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Preface

In September 1983 the Public Health Service began a study of factors
influencing the location and practice patterns of young physicians who
recently settled in rural areas. The purpose of the study was to obtain
basic data on all young MDs and DOs in rurdl areas and to determine whether
physicians who served in the National Health Service Corps exhibited
different location choices and practice patterns from those who did not
serve. The results of the study are contained in a two volume report
prepared by the contractor, Mathematica Policy Research, Inc., on July 31,
1985.

The report is entitled "Young Physicians in Rural Areas: The Impact of
Service in the National Health Service Corps, Volumes I and II." Volume I,
"County Characteristics" describes the characteristics of the rural counties
selected by all primary care physicians who graduated from medical school
between 1974 and 1978. Volume II, “Survey of Factors Influencing the
Location Decision and Practice Patterns", presents the results of a survey
from a sample of these physicians conducted in the Fall of 1984.

This study builds upon the results of a previous study also conducted by
Mathematica Policy Research, Inc., "Evaluation of the Effects of Natiomal
Health Service Corps Physician Placements Upon Medical Care Delivery in
Rural Areas." That study was completed in 1982 and the results were
Presented in a comprehensive summary report and in a series of 11 technical
reports.

This project was supported by several organizations within the Public Health
Service. In the Health Resources and Services Administration, these
included the Office of Planning, Evaluation and Legislation (OPEL), the
Bureau of Health Care Delivery and Assistance (BHCDA), and the Bureau of
Health Professions (BHPr). Support was also provided by the Office of
Health Planning and Evaluation of the Office of the Assistant Secretary for
Health.

John Drabek of the Office of Data Analysis and Management, BHPr, served as
Project Officer. Dan Calvin of the National Health Service Corps, BHCDA was
the original Project Officer.
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EYECUTIVE SUMMARY

Overview of Study and Findings

The mission of the National Health Service Corps is to improve
delivery of health services in Health Manpower Shortage Areas (HMSAs) by
the appropriate placement of health professionals and health resources.
This study was undertaken to determine:

0 the characteristics of rural communities which are
attractive to young physiclans

0 to what extent NHSC physicians have remained in the
locations to which they were assigned after completing
their service (NHSC alumni)

o the factors which influence young physicians' choice of
a rural or HMSA practice location and, for NHSC alumni
and non-alumni, whether these factors are different

o the practice char.cteristics of young physicians in
rural and HMSA locations and whether these practice
characteristics differ for NHSC alumni and non-alumni

Analyses were conducted using Area Resource File data on
characteristics of rural counties and data on individual physicians'
characteristics which were obtained through a survey of young physicians in
primary care practice in non-metropolitan areas.

Major findings emerging from this study include:

0 Rural counties which were most likely to gain a young
physician were more populous and had more health
resources; this finding is consistent with expectations
based upon earlier studies of the geographic diffusion
as the supply of physicians increases.

o In addition to population and health resources, the
presence of a college, greater white collar employment,
and less farm population were factors which were
associated with the ability of rural counties to attract
young physicians. However, NHSC alumni located in
counties that had lower population density, were less
likely to have a hospital, and were more likely to be
whole county HMSAs.

ix
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o Of those alumni who located in a rural area after
completing thei: NHSC service, over 70 percent remained
in the site to which they were assigned. Since NHSC
alumni report fewer prior contacts with rural areas than
non-alumni, there seems to be considerable evidence that
the NHSC experience has a strong effect on subsequent
location decisions of alumni. This is also suggested by
the fact that the analytic results indicate that
satisfaction with aspects of the NHSC experience 1is
associated with HMSA location choices.

0 Anaiysis of practice patterns of NHSC alumni and non-
alumni in rural areas reveals comparable work loads.
However, NHSC alumni are more accessible to the
underserved--seeing more Medicaid patients, using
sliding fee scales and discounts more frequently and
accepting assignment for Medicare claims more often.
These differences are particularly pronounced for alumni
who are in HMSA locations. Some of these differences
may be due to differences in the measurable and
unmeasurable characteristics of the two groups of
physicians, but the results are also consistent with the
impact of their NHSC service since we have observed
similar practice patterns in the previous studies of
NHSC service.

o The practice patterns reported by NHSC physicians
serving under the Private Practice Option (PPO) are
consistent with prior expectations. PPOs see slightly
fewer patients than other physicians, perhaps because
they are less experienced and established than the other
physicians. However, because the NHSC program has
evolved so substantially in recent years it may be
difficult to generalize from data on PPO physicians who
selected locations in the summer of 1983 or earlier.

Purpose of This Study

The purpose of this study was to answer several specific questions
about the effect of the NHSC on the geographic location and practice
patterns of alumni:

o Of NHSC alumni practicing in rural areas, what propor-
tion remained in the rural area where they completed
their NHSC service?

o Of all young physicians graduating between 1974 and 1978
who have chosen primary care practice in a rural com-
munity, what factors influenced the choice of a specific
community? Are there detectable differences in the

X 1“1




factors which influenced the location choices of NHSC
alumni and non-alumni?

o Do the practice characteristics of NHSC alumni appear to
have been influenced by their exposure to the NHSC? Do
alumni and non-alumni report different practice charac-
teristics?

o What characteristics of rural communities distinguish
counties which are attractive to young physicians from
those counties which do not attract physicians? Are
rural counties which are attractive to NHSC alumni
different from counties which are attractive to non-
alumni?

It 1s anticipated that the results of this evaluation will assist
the Health Resources and Services Administration in its efforts to sdapt
the NHSC program in the current market environment characterized by
increasing physician supply and stronger competitive pressures influencing
new physicians' location patterns. Therefore, the focus of this evaluation
has been on identifying information which HRSA mar use in selecting,
placing, and monitoring the practice characteristics of NHSC physicians in
order to increase retention and to provide services to areas least likely
to obtain physicians' services independently.

Findings: Characteristics of Rural
Communities Which Gain Young Physicians

The study of the characteristics of rural counties which gained or
failed to gain young physicians examined location choices of all physicians
who graduated from allopathic and osteopathic schools of medicine between
1974 and 1978 and were practicing in a primary care specialty in 2,111
rural counties in 1983. First, the characteristics of counties in which
young physicians were located were compared with the characteristics of
counties which failed to attract young physicians and significant differ-
ences were identified. The 1,228 raining counties tended to have more
population, higher population growth rates, greater population density, a
better educated population, higher income, less agriculture, and more
health resources than the 883 counties which did not gain a physician.

Even among the counties that gained young physicians there were
differences. NHSC alumni tended to choose areas that had smaller popula-
tions, lower population density, lower income levels, higher unemployment
rates, fewer health resources, and less health care utilization when
compared with the areas selected by non-NHSC physicians. About 81 percent
of the counties where NHSC alumni practice were designated as Health
Manpower Shortage Areas (either whole or part county HMSAs), as compared
with 53 percent of the counties which attracted non-NHSC physicians. 1In
about 5 percent of the counties that gained young physicians, an NHSC
alumnus was the only young physician to establish practice there.
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Individual Physicisns' Lozation Choices

Using dats obtained through ¢ survey of 1974-1978 gradustes of
sllopetiic end catecpathic schools of medicine who were located in rural
oress ond were precticing as primery cave physicisns, the factors which
iaflusaced their chelce of location were exnsmined descriptively and using
ssitivariste techniques. A mjor findiag of the descriptive snalyses {s
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:hst NHSC slumni located in rural areas report substsntially fewer prior
contscts with rural areas than do non-alumni; osteopathic physicians report
the highest nuaber of prior contact events.

Reaults of the sultivatiate analysis of young physicians' location
choices indicate that the NHSC experience has affected the choices of NHSC
aluani. Although alumni have fewer prior contscts with rural sreas, the
rursl NHSC experience often immediately precedes the permanent location
decision and, consequently, may exert a particularly strong influence.

This 1is suggested by the fact that satisfaction with aspects of the NHSC
experience is positively associated with a decision to choose rursl and
HMSA practice. It is also noteworthy that, for slumni, organized community
recruitment efforts are reported to have a significant positive effect on
the decision for HMSA practice.

Analysis of Young Physicians' Practice Patterns

The focus of this study area was to determine whether the practice
patterns of .NHSC alumni are different from, or similar to, the practice
patterns of young physicians who did not serve in the NHSC. In addition,
the practice characteristics of Private Practice Option physicians while
fulfilling their NHSC obligation in 1984~85 were examined. Data for this
analysis were obtained through the survey of young physicians conducted
between October 1984 and January 198S.

Results of the comparison of practice patterna indicate that there
are differences between NHSC alumni and non-alumni. Alumni practice
patterns include:

o higher proportions of patients from whole HMSA counties

0 wmore Comnunity Health Center and Migrant Health Center
practice

0 greater use of nurse practitioners
o wmore evening practice hours
0 wore Medicaid patients

0 higher rates of acceptance of assignment for Medicare
claims

0 wmore frequent use of sliding fee scales and discounts of
feea.

» These differencea, however, do not appear to be wholly attributable to the
NHSC experience. NHSC alumni are somewhat more likely to be in general and
family practice, are less frequently board certified, much more likely to

xiii
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practice in a HMSA, and are underrepresented in the South and overrepre-
sented in the West, compared to non~alumni. These differences betwean the
two groups may explain a substantial portion of the practice characteris-
tics differences observed,

Physicians who practice in non-HMSAs exhibit similar practice
patterns whether or not they served in the NHSC. However, differences are
observed in the practice patterns’of alumni and non-alumni who practice in
HMSAs. Evidently, for alumni who remain in HMSA practice, some Corps
effect appears to have influenced their subsequent practice patterns.

When the practice patterns of recent PPOs are examined, the
findings indicate that:

0 While 16X were in Community Health Centers or Migrant
Health Centers, the majority of PPOs are in solo and
partnership/group practice arrangements,

o PPOs see fewer patients, on uverage, than do NHSC alumni
and non-alumni, but report working more hours.

0 About 20 percent of patients seen in all settings are
Medicaid beneficiaries.

o PPOs in MHCs see the largest number of patients and work
the longest hours.

o Nearly 80 percent of PPOs are GP/FP physicians; the
remainder are IM and PD physicians.

0o There is little difference between board certified and
non-board certified PPOs in practice characteristics,

However, these results must be viewed with caution since the PPOs surveyed
were in practice prior to January 1984. Substantial changes were made in
the NHSC placement program in 1984. Consequently, current PPOs and PPAs
may exhibit different practice patterns.

xiv .l 5



I. INTRODUCTION

A. BACKGROUND

The mission of the National Health Service Corps (NHSC) program is
to improve the delivzery of health services in Health Manpower Shortage
Areas (HMSAs) by the appropriate placement of health professionals and
health resources. The purpose of this study was to evaluate the retention
of NHSC physician alumni in Health Manpower Shortage Areas, to document the
distribution of NHSC physician alumni, Private Practice Option (PPO)
physicians, and non-NHSC physicians, and to examine the characteristics of
rural communities which have attracted NHSC and non-NHSC physicians over
the past decade, In addition, this evaluation has examined the practice
patterns (e.g. use of auxiliary personnel, fee structures, patient
characteristics) of NHSC alumni, recent PPOs, and non-alumni in rural
practice.

It was anticipated that the results of this evaluation will be of
considerable assistance to the Health Resources and Services Administration
in its efforts to refine and refocus the NHSC program in the current market
environment characterized by increasing physician supply and stronger
competitive pressures influencing new physicians' location patterns.
Therefore, the focus of this evaluation has been on identifying information
which HRSA may use in selecting, placing, and monitoring the practice
characteristics of NHSC physicians in order to increase retention and to
provide services to areas least likely to obtain physicians' services
independently.

B. MAJOR EVALUATION ACTIVITIES

In order to address the evaluation issues identified by HRSA, four
major categories of research were undertaken:

1. Descriptive profiles of rural and HMSA communities
which lost, retained, and/or attracted young
physicians. The purpose of this analysis was to
identify characteristics of counties which are
associated with the location patterns of young
physicians, 1in order to guide the analysis of decisions
and the development of a methodology for classifying
counties by the probability of attracting a young
physician. The characteristics of communities in which
young physiclans located were compared with the
characteristics of those communities which failed to
attract young physicians, and significant differences
were identified.
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2. Multivariate analysis of the influence of community
characteristics on the probability that counties will
attract young physicians. The objective of this
analysis was to examine the impact of specific
community characteristics on the probability that a
young physician would locate in a specific county, as
as well as to better understand the interrelationships-
of groups of variables which are associated with a
community's attractiveness. The results of the
analysis can bu used to develop a classification .ystem
to identify rural counties which have a high or low
probability of gaining a young physician.

3. Descriptive and multivariate analyses of individual
physicians' location choices. Using data obtained
through a survey of 1974 - 1978 graduates of allopathic
and osteopathic schools of medicine who were located in
rural areas and were practicing as primary care
physicians, the factors which influenced their choice
of location were examined descriptively and using
multivariate techniques. Specific analytic emphases
included:

=~ descriptive analysis of personal and professional
characteristics of young physicians which are
associated with location choice patterns

—— analysis of the stated preferences of young
physicians and associated location choices

—= examination of the effect of prior contacts with
rural areas on the location choice

—— multivariate analysis of factors which influenced

decisions

a) to locate in urban, rather than rural, areas,

b) to locate in HMSA rather than non-HMSA areas;
and

¢) for NHSC alumni, to locate in the NHSC site to
which they were assigned or to choose another
location

4, Descriptive analysis of young physicians' practice
characteristics. The focus of this study area was to
determine whether the practice patterns of NHSC alumni
are different from, or similar to, the practice
patterns of young physicians who did not serve in the
NHSC. 1In addition the practice characteristics -of
Private Practice Option physicians while fulfilling
their NHSC obligations in 1984-85 were examined.
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Results of the descriptive profiles of communities and of the
multivariate analysis of community characteristics are reported in Volume
I: Community Profiles and Analysis of Community Characteristics of this
Final Report. The results of the latter two analyses are presented in this
volume of the Final Report.

Chapter II of this report is a comprehensive review. of the
literature on physicians' location decisions and on factors which have been
identified as influencing these decisions and includes a discussion of
hypotheses which have guided the analytic work of this evaluation. Chapter
III summarizes the descriptive and multivariate analyses of individual
physicians' location decision. Chapter IV presents the findings of the
descriptive analysis of the practice characteristics of young physiclans,
for NHSC alumni, non—-alumni, and PPO physicians. In Chapter V, major
findings of the research areas reported here are highlighted and
summarized.

C. MAJOR DATA SOURCES

To address the variety of evaluation issues of interest, it was
necessary to draw upon a number of data sources as well as to conduct
primary data collection. These data sources include:

o A survey was conducted of young physicians who graduated
from medical school between 1974 and 1978 and who were
in a primary care practice in a rural area*. This
survey was conducted between October 1984 and January
1985.

o Data on current locations of all 1974 - 1978 graduates
of allopathic and osteopathic medical schools, in
primary care practice in non-metropolitan areas, were
provided by the American Medical Association and the
American Ostoepathic Association. Practice locations of
NHSC alumni and PPOs were obtained from the National
Health Service Corps.

o Secondary data sources used in the analyses included:
the Area Resource File, the City and Cournty Data Book,
and selected NHSC data sets.

Each of these data sources 1s described in detail in the sections
of this report in which they were analyzed.

*One group of survey respondents included urban physicians, also;
these physicians had been surveyed in 1979 during an earlier study of the
NHSC.
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D. LIMITATIONS OF THIS EVALUATION

Although the analyses conducted during this evaluation are complete
and highly focused on the issues identified by the Health Resources and
Services Administration, it is important to recognize that this project was
not intended to be a comprehensive evaluation of the National Health Service
Corps. Instead, it was structured to answer several limited questions:

o What proportion of NHSC alumni practicing in rural
communities, who fulfilled their NHSC obligation in a
rural area, remained in that rural area after completing
NHSC servicc?

o Of all young physicians graduating between 1974 and 1978
who have chosen primary care practice in a rural commu-
nity, what factors influenced the choice of a specific
community? Are there detectable differences in the
factors which influenced the location choices of NHSC
alumni and non-alumni?

o Do the practice characteristics of NHSC alumni appear to
have been influenced by their exposure to the NHSZ? Do
alumni and non-alumni report different practice charac-
teristics?

The answers to these questions provide considerable information on
the impact of the National Health Service Corps in increasing the permanent
availability of medical care to residents of non-metropolitan areas. This
evaluation does not address, however, the broader issue of overall NHSC
alumni retention in Health Manpower Shortage Areas.

Two other limitations should also be noted.

(1) PPOs who were included in this study began fulfilling
their NHSC obligations prior to 1984. Subsequent to
that time, there has been considerable change in the
guldelines for PPO practice and in the HMSA oppor-
tunity list. Consequently, the location patterns and
practice characteristics of 1984 and later PPOs may be
quite different from the findings reported here for
PPOs.

(2) The analysis of location choices and practice
characteristics of individual physicians exclude those
survey respondents who located in part-HMSAs, when
comparisons were being made hetween HMSAs and non-
HMSAs, because there 1s insufficient information on
the within-county locations of individual physicians
to determine whether they are in a HMSA or non-HMSA
area.
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Within these limitations, this evaluation provides much new information on
lccation choices and practice patterns of young physicians.
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II. PRIOR RESEARCH AND HYPOTHESES

A. DETERMINANTS OF PHYSICIANS' LOCATION DECISIONS: A REVIEW OF THE
EVIDENCE, WITH SPECIAL ATTENTION TO THE EFFECTS OF COMMUNITY
CHARACTERISTICS AND OF MARKET FORCES

l. Overview

Physicians' location decisions and factors affecting those
decisions have been studied and discussed intensively for the past two
decades. As a result, there are literally hundreds of citations which are
referenced in this literature. To provide a foundation for the design of a
comparative evaluation of NHSC alumni retained in HMSAs, however, only a
subset of this literature was examined:

o studies of individual physician's decisions to locate in
rural or shortage areas

o studies examining the distribution of the stock of
physicians across rural and urban areas

o studies of flows of physicians into and out of rural and

urban areas over time,

Research that focuses on intraurban distribution patterns or on the distri-
bution of physicians by state, cross-sectionally or over time, was not of
interest for this study.

The emphasis in this review of the literature is on three cate-
gories of factors which may influence location decisions:

l. Individual characteristics of the physician

2, Characteristics of the community

3. Market characteristics
In the sections which follow, we review the evidence on the factors, within
each of these categories, which have been found to be associated with
location decisions of physicians. A final section considers the evidence

on factors influencing decisions by NHSC and non-NHSC physicians to locate
in shortage areas and rural areas.
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2. Individual Characteristics

Much of the research on physicians' location decision: " as
concentrated on identifying individual characteristics of the ,.ysician
which are associated with the decision to locate in a rural or urban-
area. The major classes of individual characteristics investigated
include:

o prior contact factors

o Dbackground traits

o professional factors

o spouse's background and other family influences

Each of these areas is dicussed in this section.

Prior contact factors

A number of studies examine the relationships between physician
location decisions and prior exposure to the area of choice. The basic
hypothesis tested in these studies is that the greater the number of prior
contacts with an area, the higher is the probability that a physician will
locate an initial practice in that area. Prior contact events examined
include birth, high school, medical school, and internship/residency.
Results of these studies have indicated that prior contact factors do have
a positive effect on the probabilities of location and that more recent
events (i.e. internship/residency) have a stronger effect than do more
distant in time events (Held, 1973; Weiskotten et al., 1958; Fein and
Weber, 1971; Yett and Sloan, 1974; Budde and Langwell, 1978; Cooper et al.,
1975; Cordes, 1978; Grimes et al., 1977; Werner, Wendling, and Budde, 1979;
Samuels, 1974; Korman and Feldman, 1977; Hynes and Givner, 1983). The
available evidence suggests that the greater is the number and duration of
prior contacts, the more likely is the physician to establish his/her prac-
tice there. While the prior contact research has focused on establishing
the strength of the observed relationship, Yett and Ernst (1975) consider a
number of avenues through which prior contact enters the location decision
process:

0 Due to the costs of obtaining information, the physician
is able to be informed about the economic, medical, and
social aspects of only a few locations, among them those
with which he/she has had prior contact.

0 Previous contact with an area may have a direct effect

on the physician's income potential if professional
relationships are of use in establishing a new practice.
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o Prior contact may be closely related to the physicians'
investment in family or sc:ial relationships.

Yett and Ernst also stress that the observed relationships between prior
contact and location decisions do not imply the direction of causality;
physicians with strong location preferences may choose medical school and
internship/residency location to facilitate the planned location decisions.

The major issue with respect to the prior contact hypothesis and
rural/shortage areas is the fact that physicians choosing rural practice
locations are more likely to have had prior contacts with the area, than
are physicians choosing urban locations, and to have completed both medical
school and intership/residency in the state in which they eventually
located.

Background Traits

Background characteristics of physicians include socioeconomic
status of family, age, sex, nationality, marital status, place of
rearing. The latter trait 1s clearly related to the prior contact
hypothesis, while other factors may be associated with the physician's
attitude toward locations of specific types.

Rural upbringing has been found in a number of studies to be
strongly associated with rural location decisions (Hassinger, 1963;
Schaupp, 1969; Champion and Olsen, 1971; Korman and Feldman, 1977; Hynes
and Givner, 1983; Hassinger et al., 1979), although most nf the studies
conducted are descriptive in nature. Werner et al. (197¢, “ound that rural
rearing is strongly predictive of rural practice location, but less
strongly associated with the decision to practice in shortage areas.

Family socioeconomic status has been examined, primarily descrip-
tively, to determine whether physicians from upper middle class or
professional families are more likely to choose urban practice locations.
Hassinger (1963) reports that the occupational status of fathers of rural
physicians was lower than for urban physicians; however, nearly 2/3 of
physicians in most rural areas were from farm families. Other studies
support this finding, indicating that physicians from lower socioeconomic
background were less likely to specialize and enter urban practice
(Champion and Olsen, 1971). Yett and Ernst (1975) suggest that the linkage
between family socioeconomic background and location decision may be a
consequence of the fact that professionals and high socioeconomic back-
grounds are more often found in urban areas; the causal relationship may be
with place of rearing rather than family socioeconomic level. Addition-
ally, physicians from families of high socioeconomic status may have
sufficient sources of income to permit them to enter a subspecialty which
is not ordinarily practiced in rural areas because it requires a
substantial threshold population.

Little research has been conducted on the influence of the sex of
the physician on location decisions. The general economic literature
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suggests that women professionals are less likely to locate in rural areas
due to the necessity of selecting a location that maximizes a joint family
utility function (Frank, 1975), Langwell (1980) reports that women
rhysiclans who entered a first year residency in 1968 were less likely to
choose non-urban practice; only 6 percent of women physicans were located
in non-SMSAs by 1975, compared with 12.6 percent of the men.

Foreign medical graduates' location decisions have been examined in
a number of studies; in the 1970s they represented over 30 percent of new
licentiates each year., Butter and Schaffner (1971) found that FMGs are
more likely to locate in areas with relatively high physician-to-population
ratios. Budde and Langwell (1977) report similar findings for new Illinois
MGs, but also report that new PMGs in Illinois were disproportionately
likely to locate in rural areas .and urban areas, but less likely to locate
in the more attractive suburb and small town practices. Other studies have
supported this tentative findings with respect to FMGs, Korman and Feldman
(1977) collected data from physicians who recently located in three rural
counties in New York. Of these 60 physicians, 31 were FMGs. Madison and
Combs (1981) similarly report that FMGs were heavily represented among
young physicians who settled in the most rurual communities between 1973
and 1976,

Professionai factors

Included in this category are the physicians' specialty, board
certification status, and his/her attitude toward professional development
dnd opportunities. Specialty of the physician is obviously strongly
associated with location choices and constraints. Werner and Wendling
(1979) use a simultaneous logit model to examine the interactions between
location choices and specialty choices and find that, although the
specialty choice is not significantly influenced by location choice. the
location decision is significantly affected by the specialty choice.
Langwell (1979) examines economic incentives to the joint specialty and
location decison to physicians and reports that primary care specialists
(i.e., internists and pediatricians) earn substantially higher lifetime
earnings if they locate in rural areas. The choice of specialty, then, may
affect the location decision through varying economic opportunities to
specific gpecialties across urban and rural markets.

The physician's attitude toward professional opportunities has also
oeen cited as an influential factor in location decisions. Cooper and
Heald (1975) indicate that physicians who were very concerned about avail-
ability of continuing education opportunities were less likely to choose
rural practice (where access to continuing education may be more diffi-
cult). Concern about excessively long work hours and the lack of other
professional contacts and consultations has been cited as a particular
concern for rural physicans (Bible, 1970; Heald et al., 1974). Similarly,
interest in locating a practice close to a medical school suggests an
urban, rather than rural, decision (Steinwald and Steinwald, 1974; Heald et
al., 1974).
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Spouses ' Background Traits and Attitudes

Several studies have examined the role of the spouse in the
location decision of physicians. In general, a positive relationship
between spouse's place of rearing and the physician's choice of practice
location has been nbserved (Schaupp, 1969; Taylor et al., 1973; Heald et
al., 1974). Heald et al. report that among 144 physicians in rural
practice in their sample, 44 percent had wives of rural upbringing. Most
studies suggest that the wife's location preferences do not strongly
influence the choice of a practice location (Charles, 1971; Cooper et al.,
1975; Schaupp, 1969; Steward, Miller, and Spivey, 1980).

3. Community Characteristics

While it is evident that urban areas are more attractive to most
physicians than are rural areas, there is a wide spectrum of community
characteristics which make specific rural communities more or less
attractive to physicians. These characteristics of non-metropolitan
communities may be classified into several categories:

o professional characteristics
o sociloeconomic characteristics

0 recreational, cultural, and climatic characteristics.

Much of the research which has been conducted on physicians' decisions to
locate in rural areas has been attitudinal; physician respondents rank
community characteristics by level of influence on their decision or simply
indicate whether the characteristic was or was not an influence on their
decision. A few studies have included specific area characteristics as
variables in explanatory models; however, the absence of data to measure
many communjty characteristics of interest severely restricted these
approaches, The major problem with attitudinal research is that it offers
no mechanism for measuring tradeoffs between different factors (e.g. how
much income would the physician be willing to give up to gain additional
cultural opportunities?) In addition, examining responses across surveys
is difficult since the phrasiug of alternatives, interpretations, and
subjectivity of responses limits comparability.

Professional Characteristics

The professional characteristics of major interest to physicians
considering rural practice are:

lprior to development of the Area Resource File in its present
form,
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o opportunities for interaction and support with
colleagues

o presence of hospital facilities and supporting services
0 extent of unmet demand for health care in the area

0 1income opportunities

Colleagues. A number of studies (Bible, 1970; Heald et al., 1974;
Steinwald and Steinwald, 1974; Werner et al, 1979) report that rural
physicians or those considering rural practice are particularly concerned
about professional isolation. The receptivity of established physicians to
the possibility of a new entrant in the market may influence the decision
to locate (Fein, 1956; Korman and Feldman, 1977; Parker and Sorenson,
1978). Interaction with colleagues is important for several reasons:
maintaining knowledge of medical progress, securing practice coverage to
permit uninterrupted leisure time, and availability of consultations on
complex cases (Heald et al., 1974; Steinwald and Steinwald, 1974; Woolf et
al., 1981; Evashwick, 1976).

Of particular significance for rural and shortage area practice is
the recent trend toward group practice of physicians. Sloan (1974)
indicates that physicians who join groups are strongly attracted by the
regular hours, freedom from managerial tasks, and continual access to
colleagues for referral and consultation. Heald, et al. (1974) report that
the “opportunity to join a desirable partnership or group practice” was the
most frequently cited factor influencing the location decisions of young
physicians. Evashwick (1976) finds that a major contribution to explaining
percentage change in the physician~to-population ratio in rural areas
between 1960 and 1970 was the opportunity for group practice,

Facilities. Hospital facilities have been found to be strongly
assoclated with the location decisions of specialists, but have less impact
on location decisions of primary care practitioners. Thus, rural location
decisions are affected by the presence or absence of hospital facilities,
but the absence of a hospital does not prohibit physician location (Fein,
1956; Bible, 1970; Heald et al. 1974; Steinwald and Steinwald, 1974).

Wacht (1972) estimates the impact of hospital facilities on rural physician
locatioa patterns and finds that general practitioners are not influenced
by absence of hospital facilities. Yett and Ernst (1975) suggest that the
Hill-Burton program may have had a role in attracting new physicians to
rural areas, but evidence on this issue is mixed. They suggest, however,
that technological progress over the past two decades has been rapid, and
young physicians, trained in this technology, may be more reluctant than
were past graduatés to choose rural practice without hospital facilities.

