
of

Public Private

Percent
of

Private

Number of Medical
Schools Reporting 119 73 46

Total Povenues $6,425 $3,628 100 $2,797 100

State and Locc Governments 1,707 26.6 1,442 39.7 265 9.5

Appropriations 1,212 33.1 .....

Subsidies 0.1 88 3.1

Restricted States 34 0.9 4 0.1

General University Funds 82 7 3 - WM.&

Sponsored Programs 111 3.1 173 6.2

Federal Government 1,880 29.3 893 24.6 987 35.3

Recovery of Indirect
Costs on Grants and
Contracts 157 4.3 251 9.0

Sponsored Programs 736 20.3 736 26.3

Total Tax Revenues 3,587 55.8 2,335 64.4 1,252 44.8

Total Non- Tax Revenues 2,837 44.2 1,293 35.6 1,544 55.2

Frofessional Fee Income 495 13.t 505 18.1

Recovery of Indirect
Costs on Grants and
Contracts Non-Federal 13 ...... 23 --

Tuition and Fees
102 2.8 244 8.7

Endowment and Gift Income 19 0.5 83 3.0

General University Funds
_._ 22 0.8

Income from College
Services

47 1.3 26 0.9

Hospital and Clinics 308 8,5 283 10.1

Miscellaneous Sources
106 2.9 108 3.9

Sponsored Programs,
Non-Government

203 5.6 250 8.9

Note: Dollars in millions.
The parts will not equal the sum of the total due to rounding.

Source, American Medkal Association, "Medic_l Education in the United States, "JAMA, 248,

December 1982, p. 3267
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Table 35

GROWTH IN REVENUES FROM TUITION AND PROFESSIONAL FEE INCOME,
U.S. MEDICAL SCHOOLS, FISCAL YEARS 1971 AND 1981

1970-71 1980-81 Percent
Increase

Tuition and Fees
Income

Professional
Fee Income

$63

115

$ 346

1,000

449%

770

Note: Dollars in Millions

Source: American Medical Association, "Medical Education in the United St tes,"
JAMA, 222, November 1972; 243, December 1982.
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Table 36

AVERAGE AND RANGE OF MEDICAL SCHOOL TUITION CHARGED FOR RESIDENT AND
NON-RESIDENT UNDERGRADUATE MEDICAL STUDENTS, BY PRIVATE AND PUBLIC SCHOOLS

UNITED STATES AND SREB STATES
1932-83

United States SREB States

Private Public Private Public+

Number of Schools 52 75 12 28

Average:

Resident $ 2,697 7,367 $ 1,659

Non-Resident* 10,721 6,198 8,500 1,539**

Range:

Resident Zero-6,68I 400-9,750 Zero-3,929

Non-Resident* 3,500-19,000 900-26,337 7,000-12,004 900-10,560

+Some public schools charge no tuition; however, student fees are usually comparable to other
schools' tuitions (see Table 37).

*Nine private schools report lower tuition rates for state residents.

**Excludes three public schools that admitted no out-of-state residents in 1982-83 (see Table 37).

Source: Unpublished data from the Association of American Medical Colleges.



Table 37

TUITION ANI 11 Lt.`, t MI rw U. ilOOLS I oit 19124)

Stare Medical School
Student

Fees
Tuition

Resident Nonresident

Alabama University of Alabama
University of South Alabama

$1,369
840

$2,640
3,600

$10,560
7,200

Arkansas University of Arkansas 273 2,650 5,300

Florida University of Florida 73 2,037 4,111
University of South Florida 52 1,321 1,572
University of Miami 300 1,670 8,670

Emory University 190 9,750 9,750
Mercer University 97 7,000 7,000
Morehouse School of Medicine 1,330 8,000 8,000
Medical College of Georgia 139 2,032 6,136

Kentucky University of Kentucky 100 2,404 4,790
University of Louisville 133 2,433 4,819

Louisiana Louisina State University-New Orleans 2,108 -0- NA
LoUIS 141113 State University Shreveport 2,040 -o- NA
Tulane University 321 1,010 12,004

Johns Hopkins University 1,640 8,350 8,550
University of Maryland 487 3,929 7,322

Mississippi University of Mississippi 61 3,000 9,000

North Carolina Bowman Gray School of Medicine -0- 7,130 7,150
Duke University 323 7,770 7,770
University of North Carolina 280 972 2,790
East Carolina University 296 972 2,790

Smith Carolina Medical University of South Carolina -0- 1;979 3,633
University of South Carolina -0- 2,020 3,995

Tennessee Meharry Medical College 749 7,300 7,300
Vanderbilt University 300 7,600 7,600
University of Tennessee 200 1,492 3,772

East Tennessee State University 1,767 -0- 3,812

Texas Baylor College of Medicine 538 400 8,000
University of Texas-San Antonio 315 300 900

University of Texas-Southrec::..... 187 300 900

University of Texas-Galveston 493 400 1,200

University of Texas-Houston 223 300 900

Texas Tech University 393 300 NA

Texas AdiM University 359 300 900

Virginia Eastern Virginia Medical School 425 1,000 10,000

University of Virginia 36 1,190 11,i10

Medical College of Virginia 232 3,150 7,000

cell Virginia University of West Virginia
Marshall University

340
630

1,110
700

3;i10
2,100

Motel All figures rounoed to nearest dollar; where no fees are listed these are usually included with the tuition. "NA"
indicates that the schools cso not accept out-of-state residents.