Unmet Need. Physicians choosing rural practice location are more
likely to indicate that they are interested in providing services to
populations with unmet need for medical care (Heald et al., 1974, Stamps
and Kuriger, 1983). Unmet need for services does not necessarily imply
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that adequete demond for services te preseant Lo support & physicien's
proctice olnee the populstion may not have the financiel resourcas to pay
(or aseded services. Unmet domsnd, however, fs difficult to disentangle
fren ceoncuie focteors, olnce physicisns locating in aress vwith high unset
Goannd ore able to repidly esteblish a full practice and generate & high
velume of recetpte. Uerser ot al. (1979) report a stronger association
between iatere:: 1o vamet ased and rural prectice then with shortage ares
prectiee locstion,

o lnsluded within this category are such
eonsiderations 80 inesme opportunities, hours worked, the coet of
coteblishing o prectice, and related factors. A number of studiss have
focused on fincoms opportunities of physiciems in rural and urban eraes.
Loagwell (1979) estimates rates of return to the joint specialty and
lesstion chetas of physicions snd reports that general/family

itionsre’ incone eppertumities are greatest in urdban aress. Indeed,

etben orese OP-FTe exhibit greeter carning potential than do specialiste
of o1l tinde. S1nes GP-FPs are expected to Ve the major source of sedical
eso 1n rural aress, this finding 1o of concern. A related study of
oosnsnie insentives festiag OP-FPe making locetion decisions reports
subotentially highez ties for GP-FPs choosing the largast
SN5A lecsticns (Longwell end BDudde, i1978). Verner et al. (1979) find no
oignifieant velztionshis bdetween the physicisns’ expressed gaterest in

1
|

fesone potential and the locatien decieion for esither shortage-nonshortage
otes cheless of rursl-urben cheices. Other attitudinal eurveys find that
phyeicions sshaswiedge thet facome potentisl is en iaportent factor in
their lesstien decistien. MNeald et al. (1974) report that nearly 20 percent
of vespondents tenked “"facens potential” amoag the three most ismpostant of
ell festers. Stampe and Kuriger (1983) report that, of curreant NMSC
physicians, & significently larger swmber of those plamning to choose an
sthen locstien fadicated thet “fancome potential” wes & factor in their
dosistion. [Korusa and Peldasan (1977) veport that, of 60 physicians settling
ia tural arees of Mow o 52 perceat were givea fncoms guarantees by the
commuaities.

Several of the iacome stuwdies cited sbove have included hours of
work fa the enslyses reported. There is considerable evidence that
phyeicians 1a tural practice work more hours per week than do physicfans in

aveas (Yott and Brwst, 1975, Eshrer et al. 1982). Langwell and

(19600) emsadine, jeintly, iacoms aad hours of work in rural end urban
They esnclude thet the currest distributions of physicians smong
fes are mote comsistent with & decision to minimize
@ decision to select & location to mexiamize
o Attitudinal rvecscerch fiandings iadicate that the expectation of
leng houte aad oververk iafluences physiclens awey from rural and shortage
sres practioce (Crawford aad NMcCormeck, 1971; Bidle, 1970; Parker and
Serensen, 1978).

Hi
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;
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Overall, the evideace oa the role of econoaic factors on location
chetces of nov physiciens s ained with respect to rural choice incentives.
Wile iscens petential sy be relatively similar, after coet of living
edjustasat, hours of werk and hours om call are greater. On the other
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hand, it is possible that in sreas with unmet demand (assuming ability to
Pay as well as awvareness of need), young physicians way be able to
establish a mature practice in a much shorter time than in better-supplied
ateas.

Socioceconomic Characteristics of the Communitz.

The characteristics of the population in the geographic area being
considered as a practice location site by a young physician are important
from two perspectives:

l. These characteristics are associated with "tastes" for
medical care, health status (need), and ability to pay
for services obtained.

2. In rural sreas, the physician is choosing both a
practice location and a home for his/her family.

The practice location decision and personal location decision are more
closely tied in rural areas than in urban areas where a physicisn may
practice in an inner-city location but live in upper middle-class suburbs.

Socioeconomic characteristics which have been examined in studies
of physician location include:

0 population size

0 per capita/per household income

0 age distribution of the population
0 educational level of the population

0 racial composition of the population

In the literature on demand for physicians' services, each of these
characteristics has been found to be associated with demand. The aggregate
demand for services should increase with population size, incone,
proportion of elderly and young, educational level, and proportion of
vhites in the populaion. Similarly, since physicians come from families
vhich are disproportionately white, upper middle income, professional, and
wvell educated (Hassinger, 1967) it is reasonable to assume that, on
average, physicians will prefer to locate their homes in areas where the
populat$on has such characteristics, '

The studies which have examined this issue quantitatively tend to
support this view. Steele and Rimlinger (1965) report that population
incresse is one of the most iinfluential factors in attracting new

13
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physicians; Marden (1966) reports similar results. Neither find that
income, educational level, or racial composition of the population was a
significant factor in explaining movement of physicians into areas over
time. Dougharty (1970) finds physician income relative to average per
capita income is a significant factor in explaining the distribution of
physicians by county within a state. Hambleton (1971) reports that changes
in per capita income are positively associated with changes in specialist
and GP supply; GPs are attracted by a large over-65 population and are less
likely to locate where the nonwhite population is large. Blair (1975) and
Wacht (1972) report that physicians (except for GPs) are attracted both to
areas with higher per capita incomes and areas with higher proportions of
families below the poverty level. A recent study by Langwell et al. (1983)
examined changes in the distribution of specialists over time among
counties and found that population increases were the major predictor of
increase in physician supply. However, pev capita income increases were
also significantly related to increase in the supply of physicians. Parker
and Sorenson (1978) report that, for 68 physicians who left rural practice
in upstate New York, "Social reasons” were the second most common cause.
Woolf et al. (1981) examine HMSAs unable to attract a physician and
conclude that areas with low income, low education levels, and fewer white
collar workers were unable to attract a volunteer physician.

Attitudinal research indicates that physicians are attracted to
areas which offer educational facilities which are of high quality (Grimes
et al, 1977; Werner et al, 1979; Stamps and Kuriger, 1983; Heald et al,
1974). This factor has been most frequently reported as of substantial
importance to the physician and, presumably, reflects concern about family
location impacts rather than professional location impacts.

Recreational, Cultural, and Climatic Variables.

A few quantitative studies have specified variables which "capture"
the impact of recreational, cultural, and climatic factors of physicians'
location decisions. These include:

o Hambleton (1971) who found that, while specialists are
attracted to areas with relatively high numbers of
tennis courts, GPs are repelled.

0 Sloan and Yett (1974) who report that all physician
specialists are attracted to areas in which the number
of days of pleasant weather annually is higher.

The quantitative evidence on the effect of recreational, cultural, and
climatic factors on physicians' location decisions 1is relatively weak,

lThis study was a limited examination of the placements of
volunteers for the NHSC.
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probably because of the difficulty in specifying proxies for these factors
and because these may often be secondary determinants of location
decisions.

Attitudinal research addresses these issues extensively. Findings
suggest that:

0 Cultural opportunities were a factor in influencing
physiclans to reject rural practice (Bible, 1970; Heald
et al, 1974; Parker and Tuxhill, 1967; Grimes et al,
1977; Stamps and Kuriger, 1983);

o Recreational and sports opportunities were a positive
influence on rural location decision (Stamps and
Kuriger, 1983; Grimes et al, 1977)

o Climate (or geographical features) of the area was a
major factor in physicians' locatfon decisions in some
studies (Stamps and Kuriger, 1983; Heald et al., 1974;
Steinwald and Steinwald, 1974).

These findings suggest that rural communities with attractive recreational
facilities and climate or geography may be more successful than others in

attracting new physicians. The strength of this relationship is unknown,

however,

4, Market Characteristics

The purpose of this section is to focus specific attention on the
role of competitive environment on physicians' location decisions. We have
considered local aspects of competitive environment in earlier sections of
this review of the literature when we examined the effect of income oppor-
tunity perceptions and availability of collegial support. Clearly, by
definition, a shortage area has relatively few physicians to provide
services to the population in the market area and, therefore, competition
among physicians for patients in these areas 1s not an issue of particular
interest. However, extent of competition among physicians in the health
care system, as a whole, has substantial implications for location patterns
of physicians who are now emerging from medical schools and residency
training programs. During the 1960s, it appears that demand for
physicians' services--stimulated by growing third party payment for
services--was rising more rapidly than was the supply of physicians,
Consequently, young physicians in most speclalties could choose a practice
location on the basis of factors other than competitive environment. While
income potential was a consideration, there were a wide range of locations
and practice alternatives which could be reasonably expected to yield an
"acceptable” or "target" income level. Thus, competitive factors were
weighted less heavily in the decision process.
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The supply of physicians has increased dramatically during the past
decade and is expected to grow by an additional 35 to 40 percent by 1990.
As a result, competitive pressures on young physicians may be expected to
affect their location decisions and shifts in these patterns may occur.
Early evidence that this is occurring is presented for the 1970-79 period
by Newhouse et al. (1982), They find that, as the supply of physicians
grew during the 1970s, physicians diffused into smaller communities. 1In
their 23 state sample, by 1979, nearly every community with 2500 or more
population had access to physicians. The diffusion effect was, in general,
stronger for more generalized physicians, who could be regarded as being
“pushed” out of more desirable areas by the competitive pressure generated
by specialists who can provide specialized services, in addition to primary
care. Newhouse et al.. conclude:

The data strongly suggest that competitive forces play a
major role in determining where physicians choose to
practice. As the pool of physicians expands during the
19808, a wide range of services will become increasingly
available to populations outside metropolitan areas.

A related study by Schwartz et al. (1980) examines the diffusion of board-
certified physicians into smaller communities as the supply of board-
certified physicians increases. Both the Newhouse et al. and Schwartz et
al, studies are of limited usefulness for the current study, however, since
both 1imit their examination to more populous rural areas. Newhouse et al.
investigated the supply of physicians in towns of 2,500 or more population;
Schwartz et al. (1980) looked at rural towns of between 10,000 and 20,000
population. Rural areas of this size have had relatively little difficulty
attracting physicians in the past., The rural communities most likely to
experience shortages are those which have not been included in these
studies.

Another recent study by Langwell et al. (1983) provides supporting
evidence for these observations. The changing location patterns by county
of ophthalmologists and optometrists were examined for the 1972-1979 period
to determine whether there was mcvement toward rural practice and whether
competitive pressures could be observed in these patterns and, if so, the
strength of this factor. Ophthalmologists (M.D.s) and optometrists (0.D.s)
provide services which substantially overlap and, therefore, compete for
patients over this range of similar services. In addition, both profes-
sions have substantially increased in numbers during the 1970s and there is
evidence that an oversupply in some areas may have already existed in the
1970s. Findings reported by Langwell et al. indicate that the relationship
between changes in the supply of ophthalmologists and the supply of
optometrists were uniformly negative over this period, suggesting that
competing professionals during the 1970s were affected by the degree of
competition expected in location alternatives considered. The descriptive
findings of this study also support the diffusion hypothesis with optome-
trists diffusing to more rural areas and ophthalmologists increasing their
concentration in urban and less rural areas.
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Although the evidence available is not extensive, it suggests that
the changing competitive envircnment within which new physicians are
choosing practice locations will have substantial effects on those
decisions. Consequently, the relative importance of the factors which were
identified as influeatial during the 1950s and 1960s may change.

5. Location Decisions for Shortage Areas and Decisions of NHSC Alumni

A rather smaller body of literature is available which addresses
decisions which result in location in shortage areas and/or the location
decsions of NHSC alumni. This subsection examines this limited research.

The most recent examination of the factors which influence the
decision to choose a shortage area location rather than a nonshortage area
is by Werner, Wendling, and Budde (1979). The authors' design is
predicated on the assumption that the shortage-nonshortage location choice
1s clearly different from the urban-rural choice which has been studied
most frequently. Using the 1965 U.S.M.G. Rand-AMA survey data, a location
choice model is specified to explain the shortage-nonshortage choice and
the urban-rural choice and is estimated using probit analysis. Results
strongly support the authors' hypothesis. Rural choices were influenced
by:

Preceptorships

Loan forgiveness

Community recruitment efforts
Specialty

Rural rearing

Prior contact

High medical need of area
Concern over CME opportunities
Cultural advantages

O 00OO00O0OO0OO0OOO

By contrast, a much shorter list of factors influences the shortage area
location decision:

Specialty

Rural rearing

Concern over OME opportunities
High medical need of area

[= 2« I « I+ ]

Interestingly, progrcus designed to induce physicians into shortage area
practices (i.e. preceptorships, loan forgiveness) are significant in the
rural location decision but are nonsignificant in the the shortage area
location decision.,
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Madison and Combs (1981) examine the location patterns of young
physicians who settled in rural communities between 1973 and 1976. They
report that young physicians settling in rural areas are most likely to
locate in towns where there is already a medical community. They note that
young physicians avoid areas which have only O to 3 other physicians;
indeed, over two-thirds settled in towns which already had 4 or more
physicians. When Madision and Combs look at the characteristics of NHSC
communities, they find that few non-NHSC settlers locate in communities
similar to these areas which have small population and lack a medical
community.

HRRC (1975) pvovides a critical review of the evidence on the
effectiveness of policies to influence physicians to locate in shortage
areas. These policies include: (1) preferential admission to medical
school for those students most likely to practice in medically underserved
areas; (2) preceptorships; (3) loan forgiveness tied to service obliga-
tions; (4) decentralization and/or deurbanization of medical education; (5)
the Hill-Burton Hospital Construction Act; and (6) recruitment efforts of
communities. The evaluation of the effectiveness of loan forgiveness tied
to service obligation programs is of particular interest for this effort-.
Review of the findings of a number of pre-1975 studies (Consad, 1973;
Michigan Medical Manpower Study, 1974) yields the following conclusions:

o Between 40 percent and 60 percent of loan recipients
under state programs established practices in shortage
areas in order to obtain forgiveness, Of these, "most”
remained in practice in the shortage area after
completion of this obligation.

0 There was some evidence in the mid-1970s that a shift in
demand from state loans (with mandatory forgiveness
features and penalties) to HPEAA loans (with optional
forgiveness and no penalties) was occurring.

o It is possibie that physicians who achieved loan
forgiveness under this program received windfall gains
(i.e. they would have established practice in a shortage
area without the program).

1ot the time the HRRC review was underway, there were a number of
state programs which offered loans to medical students which could be
repaid (in most cases) or forgiven by establishing a private practice in a
state-designated shortage area. These programs are comparable to the
current Private Practice Option in the NHSC program. The federal program
under the Health Professions Education Assistance Act had not been in
existence for a sufficient period for its effectiveness in inducing
physicians to settle in scarcity areas to be evaluated.
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Overall, the review of the evidence suggests that the early PPO-type
programs operated by states were quite effective in placing physicians in
scarcity areas; less in known about retention rates over a longer period of
time,

Other policies reviewed by HRRC indicate that individuals who
locate in scarcity areas may have specific characteristics and experiences:

o0 Preferential admission to medical schools for
individuals from medically underserved areas appears to
be an effective mechanism (Mattson et al., 1974),
providing support for the prior contact hypothesis.

0 Medical students from urban areas who participate in a
perceptorship in rural areas are more likely to locate
in a rural community (Steinwald and Steinwald, 1973);
but no information on shortage area practice location
decisions is available,

o Efforts made by underserved communities to attract new
physicians can be quite successful, especially those
which include economic incentives such as an office and
equipment and guaranteed income level. The evidence on
these programs, however, is nearly all anecdotal —
“success"” stories,

The HRRC review concludes that the evidence on the effectiveness of
policies designed to induce physicians to locate in scarcity areas is
weak. This conclusion is consistent with the Werner et al. findings which
suggest that these policies may induce physicians to practice in rural
areas, but have no effect on the decision to locate in shortage areas.

GAO (1974) provides further evidence that decisions to locate in
shortage areas are not influenced by programs designed to affect these
decisions, A survey of the 183 (of 30,000 loan recipients) physicians and
dentists who located in shortage areas to obtain forgiveness of loans was
conducted; 82 percent of respondents stated that they would have located in
the shortage area without the loan forgiveness inducement. These
physicians indicated that the most important factors influencing their
decision to locate in a shortage area were (by rank):

l. Geographic preference
2. Desire to serve where most needed
3. Opportunity for experience

4, Influence of family or friends
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5. Association with colleague
6. Availability of facilities
7. Loan cancellation

8. Financial attractiveness

Of the scholarship recipients who were repaying loans, the GAO survey asked
that factors considered unattractive ubout rural shortage area practice be
ranked. The respondents ranked these undesirable conditions in the
following order:

1. Lack of CME opportupnities

2. Long hours of practice

3. Distance to support facilities

4, Lack nf consultative sources

5. Limited cultural and social activities

6. Prefereuce for a large community

7. Necessity of engaging in general practice
8. Lack of desirable living conditions

9, Financially unattractive

It 1s interesting to note that financial attractiveness or unattractiveness
of the area was not of great importance in the scarcity area decision for
either group. GAO concludes that the HPSAP program was not effective in
inducing physicians to locate in shortage areas; a finding clearly
consistent with the respondents' self-reported lack of emphasis on
financial incentives.

A subsequent GAO (1978) study of the effectiveness of the NHSC
program in inducing physicians to permanently locate in shortage areas
produced similar conclusions =- only 42 of 800 NHSC alumni had been
retained in shortage areas as private practitioners by July 1976. Those
NHSC alumni who were not planning on shortage area practice indicated that
a desire for further education and training was the major reason for
leaving shortage area practice. Other reasons for leaving included
professional and social isolation, and personal, famlily, and financial
needs.
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Family Health Care, Inc. (FHC) (1977) reports on a study of
retention and attitudes of NHSC physicians and spouses in first tours of
duty and found that 38 percent intended to remain in the shortage areas for
at least one year after completion of their obligation. Those intending to
remain were most influenced by their spouses' opinions of the area, and by
the high demand for services in the area observed during the NHS:®
service. On the other hand, those not planning to remain frequently
reported that low demand for services in the area was a factor in their
decision. This finding suggests that shortage areas with unmet demand may
be successful in retaining NHSC alumni; areas with relatively few physi-
cians but with low effective demand for additional services will be
perceived (appropriately) to be unable to support another private practice.

A recent study (Stamps and Kuriger, 1983) reports on a survey of
100 NHSC physicians in 10 East Coast states which was conducted to obtain
information on their locational plans after completion of the NHSC
obligation and on the factors influenceing their decisions. Results
indicate that 56 planned to locate in a rural area after completion of NHSC
service. Those preferring rural practice were more likely to be in primary
care speclalties and more likely to rank personal and community factors
more highly than professional factors as influences on the decision
process. Physicians originally from rural areas were more inclined to
rural practice (76 percent versus 47 percent from urban areas).

In summary, evidence available on shortage area location decision
processes suggests that factors influencing this decision are different
than factors influencing rural location decisions. Policies designed to
influence the decision to locate in shortage areas may be effective in
inducing physicians into rural practice, but appear to be an ineffective
mechanism for eliciting shortage area practice decisions. There is some
evidence that many —— or most =—— NHSC alumni who locate in shortage areas
did so because they had a prior preference for the area and were not
influenced by the program. In addition, there is some limited evidence
that not all shortage areas are identical -- some may have relatively few
physicians, but NHSC alumni are uninterested in locating permanently in
areas which have insufficient demand to support a new practice. Other
areas have both a need for and the ability to suppor: additional practices;
“hese communities may be expected to be more successful both in attracting
non-NHSC physicians, and in retaining NHSC alumni.

6. Discussion

This review of the evidence on location decisions of physicians and
the factors which influence them provided a framework for the development
of hypotheses and research questions for the comparative evaluation of NHSC
alumni retained in Health Manpower Shortage Areas. The findings of this
literature review suggested the following major issues for the design of
the evaluation:
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o The rural-urban location decision is a distinctly
different one than the shortage=-nonshortage area choice.

o The physician choosing a rural and/or shortage location
may have made this decision prior to involvement in
NHSC. It will be important to compare the timing of the
location decision for the NHSC and nonNHSC physicians
and characteristics of these physicians to determine
whether the physician participated in NHSC because of a
prior decision/tendency or whether the decision was
influenced by the NHSC program. If prior contact
factors or other characteristics of the physician fully
explain shortage area choices, this should be
determined.

o Shortage area communities have different degrees of
unmet demand. It is highly unlikely that physicians
will locate in areas with need, but low effective
demand. On the other hand, NHSC may be very effective
as a means to acquaint physicians interested in rural
practice with areas with high unmet demand and
opportunities for rapid establishment of a new
practice. An objective of this study was to identify
characteristics of communities with high unmet demand
and communities with need but low demand in order to (1)
facilitate retention by placing NHSC physicians in sites
with can absorb the services of an additional private
practice physician; and/or (2) to identify the
characteristics of communities which need physicians'
services but are highly unlikely to attract a permanent
physician in order to permit the NHSC to develop
priorities for placement of personnel.

o The competitive environment facing new physicians
establishing a practice is considerably different than
that facing new market entrants prior to the mid 1970s
when much of the earlier research on physician location
decisions was conducted. Consequently, it was important
to focus attention in this study on the effect of market
forces and competitive factors on the location decisions
of new entrants to the market,

These issues and the specific factors identified as influential on
physician's location decisions provided the foundation upon which we have
developed the hypotheses and research issues described in Section B.
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B. HYPOTHESES AND RESEARCH ISSUES
l. Overview

The analyses to be conducted during this study focus on three
specific areas:

(1) the rural-urban location decision of 1979 NHSC
physicians surveyed by MPR;

(2) the rural shortage-nonshortage area location decisions
of all rural NHSC and non-NHSC physicians graduating
from medical school between 1974 and 1978; and

(3) the practice characteristics of NHSC and non-NHSC
physicians located in rural areas.,

The discussion of the literature presented above suggested that there are
specific factors which influence the rural location choices of physicians;
the decision to locate in a rural shortage area is a subset of the rural
decision but is influenced by a somewhat different set of factors. It is
likely that the impact of certain factors on the location choices of NHSC
alumni and other young physicians will vary in magnitude and significance.
Based upon the literature review and the evidence presented there, it is
evident that the rural location choice must be considered separately from
shortage area location choice. Within each of these decision categories,
the individual characteristics of the physician and the characteristics of
communities and markets are expected to influence the decision process,

In this section, a set of hypotheses are presented for the analytic
areas of interest:

0 rural choices

o short~rge area choices

o practice characteristics choices

Each major issue area below is briefly described with respect to the
objectives and potentia. unsefulness of findings to HRSA,

2, Rural Choices.

The primary objective of the NHSC program is to provide service to
areas with insufficient physician resources either temporarily, through
placements, or permanenily, through retention of placed physicians. Thus,
the focus of this evaluation is on the characteristics of physicians and
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communities which result in decisions to locate physicians' practice in
shortage areas. The decision to locate in a rural health manpower shortage
area, however, is a subset of the rural location choice; i.e. the physician
interested in rural shortage area practice will be interested in rural
practice, generally. To examine the relationships among personal
characteristics, community characteristics, and shortage area location
choice, it 1s necessary to explore those factors which influence young
physicians to locate in rural areas.

There are six major areas which distinguish rural-urban choices of
young physicians:

Tim{gg of the location decision:

I1f some physicians make permanent location decisions
early in their training , subsequent actions by the NHSC
designed to influence these location decision will be
ineffective. Examination of the timing of decisions by
physicians with different characteristics will permit
HRSA to 1o .rify physicians who may be least likely to
be induced to remain in shortage area practice,

Prior contact factors:

It is generally agreed that prior contact is an
important factor in location choice. Information on the
influence of prior contact on the rural and the shortage
area choice, and the degree of this influence on these
two separate decisions, will be of use to the Corps in
recruitment and placement policy decisions,

Spousal or family influence:

Characteristics of the spouse, and family background,
are expected to influence the physicians' location
choice. Again, the degree of this influence on
physicians with a particular set of characteristics may
be useful information for placement decisions, depending
upon the objectives of Corp's placements,

Personal characteristics:

Physicians with certain perscnal characteristics may be
more or less likely to be retained in shortage areas.
Identific: zion of these factors, and the combinations of
these fa:.or: will allow assignment of those most
likely ft¢ o- retained to areas most in need of permanent
physicia~ r s _:ces.
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Professional factors:

The physicians' training and professional orientation is
expected to strongly influence location preferences.

The strength of this influence and the particular
professional factors which are most important io young
physicians will determine which rural and shortage areas
are able to attract and retain young physicians. Infor-
mation on this issue will enable the Corps to identify
communities which are more or less likely to attract
permanent physician resources.

Community charanteristics:

Among rural and shortage area communities there are wide
variations in characteristics which cause the community
to be more, or less, attractive to young physicians. As
the supply of physicians increases and diffusion into
less populous areas occurs, those rural and shortage
area communities with specific types of characteristics
will attract new physicians. Other less attractive
communities, however, will continue to experience a
shortage of physician services. It is particularly
important that the NHSC program have information which
will permit it to identify the characteristics of
communities which are expected to have long term need
for medical services., With this information, the Corps
can develop and implement placement policy to meet
particular objectives with respect to both access to
services and retention of alumni.

The research which examines the rural-urban location choices is conducted
using only the 1979 sample of NHSC physicians surveyed for the earlier NHSC
evaluation study. Thus, these hypotheses are stated for NHSC physicians
only. Hypotheses which distinguish among the characteristics of rural
communities, on the other hand, will be examined using the entire sample of
NHSC and non-NHSC physicians,

Timing of Decisions

o NHSC physicians in urban and rural locations will not
differ in the reported timing of their location
decisions.

Prior Contact Factors

o NHSC physicians with rural rearing will be more likely
to choose rural locations.
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WSC physticlens with prior professionsl exposure to
rerel practice (t.e. through the MHSC service,
residencies, preceptorship programe, or other
sechanisms) will be sore lthely to choose rural
ptactice.

Spovuse ‘s Beckground/Pasily

MSC physiciens who are msrried will be more likely to
choose Tutel prectice {f their spouse ts from a rurel
ares of hes & prefsrence for rural 1life style.

MSC physiciens who are married will be more likely to
choose rursl practice Lf their spouse s not concerned
about career opportunitiss.

Physicians with family ties to s specific area will be
sote likely to locate in that ares.

Personsl Charactertistics

Nale NNSC physiciens will be more likely to locate in
rursl aress thaa femsle MUSC physicians.

MSC physicians who are older than average at the time
of en fatitial locstion deciston will be more likely to
locate ia rural atess.

U.S. sedical graduates will be more likely to locate in
eote populows rural areas than foreign medical
groduates; MGCs will be more likely to locate in least
populated rursl aress.

Professional PFactors

ISC physicians who are less concerned about continuing
esdical education opportunities will be more likely to
locste in rural arees.

IMSC physiciens who are sble to join & group or
pertasrship practice will be more likely to choose &
rwral location.

Community Characteristics

Physicisne will be more likely to choose & rural
practice ia a community that offers good quality
educational resources.

Physicians will be more likely to locate in rural
communities vhich have adequate professional personnel
and facilities.
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o Physicisns will be more likely to locate in rural
communities that have sufficient unmet effective demand
to ensure that an additional practice can be supported
(i,e. that income potentisl is present).

o Physicians will be more likely to locate in rural
communities which have relatively high per capita income
levels,

o Physicians will be more likely to locate in a rural

community with offers recreational, cultural, and/or
geographic features that are generally attractive.

3. Shortage Area Choices

It has been assumed for this study that the physicians who choose a
rural shortage ares practice will have made a prior commitment to rural
practice. Therefore, the hypotheses related to rural location choices
apply to the physicisn choosing a shortage area practice. This aspect of
the study is of greatest interest and potential usefulness to Corps policy
askers since the Corps' primary objectives are to provide services to
communities with & shortage of physicians resources and to place physicians
in HMSAs where they will decide to remain after completing their obliga-
tion. The diffusion of physicians to rural areas doesn't ensure the
shortage areas will receive new physician resources, However, as the
supply of physicians in the most attractive rural areas increases,
competitive pressures may force new physicians into areas which are less
attractive and which have been in shortage for some period. Some com-
munities, however, may never attract a permanent physician even when
substantial medical need exists; there may be insufficient effective demand
to support a physician's practice, professional resources available may be
inadequate to provide a foundation for a practice, or the community
characteristics may be so uninviting that no one chooses to live there.
Recognizing these problems, it remains important to identify factors that
may influence young physicians to choose shortage area practice and/or to
remain in an NHSC site after completion of an obligated service. Based
upon prior literature, these factors are more often personal and profes-
sional than community characteristics. In addition, it is anticipated that
the NHSC experience may be of importance in this decision. The hypotheses
listed here focus on those research issues which are expected to distin-
guish the shortage area location decision from the rural location decision.

NHSC
o Physicians who are NHSC alumni will be more likely to

choose a shortage area location as a result of contact
with the area.
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Professional Factors

o Physicians who are least concerned about CME opportu-
nities and collegial interaction will locate in a rural
shortage area.,

0 Physiclians who are primary care specialists (i.e.
internists and pediatricians) will be less likely to
locate in a shortage area than in a rural area.

Prior Contact Factors

0 Physicians who were reared in a shortage area (or whose
spouse was) are more likely to choose shortage area
practice,

4. Practice Charactistics

National Health Service Corps physicians, both volunteers and
scholarships recipients, gain experience with the NHSC practice style
during their service. Particular elements of this practice type may
include the use of auxiliary personnel in practice, working with patients
from lower socioeconomic backgrounds, use of a fee structure which is
adjusted to the patient's ability to pay (Mathematica Policy Research,
1982)., NHSC alumni may carry these experiences into their subsequent
practices, regardless of whether they locate in a shortage or non-shortage
area. If so, then they may fill unmet need even in overall non—-shortage
areas which still have gaps in physician services availability,

NHSC

0 NHSC alumni will be more likely to have a practice style
similar to the style present in Corps sites than are
non-alumni,

Auxiliary Use

0 NHSC alumni will be more likely to use auxiliary
personnel (e.g., PA, NP) in their practice than are non-
alumni.

Patient Characteristics

o The NHSC alumni will have a patient population that is
poorer, has lower socioeconomic status, or has other
characteristics which are frequently associated with
reduced access to or utilization of health services.
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Fee Structures

NHSC alumni will provide proportionately more free care
than non-alumni.

NHSC alumni will be more likely to accept assignment for
Medicare claims,

NHSC alumni will have a higher proportion of Medicaid
patients in their practice than non-alumni.

NHSC alumni will be more likely to have a sliding scale
fee structure tied to patient income.
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III. ANALYSIS OF INDIVIDUAL PHYSICIANS' LOCATION DECISIONS

A. OBJECTIVES

In Chapter II, prior research on physicians' location choices was
reviewed and hypotheses about factors which are expected to influence young
physicians location choices were presented. In this chapter, we summarize
the data sources, methodology used to examine factors influencing young
physicians' choices of practice location between rural and urban alter-
natives, between HMSA and non-HMSA alternatives, and between remaining in
an NHSC site and re-locating, and describe the findings of these analyses.

The objectives of these analyses include:

o to understand the relationship of personal and profes-
sional characteristics and experience and the location
choices of individual physicians

0 to examine the individual physicians' stated preferences
for location choices and the relationship of these pre-
ferences to actual choices

0 to determine whether there are differences among groups
of physicians in the factors which influence location
decisions.

To address these objectives, several interrelated analyses were
conducted. Briefly, the analyses reported in this chapter include:

o descriptive profiles of professional and personal
characteristics of young physicians, by type of
physician and by location patterns

o examination of factors stated as influencing location
choices of young physicians, including confirmatory
factor analysis

0 analysis of prior contacts and the influence of prior
contact events on location patterns

0 Multivariate analyses of individual physicians' location
choices

== rural versus urban choices, for NHSC alumni who were

included in both the 1979 MPR Survey and in the 1984
survey
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== HMSA versus non-HMSA choices, for all respondent
physicians who graduated between 1974 and 1978 and
who are currently in primary care practice in a
rural area and, separately, for NHSC alumni and non-
alumni and for M.D.s and D.O.s.

== retention versus re-location choices, for all NHSC
alumni

B. DATA SOURCES

The primary source of data for the analyses of individual physicians'
location choices is the 1984 Survey of Young Physicians, conducted by
Mathematica Policy Research between September 1984 and January 1985, Copies
of the survey instruments are included as Appendix A to this report. The
purpose of this survey was to collect several types of data:

o personal and professional characteristics of young
physicians

o young physicians' own perceptions of the factors which
were important to them in choosing a practice location

o NHSC alummi perceptions of their satisfaction with NHSC
service

o practice characteristics of young physicians
Several categories of young physicians were included in the survey:

Category 1: M.D.s who graduated between 1974 and 1978, who
are in primary care practice in non-
metropolitan areas, and who had no NHSC
service (AMA).

Category 2: D.0.s who graduated between 1974 and 1978, who
are in primary care practice in non-
metropolitan areas, and who had no NHSC
service (AOA).

Category 3: Physicians in PPO service to fulfill an NHSC
service obligation (PPOs),

Category 4: NHSC alumni who graduated from medical school
between 1974 and 1978 and who are in primary
care practice in a non-metropolitan area,
excluding those alumni who were respondents to
the 1979 MPR survey (NHSC alumni).
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Category 5: NHSC alumni who were respondents to the 1979
MPR Survey of NHSC physicians (NHSC 1979
alumni),

Names and addresses for the universe of physicians in Categories 1 and 2
were provided by the American Medical Association and by the American
Osteopathic Association. PPOs and NHSC alumni names and addresses were
provided by the National Health Service Corps. The sample of young
physicians surveyed was a very large proportion of the universe from each
category.

Percent
of

Category Universe Sample Universe
AMA 2747 1,932 70%
AOA 401 401 100%
PPO 453 329 73%
NHSC Alumni 425 425 100%
NHSC 1979 __367 367 100%
Total 4,393 3,454 79%

A combination mail and celephone survey methodology was used for
this project. There were two versions of the survey questionnaire; one was
designed for current members of the NHSC under the Private Practice Option
contract. This version included all questions addressed to the non-NHSC
populations and alumni samples excluding questions which were inappropriate
to ask given their PPO contract with NHSC. For example, the PPO version
did not ask the physicians if t’' - accepted Medicaid patients, as their
agreement with NHSC stipulates nat patients will not be refused on the
basis of their Medicaid st-tuc The PPO version of the questionnaire
contained 55 questions: tle aon-NHSC and alumni version had 64 questions.

The initial mailing of the survey was posted the first week of
October 1984. 1Included in the packet was an introductory letter signed by
Dr. Kenneth Moritsugu, Director of the National Health Service Corps. . The
letter stated the purpose of the survey and requested each physician's
participation. The appropriate questionnaire for the sample was enclosed
along with a postage-paid business reply envelope in which to return the
survey. A follow-up mailing was made the last week of October to physicians
who had not yet responded to the initial survey. The follow-up survey was
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accompanied by a letter from Kathryn Langwell, MPR Project Director, and
requested the support of the physicians. The second mailing went to
approximately 2,300 physicians of the original sample.

Mail survey returns included a total of 1,169 completed question-
naires., These completed questionnaires were from physicians who were
currently practicing in the private sector, who provided direct patient
care, and were not currently in a residency or fellowship program. In
addition, twenty-eight duplicate names were eliminated from the sample
during the follow-up. These doctors' names had appeared on more than one
sample 1ist. There were 176 address correction forms received by MPR in
response to the “"Address Correction Requested” instruction on the mailing
envelope.

The telephone fc'.low-up to nonrespondent physicians was made to the
NHSC alumni physicians in Categories 4 and 5. The telephone survey began
the first week of December and continued through the first week of January.
A total of 214 interviews were completed by telephone. The questionnaire
content was identical to the mail survey sent to non-NHSC physicians and
alumni; very slight modifications in wording we.e made to facilitate tele-~
phone interviewing.

Th* total sample size of the survey was 3,454 physicians. In the
AMA, AOA, and PPO samples there were 1,658 nonrespondents; that is neither
of the mail surveys was returned. As these samples were not followed up by
telephone, these could not be converted into other final status categories,
Another 320 designated respondents were found to be ineligible or unloca-
tible; 113 physicians refused to participate.

The total number of telephone and mail completions was 1,383:

Original Non-

Sample Respondents Ineligible Refusals Completion
AMA 1,932 1,187 32 18 695
AOA 401 269 10 5 117
PPO 329 161 9 3 156
NHSC 425 14 158 48 205
Alumni
NHSC 1979 367 7 111 39 210
Total 3,454 1,628 320 113 1,383

The adjusted sample size after elimination of ineligibles and those
physicians who could not be located was 3,134. The completion rate based
on the adjusted sample size was 44% over all samples and includes both
telephone and mail responses,
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Original Adjusted Total Mail Telephone Comple;ion

Sample Sample  Completions Completions Completions Rate
AMA 1,932 1,900 695 695 0 37%
AOA 401 391 117 117 0 30%
PPO 329 320 156 156 0 49%
NHSC 425 267 205 77 128 77%

Alumni

NHSC 1979 367 256 210 124 86 82%
Total 3,454 3,134 1,383 1,169 214 447

*Completion rate based on total completions in adjusted sample size.

The largest group of ineligibles were those physicians who had not made a
choice in establishing their practices; physicians in the military, in a
residency or fellowship program, or who are serving in the Indian Health
Service were classified as ineligible. Other ineligibles included those
who were retired or not presently practicing, and those with a specialty
such as psychiatry or radiology, who were not in primary care practice.
Finally, doctors with invalid addresses and for whom there were no
forwarding addresses were eliminated from the sample, if initial telephone
contacts suggested that tracing these physicians would be very difficult.
The table below summarizes the ineligible group, by category and reason for
ineligibility:

Category
NHSC  NHSC

Reason for Inmeligibility AMA AOA PPO Alum 1979  Total
Deceased 1 0 0 1 2 4
Duplicate 2 0 6 18 2 28
Invalid Address 11 5 1 69 58 144
Ineligible -~ N.E.C. 0 5 0 1 1 7
Military 9 0 0 7 4 20
Inappropriate Specialty 0 0 0 4 0 4
Retired/Not in Practice 5 0 1 3 3 12
Moved to Urban Area 0 0 0 11 0 12
Indian Health Service 3 0 0 3 0 6
Residency/Fellowship 1 0 1 41 40 83

Total 32 10 9 158 110 320

The other major data sources for these analyses were the Area
Resource File and the City and County Data Book for descriptive variables
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for counties in which NHSC obligations were served and to categorize
current locations. In addition, NHSC data sets and MPR 1979 survey data
sets were used to identify NHSC sites in which each NHSC alumni served.

C. DESCRIPTIVE ANALYSES: METHODOLOGY AND FINDINGS

l.Personal and Professional Characteristics of Physicians and
Location Patterns

The examination of the personal and professional characteristics of
physicians and their location choice patterns is intended to provide
indications of the differences among the categories of physicians of
interest.

a. Methodology

The examination of the survey data focused initially on the
personal and professional characteristics of physicians who have located in
rural and HMSA areas. It is particularly interesting to compare these
characteristics across the several physiclan groups:

o NHSC alumni
0 Current PPOs

o Non-=NHSC physicians
-= MDs
-- DOs

o NHSC 1979 Alumni
-= urban locations
-= rural locations

The personal characteristics of interest include:

o age

o oprior contact
== rural birthplace
—= rural rearing
-= sgpouse rural rearing
== rural college
== rural medical school
== rural residency
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0 citizenship
o race/ethnic group
0 marital status

== sgpouse education
== s8pouse employment status

Professional characteristics of interest include:

o specialty
o board certification status

The examination of these data were conducted in two phases:
(1) comparison of means across the physician categories of
interest
(2) comparison of means by non-HMSA and HMSA location

decisions and by physician categories,

Arraying the data in this fashion permitted the identification of
differences in personal and professional cl.aracteristics of physicians in
the sample by type of physician and by type of location choice.

b. Findings: Personal and Professional Characteristics
of Physicians and Location Patterns

The personal and professional characteristics of physicians by type
of physician respondent and by location in HMSA and non-HMSA areas were
examined to determine whether there were certain characteristics which
appear to be associated with HMSA and nonHMSA location choices. In Table
A.l, the mean values of personal and professional characteristics for
respondents are shown, by category of physician. Comparing these means
reveals that there are some differences among categories of physicians:

0 NHSC alumni and PPOs report substantially fewer prior
contacts with rural areas than do non-alumni;
osteopathic physicians report the highest number of
prior contact events.

0 Alumni are more likely to be female than non-alumni{;

osteopathic physicians are much less likely to be
female.



0 Alumni, PPOs and osteopathic physicians are
overwhelmingly U.S. natives.

o While a high proportion (14%) of alumni are non-white;
only 4.,67%X of PPOs are non-white and only 1.43% of non-
alumni are nonwhite.

0 Non-alumni are more likely to be married than are
alumni; PPOs are least likely to be married.

o Differences by specialty are substantial

-- the combined general/family practice specialties
account for between 66 percent and 87 percent of all
physicians in the study, by group.

== 20 percent of non-alumni and 15 percent of alumni
are internists; both groups have between 8 and 9
percent pediatricians.

0 Non-alumni are overwhelmingly (91%) board certified or
board eligible compared with 72 percent of alumni, and
63 percent of PPOs; only 57 percent of D.0O.s are board-
certified or board eligible.

There are a number of differences in personal and professional
characteristics of alumni and non-alumni--specifically, NHSC alumni:

o have fewer prior contacts with rural areas

0 are more likely to be non-white
0 are less likely to be married

o are general practice physicians more often

0 are less likely to be board certified or board eligible,

Alumni who were serving at an NHSC site in 1979 were included in
this study whether they were currently practicing in an urban or rural
area, Comparison of their personal and professional characterisics (Table
A.l) reveals several differences by location:

o 1979 alumni currently practicing in rural areas reported
more prior contacts with rural areas than did urban 1979
alumni; however, they tend to have had fewer prior
contacts than all alumni and feéwer than non-alumni in
this sample.
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0 Rural 1979 alumni were more likely to be female and non-
white than were other groups., However, a slightly
higher proportion of non-whites were in urban areas.

o Urban 1979 alumni were less likely to be general and
family practitioners and much more likely to be in non-
primary care specialties (21X versus 2%).

o Urban 1979 alumni were more frequently board certified
or board eligible than were rural NHSC alumni; the
percentage board certified/eligible of urban 1979 alumni
was approximately the same as for non-NHSC physicians
(85% versus 66%).

Evidently NHSC alumni who choose urban practice locations are those who
have less prior exposure to rural areas and who more frequently choose to
enter non-primary care practices.

When these characteristics are compared for NHSC alumni and non-
alumni, by location of practice in whole county and part-HMSAs and non-HMSA
counties (Tables A.2 and A.3), a distinct pattern emerges:

0 NHSC alumni who locate in non-HMSAs tend to be more
similar to non-alumni, in general, than to NHSC alumni
in whole county HMSAs; specifically, they have more
prior contact events, are more likely to be male, are
more often foreign born, are less often non-white, less
likely to be in GP/FP practice, and somewhat more likely
to be board certified and board eligible. Alumni in
part HMSAs are least likely to have had prior contact
with rural areas.

0 When non-alumni and alumni characteristics are examined
by HMSA status, several differences are evident

== alumni and non-alumni who locate in whole HMSAs and
non-HMSAs report considerably more frequently that
they had early prior contacts with rural areas;
those who located in part-HMSAs, however, were
somewhat more likely to have had a rural residency

== alumni and non-alumni who located in non-HMSAs or
part-HMSAs were more frequently in internal medicine
or another specialty than general or family practice

o non-alumni in non-HMSAs or part-HMSas and alumni in

part-HMSAs were more likely to be board certified than
were non-alumni in while county HMSAs
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Overall, it appears that the personal and professional characteristics of
physicians who locate in non-HMSAs and in part-HMSAs are similar. Those
who locate in whole county HMSAs, however, are less specialized and less
often board certified/eligible,

While examination of professional and personal characteristics by
type of physician and location of practice reveals that there remain
substantial differences between alumni and non-alumni characteristics, the
fact that there is some convergence of characteristics within locations
suggests that there 1s a relationship between these characteristics and the
choice of a whole HMSA, part HMSA, or non-HMSA location.

2. Ranking Factors Reported as Influencing Location Choices

The 1984 Survey of Young Physicians asked respondents to indicate
whether selected factors were important to their location decision and to
rank the three factors which were "most important.” The location decision
is viewed as occurring in two phases., First, the physician decides that
he/she wants to locate in an area which has certain characteristics. Then,
among communities which have some or all of these general characteristics,
the physician chooses to locate in a specific community which fulfills the
general requirements and, perhaps, meets additional criteria., It should be
recognized that the location criteria, in general and specifically, may
change or shift in importance between the time the search begins and the
time when a location choice is made. As the physician obtains more infor-
mation on the locations available and observes practitioners in different
areas, there may be substantial changes in preferences. Since the survey
was conducted after the location choice has been made, we expected that the
respondent will indicate the final set of general and specific factors
which influenced the location decision, It is also the case that, if the
physician is dissatisfied with the location, there may be differences
between the stated preference and the characteristics of the location.

a. Methodologz

Examination of data. The analysis of the data collected on factors
which physicians stated were important influences on their location
decisions involved several ways of examining the data:

o First, the frequency with which respondents in different
groups and location categories indicate a factor as
influential were examined.

0 Second, a numerical score was attached to each factor
ranked as first, second, or third most influential, and
"scores"” were examined for respondents in physician
groups and location categories. This was done separately
for the "general"” and for the "specific" location choice
factors. In addition, the correlations of the “general"
and “"specific” factors were calculated.
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o Third, cotrelation analyeis was done to identify factors
which seen to be sirongly related (1.e. efther positively
of negatively). The correlation matrix was constructed
separately tor responses for the general location choice
snd for the specific location choice. It wae aleo
constructed to persit enamination of the correlation of
responses to the generel and the specific chotce
factors. This phase of the anslyeis permitted the
fnvestigation of the consistency of responses.

The exaaination of these data was intended to be exploratory. Results
provided direction to the date reduction and confirmatory factor analysis.

fector analysis. The 26 locational
factors are representst @ smaller set of more general locational
considerations. PFor example, “"tacome potential” end “prosperity of
comunity” both relate to esrnings opportunities. By grouping the 26
tactors into a smeller number of generel types of locational considera-
tions, we mske it essfer to search for patterns smong the locational
considerations of physicians and to investigste differences among classes
of physicians (e.g. phyeicisns locating in MMSAs versus others).

To essist ws in grouping the 26 preferences into a smsller numbder,
end in perforuing some relsted snslysis, we used a procedure known as
confirmstory factor snslysie. Confirmstory factor snalyeis is a formsl
statisticsl procedure for determing how well a particulasr a priori grouping
of fectors fits the date. Each individual ftes (in our case, each of the
26 preferences) is viewed as one of multiple indicatore of an underlying,
saneasured genersl fector, of which there msy be several. Pormally, thie
is expressed es followm:

vhere Iu.u the observed value of ftem § for the ith obeervation, F, 1s
the tved valuve of the kth gensral factor, A, 1s a standardize
coeficient utility factor F, to ttem 1,, and dgy 1e a residual vith & mesan
of sero end & standard deviation equal io 6,.

Ualike principal components factor analysis, wherein the general
factors are assumed to be uncorrelated with each other, the latent factors
of confirmetory factor snalysis sre allowed to be correlated. The estima-
tion of these correlations is one objective of the analysis. A more
importeat objective, generally, is the estimetion of the impact of these
latent factors upon various dependent veriedbles. In the preaent applica-
tion cur ultimete goal s to better understand how location preferences
affect the location choices of rural phyeicians.



As is true of factor analysis generally, the input data from which
the confirmatory factor model is estimated are the observed correlations
(covariancas are used if an unstandardized solution is desired) among the
itema, I,. The model is evaluated according to how well the correlations
implied %y the model match these game observed correlations. To understand
tEo source of these implied correlations, consider Figure III.1, which
illustrates a factor model for two general factors, Fy and Py, and their
indicators, I; through I3, Items I, to I are indicators of F; while items
1, through 1, are indicators of Fa. The model assumes that items which are
indicators ol the same general factor are correlated by virtue of their
common cause (the general factor). In the figure the implied correlation
between indicators 1, and I, 1s given by the product of the coefficients
111 and lgl. For items representing different general factors the model
assunes that their observed correlation 1s a function of the unobserved
correlation between the general factors as well as the relationship between
each item and the factor it indicatss. In the figure the implied correla-
tion between I, and I,, indicators of different general factors, is given
by the product of the correlation ;2 and the coefficients A;j and 2420

The goodness of fit of a particular factor model may be assessed by
computing a chi-square statistic that compares the inter-item correlations
predicted by the model with the correlations actuslly observed in the data.
Under the right conditions this statistic is a likelihood ratio test
statistic for the null hypothesis that the predicted and observed matrices
of correlations are identical., In practice, its use in this manner 1is
rarely justified and too often results in the rejection of models, Instead
the chi-square statistic is recommended as a goodness of fit measure for
comparative model fitting, rather than a test statistic per se ZJoreskog
and Sorbom, 1981). If the difference in chi~square between two models is
greater than the difference in degrees of freedom, the model wifh the
smaller chi-square may be considered as providing a better fit.' The
researcher can continue to test new models to improve the fit, but after a
point further improvements amount to overfitting~-that 1s, fitting the
unique properties of a given sample, with the resultant loss of generality,
Depending on the sample size, a model may be considered to provide an
acceptable fit if the ratio of chi-square to its degrees of freedom is
between 2:1 and 10:1, although the goal is certainly closer to the low end
of that range,

To supplement the chi-square statistic, Joreskog and Sorbom (1981)
have proposed a goodness of fit index and an acjusted (for degrees of
freedom) index with ranges of 0 to 1, These may be used to compare models
across data sets as well as within the same data set. Their statistical
distributions are unknown, however, so there is no standard against which
to compare the estimated values of these two indices,

lnegrees of freedom are defined as the number of observed
correlations—-which equals J(J+1)/2, where J is the number of items--less
the number of independent parameters (unconstrained As).
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FIGURE III.1

ILLUSTRATION OF CONFIRMATORY FACTOR ANALYSIS MODEL
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We utilized confirmatory factor analysis as an exploratory
technique. Our analysis proceeded as follows. Initially we devised a
preliminary grouping of the 26 location considerations. This was
accomplished without viewing the data. Once we had this preliminary
grouping, we estimated a confirmatory factor model for the general lbcation
considerations. After examining these results we respecified and
reestimated the model, and we proceeded in this manner until we had
obtained a satisfactory model. We then attempted to estimate this model
separately for alumni and non-alumni physicians and for the specific
location considerations. Further modifications were necessary before we
could define a model acceptable in all these settings.

To estimate the models, the goodness of fit statistics, and the
factor loadings, we used the LISREL computer program (Joreskog and Sorbon,
1981). LISREL is a statistical analysis program designed to produce
maximum likelihood estimates of structural models involving unmeasured
variables by using the observed relationships among measured indicators of
these variables. The user specifies a structural (causal) model and one or
more measurement models. Confirmatory factor analysis utilized only the
measurement model capacilities of LISREL. For reasons explained below we
chose not to use LISREL to estimate structural models of location choice.

Our ultimate objective in using constrained factor analysis is to
determine the best grouping of the 26 items into a smaller number of inter-
pretable subsets. Once we have arrived at the best grouping, we may then
use the factor loadings to congtruct empirical estimates of physicians'
scores on the several factors. The results of the model estimation itself
do not provide direct evidence that one factor is more important than
another. However, with the estimates of physicians' factor scores we can
then proceed to obtain such evidence in two ways. First we can compute
mean scores over all physicians and over the key groups of physicians and
thus determine which kinds of preferences the physicians themselves felt
were most important and how this differed among the groups. Second, we can
regress indicators of location choice on the factor scores and determine
which kinds of preferences were most closely related to physicians' actual
location decisions. The results of these analyses are described in separate
sections below.

b. Findings: Ranking Factors Reported as Influencing
Location Choices

In this section, we summarize the results of the analysis of these
responses. The analysis focused on several issues:

1The factor loadings express the latent factors as a function of
the observed indicators. Thus they reverse the direction of the arrows in
Figure IV.l. The LISREL program computes ‘these factor loadings as part of
its optional output,
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o frequency of responses indicating that a factor was
influential in determining the general and specific
location choice, by type of physiclan and by location of
practice

o frequency of responses that a factor was most important
in the general and specific location choice, by type of
physician and location of practice

o ranking of factors, weighted by the frequency with which
they were indicated as first, second, and third most
important by respondents, for the general and specific
location decisions, by type of physician and location of
practice

o correlation analysis to determine the associations
between different factors and between general and
specific factors

o confirmatory factor analysis

Results of each of these analyses are discussed in this section.

Overall frequencies of responses. Frequencles of responses that a
factor was important in the general location choice are presented in Tables
A.4 and A.6 and frequencles of responses that a factor was important in the
specific location choice are shown in Tables A.5 and A.7.

Examination of the data on factors influencing the general location
choice reveals that:

o The three factors which were most frequently indicated
as influencing the general location decision are:

== Climate or geographic features of area (78%)

== Preference for urban or rural living (77%)

—— Availability of hospital facilities and personnel
(64%)

o Other factors which were frequently indicated were:

== High medical need in area (59%)

== Recreational and sports facilities (52%)

== Influence of spouse (50%)

== 1Income potential (45%)

== Quality of educational system for children (45%)

== Opportunity for regular contact with other
physicians (44%)

== QOpportunity to join a desirable partnership or group
practice (40%)
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o The factors which were least frequently cited as
influential in the general decision were:

== Opportunity to work with a specific institution (4%)

== Advice of an older physician (7%)

== Availability of good social service, welfare, or
home care services (12%).

When the frequency of indications of influencing factors for the general
decision are examined by location of the physician's practice, we find that
physicians in HMSA locations are less likely to state that income potential
is important, are slightly more likely to cite high medical need in the
area as important, are somewhat less concerned about the availability of
hospital facilities and personnel, and are less likely to indicate that
opportunities to join a partnership or group practice were influential,
Although responses of physicians in whole and part-HMSAs were consistently
different from responses of physicians in non-HMSAs, those located in part
HMSAs were less concerned about income potential, less concerned about high
medical need, were more concerned about hospital availability and more
interested in group practice opportunities, than were physicians in whole
HMSAs .

Examination of responses by type of physician--NHSC alumni, PPOs,
non-alumni--reveal a different pattern:

0 NHSC alumni, when compared to non-alumni, are

== 1less concerned about income potential

—— 1less likely to indicate that they grew up in a
similar area

== much more likely to say the choice was influenced by
a loan forgiveness program

=- more likely to be influenced by their spouse

~= more frequently influenced by high medical need in
area

—-- somevwhat more likely to indicate having completed
medical school or internship in the area

—— less likely to have followed the advice of an older
physician

=~ more likely to cite the efforts of the community to
recruit them

-- somevhat more influenced by opportunties to be
involved in community affairs

== somewhat less likely to cite a preference for urban
or rural living

=- much more likely to consider the availability of
good social service, welfare, and home care services

== more interested in opportunities for contact with a
medical school
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-- more interested in regular contact with other
physicians, but less likely to be influenced by
partnership or group practice opportunities

-- more frequently influenced by CME access.

PPOs depict patterns different from both alumni and non-alumni,
Income opportunities appear to be a more influential factor for this group
than for other physicians. For all other factors, however, PPOs were
equally or less likely to indicate that they were influential. This result
suggests two possibilities:

1) PPO's decisions were dominated by the NHSC opportunity
list

2) Some PPOs may view their current location as temporary
and, therefore, did not give as much consideration to
the decision as did the other physicians who,
presumably, were selecting a permanent location.

The fact that there was little difference in the frequency of
responses by HMSA-nonHMSA location, but considerable differences between
NHSC alumni and non-alumni responses suggests that the interrelationship of
NHSC status and location may be important. 1In Table A.6, frequencies of
responses to the general location question are presented, bv physician-type
and by location, jointly.

o For non-alumni, those choosing part-HMSA locations
indicate that they were less frequently influenced by
income potential

o Non-alumni in whole HMSA locations were least concerned
about hospital availability or contact with other
physicians

o Non-alumni in HMSAs were more frequently influenced by
—— high medical need of area
—- preference for urban or rural living

o Among NHSC alumni, those who chose non—HMSA practice
were more concerned with
== 4income potential
=- climate and geography
—— spouse preferences
—- family, and friends preferences
-- quality of educational system
-- prosperity of the community
-- opportunities to join a group or partnership
practice
-- OME
than were alumni in whole county HMSA locations
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0 However, alumni who chose whole HMSA locations differed
from alumni in non-HMSA and part-HMSA locations by being
least concerned about:
== 1income potential
== 1nfluence of spouse
== quality of education
== prosperity of community
-~ preference for urban/rural 1living
-- availability of group practice

and more concerned about:

== high medical need

== community recruitment efforts

-- availability of loans to begin practice

Overall, these findings suggest that alumni and non-alumni who choose whole
HMSA practice locations tend to have different preferences than physicians
who choose non-HMSA or part-HMSA locations.