Private Musical Schools

Source: Unpublished data from he Association of American Medical Colleges.

9
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Table 38

PERCENT OF RELATIVE CONTRIBUTIONS OF FEDERAL CAPITATION, STATE
SUPPORT, AND TUITION FOR MEDICAL EDUCATION,

PRIVATE, PUBLIC, AND ALL SCHOOLS
UNITED STATES

Private
Schools

Public
Schools

All
Schools

1974, 1978, AND 1980

Federal Capitation
State Institutional

Support Tuition and Fees

1974 1978 1980 1974 1978 1980 1974 1978 1980

29.5 13.1 9.9 34.7 29.0 26.9 35.8 57.0 63.2

11.9 5.2 3.3 82.3 87.5 90.0 5.8 7.3 6.7

16.0 7.1 4.7 71.1 73.6 76.6 12.9 19.3 18.6

Note: The three proportions together add up to 100 percent and, therefore, do not show the proportion
of revenue to schools from all sources.

Source: Congressional Research Service, State Support for Health Professions Education,
U. S. Government Printing Office, December 1980, p. 22.



Table 39

AVERAGE AND RANGE OF ANNUAL EDUCATION COSTS PER UNDERt AIDUATE
MEDICAL STUDENT IN 1972-73 COMPARED TO ADJUSTED

for 1979, 1980, 1981

Average Range

1972-73 $12,650 $6,900-18,650

1979-80* 23,650 12,900-34,900

1980-8i* 25,900 14,150-38,200

19b1_22* 27,750 21,100-40,950

Note: Dollars are rounded to the nearest $50.

*Calculations based on the June 30 Urban Consumer Price Indexes for
the fiscal years involved 1967=100; 1973=132.4; 1980=247.6;
1981=271.3; and 1982=290.6.

Sources: U.S. Labor Department; Bureau of Labor Statistics; and National
Academy of Sciences, Report of a Study of Costs of Education
in the Health Professions, Parts I and II, U.S. Department of Health,
Education, and Welfare, January 1974.

*if
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Table 40

COMPARISON OF MEDICAL SCHOOL EXPENDITURES WITH
COSTS OF UNDERGRADUATE MEDICAL EDUCATION

UNITED STATES
1972, 1979, and 1980

Undergraduate
Medical Education

Undergraduate Medical Costs as Percent of
Expenditures Education Costs Expenditures

1972-73 $2,181 $ 601* 27.6

1979-80 5,592 1,549** 27.7

1980-81 6,334 1,722** 27.2

Note: Dollars in millions.

*Calculated by multiplying the 1972-73 average cost-per-student of $12,650 by the 47,546
undergraduate students enrolled in 1972-73.

**Calculated by converting the 1972-73 average cost-per-undergraduate medical student
to 1980 dollars ($23,650) and 1981 dollars ($25,900) and multiplying by the number of under-
graduate medical students enrolled in 1979-80 (65,497) and 1980-81 (66,485), respectively.

Sources: American Medical Association, "Medical Education in the United States," JAMA,
246, December 1981, and 248, December 1982; National Academy of Sciences' Institute
of Medicine. Report of a Study of Costs of Education in the Health Professions,
"arts I and II, U.S. Department of Health, Education, and Welfare, January 1974;
and Department of Labor, Bureau of Labor Statistics.
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Table 41

AVERAGES FOR ENROLLMENTS, REVENUES BY SOURCE AND EXPENDITURES
BY FUNCTION; PUBLIC AND PRIVATE MEDICAL SCHOOLS

UNITED STATES
1980-81

Average Medical Schools

United States Public Private

Number of Schools Reporting

Average Enrollments

Undergraduate

Graduate*

126

520

379

75

526

342

51

511

433

Average Revenues** $54.0 $49.7 $60.8

State and Local Tax 14.3 19.8 5.8

Federal Tax 15.8 12.2 21.5

Tuition 2.9 1.4 5.3

Other 20.9 16.3 28.3

Average Expenditures** $53.2 $49.1 $59.9

Undergraduate ? 13.5 13.6 13.2

Graduate Educations 11 9 14.4

Research and Public Service 28.7 26.5 32.3

Note: Dollars in millions; and, the parts may not equal the sum of the total due to
rounding.

*Includes graduate medical students for whom medical schools reported teaching
responsibilities.

**Calculations based on revenues and expenditures reported by 119 medical schools (73
public and 46 private).

?Calculated by multiplying average number of undergraduate medical students en: oiled
in 1980-81 (All U.S., 520); (Public, _526); and (Private, 511) and the estimated average
cost-per-undergraduate medical student in 1981 ($25,900). See Table 39.

Calculated based on estimate that 46 percent of U.S. medical school expenditures are
allocated to undergraduate and graduate medical education. See Table 32.

Sources: American Medical Association, "Medical Education in the United States,"
JAMA, 246, December 1981, and 248, December 1982.
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