As a final issue for the general location choice, we examined
differences between M.D. and D.O. non-alumni in their preferences: D.0O.s
appear very different from M.D.s in several ways:

o D.0O.s are more concerned about
== 1income potential
== 1influence of family or friends
== high medical need in area
== advice of older physician
== 4influence on community affairs (D.O.s in non-HMSAs,
only).
=- availability of loans for beginning practice
=- opportunity to work in a specific institution

0 D.0.5 are less concerned with
—— climate/geographic features
—— spouse's influence
== cultural advantages
=- opportunities or joining a partnership or group
practice (in nonHMSAs, only)
-~ access to (ME (HMSAs, only).

Overall, it appears that D.0.s may be more strongly influenced by economic
considerations then are M.D.s.

When we examine the responses on the factors which were influential
on the choice of the specific community im which physician are currently
located (Tables A.5 and A.7), we find that:
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o In general, the frequency that a specific factor is
indicated is lower for the specific choice than for the
general choice. This supports the two-stage decision
process which we had hypothesized; once a physician has
identified a set of communities which meet a general set
of criteria, the variation in characteristics within
that set becomes less important for the specific
decision.

o The 10 factors which were indicated most frequently as
influencing the general location decision are also the
10 most frequently cited for the specific location
decision

o The frequency of response increased from the general to
the specific decision for
-- opportunity to join a partnership or group practice
-= opportunity to work with a specific institution
-- organized recruitment efforts of community
-- advice of an older physizian

This result suggests that once young physicians have
identified a set of communities which meet their general
criteria, the specific opportunities in those
communities become more influential on the final
choices.

o The differences observed, by location and by type of
physician, in the influence of factors on the general
location choice appear consistent when these subgroups'
responses are compared for the specific location
decision.

Frequency of response that a factor was important.

Respondents were asked to indicate which factors were the first,
second, and third in importance of those which influenced their general and
specific location choices. The frequency of response that a factor was
important, by type of physician and location of practice, are shown in
Tables A.8-A.ll:

o For all respondents, the factors indicated of primary
importance on the general decision were
-- climate/geography
-- preference for urban or rural living
== high medical need
== 1influence of spouse
-- opportunity to join a partnership/group practice
-- availability of hospital facilities
== 1income potential
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== growing up in such a community
== recreational and sports facilities
== 1influence of family and friends

This 1list is somewhat different from the overall

frequencies

== “having grown up in a similar community” is not in
the 10 most frequently indicated 1list, but is the
eighth most frequently indicated important factor,
Evidently, when this factor is present, it becomes a
major factor.

-- "influence of family or friends" is also not
dominant as an overall factor, but ranks among the

important factors

o When the specific factors which are ranked as important
are compared with the general factors, they are
essentially an identical set, with the exception that
"organized efforts of the community to recruit
physicians"” is added to the list--being cited as
frequently as the other factors.

when “"scores” are assigned to the responses to weight by whether a
factor was indicated as first, second, or third in importance (Tables A.12-
A.15), the 10 most important general factors are those 10 which were most
frequently cited as important to the general decision, although some minor
variations in the rank of each factor are present, For the specific
decision, when a weighted ranking is constructed:

o "influence of family and friends" and “organized efforts
to recruit physician” drop out of the top 10 factors
list

o "quality of educational system for children" becomes one
of the 10 most important factors.
These results, overall, indicate a consistency in the responses of young

physicians about their preferences.

Confirmatory factor analysis

Based upon a priori considerations we developed a preliminary
grouping of the 26 items under nine general factors. This classification
is displayed in Figure III.2. Two of the factors are represented by a
single item each. Neither of these two items appeared to belong unambig-
uously to any of the other groupings. "High medical need" might refer to
either economic or professional considerations or might even reflect more
purely altruistic motives. Similarly, while it is possible that “advice of
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FIGURE III.2

PRELIMINARY GROUPING OF 26 LOCATIONAL
PREFERENCE ITEMS INTO NINE FACTORS

Economic
a. Income potential (INCOME)
q. Prosperity of community (PROSPER) .
d. Payment of "forgiveness loan” (FORGIVE)
x. Availability of loans for beginning practice (LOANS)

Physical Surroundings
b. Climate or geographic features of area (CLIMATE)
r. Preference for urban or rural living (URBAN)

Social/Cultural
1. Opportunities for social life (SOCIAL)
m. Recreational and sports facilities (SPORTS)
p. Cultural advantages (CULTURE)

Community
k. Organized efforts of community o recruit physicians (RECRUIT)
o. Prospect of being more influential in community affairs (INFLNCE)
t. Availability of good social service, welfare or home care services
(SERVICE)

Prior Residence
c. Having been brought up in such & community (BROUGHT)
h. Influence of preceptorship program (PROGRAM)
i. Having gone through medical school, internship, residency or
military service near here (NEAR)

Family
e. Influence of wife or husband (SPOUSE)
f. Influence of family or friends (FAMILY)
n. Quality of educational system for children (SCHOOLS)

Advice of Fellow Physicians
j. Advice of older physician (ADVICE)

Professional

v. Opportunity for regular contact with other physicians (DOCTORS)

w. Opportunity to join desirable partnership or group practice
(PARTNERS)

8. Availability of hospital facilities and personnel (HOSPITL)

u. Opportunity for regular conact with a medical school or medical
center (MEDSCOL)

2. Access to continuing medical education (MEDED)

y. Opportunity to work with specific institution (INSTUTE)

Area Needs
g. High medical need in area (NEED)
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older physician” might represent a form of family influence, we felt that
the distinction between another physician and the physician's own family
needed to be maintained.

Two of the factors, Economic and Professional, comprise items that
could be divided further into subfactors. We have ordered the component
items to highlight these possible subgroupings. “Income potential” and
"prosperity of community"” represent rather different kinds of economic
considerations than "loan availability" and "forgiveness loan,” and we
would not have been surprised to find that we would improve the fit of our
factor model by separating them. Likewise, four of the items under
Professional considerations relate to the presence of a hospital or medical
center while the other two mention only physicians. We might have expected
to find evidence of distinct factors here as well.

The next step consisted of examining the correlations among the
items to see whether there were patterne that suggested any obvious changes
in the preliminary classification scheme. Because the items are dichot-
omous, the familiar product-moment correlation, which assumes bivariate
normality between any two variables, 1is not entirely appropriate. If
factor analysis is applied to such correlations it may yleld erroneous
results with respect to the factor structure and biased estimates of the
factor loadings (Olsson, 1979). A more appropriate statistic is the
tetrachoric correlation, designed specifically for a pair of dichotomous
variables. The tetrachoric correlation is based on the assumption that the
observed distribution of itum values across two categories is the manifes-
tation of an underlying normal distribution. The calculation of tetra-
choric correlations is cumbersome, although algorithms suitable for
computer have been developed. The LISREL program includes the calculation
of tetrachoric and polychoric correlations as a user-selected option,

We computed both tetrachoric and product-moment correlations among
the 26 general and 26 specific location preference items. These are
presented in tables A.16 and A.17. The tetrachoric correlations form the
lower triangle in each matrix. A comparison of the two kinds of correla-
tions for the same pairs of items shows that the tetrachoric correlations
are 1-1/2 to 3 times as large as the product-moment correlations. For
example, the product-moment correlation between the general items INCOME
and FAMILY is .04, and the tetrachoric correlation is «07; the product-
moment correlation between INCOME and PROSPER is .31, while the tetrachoric
correlation is .51. There is no simple pattern in the relative sizes of
the two correlation coefficients.

When the correlation between the “general” and "specific"” factors
indicated by each respondent is calculated (Table A.18) it is evident that
there is a relatively high level of consistency in these responses,
However, the correlations range from .48 to +68~-again suggesting the
location decision process may be a two stage one, with different factors
being emphasized in each stage.

Inspection of the matrix of correlations 1s useful in identifying
potential problems with a proposed factor structure prior to actually
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estimating the model. Generally speaking, items grouped together should be
more highly correlated with each other than with items from other groupings.
In addition, items from a given grouping should exhibit consistency in the
relative strength of their associations with items from other groupings.
Thus 1f the first item in a given grouping has the strongest correlation
with the first item in another grouping, it should also have the highest
correlation with each of the other items in that grouping and in other
groupings as well.

Consider the preliminary Economic factor. The general preference
items INCOME and PROSPER do exhibit a strong tetrachoric correlation at
+51, one of the highest in the matrix (Table A.16, lower triangle). The
item LOANS shows moderate associations with both INCOME (.33) and PROSPER
(.22), but the fourth item FORGIVE, is unrelated to either INCOME (-.0l1) or
PROSPER (.02) and only weakly related to LOANS (.13). The strongest
correlation that FORGIVE attains with any other variable is ,18 with
INSTUTE and NEED. Clearly FORGIVE does not represent the same underlying
economic factor as INCOME and PROSPER, and neither does it fit intuitively
with INSTUTE and NEED. Ultimately we opted to exclude FORGIVE from the
confirmatory factor analysis. For similar reasons we also chose to exclude
six other items: BROUGHT, PROGRAM, NEAR, FAMILY, ADVICE, and INSTUTE.

Evidence of another kind of problem affecting the fit of a
confirmatory factor model is seen in the relationships between INCOME and
PROSPER and items outside the preliminary Economic factor. The correlation
between PROSPER and SCHOOLS is .53, not significantly different than that
between PROSPER and INCOME. This would suggest combining SCHOOLS with
PROSPER and INCOME, but INCOME and SCHOOLS are correlated only .33 whereas
four other variables have correlations of .40 or higher with SCHOOLS.

The item SPORTS illustrates a similar kind of problem. Initially
we placed this item together with SOCIAL and CULTURE. The correlations
among those items largely support this specification. SOCIAL and CULTURE
are correlated .59; SOCIAL and SPORTS, .53; and CULTURE and SPORTS, more
weakly at .39. As we have noted, SOCIAL and CULTURE are fairly highly
correlated with PROSPER and SCHOOLS. However, SPORTS is correlated only
+20 with PROSPER and .26 with SCHOOLS. Recalling Figure III.l, a model
combining SPORTS, CULTURE, and SOCIAL in one factor and PROSPER and SCHOOLS
in another will clearly tend to overstate the correlation between SPORTS
and both PROSPER and SCHOOLS and understate the correlations between
CULTURE and SOCIAL and these latter two items.

Yet another place where the correlation:z suggest difficulty in
fitting a confirmatory factor model is among the items we have grouped
under the preliminary Professional designation: DOCTORS, PARTNER, HOSPITL,
MEDSCOL, MEDED, and INSTUTE. Within this cluster every item but INSTUTE is
correlated at .5 or better with at least one other item, yet every one but
DOCTORS shows at least some correlations considerably below this level.

For example, DOCTORS and HOSPITL are correlated .61, and DOCTORS and
MEDSCOL are correlated .50, but MEDSCOL and HOSPITL are correlated only
+20. To place all of these items under a single factor necessarily means
overpredicting the weak correlations and underpredicting the strong
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correlations by wide margins. Furthermore, some of these Professional
items are related very strongly to items initially grouped under other
factors. For example, DOCTORS, HOSPTTL, MEDSCOL and MEDED have correla-
tions with SERVICE ranging between .%6 and .56, yet PARINERS and SERVICE
are correlated only .21. Similarly, DOCTORS shows correlations with
PROSPER, SCHOOLS, SOCIAL and CULTURE that equal «36, .41, .44 and .41,
respectively. HOSPITL shows even stronger correlations with PROSPER and
SCHOOLS (.49 and .48) but weaker associations with SOCIAL and CULTURE (.37
and .27). MEDSCOL is weakly associated with the first three (.22 to .23)
but strongly associated with CULTURE («44). These patterns indicate that
it will be difficult to devise a factor structure that does not prouduce
sizable errors in at least some of the predicted correlations. In our
effort to derive a factor structure that satisfactorily fitc the data we
tested specifications that included adding SERVICE to a redefined Profes-
sional factor, splitting off PARTNER from many of the other Professional
items, and creating common factors for some of the Professional, Economic
and Sociul/Cultural items.

Altogether we tested 18 different specifications, focusing our
exploration most heavily on the general location preferences and the full
sample. In evaluating alternative specifications of confirmatory factor
models it is customary to examine both the overall goodness of fit and the
pattern of fit (i.e., which correlations are reproduced especially poorly
or particularly well), as well as the Plausibility of the parameter
estimates. For two reasons we found the goodness of fit statistics to be
not particulariy helpful. First, the overall goodness of fit was surpris-
ingly similar across the different specifications; no model stood out as
markedly better or markedly worse than the others in this respect. Second,
many of the model specifications yielded ‘out of range parameter estimates
(A coefficients in excess of 1.0) or, more commonly, inter-factor
correlation matrices or error variance-covariance mstrices that were not
positive definite. For this reason, we directed our efforts at devising
specifications which would yeld estimates that satisfied very basic
criteria for acceptability.

For the full sample, using .) general location preferences, we
found only two models that were acceptable with regard to these latter
criteria. One of these models was also satisfactory for the specific
location preferences, so we cho - this as our final model. The model is
depicted in Figures III.3 and IIl.4, together with the estimated )\
coefficients, § terms, and latent factor correlations. The model posits
seven factors, one of which has but a single indicator (SPOUSE). The other
factors are Economic, which 1s indicated by INCOME and PROSPER; Community
Opportunities, indicated by PROSPER, SCHOOLS, SOCIAL and CULTURN; Area
Features, indicated by CLIMATE, URBAN and SPORTS; Community Recruitment,

'indicated by RECRUIT, LOANS, NEED and INFLNCE; Group Practice, indicated by
PARTINERS and DOCTORS; and Professional Environment, indicated by DOCTORS,
HOSPITL, MEDSCOL, MEDED and SERVICE. The Economic factor represents the
income—-earning opportunity in the community while the Community Opportu-
nities factor refers broadly to other advantages of a prosperous
community. The Area Features factor refers to the physical surroundings,
with particular stress on recreational opportanities (especially for
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FIGURE III.4

CONFIRMATORY FACTOR MODEL OF SPECIFIC LOCATION PREFERENCES
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specific location considerations), whereas the Community Recruitment factor
encompasses a mixture of inducements to set up practice in a particular
community. The Group Practice factor addresses potential partners and
colleagues, and the Professional Environment factor summarizes the
attendant features of medical practice in that community, including the
opportunities for professional interaction and development.

The two most highly correlated latent factors in the general
preferences model are Community Opportunities and Professional Enviroment,
followed by Community Opportunities and Area Features. The same two pairs
are the most highly correlated for the specific items as well, although
their order is reversed. Other factor pairs showing moderately high
correlations (.400 or better) are Economic and Community Opportunities,
Economic and Community Recruitment, Economic and Professional Environment,
and Community Recruitment and Professional Environment. Perhaps the most
pronounced difference between the two sets of model estimates lies in the
correlations among factors. F¥or 15 of the 21 factor pairs the correlations
are higher for general location considerations than for specific
considerations. This evidence of greater structure among general location
considerations is consistent with the theory of a two stage location
decision process, where the small set of comminities being considered in
the second stage already satisfy basic requirements and exhibit 1ittle
variation on key features.

The chi-square statistics for both models exceed 16 times their
degrees of freedom, indicating highly significant differences between the
predicted and observed correlations, but the goodness of fit indices are
moderately high, at ,830 and .822 for the general and specific models,
respectively. If the confirmatory factor model were incorporated as a
measurezment model into a structural equation model of the relationship
betwe:n unobserved preference factors and particular dependent variables
(such as actual location), the overall fit would probably be ich better.
We opted against estimating the models within LISREL, because logistic
regression provided a more apnropriate method of estimating the effects of
location preferences on a dichotomous preference variable.

As stated above, one of our objectives in performing the confirma-
tory factor analysis was to reduce the 26 preference items to a much
smaller set of interpretable, general factors so that we might more easily
assess the relative importance of alternative kinds of location considera-
tions. Physicians' perceptions of the importance of individual factors
would be measured by the factor scores themselves while evidence of the
impact of subjective location considerations upon actual location decisions
would be obtained by the logistic regression of a location choice indicator
upon the factor scores. The models depicted in Figures III.3 and III,.4
show how the variance of each preference indicator is fully explained by
one or more general factors plus a unique effect (the sum of the squared
paths leading into each indicator is 1.0). More importantly for our
purposes, the model provides a basis for deriving empirical estimates of
the unobserved general factors from the observed indicators. The LISREL
program produces estimates of the loadings of each general factor on the
individual items. After suitable adjustment the factor loadings yield sets
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of weights such that factor scores bounded by 0 and 1 may be constructed
for each physician respondent as weighted sums of that pnysician's
responses to the appropriate location preference items (where an item is
coded "1" 1if checked as important and "0" if not). The factor scores are
scaled tg the same range so that mean scores may be compared across
factors.,

The item weights for each factor are reported in Table A.19 for
both the general and specific items. The use of the weights may be
illustrated with reference to the general Economic factor. To construct an
estimate of the Economic factor for an individual physician, we multiply
the INCOME item (coded 1 or 0) by .577, the PROSPER item by .288, the
RECRUIT item by .056, and the LOANS item by .079. The four weights sum to
1.00, insuring that the maximum score if the physician checked all four
items will be 1 (the minimum score, if he checked no items, is obviously
zero), Items which received very small factor loadings were excluded
before the weights were computed. Note that for the general Group Practice
factor only the PARTNERS item had an appreciable loading, so that factor
(not shown in the table) was equated with the PARTNERS item. Similarly,
the Spouse factor was equated with the SPOUSE item for both general and
specific location preferences,

The weights are fairly similar between the general and specific
items. The differences, in any event, do not suggest any particular
pattern. Indeed, we would not expect systematic differences, given that
the weights are vased on the same factor model and that no other model
provided a clearly better fit for either set of items. The most sizable
differences are the increase in dominance of the SPORTS item in the Ares
Features factor between the general and specific considerations; the
reduction in dominance of the INCOME item in the Economic factor; and the
emergence of the DOCTORS item as a component of the Group Practice factor
along with PARTNERS.

We hypothesize that location preferences which are themselves
general in nature will have a greater effect as general preferences than as

Yhe adjustment is straightforward. The LISREL-produced factor
loadings are analogous to standardized regression coefficients expressing
the unobserved factor as a function of the observed items. The items with
nonzero loadings on a given factor are not limited to those items which
serve as indicators of that factor in the model specification, but the
indicators do indeed receive the highest loadings. To adjust the loadings
we would, in theory, first unstandardize them by multiplying by the ratio
of the factor standard deviation to the individual item standard deviation,
then rescale them by a common proportion so that they sum to unity. 1In
reality we do not know the standard deviation of the factor, but that term
is nullified out by the rescaling of the item weights to the 0,1 interval.
Thus the adjustment operation entails first dividing each loading by the
item standard deviation, thenr summing the results for each factor, then
finally multiplying these intermediate results by the inverse of their sum.
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specific preferences. The factor Area Features provides the best illustra-
tion of this in that the component items refer to the characteristics of a
region, which might contain multiple, diverse communities. Any metropolitan
location in southern California, for example, would provide the same area
features in the sense that we have defined them here, yet such communities
would offer great variety with respect to the other six factors. Only one
other factor, Community Opportunities, would seem to exhibit this kind of
generality, and this applies to just the SOCIAL and CULTURE items, not
SCHOOLS or PROSPER. By contrast, the Spouse factor would appear to be at
least as important a consideration for specific as for general location,
and the Group Practice and, to a degree, the Community Recruitment factors
might be even stronger as a specific than general location considerations.
The remaining factors do not appear to be primarily general or specific.,

A second hypothesis that we entertain, and one which is in accord
with the view of the location decision as a two-stage process, is that
general location preferences reflect the characteristics that physicians
consider most important. Such preferences are used to narrow down the
choices to a set of communities that satisfy these most critical require-
ments. Secondary considerations then affect the choice of a specific
community.

Mean scores on the frequency of selection and the rated importance
of the two sets of factors are reported in Tables A.20 and A.2l,
respectively. A general factor's score on the frequency of selection
measure may be interpreted as the average proportion of times that an item
representing that factor was indicated as being influential in determining
the location decision. A factor's score on the rated importance measure
may be interpreted as the average proportion of times that an item
representing that factor was ranked either first, second or third most
important in determining the location decision, For example, the Area
Features factor received the highest frequency of selection score for
general location considerations; the score of .576 may be irterpreted to
mean that, on average, 57.6 percent of all physicians selected one of the
Area Features items (see Table A.20) as having been influential in their
general location decision. This same factor received an importance score
(Table A.21) of .230, indicating that 23 percent of all physicians rated
one of the Area Features items as one of the three most important general
location considerations.

Comparing the scores among all physicians, we find that as a
general location consideration Area Features is rated most highly on
frequency of selection but second most highly on importance. Spouse
considerations rank highest on importance and second highest on frequency
of selection, and Group Practice and Economic considerations rank third and
fourth on both measures. The remaining three factors received very low
scores on importance; for example, only 3.9 percent of physicians rated
Professional Environment considerations among the top three.

Frequency of selection scores for specific location considerations -

are generally lower than for general location considerations, indicating
that the physician respondents mentioned fewer items as having been
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influential in their specific location decisions. For some of the factors
the selection scores for specific location decisions are much lower than
they are for general location decisions; for other factors they are only
slightly lower. The Area Features score declines from .576 to .396,
dropping it from first to second behind Spouse considerations and placing
it only marginally above Group Practice concerns. This lesser significance
of Area Features considerations for specific than general location
considerations is even more evident in the importance scores. (Note that
these scores necessarily maintain their same average level between the
general and the specific, as each respondent picked three items as the most
important specific considerations and three as the most important general
considerations.) The Area Features score falls from .230 on general
considerations to .142 on specific considerations, whereas the Spouse score
rises from .238 to .247, and the Group Practice score rises from ,207 to
«229., The other changes are minimal. The most pronounced difference
between general and specific location considerations, therefore, is the
reduced role of Area Features. Given that this factor was clearly the most
general of the seven, this result is not at all surprising. The somewhat
greater relative importance of Spouse, Group Practice, and Community
Recruitment considerations for specific than general location decisions is
also consistent with our reading of the potential specificity of these
factors, but the differences in magnitudes are very small.

Except for the change in the relative importance of Area Features,
the factors that were important as general location considerations continue
to be important as specific location considerations. There is little
évidence in support of our second hypothesis above--nsmely, that physicians
make general location decisions on the basis of what they view as the most
imnortant considerations, and then after narrowing their choicec make
specific location decisions on the basis of a different and 1 - “tant
set of considerations.

A comparison of NHSC alumni and non-alumni shows ¢ -~ fderabl-
similarity in their rating of th: different factors, whethe on freq. ency
of selection or rated importance. However, non—alumni assigan far mo' e
importance to Group Practice considerations than do alumni. As a ger-ral
consideration, Group Practice has an importance score of .Z2’'3 among n-
alumni versus only .108 among alumni. As a specific locaticn cons* era-
tion, Group Practice received an importance score of .295 am-nv n 1-alumni
versus .125 for alumni., The frequency of selection scores s : alumni
placing relatively more emphasis than non-alumni on the Profes:ional
Environment and Community Recruitment.

The differences between physicians in HMSA and non-HMSA locations
parallel those between NHSC aiumni and non-alumni, except that the two
groups give comparable weight to Professional Environment. The non-HMSA
physician:z also give relatively greater weight to Area Features and
Communitv Opportunities than do the HMSA physicians, tendencies which was
not very strong in the comparison of nc-~-alummi and alumni.

Results of . coniirmatory factor analysis suggest that there are
differences in locat.on prefersnces of NHSC alumni and non-alumni, and that
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physicians who choose HMSA practice are influenced by different consider-
ations than are physicians who locate in non-HMSAs., These findings can be
used to model location choices of young physicians. Analysis of factors
influencing individual physicians location decisions is dis-ns:ed and
reported in Section D, below.

3. Prior Contact Analysis,

The extent to which physicians have had prior contrct with a
specific area or type of area has been demonstrated to be assoclated with
the probability that the physician will choose to locate an initial
practice in that or a similar area. (Yett and Sloan, 1974; Budde and
Langwell, 1978.) The 1984 Survey of Young Physicians ir Non-Metropolitan
Areas collected data on several prior contact events:

o birthplace (B)
o rearing (R)
0 spouse rearing (s)
o college (C)
0 medical school ™)
o residency (G)
0 NHSC service (N)

a. Methodology The prior contact respunses were used to identify
whether the physician had been in rural areas pri-~r to the current location
choice. This information was used to examine three hypotheses:

HYPOTHESIS 1: The more contact a physician has with rural
locations, the more likely he/she is to
locate an initial practice in a rural area .

HYPOTHESIS 2: The more contact a physician has with rural
locations, the more likely he/she 1is to
locate an initial practice - a rural HMSA.

lsince most of our sample is located in non-metropolitan areas,
this hypothesis can only be tested using data from the 1979 MPR NHSC
sample,
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HYPOTHESIS 3: More recent contacts with rural areas will
have a stronger effect than more distant (in
time) events.

Analysis of these data to test these hypotheses was conducted by
constructing probability tables which relate the number of prior events to
the probability that a physician will locate in a rural area or in a HMSA,
for selected physician groups. The results of this descriptive analysis
are of interest, in general, and also provided information to permit
refinement of the specification of the empirical model.

b. Findings: Prior Contact Analysis

Prior research suggests that physicians will be more likely to
locate in areas with which they have had prior contact and that more recent
contacts have a greater influence on the location choice than do contacts
more distant in time. For NHSC alumni, the prior contact events in rural
areas examined are:

o birth

0 rearing

~self

-gpouse
college
medical school
residency

NHSC service

OO0 0O

Tre NHSC ~xperience represents the most recent rural prior contact event
for most alumni; for non-alumni, prior contacts are more distant in time--
during residency training or earlier. Thus, to the extent that prior
contact is a factor in location choices, the NHSC may be viewed as a
mechaaism for introducing a prior contact event into the physician's back-
ground, and doing it at a point which immediately precedes the location

¢ ~ {on of many young physicians.

Examination of the data indicates that a substantial proportion of
the survey respondents had had no prior contact with rural areas, other
than the NHSC 2xperience for alumni:
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No prior contact events
Located in rural areas

No. Percent
Non-Alumni 280 40.0%
NHSC Alumni 159 57.4%

Located in HMSAs

No. Percent
Non-Alumni 147 43.2%
NHSC Alumni 130 58.8%

It 1s interesting that 40 percent of non-alumni in rural areas, and 43
percent in HMSAs, had no prior contact with rural areas. The impact of the
NHSC experience is evident in the finding that a much higher percent of
NHSC alumni (57-58%) had no prior contact with rural areas, except for
their NHSC assignment. Thus, the NHSC program may influence alummni to
locate in rural and HMSA areas at a rate up to 17 percent higher than non-
&lumni, for those with no prior contact with rural areas. However, this
apparent effect may be due to differences in other personal and profes-
sional characteristics of the two groups.

In Table A.22, we examine the frequency of specific prior contact
events for physician respondents, by type of physician and by selected
characteristics. Among all young physicians, 40 percent report being born
and over 40 percent were reared in a rural area. However, among alumni and
PPOs, only about 30 percent indicate each of these early prior contact
events. For non-alumni, on the other hand, early prior contact events are
reported by nearly 50 percent of M.D.s and by 58 percent of D.0.s. In
addition, these non-alumni indicate higher p.oportions of spouse's rearing
in rural areas, and more frequently attended college in rural areas.

It is noteworthy that alumni and PPOs report more frequently
(though in small numbers) that they attended medical school or completed a
residency program in a rural area. Combined with the NHSC experience in a
rural area (for 97% of alumni and 100% of PPOs), this suggests support for
the hypothesis that more recent contacts have a stronger influence on the
location decision than do more distant in the past contacts.

In Table A.23, we limit our examfnation to the cohort of NHSC
alumi who responded to both the 1979 and 1984 surveys, and conslder the
association between the number of prior contacts and the rural vs urban
location choice. Of those who located in ‘rural areas, only 70 alumni had
had more than 1 prior contact with rural areas before choosing a rural
practice location. Since the NHSC experience represents the single prior
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contact event reported hy the majority of alumni, it appears that, of 61
percent of 1979 alumn? in this category, 40 percent were retained in rural
practice. Of those wit . prior contact events, 53 percent were practicing
in rural areas; with 3 prior contact events, 44 percent were practicing in
a rural area. It 1s interveting that of those 1979 alumni with no prior
contacts (i.e. they completed NHSC service in a metropolitan site), half
are now practicing in a rura. sreas; the small number in this group,
however, suggests generalfzsation from this finding is not appropriate.

The overall interpiretation of the prior contact analyses can be
summarized as:

0 The NHSC experiernce is the final and most influential
prior contact eveunt for most alumni and appears to be
associated with botih rural and HMSA location choices

o The number of prior countact events does not seem to be
strongly associated with the rural or HMSA location
decision. It secems likely that the use of "number of
prior contact events" may oversimplify the relationships
involved, by mixing "personal” (i.e. birth, rearing,
spouse rearing, college) and "professional” (i.e.
medical school, residency, NHSC service) contact events

0 As we anticipated, rural prior contact events, other
than NHSC experience, do not appear to have an effect on
the decision to practice in a HMSA; physicians who have
been reared or educated in rural areas are no more
likely to choose HMSA practice than are physicians
without rural prior contacts.

These findings have been used to guide the multivariate analyses which are
described and reported in the next section.

D. MULTIVARIATE ANALYSIS OF INDIViDUAL PHYSICIANS' LOCATION CHOICES

In Chapter II, we have discussed in detail the previous research
€indings and gaps in the literature on physicians' location choices and
hypotheses were presented. In this section, we describe our methodological
approach to analyzing the factors which have influenced the individual
physician's location decisions. This analysis focused on three groups:

(1) For 1979 NHSC physicians, we analyzed the rural-urban
location choice; then, for rural physicians, the rural
non-HMSA/rural HMSA location choice was analyzed.

(2) For the full sample (excluding urban 1979 NHSC

respondents), the rural non-YMSA/rural HMSA choice was
analyzed.

63 p753



(3) For NHSC alumni, the choice to remain in the NHSC site
after completing a service obligation or to re-locate
has been analyzed.

1. Methodologz

For this study, we assume that the major determinants of a location
choice are the personal characteristics of the physician, defined by the
vector (Xl), professional characteristics of the physician (X5), the stated
preferences of the physician (x3), the actions of ~ommunity recruiters and
other local professionals as perceived by the phys cian (x4), and programs
designed to influence location choices as reported by the physician (Xc).
The analysis of individual physicians' location decisions was conductea
using the maximum likelihood method of LOGIT analysis. With a qualitative
dependent variable, the appropriate and more efficient analytic technique
is LOGIT (Werner, Wendling, and Budde, 1978). A full discussion of
multivariate log-~linear and logistic models and of the computional
techniques which will be used for this analysis is provided in the SAS
manual (1983).

The analysis was conducted for the following dependent variables
and samples:

(1) CHOICE 1: The probability of rural location was
estimated for the 1979 NHSC cohort.

(2) CHOICE 2: The probability of HMSA location was
estimated for the full sample (excluding 1979 urban
physicians) and for subsamples.

(a) =-- NHSC physicians only

(b) — Non NHSC physicians only
(c) == M.D.s 0“1y

(d) -- D.,0.8 0“1y

(3) CHOICE 3: The probability of NHSC site retention was
estimated for the full NHSC alumni sample.
In the NHSC only equations, the characteristics of the NHSC site in which
the physician served are included as explanatory variables.
Table III.l defines the variables included in this analysis,

2, Findings: Multivariate Analysis of Individual Physicians'
Location Choices

We initially examined the model descriptively by calculating the
mean values of explanatory variables included in each analysis, by the
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choice alternatives being examined (Table A.24). Results indicate some
differences, as would be expected:

o CHOICE 1: 1979 NHSC alumni who chose to practice in a
rural rather than urban area

-— had spouses with higher educational tainments
-- reported more rural prior contact ¢ .ut3

-- were more likely to be D.O.s

-=- were more satisfied with their NHSC experience

The NHSC sites in which rural alumni had been assigned

-— were more populous but less densely populated
=- had fewer physicians
== were more likely tc have a hospital

o CHOICE 2: Physicians choosing HMSA locations rather
than non-HMSAs, tended to have graduated more recently,
to have less well educated spouses, to have had fewer
early contacts with rural areas, and to be
general/family physicians.

When means of explanatory variables for CHOICE 2 are
examined by type of physician, some differences emerge:

-- Alumni who choose HMSA locations are somewhat more
likely to be female

== D.0.8 who chose HMSA practice tended to have
graduated earlier, to have made their location
decision later, to have better educated spouses, and
to report more early and professional contacts with
rural areas.

o CHOICE 3: NHSC alumni who remained in the HMSA in which
they served their NHSC obligation

~-= made their location decision la.er

~~ were more ‘ikely to be male

== had more -~ ly and professional prior contacts in
rural arec.

-- were more likely to be GP/FPs

~~ were more likely to be D.O.s

Overall, retained alumni had served in NHSC sites which
had

=~ lower population

-- fewer physicilans

== lower population density and weve more likely to
express satisfaction with all aspects of the NHSC
experience
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Results of the initial multivariate analysis of individual
physicians' location decision which excludes stated preferences, were
generally disappointing (Agpendix B). Few of the explanatory variables
were significant and the R® for the estimated models range from 0.0 to
0.08. Results suggested that:

(1) satisfaction with the NHSC experience has a positive
effect on the probability of locating in a rural area.

(2) The NHSC experience has a positive effect on the
probability that a physician will locate in a HMSA

(3) Early rural prior contact events, unrelated to
professional experience, appeared to influence young
physicians to choose non-HMSA locations — perhaps
because they locate in the specific rural area where
they were born and/or reared.

(4) Other personal and professional characteristics of
physicians appear to have little or no relationship to
the location choices examined.

Clearly, these findings shed little light on the location decisions of
rural physicians, other than ruling out several hypothesized effects. The
findings fall short of suggesting ways in which the HMSA location
tendencies of physicians can be strengthened, whether by intensifying
recruitment efforts among particular classes of medical students or by
boosting special incentives. Moreover, they leave unanswered what aspects
of the NHSC experience contributed to the HMSA location decision favored by
alumni,

The inclusion of location preferences within the logistic
regressions can inform the analysis of location choice in two basic ways.
First, adding measures of such preferences to the set of potential
explanatory variables may yield additional insight into what determines
location decisions. This is particularly true within the alumni and non-
alumni samples, where there is no NHSC-non-NHSC distinction. Second,
inclusion of such measures in the model for all physicians may help to
explain the strong relationship between NHSC participation and the HMSA
location decision. Here we ask how the addition of these variables affects
the NHSC coefficient. A reduction will indicate that the effect of NHSC
participation operates in part through location preferenzes--possibly by
shaping such preferences. If the NHSC instead selects medical students
with particular kinds of preferences, then the NHSC coefficient will be
unchanged while the net effects of the preference measures will be
diminished by the inclusion of the NHSC variable. This can be investigated
by first estimating the all-physician model without the NHSC variable and
then adding it to the specification,
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Table III.2 reports results from the logistic regression of HMSA
choice on the general and specific locetlion pi-ference factors for all
physicians and separately for NHSC alumni and non-alumni. Only those
factors with statistically significant or near significant effects are
included in the equations. Six factors plus the separate PARTNERS and
SPOUSE items appear in one or more equations. The Economic, Community
Recruitment, Area Features and Group Practice/PARTNERS factors appear in
the full sample equations for both the general and specific location
considerations. The Community Recruitment factor also appears in both non-
alumni and alumni equations. The PARTNERS item appears either alone or as
the principal contributor to the Group Practice factor in all six
equations., The Economic and Group Practice/PARTNERS factors have negative
effects on HMSA choice throughout the equations while the Community
Recruitment factor has a consistent positive eftect,

The preference factors account for a greater proportion of the
variance of HMSA choice in the full sample than within the separate alumni
and non-alumni subsamples, suggesting that part of their effect in the full
sample is related to their discriminating between NHSC participants and
non-participants. The specific location factors account for less than half
as much of the variance of HMSA choice within the subsamples as they do
among all physicians. The general location factors account for nearly as
much of the variance of HMSA choice in the non-alumni subsample as among
all physicians, but they account for much less of the variance in the
alumni subsample,

For two factors we find marked differences in the effects of
general and specific location preferences. Community Recruitment exhibits
stronger effects as a specific than general preference, and this is
evidenced in the full sample and (more strongly) in both subsamples. We
might have anticipated this finding if the individual items that make up
this factor had referred more explicitly to community actions (as opposed
to characteristics), but only the RECRUIT item is of this nature (see Table
A.19). We speculate that the factor combines this element with
considerations (reflected in LOANS and NEED) that become important once the
physician begins to choose among a small set of communities that satisfy
more basic criteria.

Consistent with our expectations, the Area I2atures factor displays
mor:: pronounced effects as a general than specific location considera-
tiou. This factor appears in both full sample equations, but the genmeral
locacion coefficient 1s nearly half again as large as the specific location
effect. The effect is negative, implying that physicians concerned about
the physical features of their environment are less likely to chose a HMSA
locution. The effect is much stronger among NHSC alumni than among all
physicians. There is no effect among non-alumni, and there is no effect of
specific preference considerations among either subsample.

The general factors do not exhaust the explanatory power of the
location preference items. Therefore we included some of the individual
items in later equations that combined the general and specific location
preferences with the other explanatory variables investigated above. Final
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equations are reported in Tadle I11.), where the firet three columns
present models containing the fu!l set of the most effective prsdictors,
and the final three columne present moucis containing only those variables
vith etatisticelly significant or appronimately significant effscts.

Even the reduced qut!on contain several preference factors or
itews each, and the adjusted Rs are ,094 for the non-slueni equation and
+09% (nr the aluant equation, The all physician equation, which containe
WUSC per:icipation as a predictor, accounts for 25.) percent of the
varisnce of WMSA chotce, Preferences positively associated with IMSA
choice 1a ora or both eubgroup equations are the specific NEED item and
Community hecruitment factor, end the general URBAN end BROUGHT items.
Preferences negatively assoctated with IMSA choice in one or both subgroup
equations are the general Economic end specific Ares Peatures factors and
"he gemeral PARTNERS and MOSPITL items. The general MEDSCOL ftem is
Aegatively related to WMSA choice smong non-alumni end positively related
to MNSA choice smong MUSC alumati,

The fact that several preference itams and factors have significant
effects within the dubssaples indicetes that location praferences have an
fmpact on locatioa choice over and sbove that of MISC perticipation. It 1o
oot eurprising, therefore, that several varfadles exhibit significant
effects on WMSA choice in the full sample equation, net of MISC perticipa-
tion. BRerlier wve questioned whether soms of the preferences uight help to
explain the strong effect of MESC participation——either through the
sechanion of selection or through the fmpact of MMSC participation upon
perticular kinds of preferences. The results suggest not. With regard to
MMIC perticipetion affecting IMSA choice by way of changes in preferences,
the preference varisbles in the reduced equations do not diminish the
coefficient of WMSC perticipetion. When entered as the sole predictor,
WSC exhidits a coefficient of 2.836 (with un associsted R? of .198)
compared to the 2.822 recorded in Table IIl.). With regard to selection,
edding the MUSC indicetor to en equation with the preference variables
produces a very limited reduction in the estimeted effects of those
varisbles. 1In results mot shown here, we added the MMSC varfasble to a
sodel containing the genersl preference factors. The Professional
Eaviroameat factor was fully washed out by the sddition (it was not
sigaificant to begin with, eo it does not appesr in Tadle III.2), but the
other fectors ware affected only marginally.

Ia summary, results of the full sultivariate analysis of fndividual
physicians’' locstion choices between IMSAs snd non-HMSAs in rursl aress
ouggest that the factors which are positively asssociated with HMSA locstion
choices are:

0 MHSC service

o general or feaily practice specislization

0 preferences to locste in & specific community with high
sedical need
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o preferences for an opportunity to work with a specific
institution

Fesctors which are negatively associsted with HMSA choices include:

o preferences for particular area features of specific
conmunities

o preference for group practice or psrtnership
arrangements

o preference for having a hospital and facilities
available.

Some differences are evident in Table III.3 in these results for NHSC
slumni and non-aluamni:

o NHSC alumni who reported prior professional contacts in
rural areas were less likely to locate in a HMSA

© NHSC alumni who indicated their general location choice
was influenced by economic factors were less likely to
choose HMSA practice

0 & general/family practice specialty was not a
significant variable for aluani choices between HMSA and
non~HMSA practice

o recruitment efforts by specific communities were
strongly and positively associated with HMSA choices for
NHSC alumni

o & general preference to be able to have regular contact
with a medical school was positively associated with
NHSC aluani HMSA decisions, but negatively influenced
non-aluani decisions

0 a general preference to practice in an area similar to
where the physician was brought up had a positive and
significant effect on HMSA location choices of NHSC
aluani, but was not significant for non-alumni,

The results of the multivariste analysis of the HMSA - non~HMSA location
decisions of rural primary care physicians are, in general, consistent with
our prior expectations in Chapter II: 1) NHSC physicians are more likely
to choose HMSA locations; 2) general and family practitioners are more
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likely to choose HMSA locations; 3) preferences for collegial interactions
tend to be associated with non-HMSA choices; and 4) preference for locating
in a place similar to where one was reared is positively associated with
(alumni's) HMSA choices. While personal and professional characteristics
of physicians were only weakly associated with choices between HMSA and
non-HMSA locations, inclusion of preference patterns as explanatory
variables increased the ability of the model to explain HMSA-non-HMSA
location choices.

E. DISCUSSION

The examination of the individual physicians' location decisions
has resulted in a number of findings:

(1) There are differences in the personal and professional
characteristics of NHSC alumni and non-alumni and
between young M.D.s and D.0.s. However, these charac-
teristics appear to have only weak relationships to
the decision to locate in a HMSA or non-HMSA county.

(2) PPOs indicate a stronger influence of economic factors
than do other physicians in choosing a location.

(3) NHSC alumni who locate in non-HMSAs and part-HMSAs
express preferences which are quite different from
those of alumni who locate in HMSAs.

(4) NHSC alumni report fewer prior contact events than do
non-alumni. The NHSC experience as a prior contact
event appears to exert a strong influence on the rural
and HMSA location decision.

(5) Rural prior contact events, other than NHSC
experience, do not appear to have an effect on the
decision to practice in a HMSA; physicians who have
been reared or educated in rural asrcas are no more
likely to choose HMSA practice than are physicians
without rural prior contacts.

(6) The multivariate analyses of individual physicians'
location decisions suggest that the NHSC alumni's
satisfaction with the NHSC experience does influence
the decision to locate in a rural area, and that
serving in the NHSC and a preference for locating in
an area similar to where one grew up positively affects
the alumni's decision to locate in a HMSA. In addition,
NHSC alumni were strongly and positively influenced to
locate in a HMSA by organized community recruitment
efforts. Physicians who were particularly concerned
about opportunities for group or partnership practice,
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availability of hospital facilities, income potential,
were less likely to choose HMSA locations. For non-
alumni, a general or famils practice specialty had a
positive and significant elfect on the decision to
locate in a HMSA.
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TABLE Al

COMPARISON OF MEANS OF PERSONAL AND PROPESSIONAL
CHARACTERTSTICS OF PHYSICIANS, BY TYPE OF PHYSICIAN

NHSC NON=MHSC NHSC

All 1979 Alumni
Characteristics Physiclans  All HD's PPO's All WD's  D0's  Urban  Rural
TOTAL NUMBER 127,00 7,00 202,00 150,00 700,00 609,00 91.00 120,60 66,00
PERSONAL CHARACTERISTICS
Prior Contact:
~~Percent rural birth 40,95 32,40 30,5 NI 463 45,53 50,00 2,35 25,68
==Percent rural rearing 097 30,89 26,14 0,29 50,38 49,21 57,95 1600 22,54
==Percent rural medical school N 19 A% 15,00 6,10 2,30 29.67 291 658
==Percent rural residency 3,63 6,62 4.8 5,52 81 L19 9.76 186 6.0
=Percent spouse rural rearing 40,51 /.01 3l .58 45,25 43,81 5422 9.2 3.9
Sex:
==Percent male 88,29 84,12 83,66 89,33 89,71 88,67 96,70 0.7 80,23
Citizenship:
==Percent foreign botn 1.2 0,2 0.5 0,00 L L9 0,00 83 L6
Race:
=Percent non-vhite 8 B 1592 4,67 143 148 110 19.49 17,44
Marital Status:
=<Percent married 90431 8.09 87,13 84,56 92,62 92,43 92.)1 86.67  87.21
=Percent spouse college degree 76,90 16,45 79,31 7381 7767 78,97 69,05 83,50 78,67
==Percent spouse employed 55,30 63,90  62.43 Sll 52,80 51,79 59.52 oL 6351
PROPESSIONAL CHARACTERISTICS
Speclalty:
esPercent in Ceneral Practice 19.79 .16 2574 %00 1343 6,40 60,44 G4l 0,
==percent in Family Practice 51455 84,77 45,54 42,67 56,14 60,43 21,4 1998 419
-=Percent in Internsl Medicine 18,01 15,16 15,3 1,60 209 2,50 5.49 1780 10,47
==Petcent in Pediatrics 8.52 194 8,42 8,00 8,86 10,02 1.10 508 9.0
«=Percent in other specialties 1.06 1.81 2,48 267 043 016 2,20 A0 29
Board Certiffcation:
—Percent board certiiied 67,62 59.66 60,00 033 15046 83,99 15,56 52,50 SL.16
=-Percent board eligible 12,40 13,09 11.00 16,00 11,35 6,93 4L11 50 1512
==percent not board certified 19,98 .21 9,00 3%.67 1351 9,08 43,93 1500 33,72




TAME A.2
COMPARISON OF MEANS OF PERSONAL AND PROFESSIONAL
CHARACTERISTICS OF NHSC AND NON-NHSC PHYSICIANS,
BY LOCATION OF PRACTICE

Whole ANOR Location — Part AWOR Location Non-WSK Location
n" WASC  Non-WHSC on=
ALUNNI  PHYSICIANS ALUMNI  PHYSICIANS ALUMNI  PHYSICIANS

Characteristics

“YOTAL NUWBER S O L) T05.00 222,00 LN A
PERSONAL CHARACTERISTICS
Prior Contact!
=~Parcent rural birth RN @R 6.88 41,04 .00 48,28
==Parcent rural rearing 5.9 5.2 6.2 @.5 30.61 54,28
=~Parcant rural college 19,23 2273 9.09  20.38 a.45 2.4
~~Parcent rural medical school 6.86 6.48 .16 5.16 9.62 6.57
~-Parcent rural residency 2,80 2.02 5.05 5.30 1.41 .1
=-Parcent spouse rural rearing ¥.76 43,16 2.1 44,92 36,88 46,04
Sex!

o =Percent mle 80.17  89.83 86,67 8874 8.50 90,28
Citizenship!
==Parcant foreign born 0.86 .24 0.00 v.90 .19 .39
Raca!
==Parcent non-white 20.69 0.85 1.69 0.00 0.2 .50
Marital Status!
==Parcant marr!ed 86.21 8.8 91.43  89.64 8.1 95.28
==Percant spouse college dagree 74,00 7379 80.00  79.90 04 N5
=-Parcent spouse amployed 64.65 55,34 64.21 50.51 61,70 53,35
PROFESSIONAL CHARACTERISTICS
Spcclaltz*
==Parcent in General Practice 30.48 16.95 3.8 12,61 a2 12,18
~~Parcant in Family Practice .26  63.% 50.48 53,60 19.29 5528
=~Parcant in Internal Medicine 12,93 1. 174  26.13 16,07 19,17
==Percent in Pediatrics 10.34 6,24 6.67 6.76 5.36 .67
=-Parcant in othar spacialties 0.00 0.85 0.95 0.45 1.14 0.28
Board Cartificaton:
==Parcant board certified 51,50 61.02 10.19 19.19 5.6 N3
=~Parcent board eligible 15,65 16.10 1.69 9.50 17.86 10.92
==Parcent not board certified 33.064 22.88 .12 1,3 25.00 11,76
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COMPARISON UP MEANS OF PERSONAL AND

TABLE A

PROFESSIONAL CHARACTHRISICS OF NON-NHSC PHYSICIANS,
Y TYPE AND LOCATION, AND NHSC PHYSICIANS, BY LOCATION

NON-NHEC PHYSICIANS NHSC ALUMNI

— Al D' n's
Chatectecistica NonHMSA  HMSA  Pact HMSA  NonoHMSA  HMSA  Part HMSA  Non<HMSA  HMSA  Pert MMSA  Non-HMSA  HMSA  Pact NSA
TOTAL MMMBER 3%0.00 118,00 22,00 09,00 101,00 199,00 51,00 17,00 .00 56,00 116,00  105.00
PERSONAL CHARACTERISTICS
Prior Cantect:
==Pgrcent Turel birth | A | B 1 AL0A Y RTI N 41,05 53,06 52494 .91 W00 LI 26,80
~~Parcent rutel cearing w2 051 N1 % 462 63,21 529 50,00 060 1N %0
«=Parcent turel college a8 N 0.8 0 1.0 20,00 AT 5628 21.81 IR I LR 9.09
=Paccent rutal medicel achool 6.5) 648 5,16 il 110 .16 L1 1 L AN 9.62 086 B.16
«=Peccent rurel residency m .02 3.30 1.1% L9 L1 9.09 6.67 13,04 14l 2.80 5405
==Parcent epouse rural reacing .00 406 w9 Mo AL .45 S 50,00 57,89 %8 9.7 .04
Sax:
=<Parcent male %.28  89.8) 8.0 o0 M2 88,44 98,00 100,00 91.30 .50 8.0 86.67
Cltizanahip:
==Parcant foreign botn .Y L] 0,90 1,62 49 1.01 0.00 0.00 0,00 1.9 0.86 0.00
Race:
=Parcant non-vhite 1.5 0.85 0.00 UY 0.99 0.00 1496 0,00 0.00 101 20.69 1.89
Haritel Stetus:
==Parcent mrcied 95.20  88.49 89.64 95,05 8,00 90.43 %.00 9002 82,61 0.1 821 91.4)
=Paccent epouse college degree nss Ny 19.% 1993 1.5 80,00 63,21 15.00 18,95 N4l h00 80,00
=Parcent spouse employed 5.5 5.0 30,51 5136 %3 0.2 5.1 50,00 52,63 61,70 64,65 {1
PROFESSTONAL CHARACTERISTICS
Spectalty:
~=Parcent {n Canerel Practice 1.8 16,95 126} (R }] 9.90 1,54 62.75 8.8 56,52 AN TR TR AR ]|
—Paccent in Pendly Practice $5.28 6356 53,60 5987 6.0 $1.09 N NBY ]} 199 LN 50,40
==Parcent in Internsl Medicine 9.0 26.13 I 1hBS 0.0 5,88 0.00 8,70 16,07 1293 .14
=Peccent in Pedletrice 1.6 b0 6,06 13.% A9 1.04 0.00 0.00 W3 5% 104 6407
==Percent 1n othar epecialties 0.28 0.85 0,43 0. 0.00 0.00 0.00 5.80 (%11 114 0.00 0.95
Board Cartiffcation:
==Percant boetd certified nuooeLn 19,19 0.3 N0 85.86 16,00 5.88 UJA S 5L 10.19
~=Percont boscd eligible 10,92 16,00 9.50 5.2 1.8 6.5 6.0 5.0 W0 1786 15.6% 1.6




TABLE A.4
FREQUENCY OF RESPONSE INDICATING THAT A FACTOR IS
INFLUENTIAL IN DETERMINING GENERAL LOCATION DECISIONS,
BY LOCATION CHOICE AND PHYSICIAN CATEGORY

LOCATION PHYSICTAN CATEGORY
All HMSA  Part-HMSA Non-HWSA  HHSC Current  Non=NHSC
Characteristics location location Location  Alumni PPO's Physicians
TOTAL NUMBER net 000 331,00 370,00 626,00 27700 150.00  700.00
a. Income potential 46.67 66,15  35.83 51,07 35,2 49.65 47,25
b. Climate or geographic featuras
of area 7830 72,00 83,89 7838 8192 65.73  79.68
c. Having been brought up in such
a community 38.25 36,31 .22 40.62 332 A9 6.3
d. Payment of "forgivenass loan" 18,90  26.46 15.83 15,68  29.89 30.07 12,28

e. Influance of wife or husband

(her/his desires, career, etc.) 50.00 43,08 53,33 52.49 58.30 44,06 47.98
f. Influence of family or friends 25.95 23.69 23.89 29.65  28.78 16,78 26,73
g. High medical need in area 58.86 67,38 5.22 53.68 69.74 61,5 54,05
n Influence of ﬁrecoﬂkorship program 13,56 12,62 15,00 13.06 14,76 6.99 19,65

+ Having gona through medical school
< or intarnship in area 18,35  19.38 18,06  17.81 2325 16,08 1691
" J. Advice of older physician 6.96 5.54 5.83 9.03 G.43 4.90 8.38
Organized afforts of community to
racruit physicians 0.8 3877 26.9¢  28.03 3838 38.46 26,30
1. Opportunities for social life 23.18 22.46 25.83 23,04 28.04 20,98 22.69

m. Recrqational and sports facilitias  52.35 46.92 8.7 52,26 51.66 47,55 53.61
n. Quality of educational system for

children 44,68 3. 47.78 49,17 43.91 6.2 46.82
0. Prospact of boing mora influantial

in community atfairs 19.08 20,62 18,89 18,05 23,25 19,58 17.34
p. Cultural advantages 16,82 13,23 18,33 18,29 17.71 13,99 17.05

q. Prosparity of community 26,68 21,85  23.06  28.21  22.88  25.87  25.14
r. Preference for urban or rural living 76.85 69.54 82.78 17.43 16,38 55.94 81,36
s. Availability of hospital facilitias

and parsonnel 63.65  56.31 6417  68.88  65.31  S3.15  ¢5.17
t. Availability of good social service,

welfara, or home care services 11,75 11,08 13.33 10.93 21,03 9,09 8.67
u. Opportunities for reqular contact with

a medical school or medical center 18.08 18,15 18.06 18,05  26.20 16.78 15.17
v. Opportunity for ragular contuct with

other physicians 44.39 8.7 47.50 46.08 56.98 32.87 42.63
W. Opportunity to join desirabla partrer-
ship or group practice 39.96 26,15 40,28 50. 3¢ .13 23,718 46.53
x. Availability of loans for baginning
practice 13,02 16,15 10.28 14 49 16,76 9.79 13,01
y. Opportunity to work with spacific
" institution G.16 5.56 5.00 2.38 8.86 3.50 2.46

2. MAccess to continuing medical educationts.3! 19,69 17.50 19,26 29,52 20,28 14,31
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TABLE A5
FREQUENCY OF RESPGNSE INDICATING THAT A FACTOR IS
INFLUENTIAL IN DETERMINING SPECIFIC LOCATION DECISIONS,
BY LOCATION CHOICE AND PHYSICIAN CATEGORY

LOCATTON PRYSICIAN CATEGGRY
All HHSA— Part-HWSA Non-HMSA  WHSC Currant  Non=NHSC

Characteristics Location Location Location Alumni PP0's  Physicians
TOTAL NUMBER 127,00 331,00 370,00 626,00 277,00 150,00 700,00
a. Incona potential 35.11 39.09 28,10 3815  30.88  48.9¢  33.96
b. Climate or geographic features

of araa 55.96 5618 6071 52,31 65.81 48,23 53.67
¢. Having baan brought up in such

a community 29.96  29.10 26,72  33.41 21,51 21,99  32.52
d. Payment of "forgivenass loan" 15,52 22.29 14,88 10,90 21.51 23,40 9.21

¢. Influance of wife or husband
(har/his desires, carear, atc.) 42,24 n.n 44,90 43,3 52.57 33.33 40,00
f. Influence of famil( or friends 22,20  22.60 19.28 24,41 23,16 15,60  23.17
g. High madical need in ares 51,35 61,92 51.52 43,13 60.29 5. 6.1
» Influence of nrocegtorship program 9,39 1.74 10.19 9.95 11,76 4.96 9.35
[ mﬁw na through madical school
nta

N or raship in area 13.99 14,55 15,43 12.32 18,75 16.31 11,65
o J. Advice of older physician 1.67 8.05 6,41 10.19 1.12 5.67 8.06
k. Organized offorts of community to

racruit ?hyslcilns 31,68 38.70 30.03 27.73 37.50 38,30 28.06
1. Opportunities for social life 13,63 13.34 14,88 12.80  20.96 11.35 11,22
m. Racraational and sports facilities 33,99 343 44,35 38.86 65.75 3.0  38.13
n. Quality of educationa) systen for

children 3,57 2570 40,22 41,23 3800 27.66 3.2
o.deMqunwmmu

in community affairs 16.61 18.58 17.08 14.69 22,19 16,31 16.24
p. Cultural advantages 10.74 9.91 11,29 10.90 18.01 4.26 9,21
q. Prosparity of comaunity 18,95 13.93 18,46 23.22 18,38 17.02 19,57
r. Preforence for urban or rural living 58.96 53,25  63.64  59.26  63.97 6.10 5.5
s. Availability of hospital facilities

and gersonnel 53.3¢ 49,23 56,82  55.2¢ 59.19 46,81 52.31
t. Availability of good social service

walfare, or home care sarvicas 8.75 8.98 9.5 8.06 18.75 7.0 5.18
u. Opportunitias for reqular contact with

a medical school or medical center 12.18 16,86 11,85 10.43 23.90 11,35 1.1
v. Opportunity for reqular contact with

other physicians 3.5 30,03 3.4 33,18 6,85  25.53 31,08
W. Opportunity to join desirable partnaer-

ship or Eroup practice 60.00 27,24 43,53 G692  28.68 2695  47.19
x. Availability of loans for baginning

practice 11,55 13.00 9.3 12,32 11,03 9.2 12,23
y. Opportunity to work with spacific

institution 6.50 5.57 9.66 4,50 12.87 6.38 4,03

2. Accass to continuing medical education!!.37 12,07 1267 972 22.06 9.3 14,




TABLE A6
PREQUENCY OF RESPONSE INDICATING THAT A PACTOR IS INPLUENTIAL
IN DETERNINING GENERAL LOCATION DECISIONS, POR MON-NHSC PHYSICIANS,
WY TYPE AND LOCATION CHOTCE, ANy POR NHSC PHYSICIANS, BY LOCATION CHOICE

FON-NHSC PHYSICIANS NHSC ALUNNI
All D' 00's T
Chavactoriotics Bon=HNSA  HMSA  Perc IMSA  NomeHMSA  BMSA  Pavt HMSA  Non-WNSA  HMGA  Fart MMSA Non-ENSA  KMSA  Part HMSA
101AL WMIIR 30,00 118,00 222,00 309.00 101,00 199,00 5100 17,00 2,00 56,00 116,00 105,00
b, Climete or geogrephic festures
of sres o nn 86,12 000 4,2 B.n 86,67 10,59 63,64 821 .0 BS.44
¢, Mevlng been brought up dn guch
o comunity 258 U9 40,55 LI YR Y] 4.0 5090 X.41 3,36 a2 12,04

d. Paymat of “forgivenssn losn’ 1345 1610 | %3] 1,00 15,8 a2 1589 1.8 9.09 WA WSl 2421
€. Influence of wifs or huaband

(wr/ha deires, catesr, ate.) 042 C5.59 50,69 5,9 W4 52,83 na  d.ae wn 6L, St 60.19
f. Influence of taally or friends .y u9 23,04 nm BN 22,03 1% I A A48 30 26,55 .18

B Mgh mdlcal med In ares Wb 65,2 5.3 869 8.0 282 8,82 42,06 68.18 091 76,99 (1R}
. Tnfluence of preceptorship L+ B T 14,75 1000 1.8 1.3 UST 11485 36,36 [NV A ] 15,33
i, HNeving gooe chrough mdical

achool 1765 16,10 16.13 7.5 16.8) 15,8 1165 178 an 1808 2.8 U
Jo Mvice of older physician 9.5 6,78 1.y 119 1% 6,87 A5 A8 13,64 ) Sl 291
K, Organdaed offorts of community

to recrult phyaiclons a8 W% .66 %80 N8 19.49 1y Bl 091 NI WS 4.95

¥} 1. Opportunttion for aocial life 2.l 19.49 U,0 a9 17.8 313 B4 B un WA .85 .10
N 8 Mecrestional oM aporte

Laellition S 46,61 60.83 0.3 3.5 63,08 58,82 64U 40,91 56,36 41,59 60.19
. Quality of aducationsl aystes

for children Wi oW R WO .60 45,64 296 A8 63,64 091 0.6 516
0. Prospact of baing more {nfluenttel

in commnity alfeirs 79 1080 1613 16,01 19.80 16,92 B4l 5.88 9.09 16,36 25.66 .2
pe Culturel sdvantages my . 19.82 1530 1.8 20,00 11.76 5.88 18,44 U8 159 17,48
q. Promperity of community N4 R0 0,04 A UM 2.3 R4S 0.5 a0 R 19 5.
t. Profarencs for uthen or rutel

ltving na W 85,2 N} 85.15 W51 0.5 na 16,36 68,14 8544
0 Avalladility of hoapltel 0487 %0.8 63.59 LW 9% 63,59 68,63 58,82 63466 6182 64,60 67,96
to Avatlobility of good soctal sarvics,

welfare, or home cate warvics 9.2 5.08 9,68 10.13 W9 9. 1.9 17,65 13,64 A8 n.02 19.82

U Oppottunities for reguler
contact with o mdical achool

ot mdical conter 18.21 a0 3.8 16,67 9.90 13,83 0.4 0,00 13.64 16.3% 9.2 .16
v. Opportunity for tegular contect
vith other phyaiclons 506 3220 a3 8155  an 0.9 .00 58,52 40,91 23 51LN 60,19

e Opportunity to join deairadle

partnaradlp or group practics 52,38 36 48,06 W X8 44,62 n By 50.00 Bas 2566 1,98
%o Avallabllity of loans for

beginnlng proctice LN 811 10.14 1242 .8 1.69 B4 1LT6 3.8 12, 1904 10,68
¥. Opportunity to vork with .

apactilc {natitutton 1,96 L9 L7 1. 1.9 205 588 1176 909 5445 .1 a0
80 Accams to continuing medical

sducation 163 101 11,52 16,4 13,86 12.82 17,65 5.88 0.00 WS w4 2.1
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TADLE A
YREQUENCY OF RESPONSE INDICATING THAT A PACTOR IS INFLUENTIAL

IN DETERMINING SPECIFIC LOCATION DECISIONS, POR NON-NHSC PHYSICLANS,
DY TYPE AND LOCATION CHOICE, AND POR WHSC PHYSICIANS, BY LOCATION CHUICE

NON-NHSC PHYSICIANS NHSC ALUMNI
Al Hb's '

Characteriatics Non-HMSA  HMSA  Part HMSA  Non-HNSA  HMSA  Part MMSA  Non-HNSA  WMSA  Part WMSA  Non-HMSA  MSA  Part HMSA
TOTAL MABER %0,00 118,00 222,00 09,00 100,00 199,00 51,00 17,00 23,00 56,00 116,00 105,00
o Incone potential %8 NN 09,55 WA 3,00 28,93 49,00 406 %,18 40,00 31,58 5.2
b, Climate or geographic featutes

B( lea 50.00 52|99 50.00 5l-79 56.00 6] |93 39122 35.19 43.“ 67|27 59165 71.“
co Having been brought up ln such

o comunity 08 B0 8,18 B8 N00 B B 94l 1.9 0,00 X700 R
‘de Paywent of "forgiveness loan” 9.5 W3 39 10,10 15,00 5.8 588 176 8.70 000 982 B0
¢. [Influence of wife or husband

(h.'/h“ de.t“.' career, Cth) ‘l.06 “nlq "l“ "l69 3]100 ‘3|65 37.25 “018 2[.“ Sanlﬂ ”l" SSJ‘
f. Tnfluence of famlly or friends uae o 19.09 WAy 00 19,9 1569 23,53 1.9 908 19.42
§. High sedical need fn ores LW 63D 50.00 B4 65.00 .73 50,98 2.9 60.87 09 6930 55,34
he Influence of preceptorship

progran 10,06 6,04 9,53 8.9 8,00 8,63 17,65 0,00 V) 9.09 1228 12,62
1, Raving gone through medical

school (17 ) I (B 1.8 140 10,00 12,18 1303 1065 8,70 W35 19.%0 0.9
v Mvice of older physiclan 10,06 8,55 455 1.4 8,00 5 B4 1L W% 1091 an 4,85
k. Orgenized efforte of community

to recruit physiclons n9  nN Bds N0 W00 5,38 "33 Bl .09 B.09 W 1.9
1, Opportunities for soctal 1ife 10,89 10,2 i) 10,75 1100 1.9 1176 5.88 ()] na 105 Y
u, Recrsstional sd sports

factlivier w5 aun 43,64 m1 000 6,19 nL o B U 09 W2 90,48
n. Quality of educetional aysten

for childen TR % 3.18 ny .00 80,10 W B U a0 n. 46,80
o, Prospact of being more influentisl '

{o community affelre nal 10 1409 RO 2.0 15, .57 0,00 4,33 16,18 20,56 N
s Cultural advantages 8.66 6,84 1.3 9,45 8,00 12,18 19 0,00 (%} 64 17,54 15,53
q. FProaperity of comunity a0 1 20,00 w0 100 20,3 15.69 5,88 1.9 a2 140 2.3
t. Prefetonce for urban or ruvel

living w89 67,13 Sotd 60,00 62,94 08,63 32,94 60,87 69.09  S6.14 69,90
0, Aveiladility of hospital

facilition and peracanel N9 40 $3.43 95 Q.00 55,03 56,86 3.9 56,52 60,00 60,53 N
t. Avallability of good scelel survice,

wlfere, or hom care sarvices 5,07 N Y] 5,00 6eS) 4,00 5.3 1,96 0,00 0,00 0,0 1842 18,43
u, Opportunities for regulat

contact with o mdleal achool

or mdlcal canter 8,66 5,98 L LR 1.00 6,60 9.80 0,00 13,04 0,0 6.0 1,0
v, Oppottunity for regular contact

vith other physicions W4 208 W09 5 .00 1,50 NS B 1.0 LN T I Y P & 49,31
v. Opportunity to Jola desiradle

pattaarohdp ot geoup practica 49,16  3.) 51,3 s W00 51,78 sl (YR )] NIy W 1.0
%, Avatlability of losns for \

beginning practice 1485 1L 1.8 a0 1100 10,66 S5 1L A4 1091 15,09 5.8
7+ Opportunlty to work with

specific inetitution 19 L N} 1,58 1.00 5,38 5,08 5.88 L)) 9,09 1140 16,50
&, Accese to continuing medicel

educetion 1.2 5.98 8,64 8 1.00 904 10 0.00 4,3 AL UM 2.9




TABLE A.8
FREQUENCY OF RESPONSE INDICATING THAT A FACTOR IS
INPORTANTX IN DETERMINING GENERAL LOCATION DECISIONS,
BY LOCATION CHOICE AND PHYSICIAN CATEGORY

“TOCATION PHYSTCIAN CATEGORY
All HMSA  Part-HMSA Non-HMSA  NH3C Current  Non=NHSC
Charactaristics location Location Location Alumni PPO's Physicians
TOTAL NUMBER 127,00 331,00 370,00  426.00  277.00  150.00  700.00
3. Income potential 16.95 21.45 11,35 18.31 16.80 25.33 16.00
b. Climate or geographic faatures
of area 41,44 36.74 47.84 61,08 45.85 26,00 43,43
¢, Having been brought up in such
a community 16.17 16.92 14.05 19.01 11,91 9.33 20.29
d. Payment of "forgivenoss loan" 8.70 11,18 8.38 1.06 10.47 19.33 5.1
e. Influence of wite or hushand
(har/his desires, career, atc.) 23,18 22.66 26.22 22.54 26,35 19.33 23,71
f. Influence of family or friends 10,03 10,27 9.19 10.56 10. 11 6.67 10.71
q. High medical need in area 30.43 38.67 28. 11 26.06 7.9 31.33 21,29
h. Influence of preceptorship program  1.95 1.81 1.35 2.58 2.17 0.67 2.16
I, Havin? ne through medical school
N or negrnship in area 3.99 3.63 3.78 6,46 4,33 6.00 3.43
© ). Mdvice of older physician 0.62 0.91 0.27 0.70 0.3 .33 0.57
k. Organized efforts of community to
racruit physicians 8.43 12.08 6.49 1.28 9.03 14.00 1.00
1. Opportunities for social life 1,1 2.42 1.35 1,66 2. 11 1,33 1.7
m. Recreational and sports facilities 164,02 11,18 16.22 16,32 12.64 9.33 15.57
n. Quality of aducational system for
children 9.14 6.95 8.38 11,50 1.58 6.67 10.29
0. Prospact of baing more inflyential
in community affairs 1.69 2.1 1.89 .17 3.25 0.67 1,29
p. Cultural advantages 2,22 1,51 2.43 2.58 2. 17 1,33 2.43
q. Prosperity of community 2.84 3.02 2.43 3.05 3.97 2.00 2.5
r. Praference for urban or rural living 39.40 30.51 43.51 62.72 35.74 23.33 44.29
s. Availability of hospital fagilities
and personnel 18.46 16. 3 20.54 18.31 18.41 17,33 18.71
t. Availability of qood social service,
welfare, or home care services 0.35 0.30 0.54 0.23 0.00 1.33 0.29
u. Opportunities for regular contact with
a medical school or medical center 1.60 2.1 1.62 .17 2.89 1,33 1,14
v. Opportunity for ragular contact with
othar physicians 6,12 5.14 1.30 5.87 1.94 6.00 5.43
W. Opportunity to join desirable partnar-
ship or groUp practica 20,67 12.99 18,92 8. 17 10.83 8.00 21.29
X. Availability of loans for beginning
practice .1 3.02 1,08 1.6 1,44 0:67 2. 14
y. Opportunity to work with specific
institution 1.5 2,1 2.16 0.47 3.25 1.33 0.86
2. Access to continuing medical education 0.80 0.91 0.8¢ 0.70 2.7 0.67 0.29
¥ Ranked as ona of three most influential factors in location decision.
1n
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TABLE A.9
FREQUENCY OF RESPONSE INDICATING THAY A FACTOR IS
IMPORTANT* IN DETERMINING SPECIFIC LOCATION DECISIONS,
BY LOCATION CHOICE AND PHYSICIAN CATEGORY

[OCAYTON PRYSICIAN CATEGORY
ALl WA Part- n-HMSR  HSC Currant Non-NHSC
Charactaristics Location Llocation Location  Alumni PPO's Physicians
TOTAL NUMBER 1127.00 331,00  370.60 426,00  277.00  150.00  700.00
a. Income potential 1.2t 2.2 13.54 18.08 14.46 26,67 16.71
b. Climate or geographic features
of ares 0.61 2538 3595  30.05  §0.43 19.33  29.14
¢. Having baen brought up in such
3 community 15.53 15.11 12.70 17.84 11,19 9.33 18.57
d. Payment of "forglmm loan" .07 10.57 1.5 6.57 9.39 17.33 5.51
e. Influence of wife or husband
(har/his dasires, career, atc.) 24.67 23.87 26,32 5.5 25.63 7.3 25.86
f. Influence of fanllr or friends 12,87 13.29 10.81 14,32 11.19 10.00 16,14
q. High medical need in ares 8.3 37.76 26.22 23.00 35.02 25.33 26.43
h. Influenca of praceptorship program  2.04 1,54 1,62 2.8 1.44 0.67 ¢.5
I, Havin? qone through madical school
® or intarnship in ares 4.08 3.63 4.5 3.99 5.05 6.67 3.14
o J. Advice of older physician 1.69 0.60 1.62 2.5 1.81 0.67 1,86
k. Organized afforts of community to
recruit ?hyslchns 12,78 17.82 1.3 13.09 13.36 16.67 1.1
1. Opportunities for social life 1,60 1,81 0.81 2.1 .17 0.00 1.1
m, Recreational and sports facilities  12.60 8.46 14,59 14.08 11,55 1.33 14.14
n. Quality of educational system for
children 10.65 6.95 9.73 14,32 10.83 8.67 11,00
0. Prospact of baing more influential
in comunity atfairs 2.04 2.42 2.43 1,41 3.61 0.67 1.1
p. Cultural advantages 2.40 1,51 '8 2.58 3.25 0.67 2.43
q. Prosparity of community 3.0 102 2.43 3.5 3.9 2.67 N
r. Praference for urban or rural living 28.31 20.24 33.5¢ J0.05  28.88 16.00 0.7
8. Availability of hospital facilitias
and parsonnal 20.50 7.5¢ .70 20.89  21.30 18.00 20.71
t. Availability of good soclal service
welfare, or home cara services 0.18 0.60 0.00 0.00 0.00 0.67 0.4
u. Opportunities for ragular contact with
a medical school or madical center 1,51 2.62 1.08 117 1.81 1,33 1,43
v. Opportunity for regular contact with
other ?hyslchns 1.5 6.95 8.1 1.5 8.3 1.33 1.9
W. Opportunity to Join desirable partner-
ship or group practice .15 17.82 21,84 33,80 13,72 12,00  35.7¢
x. Availability of loany for beginning
practice .15 3.93 1.89 .58 0.72 2.00 .
w%w%%hmdﬂhmMc
institution 2.48 2.42 4,05 1.17 3.97 2.00 2.00
2. Access to continuing madical education 0.30 0.91 0.5 0.9 1.81 1,33 0.29
Y i
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*Ranked as one of three most influential factors in the location decision.




TABLE A.10
FREQUENCY OF RESPONSE INDICATING THAT A FACTOR IS INPORIANTH
1N DETERNINING GENERAL LOCA: ION DECISIONS, FOR NON-NHSC PHYSICLANS,
DY TYPE AND LOCATION CHOICE, AND POR NHSC PHYSICIANS, BY LOCATION CHOICE

NON-NHSC PRYSICIANS NHSC ALUMNI
All HD's 00's T
Characterlistice NonHNSA  WMSA  Part WSA  NomeEMSA  WMSA™ Fact HMSA  Ron-RNSA  MNSA Patt HMSA  Non-MMSA  HMSA  Part HMSA
TOTAL NOMBER 3%0.00 110,00 222,00 02,00 101,00 199,00 SLOO 17,00 3.0 %00 116,00 105,00
& Incons potantfel 16,9 2,0 12,16 1392 181 11,06 WAL AN B0 1. 10,48
bs Climate or geographic Festutes
of ares R B 53,15 LI [/ T 56,28 uas 2.9 2,09 5.3 438 1)
¢, Having bean brought up tn such
0 comunity 08 2w 15,92 0N AN 15,58 05 15 13,04 843 LA W2
4o Payment of “torgiveness loan” 667 593 405 6,80 6.9 4,02 5.88 0.00 4% 5% 1.9 10,48

e, Influe.co of wifs or husband
(hor/his desiren, coreer, ote.) 294 258 %.13 /A WL .64 1961 23,53 13,04 8.5 w04 21,62

f. Influence of tamily of friends 10,28 16,10 836 13158 8,04 392 10,68 13,04 1829 8.62 9.5
g High mdtcel need 1o ares B N0 248 UH N6 26,63 Bdl 168 W78 %19 8. N4
h. Intluence of precaptotship

progren un 1,69 L% 91 1.9 1,51 196 0.0 0.00 YL I N 0,95
1, Raving gom through medical

school L 1,69 10 518 1.9 351 000  0.00 435 9 5.4 38
Jo Mvice of older phyaicien 0.% 16 0,00 0.8 0w 0,00 0,00 5,88 0.00 LY 000 0,00
k. Organtaed afforts of community

[41] to recrult phystolan L2 1.0 4,50 615 10,8 40 13,0 1176 8,70 LA 121 162
- 1. Oppottunities for soctal 1ite 1.67 Ly 0.% 1LY L9 101 39 5,88 0,00 L1 Ln .86

% Ractestional and spotte

factlition Ak 1600 YA H 1056 14,85 1,09 Bl amn .9 1429 1004 14,2
%0 Quality of educational ayaten

for children W 10 L .99 10,8 6,53 Aas 1L 13,04 0.1 Wl 9,52
0+ Prospect of belng more {nfluential

in community offuirs L L34 0.9 129 W 101 0.00 000 0,00 0.00 345 W16
o Cultwral sdvantagas u 1,69 iNH] Ly i LR 0.00 0,00 0,00 35 L0 1%
4. Prosparity of communtty un 1,69 a0 .24 1.98 .31 0.00 0,00 43 9 R} 2.86
t. Proterence for ueban or pyral

livleg W % s 69 060 4N 098 17,6 4.8 a6 NS a0
8. Avellablity of hospttal

facilitios and parsomnel 18,89 11,06 an 000 12 20,60 11,76 5.88 .78 18 1% 2000

Avatlovility or yood soctal servive,
wiltare, or hom core servlemn 0,00 0,00 0.% 0.00 0.00 101 0.00 0.00 0,00 0.00 0.00 0,00

V. Opportunities for vegular

contect with a mdical school

or mdical center 19 0.00 1% 1.2 0,00 151 1,96 0.00 0,00 0,00 R 2.8
v, Opportunity for reguler contact

vith other physiclom 583 1,69 6,76 0.47 0,99 104 1,96 5.8 (1%} 1L 1,76 8.5
v, Opportunity to joia desitable

prtnarahlp ot group practice 2.8 19.49 25,68 069 19.80 5,13 1961 17,68 X8 16,00 10,34 8.3
Ko Avallability of loans for ‘

beginning practice 1.8 LA 1.80 0.6% i 1.3 18 L (1%} 0,00 148 0,00
¥+ Opportunity to work with

specitic dnatitution 0,28 0488 1.80 0 0.0 131 0.00  5.88 TR LY Wl .86
S Accesn to continuing medicel

education 02 0.0 0,45 032 0.0 0.50 0.0 000 0.00 L9 a9 1.0

hanked w0 one of three mst Influsntlal factors {n location declodon,
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TABLE ALl
FREQUENCY OF RESPONSE INDICATING THAT A FACTOR IS INPORTANT®

I DETERAINTNG SPECIPIC LOCATION DECISIONS, POR NON-MMSC PHYSICIANS,
BY TYPE AND LOCATION CHOTCE, AND FOR NHSC PHYSICIANS, BY LOCATION CHOICE

NON=NHSC PHYSICTANS WHSC ALUMNE
All [0 D0's

Charactariotics Wr-INSA  TSA  Pact MSA  Non-WISA  BSA Par WSA  Mon-HNSA  FNGA Part tMSA  Non=IMSA  WMSA  Part WMSA
TOTAL MMBIR 3%0,00 118,00 222,00 9,00 101,00 199,00 5,00 11,00 2,00 5.00 116,00 105,00
o Incoms potantial 16,67 19.89 155 1.0 16,80 1.9 nes BY 1R a8 un 113
b Clisate or geographic fastures

of ares 1,67 26,2 U608 W WS %10 DB iR LI I 2,8
¢, Having been brought up in such

o commnity 1y %2 13,69 909 20 W5 1765 17,65 8.0 0.1 1L 1.4
4, Paymnt of “forgiveness lom” 6,67 5.9 .60 Tk 6,9 3,52 1.9% 0,00 L% 5% 1L 9.52
¢, [Infloence of wifa or bushand

{het/hin desires, caresr, ate.) 2.9 26,2 0.8 08 BN .60 nS1 Wl my I I (N 26,487
£, Intlusnce of fanily or friends LN U N 11,26 158 17.8 11,06 580 23,9 13,04 W2 129 1.62
g Pigh mdicel need 10 ares 2,50 Wi .4 2.3 %.6) %.1) Dy By W0 35,00 46,58 062
A Influemce of preceptorship

progesa 3,06 54 1.5 L L9 01 1,96 0,00 0,00 1 Ln 0,95
{, Hoving gone through medical

school (N} ' L2 0.9 101 1,9 5,88 43 L S\ 6,67
i Mvica of older physicim 13 ' 1% ] 1,62 0.9 101 5.8 5.6 ()] 5% 0,00 1.9
1. Ocgenized efforts of community

to recruit phyaiclons 10,83 18,64 9,46 1o 1881 8.5 9,80 17,68 my LI 1L 1.
1, Opportunities for sociel lfe .2 154 0.45 194 u9 0,5 .92 0,00 0.00 L L5 1.9
u Recreational and sporte

facllities Wi 14,86 NSy 1.8 16,0 1.6  1L7% AN 1429 6,90 15,24
n Quality of educational aysten

for ehildren 0.4 6,78 1,66 11,65 1.9 1,04 .y 0,00 13,04 16,29 6,90 3.9
o, Prospact of being more fofluentlal

{n community affeirs LY 254 1.5 1,62 L9 201 0,00 0,00 0,00 L1 N} 476
o Cultural sdvantages L% 0.8 315 91 0,99 E 8] 0,00 0,00 0,00 L1 345 14
4. Prosparity of community A 0.8 10 3,88 0.9 %51 0,00 0,00 43 35 S0 2,86
t. Prafacence for urban or tural

Hving 0% WS W2 B8 %0 u.6 Q1 0,43 ny 24 %91
o, Avellability of hospitel

facilities and paraonnel 0,00 13,5 25,58 0,06 13,86 8,13 19.61 11,76 .43 5.0 9.0 0.95
t. Avallability of good soclel sarvice,

wlfere, or home care services 0.0 0.85 0,00 0,00 0.99 0.00 0,00 0,00 0.00 0.00 0.00 0,00
. Opportunitios for regular

contact vith o madical achool

or mdical center LY 1,69 (1% 1] L0 0,99 151 1,96 5,88 0,00 0,00 34 0.95
v, Opportunity for regular contect

vith other phystclens L a2 9,01 1Al 3,96 9.05 1)) 5,88 8.J0 0.1 L 1,62
v, Opportunity to Join desfrable

pottnecshlp o group practice .20 262! 09 9.8 5.0 320 A5 9.4 0.4 1786 14,66 10.48
%o Avallability of loans for '

hllmtn‘ P"Ctlce 3|06 6.78 30[5 2|27 L% 3|02 ,lU‘ “l76 ‘l” 0!00 lln 0!00
¥, Oppoctunity to work with

spect fic fnatttution L 1,69 315 0.9 0.99 1,02 19N 5:88 4% 0,00 431 5.1
%, Access to continulng medical

education 62 0.0 0,45 0.3 0.00 0,50 0.00 0,00 0.00 119 %59 0,95

hanked a3 one of three moat {nfluentiol factora In the location declsion,
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T S S A .

TR LA (4 U M) |
M TR IR R ST Torrent ToroWAT
Ovrsttorinticn location locetion Location Alyml PPO's  Physiciong
foin aeein NALO0 BSN0 B0.00 2600  217.00 980,00 100,00
'} ! ntontiel " (B]] (B (K] 0.49 0.81 0.44
) u oproshie fealyres
- w19 1n o LT Y N R N N R Y R
¢ v In o
H TR T T
] { " "y (N {] 0.2} 0.3 0.5 0.1
'} oO n! () n mm
l ) (R (B[} (N1 0. 0.4 0.73 Wn
t. ot m ' .5 0.1 . (B ) 0.3 0.20 0.3
ll ] ml (K 1.4 0.4 (B} ) 1.2 0.6 n
s. 0.0 (N 0.00 0.09 0.03 0.03 .07
nllul ml
" KT . "N 0.12 0.1 0.00
: uln Iy e 0.0 0.0 (N ]! 0.02 0.00 0.04 0.02
. m y
B . (B! (R 0.19 0.26 0.3 0.1
i Q M welel I"r .0 (N }]] . 0.04 0.04 0.0 0.0%
() 30 ol rdl fogl mn 0.4 . .y 0.5 0.33 0.20 0.3
"
p— (R { 012 (¥ () 0.29 (N 0.12 0.2¢
0 atlventle
w.'h 0.0 .0 0.0 0.0} . 0.02 0.02
B . 0.0 .0 0.09 0.08 0.04 0.08
'} h (N ".n 0.0 0.0 0.06 0.0% 0.07
. r 1. (K] 1. 1,30 114 on 1,36
(Y bu! ) mlmm
(N} 0.48 .y 0.4} 0.3 0.4 0.47
\ lul s¢lel ml«
@re srvices (K] (N (N ] 0.0 0.00 0.03 0.01
v In rogulor contoct uith
lor mml conter  0.04 (N} 0.0¢ 0.08 0.06 0.0% 0.03

v o.m.?' reguler omntect uith

“ Ut M‘ " (N} (N} 0.1§ 0.4 0.21 0" 0.13
" ’r. rible purtoee "¢ (R} 0.64 0.9 0.35 0.2 0.99
" Mmrlm (1) ’:f boginaing "

r o sorh K1t woel " (A} 0.0 0.0¢ 0.03 0.04
" IM‘M.‘Q wutle 0.0% (] 0.0 0.00 0.10 0.03 0.03
B Mooons lo eontinuing sodical oducotion 0.02 003 .00 0.0 0.05 000 0.00

ﬁ | m..n'; v alaliel by snsigning factor points as follows:
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TABLE A.13
RANKING OF SPECIFIC FACTORS BY IMPORTANCE SCOREX
BY LOCATION CHOICE AND PHYSICIAN CATEGORY

TOCATION PRYSICIAN CATEGORY
All RWSK— Part-HMSA Non-HMSA  NHSC Current Non-NHSC

Charactaristics location Location Location  Alumni PPO's Physicians
TOTAL NUMBER 1127.00 331,00  370.00 426,00 277.00  150.00  700.00
2. Incoma potential 0.51 0.49 0.47 0.55 0.40 0.59 0.53
b. Climate or geographic faatures

of araa 0.1 0.7 0.92 0.79 1.10 0.45 0.77
¢. Having bean brought up in such

3 community 0.42 0.44 0,31 0.51 0.35 0.24 0.49
d. Payment of "forgivenass loan" 0.23 0.31 0.23 0.17 0.25 0.52 0.16
e. Influence of wita or husband

(har/his dasires, carear, atc.) 0.63 0.60 0.61 0.68 0.70 0.% 0.66
f. Influence of famllr or friands 0.36 0.35 0.32 0.41 0.36 0.23 0.39
g. High madical naed in ares 0.80 1.07 0.68 0.69 0.81 0.77 0.80

. Influence of rocon&orshlp program  0.06 0.06 0.03 0.08 0.05 0.01 0.07

I Havin' gonn through medical school

or intarnship in arca 0.14 0.1 0.16 0.14 0.17 0.23 0.1
J. Advice of oldar physician 0.05 0.02 0.05 0.08 0.05 0.01 0.06
k. Organized efforts of community to

racruit physicians 0.38 0.53 0.33 0.34 0.37 0.57 0.35
1. Opportunitias for social life 0.05 0.05 0.02 0.06 0.06 0.00 0.05
m. Recraational and sports facilities 0.45 0.28 0.5¢ 0.5¢ 0.38 0.27 0.52
n. Quality of aducational systam for

children 0.39 0.29 0.36 0.49 0.39 0.35 0.39
0. Prospact of baing mora Influential

in community atfairs 0.08 0.10 0.1 0.05 0.13 0.03 0.07
p. Cultural advantages 0.07 0.05 0.08 0.07 0.11 0.01 0.06
q. Prosparity of community 0.11 0.1 0.08 0.14 0.16 0.07 0.10
r. Preference for urban or rural living 0.83 0.67 1,06 0.89 0.86 0.52 0.97
s. Availability of hospital facilities

and gerlonnnl 0.75 0.60 0.81 0.81 0.81 0.46 0.74
Availability of good social service,

walfare, or home care sarvices 0.01 0.03 0.00 0.00 0.00 0.03 0.01
u. Opportunities for ragular contact with
a madical school or medical center 0.06 0.10 0.04 0.04 0.08 0.03 0.06

v. Opportunity for ragular contact with

Lo ad

othar physicians 0.28 0.27 0.30 0.27 0.30 0.27 0.28
W. Opportunity to join desirable partner-

ship or group practice 0.63 0.50 0.63 0.73 0.35 0.35 0.80
x. Availability of loans for beginning

practice 0.11 0.13 0.08 0.11 0.03 0.05 0.15

y. Opportunity to work with spacific
instltutvon 0.08 0.06 0.15 0.04 0.13 0.09 0.06
2. hAccess to continuing medical education 0.06 0.04  0.03 0.06 0.0 0.07 0.01

¥ Tha "importance” score I8 calculated by assigning factor points as follows:

Most important = 5

Second importance = 3 11 1
Third importance = 1



TABLE Adld
RANKING OF FACTORS BY INPORTANCE SCOREM
FOR NON-MHBC PHYSICIANS, BY TYPE AND LOCATION CHOICE,
AND FOR NHSC PHYSICIANS, DY LOCATION CHOLCE

NON-NHEC PHYSICIANS HHEC ALIMNI
All W' 00's

Charactariatics Non=iNSA  IMSA  Pert HMSA  Non-HMSA  IMSA  Patt HMSA  Non<HMSA  BMSA  part WISA  Nom-IMSA  WMSA  Part HNSA
TOTAL NMBIR 30,00 118,00 222,00 09,00 101,00 199,00 5100 17,00 .00 56,00 116,00 105,00
o Tncose potentiel 0,42 0.7 0.1 0,3 0.5 0,29 on 1 0.5 0.8 0,43 0.1
bo Climste or geographic features

0' lNI llJ‘ lo25 ll’l ll“ ll" 2003 0.90 IJ’ 0.” 108‘ ||33 |.50
¢o Raving been brought up in such

¢ comunity 0.0 0.96 0,54 0.60 1.02 0.3t 0.82 0,59 0.5 03 0ol 0.5

d. Paymat of “forgiveness loan® 0,21 0.19 0.0 0.2 0.9 0.09 0.06 0.00 0.04 0,16 0.2 0,35
0. Infloence of vife of husband

{hor/Ma dualres, cerear, ete)) 0,70 0.8 0.5 0 0.80 0.90 0.67 0094 0.3 0.96 0.2 1.0
f. Influance of fesily or frimds 0,33 0,58 0.8 0.9 0.5 0.26 2,04 0,65 0,48 0.46 0. 0.9
1,68

g+ High medicel need fn erae 0.72 0.9 0.8 0.69 1,03 0.68 0.88 0,41 . 0.84 L1 113
h, Infloance of praceptorship

progten 0.0 0,03 0.09 0.1l 0.04 0.04 0.02 0,00 0,00 0.0 0.0 0.0
1, Naviog gove through medical

achool 0ll 0.07 0,05 0.12 0,08 0,06 0,00 0,00 0.04 0.07 0.19 0,06
Jo Mvica of older physieian 0,02 0.07 0,00 0.0 0.0 0,00 0,00 0.2 0,00 0,02 0,00 0,00
k, Organised offorte of commnity

to recrult myllﬂhl\. 0.9 0.21 0,14 016 0,23 0.13 0.3 012 0.17 0,21 0.3 0,19

1, Opportunities for soctel lite 0.04 0.10 0.0 0,03 0.09 0.0 0u16 0.18 0,00 0.0 0.0 0.0

o s, Racrentionsl and sporte
L) () 0.3 0,36 N 0.9 0,3 0.3 0.2% 0.8 0,52 R o 0.3
n. Qoality of educational systes
for children 06X 02 0.15 0.2 0.19 0,14 090 0.3 0.% 0.25 0.08 0.2
0, Prospact of being wore {nfluentiel
in community effelnn 0,02 0,04 0.02 0.0 0,05 0.0 0,00 0.00 0.00 0.00 0.7 0.10
Po Cultural adventeges 0,08 0,05 0.0 0.0 0.06 0.10 0.00 0,00 0,00 0.06 0,08 0.06
q. Prosparity of community 0,07 0.05 0.0 0.08 0406 0406 0,00 0,00 02 0.04 0.10 0,03
t. Praference for utban or tutal
living L3 LI 1,50 1,30 1.2 150 1,3} 0.4l 1.2 L4 0.9 1Y
0. Avatlebility of hospitel
fecilition and porsonmel 0.4 0.3 0.5 0,50 0.3 0.5 0.2 0,06 0.6l 1Y I | 0.9
to Avatlability of good soclel service,
wlfets, of hose cate servicas 0,00 0.00 0.03 000 000 0,03 0.00 0.0 0.00 0,00 0.00 0.00
t, Opportunities for reguler
contact with o mdicel school
ot mdical canter 004 0.0 0,09 0,03 0,00 0.04 0,06 0,00 0,00 0,00 0.06 0,09
v, (Opportunity for regular contect
o vith other phyeiclane 0.15 0.02 0.1 0.16 0.01 0.16 0.10 0,06 0.04 0,25  0.28 0,14
w, Opportunity to join desireble
m partnership or group prectice 1,06 0,55 0.86 1,09 0,55 0.85 0.86 0,53 0.9 0,59 0,29 0.0
-y %o Availabiliy of loans for ]
beginning practice 0.03 0.09 0.0 0,00 005 0.02 0.08 0% 0,04 0.00 0,09 0,00
¥+ Opportunity to work with
epecifle {natltution 0.0l 0.0 0,05 0.0 0. 0.06 000 0,18 0.04 0.02 0.8 0,05
%0 Accenn to continuing medical
.< educetion 0,00 0,00 0.00 000 0,00 0,01 000 0,00 0.00 0.05  0.08 0,02
, The “impottance” ecote {o calculated by savigning fector pointe ea foliow:
< Most importent « §
’ Second mportence = 3
E Third {wportance = | 1 1 3
@ 112
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TADLE A13
RANKING OF PACTORS BY IMPORTANCE SCORE®
POR NON-NHSC PHYSICIANS, BY TYPE AND LOCATION CHOICE,
AND NHSC PRYSICIANS, BY LOCTION CHotCR

ATSVIIVAY Rd03 1578

NON-HSC PHYSTCIANS NHSC ALUMNI
All MD's 00's

Cheracteriotics Non<MSA  IMSA  Part HMSA  Non-HMSA  KMSA  Part ENSA  Non~HMSA  HMSA  Part HNSA  Nom-HMSA  WNSA  Part HMSA
TOTAL MMBER %000 118,00 222,00 9,00 101,00 199,00 5,00 17,00 23,00 56,00 116,00 105,00
o, [ncowe potentis! 0.47 0.70 0. % 0.43 0.5 0,34 0.7% 1,53 0.5 0,68 0.47 0.3
b, Clisate or geographic Features

0' [1¢[] 0090 0084 'olu 00“7 00‘0 loZ’ lo06 1006 00‘" l066 l.0] lo‘b
¢o Having been brought up {n puch

o community 0.62 0.82 0.5 0,63 0.89 0.5% 0.5 0.41 0.4 0.2 0.3 0.0
do Paymant of "fotgivenass loan” 0.2 0.16 0.07 0.2 0.19 0.08 0.02 0,00 0,04 0.6 0,3 0,36
oo Influence of wifs or husband

(Mf’hll ‘el“ll. CIrnr, .tCO) 00'9 0.96 0.84 091 0.91 0.87 0.80 L2 0.61 0,75 0.78 0.93
f. Influence of feally or {riends 0446 0.t 0.3 0.52 0.6 0.3 0.10 0.9 0.48 036 0.3 0,25
g Righ mdical need In ares 0.66 103 0.86 0,68 110 0.0 0,59 0.59 1,61 0.75 I Ll
he Influence of precaptorahip

progeen 0.09 0,06 0.07 010 0.0 0.08 0.0 000 0.00 0.09 002 0.0
1. Having gone through wedical

achool 0.1 0.07 0.04 011 0,03 0,02 0.10 0.18 0.22 0.02 0.7 0.14
j. Mvice of °“‘r ph’lutlﬂ 0.06 0.03 0003 0.05 0003 0.0 0.4 006 000‘ 00“ 0.00 0006
ke Orgonized efforte of community

to recruit phystclome 0,31 0.53 0,34 0.3 0.56 0.32 0.25 0.2 0,52 0.2 0.57 0.3
1, Opportunitiss for socte] 1(fe 0.08  0.06 0.0 0406 0.07 0.02 0.16 0.00 0.00 0.02 0.09 0.06

o n, Recreatfonsl and sporte
o factlities 0.4 0.2t 0. 32 0.4 0,29 0.30 0.3 0,47 0.48 0.6 0.2 0,40

n Quality of educationsl aysten

for children 0.8 0.12 0.l 0.28 014 0.15 0.% 0,00 0.3 0.3 0.16 0.3
oo Prospect of being wore Lnfluentlq]

{n comunity affelrs 0.03 0,04 0.0) 0.04 0,05 0.03 0,00 0.00 0.00 0,09 0.09 0.09
Pe Q‘llutll ldVllIll‘ll .08 0-0‘ 0. l0 0009 0005 00'2 0.00 0.00 0.00 0.02 0.0 00“
Qo Prosperity of community 0,60 0.0t 0.09 0.07 0.01 0.08 0.00 0.00 0.20 0.1 0.10 0.0
v Preferanca for urben ot rurel
#e Avatledility of hospita)

facilities and porsonnel 0.4 0.41 0.65 0,43 0.40 0.6% 0.47 0.4 0,65 0.46 (RY) 0.48

Avallability of good soclal sarvics,
velfare, or home cate garvices 0
Opportunities for raguler
contact with o medfca] ochool

0 o0l 0.00 0.00 0.01 0.00 000 000 0,00 0.00 0.00 0.00

sedlcal conter 003 0,02 0.03 0.03 0.01 0.04 0406 0.06 0.00 0.00 0,05 0.03
ve Oppottunity for regulet contact

with other physiciens 0.18 0.04 0.20 0.19 0.04 0.21 0,08 0.06 0.0% 0.2 0.2 0,13
v, Opportunity to join desiradle

pltllltthP or ‘twp pﬂctlu Ml 0087 lc“ l.50 00‘7 1053 OIUB 0086 l009 0079 0.“ 003]
xo Avallability of loens for \

beginning practice 006 0.7 0.05 0.04 014 0,04 0.16 0.35 0.13 0.00 0.0) 0.00
¥+ Opportunity to work with

apeciiic Ihatitutlon 0,04 0.03 0.10 0.03 0.01 o1l 0.12 0.18 0.04 0.00 018 0408
1. Access to continulng wediesl

education 0400 0.00 0.00 0,00 001 0.00 0400 0.00 0.00 0.05 0,04 0.0t

The “taportence” acore 18 calculated by seafgning factor pointe a8 follows:
Host {upottant = §
Second Laportence » )

Thitd leportance s | - 1 15
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TALE Ail6

PRODUCT MIMENT AND TETRACHCRIC CORRELATIONS BETWEEN

THE GENERAL KIND CF LOCATION QUESTIONS
Factor [T TR T I T g h b Jo ke leomo Moo T TR O A OO TR TR TR 1) Yo &
0 INOK " 00 W0 =01 W09 O 08 W00 W00 L o6 10 [ T S T IS | 05 W18 7 0 Jd9 N ol '00, o
bn G.!MTE H) L =0} 0 N1 '-w -N -OI -a02 =0l -N lu GM 0 M ) 10 ol [} 0 W0 n“ 08 6 =02 l"
Co MCT 01 =0} " ] 00' N =0 W01 003 03 -0 =05 0 00 -0 03 O3 D4 W0) =08 01 =l 0 =02 =0
¢ FORGIE S0 02 0 %03 w0l W00 =0 W08 S0 W09 00 =0 o082 W01 W01 L0 =01 W06 001 w09 W06 W05 W08
o POUE QU T A ) BT B S JOY, TR S 0 S S TR [ RN T [ R R L [ TS
fo FAMILY 07 =09 o8 02 J8 " o0 08 23 M 01 =0 0 0 ] =0 0 0 02 0 01 W06 00
[0 NEED 08 W =01 W18 =02 “2 W 08 402 <01 J18 W00 W07 W4 Wl =02 0 N o 01 W9 =08 1) 03 06
he  PROGRAN 00 02 W02 =00 0 2 M * 02 0 «02 W0 W03 0 W02 08 02 W08 W04 O 02 06 09 W0 02 =0
1 R OF =08 05 16 00 00 W03 W 07 .0l 0 w04 WO W0 W08 W0 W02 W W T W 0 03 03
]n MWI(I .l =0 =04 n" l” ‘002 -22 -IB " W0l .02 04 0 W0 05 .08 002 00’ Jd0 W04 o0l DM 0l nm .0!
ke RECRUIT B 08 6 W9 03 W3 0 =02 W2 M0 B 0 2 W02 W09 W0 1 08 O o6 00 2B 04 W08
[ SOCIA v /B Y SRS B I T, YL TS TR T S " S R S S ST R B 01 W03 16
N PORTS 550 =08 18 «02 W1 W07 08 07 %) L b 11 Y[R ) i W12 172 B H 0 Ol 09
ne  SCHOOLS L0 IY I BT IS TR B YD B RS BT Y R S R B T S I LI oJd9 W03 27 0 W2 08 19
00 INFLICE LU B R Y| Y | Y S TR - S S . TG T N " SO SN ” TR S TR T i
pe CULTURE Y. I NN Y Y N T I YT/ R Y T Y R R S YR L Bt B ) Y4 A B I Y/
qs PROSPER LYY T Y Y S Y T R B Y K L N | I R I B B R Y I o1 =01 W
Fo VRO LB B B B RN B ) BT, Y T 1 IS TR S TR BN T A I R 0 00 W0
5 HPIN RO Y TR L L R T Y A YA L TS Y | Y S S ™ S S T Y ] B I
o SERVICE U LI Y B TR U Y IR TY - S TS TR TS TR, PR TS Y "R Ty (Y Y TR T
ue JEDSCOL (LU A YR I U Y T Y A S R TR B I S A N I 08 0
vo  DOCTORS L. B /S Y ' Y R [ I Y T TR T Y | R R T SV T S TR VR N IR o 08 WM
vo PARTNERS Jd1 15 = ol W02 -0 B W13 2 M B9 W02 | I d B %6 7 S 03 00 1)
e LONS > I R BY ) B | Y Y ; B B ST R ST R | B | N T I I LY. T B B, N T TR
Yo INSWE 04 =) =07 Jd8 10 A% 08 08 W 7 10 Q02 % 2 =08 0l WX 222 =0 3 B
D Y BT - By (Y N Tt I, R B T R T R I B B S U 9w

NTE: The entries sbow the dlagongl are product moment correlations; entries balov the dlagonal are tetrachoric correlations,
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T™E Al

PRODICT JOIENT AN TETRACHORIC JORFELATIONS PETIEEN
THE SPECIFIC KIND OF LOCATION QUESTIONS

Factor TR T TR T TR (O T T P Jo b leomomoa p L OO LI T (O T TR TR T A
0 INOIE hlY S YT BT K | R R | B T S 1LY | Y . Y B SO ST R B I T
be CLIMTE 9 M08 00 0«02 W13 W10 W03 W00 W08 6 WD 10 11 LI Y IR Y Y [ R T RN R B S TR 1
€0 BROUGHT OF 00 %00 DY WM W05 W00 W02 W8 06 W) W02 W05 07 =02 08 o180 07 W00 W07 W02 W00 W00 06
L1 FWIE 0 “ ool OF Wl 05 W02 W08 08 W01 =i0Y 08 00 W00 .02 402 O 02 W08 04 =0 00 )]
o POUSE OF W16 W05 02 % 08 401 W05 W04 00 02 W6 W4 WM A2 08 0 W1 W00 W08 W16 W08 W03 =01 W10
fo FAMLY 08 =04 0 W08 W05 M 02 W L01 o w08 W10 =02 02 09 03 02 W4 =0 W00 W02 07 W09 =02 W4 W08
'o !ED o“ 020 0 o] -.0! 00‘ " 0'0 00’ o7 om 05 09 08 o” 00, .02 0|9 0" l“ W08 .IO =0 1)) -04 0l
he  PROGRAN L TR/ Y T R | Y, | T T TR "SR, N, BN S S O W02 W00 W07 08 W06 W6 0T 01 W0 W09
s AR PO T R T T ) S T TR I B R B I 00 03 09 00 W19 9 W03 W3 W07 L8
Iy OV 1t BT B B U TS | T ST S TR R S YRR R 0 W08 W13 W0 W07 03 W09 W07 W01 O W02 408
ke RECRUIT o6 13 =0 W16 W03 ) W2 08 00 L4 @ 00 06 W03 W17 02 W01 W9 W9 L0 W2 W w08 W) 007
1o SOCIAL v B I I | IR TR B | T IR T 13 /ST ST S | B ST RN S I L I I I o8
n PRI A1 82 03 w06 W22 w0 W5 08 0 WY L 0 M L6 LI B I { Y Y | I TS S YRR BT
e SCHOOLS B 16 08 0T B 00 5 0 W05 W3 06 ) W 03[ Y L Y | Y ST Y [ S | S | RO S ST
0 [INFLNCE LYY D R R T Y TR | B Y IS IS TR Y TR L 1 LY F Y RS T T A T Y o0 08 W0
pe CILTURE LU U T I Y. A B B S N S TR/ B TR T Y- I Y BT BT B TR T N}
q0 PROSPER odd 13 O 0 w0l W 0 W B e W T T Y Y 3 Y [ Y | JY I R T T
re VBN PRI B | R Y N T, IR T S | T R V| 1) Ty Y Y IR Y B A R ) B SV S
50 HPIM 07 Y S R R I BT R T | BT B TR R T (Y S T BT RS LY | IR | SIS t S| BT " N T
o SERVICE 7 Y AL Y. I O\ B TR BT T TLFI IS TS Y S Y (I R T TS ) BN ) 8 8
U MEDSOOL 1L B TR B BT BT TS, TR LSO TR "3 YA S ) RS < Y NS TR T Y TR " R " R B
ve DOCTORS ;B Y ) Y| Y Y TR | S | S L BT BT IR S . TS, R T T LN .Y B Y B, B | SR,
e PARTNERS 05 03 03 =19 13 b e 05 03 el 9 L10 3L BT B Y Y 1 R R SN TR T " R TR )
Xe LOANS 0 I T S R R T VRS S TL T 1T Y JOY, Y § NS [ T S T R P R 1 A0 2 e M0
¥o INSTUTE =00 0 W0 0 =08 09 00 o9 1) Y I 07 0 M 02 2 B u 23 8 W0 N Y ]
1 MDD LI T B Y A TR Y B S B R T S 7 Y Y B TS IS I S IS | BT R TR 7 S on

NOTE: Entries above the diagonal arp product moment corralations; entries belor Hhe dlogonal are tetrachoric correlotions,
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TABLE A 18

PRODUCT DOMENT CORRELATION WATRIX OF RESPONSES TO THE GEMERAL
AND SPECIFIC KIND OF LOCATION QUESTIONS

W“WH'C [} b, [{] d » 'n 9- M ‘n jn [N |- LN fle O pn Je (4] 1 1) t [N [ L[] L0 10 )

[ [} 'm‘ A7 -N 107 W03 'W |0| l“ «01 0} 10 -0! 10 03 W4 0T 04 q0 l" W01 402 1'6 {1} il =02 04
b (lIIITE 02 48 <02 00 10 ~06 W05 O =00 =0 M Ll 0 0 111 8 08 00 W8 07 00 =0 W04
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TABLE A,20

FREQUENCY OF SELECTION OF GENERAL FACTORS
FOR GENERAL AND SPECIFIC LOCATION CONSIDERATIONS

Alumni Status Location
General All NHSC Alumni Non- Part- Non-
Factor raysicians and PPO Alumni HMSA  HMSA HMSA

General Location Considerations

Economic «356 <333 370 «362 «297 403
Community Opportunities «308 «305 310 $267 «323 «326
Area Features 576 555 0589 511 631 580
Community Recruitment «278 «310 «258 «340 ,250 «275
Group Practice .400 «290 2465 «262  L403 «504
Professional Environment 274 314 «250 «253 «283 «283
Spouse 500 534 .480 431 533 525

N 1106 414 692 331 «370 421

Specific Location Considerations

Economic «282 «289 0277 «281 «250 «311
Community Opportunities «193 $220 «176 «169 «209 «198
Area Features «396 414 «386 «346 o447 «391
Community Recruitment «251 «291 0227 «290 0245 0227
GrO"p Practice .387 «303 437 «279 423 .439
Professional Environment «161 0221 «126 162  .173 .150
Spouse 422 460 «400 378 «449 <434
N 1108 413 695 331 370 422
NOTE: The score for a given factor is the average frequency with which an item

representing that factor was indicated as influential in determining the
location decision. The scores are weighted averages, where the weights are
as reported in Table A.19. An item was scored 1 if indicated as
influential and 0 if not.
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TABLE A.21

IMPORTANCE OF GENERAL FACTORS FOR
GENERAL AND SPECIFIC LOCATION CONSIDERATIONS

Alumni Status ) Location
General All NHSC Current Non- Part- Non-
Factor Physicians Alumni PPOs Alumni  HMSA  HMSA HMSA

General location Considerations

Economic o112 .103 «160 «105 o142 077 119
Community Opportunities +069 .068 +050 «073 +060 .070 «075
Area Features «230 «234 o141 o247 .198 0262 227
Community Recruitment .082 .093 «097 «074 «108 .068 «074
Group Practice «207 .108 .080 «273 «130 .189 «282
Professional Environment .039 »047 .038 .036 035  .044 .038
Spouse «238 0264 .193 0237 227 0262 0225

N 1127 2717 150 700 331 370 426

Specific Location Considerations

Economic o115 .103 «140 o114 «130 094 122
Community Opportunities .049 «054 .028 «052 .040 «048 «057
Area Features o142 144 .083 154 «101 «165 o155
Community Recruitment .096 107 .095 «092 0125 .087 .081
Group Practice 0229 125 «110 0295 154 «235 «280
Professional Environment 028 .033 .028 .026 .028 ,027 .028
Spouse 0247 0256 o173 0259 «239 0243 0256
N 1127 277 150 700 331 370 426
NOTE: The importance score for a given factor is the average frequency with which

an item representing that factor was ranked either first, second or third
most important in determining the location decision. The scores are
weighted averages, where the weights are as reported in Table A.19 and the
individual items are scored 1 if ranked in the top three and 0 otherwise.
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TABLE A.22

PRIOR CONTACT HITH RURAL AREAS, BY
SELECTED PHYSICIAN CHARACTERISTICS

PRIOR CONTACT EVENT

Physiclan YOTAL  DBirth Egg:ing
Charactaristics NUMBER Salf pousea  Collage  School Residancy KHSC
ALL Phvatcians 127,00 €0.95  42.97 4051 9.3 7.3 3.3 2103
“"i“"r‘““"‘-- lumn 77,00 3240 30.89 31 15.69  7.96 462 974
«=Current PPO'y (50.00 3091 29,29 2658 15,97 15,00 5.5 -
ket 700000 q‘o's 50038 ‘5025 2'05‘ 6010 zoa‘ -
-=HD'y 609.00 4553  49.21 3.3 19.62 230 .19 -
~<D0'y 99.00  50.00  57.95 56,22 36,09 2967  9.% -
’Eﬂax. 095.00 42,25  43.91 4036  19.30 809 519 20.4
0 -=Famle 32,00 3050 3559 4196 20,00 607 2.6 3583
Soaclalty
dneral Practice a0 N 12 6 560 298 e oo
==Fanily Practice 8100 €676 1.9 6449  19.49 486 3.5 1916
==Iiternal Medicine 0500 3816 58.3¢ 3427 1538 2,05 .55 4.8l
=Padiatrice 9.00 2098 2.1 2.5 09 12 2.2 (54
~~Other 200 2.1 2000 AF a0 b0
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TABLE A.23
PROBABILITY OF RURAL LOCATION OF 1979 NHSC PHYSICIANS:
EVENT CATEGORIES BY CONTACT FREQUENCY*
(number of physicians in each category are shown in parenthesis)

Physician TOTAL ‘
Charactaristics NUMBER  6EVT SEVT GeVs SEVT 2EVT 1EVT 0EVT
All 1979 NHSC
Physicians 178.00 100,00  66.67 33,33 66,44 52.94 39.84 50,00
(1,000 (3.000  (3.00) (18.00) (34.00) (108.00) (6.00)
-=ND's 164.00 X 50,00 33.33 646.44 55.17 38.46 33.33
(2.00)  (3.00) (18.00) (29.00) (104.00)  (3.00)
-=D0's 11,00  100.00 100,00 X X 25.00 15.00 0.00
(1.00)  (1.00) (4.00)  (4.00) (1.00)
--Mle 147.00  100.00 66.67 33.33 46.67 68.15 39.33 25.00
(1,000 (3,000  (3.000 (15.00) (27.00) (89.00)  (4.00)
==Female 31.00 X ¥ X 33.33 71,43 62.11 100,00
(3.00) (7.00) (19.00) (2.00)
==Ganeral Practice 38.00 100.00  100.00 X 20.00  63.664 75.00 X
(1.000  (1.00) (5.00) (11,000 (20.00)
g =<Family Practice 16.00 X 0.00 0.00 66.67 50.00 39.53 25,00
(1.00) (1,000  (9.00) (16,000 (43.00)  (4.00)
==Intarnal Madicine 28.00 X X 50,00  33.33  s0.00 27.78 X
(2.00)  (3.00)  (4.00) (18.00)
~-Padiatricy 13.00 X X X X 100.00 33.33  100.00

(2,000 (9.000  (1.00)
==0thar 18.00 X X X 0.00 0.00 8.35 100,00

(1.00)  (3.000 (12,000 (1.00)

X The 6 contact avents are! Rural birth, Rural rearing, rural college studias, rural medical school,
rural residancy, and rural NHSC sarvica.
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TABLE A2
NEAN VALUBS OF RXPLANATORY VARIABLES, BY LOCATION CHOICES OF RESPONDENTS

CHOICE | i CHOICE )

ML T WSC Aluwl  _AIT Phyolclans_ _ Mon-Alumnl WEC uml _ __ N.Da ___D.0.s AT MSC Aluant

Warlables  Myslclns Urbam  futal  MMSA  Non-MSA MNSA  Mon=tMSA INSA  Non-MSA MSA  Non-NGA TMSA Mon-MGA  Retained Kot Retalned
0T MBS 9N 9 %o M6 W s M 18 o m on R 15 4
YRGRADN 89 060 S 905 B9 90) 896 - S [ U X I K R [ - -
TN Ok 006 007 08 05 00 06 =~ - 0I5 0 02 0N 0.12 0.04
s 08 085 09 085 0.0 0.9 090 o1 089 08 089 100 0.8 0.8 0.9
we 095 0.0 0.8 oM 09 - - 080 089 08 09 100 0% 0.4 0,85
SPOUSED 00 076 066 065 03 066 04 065 062 065 075 067 060 068 0.62
U LB 060 082 L2055 L9 L0 108 08 LIS LSl 1% 1.0 0.9
PRoFEvE 000 006 04) 009 009 008 009 00  Ob 004 000 055 0.2 014 0,08
on 00 - - 0J8 068 080 068 025 065 0I5 064 096 0.9 0.8 061
] 043 005 000 02 004 0db 06 009 006 000 0,00 L0 LI 012 0,08
IEC 0.24 - - 0% 005 - - - - 041 005 033 0.0 - -
MSCSITE 2151756 2009398 2608 0 - 0 = = - BLY 1947052 = .= e IBMBSE 305195
NSO 995 90 %8 0= = = - ALY Be - - - - 56465 6796
MHSCHOSP 08 015 08 - - - e B - - - 0,63 0,84
g POPDENS B9 0 W - - = - BN NE - - = - 29.% n02
SATISTAC 07 08 0B = = e - 06l D - - = - - -
omD 0.7 - - - - - - - - - - - - 0.9 0,70
NEOSCH 0.62 - - - = - - - - - - - - 0,62 0,59
ol 0,50 - - - e - - - - - - = - 0,49 0k
HOSPPAC 0.7 - - - - - - - - - - e - 07 0,70
SRS 0.1 - - - - - - - - - - - - 0.0 0,68
VELIARE 0.66 - - - - - - - - - - = - 074 0,53

thyaiclans located In Part-iSAs wara excluded frow the mnalysis since it s not known vhere the Part=IMSA the physicien s located.

. -
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TABLE III.1

VARIABLES AND DEFINITIONS

Variable
Name Description
Dependent Variables
RURAL - 1, 1f a rural location choice; O otherwise
HMSA - 1, 1f a HMSA location choice; 0, otherwise
RETAINED - 1, 1f alumni remained in NHSC site; o. if alumni re-
located
Independent Variables
TIMING = 1, 1f the location decision was made before or during
medical school; O 1if otherwise
SEX - 1, 1f male; 0, otherwise
CITIZEN - 1, 1f U.S. born; 0, otherwise
RACE - l, 1f white; 0, otherwise
GPFP - 1, 1f general of family practice physician; 0, otherwise
IM - 1, 1f internal medicine specialist; 0, otherwise
PED - 1, if pediatric specialist; 0, otherwise
CERT - 1, 1f board certified; 0, otherwise
MARITAL - 1, 1f married; O, otherwise
SPOUSED - 1, 1f spouse has a college or graduate degree: 0,
otherwise
BIRTH - 1, 1f born in rural area; 0, oiherwise
REAR - 1, 1f reared in rural area; 0, otherwise
SPEAR - 1, 1f spouse reared in rural area; 0, otherwise
COLLEGE - 1, 1f college was in rural area; 0, otherwise
MEDS Cui - 1, 1f medical school was in rural area; 0, otherwise
RESID - 1, 1f residency in rural area; 0, otherwise
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TABLE 111.1 (continued)
Variable
Name Description

EVENTS - Number of prior contact events

PROFEVTS - Number of prior professional contacts

PERSEVTS = Number of prior personal contacts

NHSC - 1, 1f rural NHSC service; 0, otherwise

D.O. - 1, 1f physician is an osteopath; 0, if an M.D.

VOLUNTTER - 1, if NHSC alumni was a volunteer; 0, 1f a scholarship
recipient

NHSCSITE - Population of site in which NHSC obligation was served

NHSCMD - Physician~to-population ratio in site in which NHSC

obligation was served

NHSCHOSP - 1, 1f site in which NHSC obligation was served has a
hospital; O, otherwise

POPDENS - Population per square mile in site in which NHSC

obligation was served

SATISFAC - 1, 1f alumni was highly satisfied with NHSC experience;
0, otherwise

OTHMD - 1, 1f satisfied with interaction with other MDS; O,
otherwise

MEDSCH - 1, if satisfied with opportunity for contact with med
school; 0, otherwise

CME - 1, if satisfied with opportunity for CME; 0, otherwise

HOSPFAC = 1, 1f satisfied with availability of hospital support;
0, otherwise

SOCREC - 1, 1f satisfied with social and recreational
opportunities; 0, otherwise

WELFARE - 1, if satisfied with availability of social service,
welfare, or home care services; 0, otherwise

ECON - 1, 1f economic factors influenced decision; 0, otherwise
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TABLE I11.1 (continued)

Variable
Neme Description

SPOUSE - 1, if spouse or family influenced decision; 0, otherwise

CULTURE - 1, 1f cultural advantages influenced decision; O,
otherwise

RESOURCES - 1, 1f availability of professional resources influenced
decision; 0, otherwise

PHYSICIAN - 1, 1f opportunity for contact with other physicians
influenced decision; 0, otherwise

MEDED - 1, 1f medical school or CME opportunities influenced
decision; 0, otherwise

EDUCQUAL - 1, 1f the quality of local public education influenced
decision; 0, otherwisn

NEED - 1, 1f high medical need or area influenced decision; O,
otherwise

RECR - 1, 1f climate and/or recreational opportunities
influenced decision; 0, otherwise

RECRUIT - .y 1f community or local physician recruitment
activities influenced decision; 0, otherwise

GROUP - 1, 1f opportunity to join partnership or group practice

influenced decision; 0, otherwise
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TADLR 1112

RESULTS OF LOGLSTIC RRGRRSSION OF HMHA-NONHMSA
LOCATION ON CNNERAL AND SPECIYIC PREFEKENCE PACTORS

General Location Preferences Specific Location Preferences
Saplanatory Al TR Al Nom=  NHSC
Yatlable Pyslcians  Aluml  Alumni Physlclans  Alumni  Alumni
|ﬂ"”" N {}) T3 LY LU} LU =% =410 [ 372
Leoncal¢ =200 - - Y - 910 -
Commmaity Oppottuaitios - - - n - =], 208
Community Recrvitomat 1, 0044 Ml 1,079 1820 10390 2,36000
Ared Postures = ko - =0l = 3300 -~ -
Proieseional Davelopaent - WY/ ne o548 - -
Otoup Practice - o - o062 =Tk -
' 'm 'o’“” 'c“‘“ 'o“l e - -.576
:‘N - =, M0 - - - --
081 03 019 049 023 021
Noaber of Cases ™ (73! 264 138 474 263

WOTL: 10 physiclans are included smong WSC alusni and all physiclans,

"igntficont ot the p ¢ 410 lewel,
HEigaiticant st the p ¢ 01 lovel,
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RESULTS OF LOGISTIC REGRESSION OF HMSA-NONHMSA

TABLE IIL.3

LOCATION ON PREPERENCES AND PHYSICIAN CHARACTERISTLCS

Pull Specification Reduced Specification

Explanatoty All Non- NHSC ALl Non- NHSC
Variable Physicians  Alumni  Alumni Physiclans  Alumni  Alumni

— — —
INTERCEPT =L 511k <] 7160 361 =1 213%% - T49%k 476
NHSC 2,927% - -~ 2,822%¢ -- wn
GPFP S76% 2k 636 St JJh2wk -
PROFEVTS =458 =20 -L,027% - - -1,022¢
G=Economic Factor 107 490 -1,636% - - =1.62]%
S-Atea Features Factor  =,481* - 449 -.687 =401 - -
S=Community Recruit Factor ,607 =484 3,954+ - - 3, 2464
S=NEED JT5 ] 064%% - 299 0958k N I0LL] -
G~PARTNERS =900 <711k - 085 =039%% < 754%k -
G=HOSPITAL “J26%% -, 858k 57 =064%% = T4onk -
G~INSTUTE 1, 155¢ 964 =010 L 121% - -
G=MEDSCOL =325 =842 1,274 - =938 14174
G=~BROUGHT 088 =030 1,080% - - 1,158%
G-URBAN 33 H46r <502 - «588% -
R2 23006 25 0% 09
Nuaber of Cases 607 473 160 605 in 160

NOTE: PPO physicians are excluded from these equations,

kSignificant at the p < .10 level,

kaSignificant at the p < .01 level,

137




IV. ANALYSIS OF PHYSICIANS' PRACTICE CHARACTERISTICS

A. OBJECTIVES

The effect of the National Health Service Corps experience on
physicians' subsequent practice location choice has been examined and
findings reported in Chapter III. The possibility exists that the NHSC
experience may influence the way in which alumni practice, in addition to
where they practice. If so, alumni who choose to locate a permanent
practice in an area which is not a HMSA may still practice in ways which
increase access to services for underserved segments of the population.
For example, an NHSC alumni may offer a sliding fee scale to patients .or
may accept assignment of Medicare benefits more frequently than physicians
without Corps' experience. The objective of the descriptive analysis
reported in this chapter is to examine and compare the practice character-
istics of NHSC alumni and non-alumni. Another issue of interest is the
practice characteristics of recent Private Practice Option NHSC physi-
cians. Since 1983, the Corps has moved to place substantial numbers of
obligated phyicians in PPO settings. To date, there have been no compre-
hensive attempt to examine the characteristics of these PPO practices --
beyond the investigation necessary to ensure that the practice is
appropriate to meet the physician's obligation.

In this chapter we examine data on practice characteristics of
physician respondents to the 1984 Survey of Young Physicians in Non-
Metropolitan Areas, and present the results of this examination.

B. DATA AND VARIABLES

The sources of data for the examination of practice characteristics
of physicians respondents include:

o Survey data on practice characteristics. Table IV.l
summarizes these data.

o Survey and AMA/AOA data on personal and professional
characteristics.

o Area Resource File and HMSA File data on area character-
istics.

1ppés who were surveyed had established practices by early 1984.

Consequently, their locations and practice characteristics may be quite
different from those of more recent PPOs who entered under different
guidelines for acceptable practice.
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TABLE 1IV.l
PRACTICE CHARACTERISTICS DATA COLLECTED THROUGH
THE SURVEY OF OF YOUNG PHYSICIANS IN
NON-METROPOLITAN AREAS

Variable Definition

PRACNUM Number of practices

PCTHMSA Percent of practice located in wholly
or partially designated HMSAs

SOLO 1, 1f in solo practice; 0, otherwise

GROUP 1, if in a group practice arrangement; O,
otherwise

COMMUN 1, if in Community Health Center; O,
otherwise

MIGRANT 1, if in Migrant Health Center; O,
otherwise

TIME PRAC Number of years with primary practice

AGE PRAC Number of years primary practice has
existed

FTEMDs Number of full-time equivalent physicians
providing services in primary practice

NPS Number of nurse practitioners providing
services in primary practice

PAS Number of physicians' assistants providing
services in primary practice

PATIENTS Number of patients seen in typical week

NEWPATS Number of new patients seen in typical
week

ACCEPT 1, 1f accepting new patients; 0 otherwise

HOSPATS Number of patients in hospital in a
typical week

PTHRS Number of direct patient care hours
provided in the office in a typical week

PERHOURS Number of patients seen per hour in a

typical week
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TABLE IV.l1 (continued)

Variable

Definition

TELPATS

WKSWORK

EVENING

WEEKEND

FEE NEW

FEEFOFF

FEEHOSP

PCTBLUE

PCTPRIV

MEDICARE

MEDICAID

NOINS

ASSIG

NEWMED

SLIDE

DISCNT

COLLRAT

Number of telephone consultations in a
typical day

Number of weeks worked in past year

1, if regularly schedule evening office
hours; 0, otherwise

1, if regularly schedule weekend office
hours; 0, otherwise

Fee for new patient visit
Fee for follow up office visit
Fee for visit to hospitalized patient

Percent patients with Blue Shield
insurance

Percent patients with other private
insurance

Percent patients with Medicare
Percent patients with Medicaid

Percent patients with no insurance for
physicians services

1, if physician accepts assignment for
Medicare; 0, otherwise

1, if accepts new Medicaid patients; O,
otherwise

1, if regularly uses a sliding fee scale;
0, otherwise

Percent of physicians who report giving
discounts

Collection ratio
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C. METHODOLOGY

To determine whether different practice patterns are evident for
NHSC alummi and non-alumni, we examined the means of the practice charac-
teristics variables for NHSC alumni and all other physicians. This
analysis was conducted separately for those physicians located in HMSAs and
those in non-HMSA areas, and by region of the the country.

Recent PPOs were examined separately. Certain practice character-
istics (e.g. acceptance of Medicaid patients) data were not collected for
PPOs since these characteristics are requirements of PPO service. Of
interest, however, was examination of differences in practice chararacter-
istics of these PPOs by their practice setting and region.

D. FINDINGS

The analysis of practice characteristics of young physicians was
conducted for two purposes:

l. To examine whether there are differences between NHSC
alumni and non-alumni in their practice patterns and
whether any differences that are evident vary by
characteristics of physicians and the geographic area,
including:

-= sgpecialty

== board certification
-- HMSA status

-- region of the country

2. To describe the p-actice characteristics of PPO
physicians and to determine whether there are
differences by the PPOs' specialty and board
certification stat s and by the region of the country
in which the PPO is located.

Results of these analyses are _..marized in this section.

1. Comparison of NHSC Alummi ana Non—-Alumni Practice Characteristics

When the practice characteristics of all NHSC alumni and non-alumni
are compared (Table B.1), a number of differences between the two groups
are apparent:

o NHSC alumni raport providing direct patient care at more
practice sites than do non-alumni and have a much higher
proportion of HMSA patients in their practices.
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0 Alumni are somewhat more likely to report being in a
solo practice than are non-alumni who are most likely to
be in group practice.

o Community and migrant health center practices are
reported by 29 percent of alumni; only 5 percent of non-
alumni are in CHC or MHC settings.

0 Alumni are more often in practices which have existed
for fewer years, which have fewer physicians, and have
been with the practice a shorter time than non-alumni.

0 Alumni are more often in practices which include nurse-
Ppractitioners than are non-alumni; although there is no
apparent difference in the use of physicians' assistants
by the two groups.

0 Alumni see only slightly fewer patients per week than
non—alumni; but see more new patients.

o While alumni work more hours a week, on average, than
non-alumni, non-alumni report working nearly a week more
per year.

0 Alumni are more likely to work in the evenings, but
there is no difference in the percent of each group who
report holding weekend office hours.

0 Alumni charge consistently lower fees than non-alumni
and report lower proportions of patients with insurance.

v alumni report nearly one-third more Medicaid patients
than non-alumni and are much more likely (50% compared
to 28%) to accept assignment for Medicare claims.

o Although alumni use a sliding fee scale and more
frequently discount their services than non-alumni, they
do report higher collection ratios than non-alumni.

Overall, these results suggest that NHSC alumni do have somewhat
different practice characteristics than do non-alumni. These differences
are in the direction that was expected; alumni are more frequently provid-
ing services to population in HMSAs, CHCs, and MHCs, have more accessible
hours, charge less and provide discounts more frequently, accept assignment
for Medicare claims, and see more Medicaid patients.

a. Differences by Type of Physician

Table B.l also presents practice characteristics of M.D.s and
D.0.s, separately. When compared to M.D.s, osteopathic physicians are:
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o less likely to practice in HMSAs

o more likely to be in solo practice

o see more patients per week

o work more hours a week, but fewer weeks a year

o accept assignment for Medicare claims more frequently

than non—-alumni, but less often than NHSC alumni.

b. Differences by Specialty

When we examine the practice characteristics of NHSC alumni and
non-alumni, by specialty (Tables B.. - B.4), some differences are evident:

o GP/FP physicians tend to see more patients per week,
have fewer patients in the hospital, work more hours,
charge lower fees, and are more likely to accept
assignment for Medicare claims. However, the
differences between alumni and non—-alumni practice
characteristics persist when examined for GP/FPs only.

o Internists (IM) who are alumni are somewhat more likely
to be in a group practice and, for alumni and non-
alumni, in group practices which have more physician
members. Internists see fewer patients per week, work
fewer hours per week, are less likely to offer evening
and weekend hours, and charge higher fees. 1In addition,
although they have fewer Medicaid patients and more
patients with insurance, internal medicine specialists
report more frequent use of sliding scale fee schedules
and more frequently discount their services. When IM
alumni and non-alumni differences are compared with all
alumni- and non-alumni, a few differences are evident:

-- IM non-alumni report more HMSA patients than all
non—-alumni

-- IM non-alumni tend to have been with their practice
a shorter time than all non-alumni

-- IM alumni are less likely to accept assignment for
Medicare claims than are all alumni

o Pediatricians (PDs) have a much younger patient
population and that, in part, accounts for some of the
differences observed for this group:
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== Alumni PDs are more likely to be in HMSA practice;
non-alumni PDs are less likely to have HMSA
patients,

== Alumni PDs are more likely to be in solo practice
than all alumni; non-alumni PDs are less likely than
all non-alumni to be in solo practice; alumni PDs
tend to be in younger practices than all alumni.

== Alumi PDs are less likely to use NPs in their
practice than all alumni; non-alumni PDs are more
likely to report using NPs in their practices.

== Alumi PDs see fewer patients per week than all
alumni.

== All PDs provide more telephone services than other
physicians, provide e¢vening and weekend hours more
frequently. have more Medicaid patients, but are
somewhat less likely to using sliding fee scales or
to give discounts for services.

Although some differences emerge when practice characteristics are
compared for alumni and non-alumni, by specialty, these differences are not
substansial. The specialty distribution for the two groups is similar:

Alumni Non-Alumni
GP/FP 77% 71%
IM 15 20
PD 8 9

Consequently, it is not likely that the differences in practice character-
istics between alummi and non-alumni could be explained by specialty
differences between the two groups.

c. Differences by Buara Certification Status

Only 59 percent of NHSC alumni in our sample are board certified in
their primary specialty; 75 percent of non—alumni report board certifica-
tion. When the practice characteristics of board-certified alumni and non-
alumni are compared (Table B.5), however, the differences are consistent
with the practice characteristic differences observed for all alumi and

non-alumni. A few differences between all alumni and non-alumni and board-
certified, only, are found:

0 Board certified physicians report slightly less HMSA
practice than all physicians
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0 Solo practice is less common for board certified
physicians

o Physicians who are board certified see somewhat fewer
patients per week than all physicians and work fewer
hours

o Board certified physicians are less likely to accert
assignment for Medicare claims than are all physicians.

These differences are consistent regardless of NHSC status. However, the
fact that fewer alumni are board certified may, in part, explain differ-
¢nces between alumni and non-alumni practice characteristics.

d. Differences by HMSA Status

One potential explanation for differences in practice characteris-
tics between NHSC alumni and non-alumni is that many NHSC alumni have
remained in the NHSC site in which they served and, therefore, may have
continued the practice style they learned in that site. In Tables B.7 and
B.8, we examine the practice characteristics of alumni and non-alumni in
whole county HMSAs and non-HMSAs. Only 15 percent of non-alumni are
practicing in whole county HMSAs, compared with 42 percent of NHSC alumni
in our sample. Results indicate that:

o There is no difference between the percent HMSA patients
seen by alumni and non-alumni, when HMSA location is
accounted for.

0o Alumni and non-alumni are more likely to be in solo
practice in HMSAs; although more non-alumni report solo
practice in HMSAs.

o Alumni are more likely to work in a CHC in HMSA
locations; but non-alumni continue to infrequently
report such practice.

o Alumi in HMSA locations report more use of NPs; non-
alumni in HMSA locations use NPs less often than non-
alumni in non-HMSA sites.

o Alumni in HMSAs see fewer patients per week than do
alumni in non-HMSAs and work slightly more hours;
however, non-alumni in whole county HMSAs see more
patients per week than do alumni in HMSA locations or
physicians in non-HMSA locations. This suggests that
non-alumni may locate in HMSAs with particularly high
levels of demand.
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0 HMSA physicians are more likely to report evening hours
and less likely to offer weekend hours than non-HMSA
physicians; however, alumni and non-alumni differentials
remain.

0 HMSA physicians report more Medicaid patients and are
more likely to accept assignment for Medicare claims
than are non-HMSA physicians; the differential between
alumni and non-alumni persist in HMSAs and is greater
for the Medicare assignment issue. However, in non-
HMSAs, there is no difference in the frequency of
acceptance of Medicare assignment by alumni and non-
alumni.

o All HMSA physicians are slightly more likely than non-
HMSA physicians to report using sliding fee schedules
and to give discounts; though the differential between
alumni and non-alumni persists. However, there is
little difference in these practices between alumni and
non-alumni in non-HMSA counties.

Overall, it 1s evident that practice characteristics are different in HMSAs
and non HMSAs. However, NHSC alumni and non-alumni in HMSAs continue to
evidence differences in practice characteristics which suggest that the
NHSC experience has had an impact on practice patterns of alumni. On the
other hand, alumni who are practicing in non-HMSAs report practice charac-
teristics that appear very similar to non-alummni in those areas and which
are quite different from the practice characteristics of alumni in HMSAs.
Two possible explanations are evident for this finding:

l. Alumni who locate in non-HMSAs are different, in some
ways, from alumni who practice in HMSAs.

2. Alumni whc practice in HMSAs may be continuing in an
existing practice and, therefore, continue to have
practice characteristics which resemble NHSC practice.

Both these explanations may be accurate, though we have not had an oppor-
tunity to fully examine them. It does appear possible that much of the
difference in practice characteristics of all alumni and all non-alumni may

be explained by the difference in distribution by HMSA location between the
two groups.

e. Differences by Region

Table B.9 summarizes the differences in practice characteristics of
NHSC alumni and non-alumni by region of the country. The distribution of
alumni and non-alumni by region of the country differs to some extent:
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NHSC Alummni Non—-Alumni

North 9% 7%
Central 287% 40%
South 35% 33%
West 28% 197

Alumni are more heavily concentrated in the West, while non-alumni are
concentrated in the Central Region. To the extent that there are differ-
ences in practice characteristics of alumni and non-alumni, they may, in
part, reflect differences in regional distribution.

Dif ferences in practice patterns by region which are evident in
Table B.9 include:

o In the North, both groups of physicians report
substantial HMSA practice. However, in the Central
region, non-alumni report much lower percentage of HMSA
practice. Since non-alumni are disproportionately
concentrated in the Central region, this may contribute
to the substantial differential observed for this
variable.

o The use of NPs and PAs is much higher for both alumni
and non-alumni in the Central region, and is also higher
than average for alumni in the South.

0 Alumni in the North and West see more patients, on
average, per week than do non—alumni; however, non-
alumni in the South see more patients per week than do
alumni.

0 Alumni in all regions work slightly more hours per week
than do non-alumni; in the West this differential is
substantial.

0 In all regions, alumni are more likely to offer evening
hours to patients than are non-alumni. However, there
is not much difference, by region, in the proportion of
each group offering weekend office hours.

o In all areas, alumni report higher proportions of
Medicaid patients; this differential is greatest in the
South.

0o In all areas, alumni report that they accept assignment
approximately twice as frequently as do non-alumni; the
rate is highest for both groups in the North.
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o In the Central region, alumni and non-alumni differ much
more than other areas on use of sliding scale fee
schedules; in the West, non-alumni more frequently
report using sliding scales than do alumni.

While some regional differences exist, these do not appear sufficiently
large to account for most of the differences observed between alumni and
non-alumni, nationally.

f. Discussion

There are differences in the practice characteristics of NHSC
alumni and non-alumni. Alumni practice patterns include:

o higher proportions of HMSA patients

0o more Community Health Center and Migrant Health Center
practice

o greater use of nurse practitioners
0o more evening practice hours
o more Medicaid patients

o higher rates of acceptance of assignment for Medicare
claims

o more frequent use of sliding fee scales and discounts of
fees.

These differences, however, do not appear to be wholly attributable to the
NHSC experience. NHSC alumni are somewhat more likely to be in general and
family practice, are less frequently board certified, much more likely to
practice in an HMSA, and are underrepresented in the South and overrepre-
sented in the West, compared to non-alumni. These differences between the
tvo groups may explain a substantial portion of the practice characteris-
tics differences observed.

It is particularly interesting to note that NHSC alumni who do not
practice in HMSAs report practice characteristics that are not different
from those of non-alumni who do not practice in HMSAs. In contrast, NHSC
alumni in HMSAs so report practice characteristics which are different from
those of non-alumni in HMSAs. Evidently, for alumni who remain in HMSA
practice, some Corps effect appears to have influenced their subsequent
practice patterns.

111 148



1. Prectice Choracteristice of Private Practice Option Physicians

Although the PPO has been incressingly used by physictans, there
hes been 1ittle iInformetion svetiladle to date on the characteristics of

these poectices. In this section, data on PPO practice characteristice are
oummarised.

o, ice act tice of All PPOe

PMhysicians who repay their WHSC obligation through a PPO arrange-
seat choose among & number of different practice settings (Tadle B.10). In
out sample, this distridution fe:

Nusber Percent
All Settings 150 1002
Coammn ity Nealth Center 20 13
Nigrent Neslth Center ) k]
Solo Prectice 9 3
Partaerehip end Other
Croup Arrsngements 6) 42
Ocher Arrangementse 4 3

The majority of PPOs (81X) are in s0lo practice or in some type of group
practice arrangements. Only 16 percent sre practicing in CHC or MHC
settings and & percent are in other settings (e.g. State mental hospitale).

The practice characteristics reported by these PPOs differ, by
setting:

0 Of the 20 PPOs in QiCs, 25 percent report being the only
physician present.

o Of the 4 precticing in s Migrant Health Center, 2 also
provide services at & CHC.

o The wee of WPs and PAs 18 much higher in CHCs and MHCs;
solo prectice Pros report little use of these profes-
sionales.

o There 1s varistion in the overall nusber of petiente
seen per week from & lovw of 84 1in CHCs to & high of 101
in MNCs. Solo and group practice PPOs report only o
onal]l difference in patient loads.

o Nours of work reported by PPOs are msuch higher than
those of other practicing physicisns snd renge from &
low of 47 hours per week in “other” settinge to & high
of 63 hours per week in MECs.
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o PPOs in CHCe, MHCs, or "other" settings are more likely
to offer evening hours than are solo and
partnership/group arrangement physicians; however, PPOs
in partnership/group arrangement and in “other" settings
more frequently report weekend hours.

o Patients seen by PPOs in MHCs are most likely to have no
insurance coverage and PPOs in MHCs report the highest
rates of discounts to patients.

b. Differences by Specialty

In Tables B.1l - B.13, data are presented on practice characteris-

tice of PPOs by setting and by specialty. The distribution of PPOs by
specialty and setting in this sample is:

Setting Al GP/FP M PD
All 100.0% 79.0% 13.0% 8.0%
CHC 13.0 15.0 5.0 8.0
MHC 3.0 3.0 0.0 0.0
Solo 39.0 35.0 58.0 50.0
Partnership/Group

Arrangements 42.0 45.0 37.0 25.0
Other 3.0 2.0 0.0 17.0

Practice settings differ, to some extent, by specialty with GP/FP
physicians more frequently practicing in CHC/MHC settings and in
partnership/group arrangements. Internists and pediatricians, on the other
hand, more frequently choose solo practice.

Other than these differences in distribution by practice setting,
there are only minimal differences in practice characteristics of GP/FPs
vhen compared to all PPOs. Since nearly 80 percent of PPOs are GP/FP
phyeicians, this result is not surprising.

Internal medicine specialists and pediatricians do exhibit gome
differences in practice characteristics when compared to all PPO respon-
dents:

K

specialists

have smaller HMSA practices

use no NPs

see fewer patients

have more patients in hospitals
offer weekend hours less frequently
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== charge higher fees

-~ have fewer Medicaid patients

== have more Medicare patients

== discount their fees more frequently

0 Pediatrician PPOs

-- report 100% HMSA practice in all settings

~= use fewer PAs

-~ sgee fewer patients in CHC and solo practice settings

~-- offer evening and weekend hours more frequently

-~ sgee more Medicaid patients, particularly in solo
practice settings

Although these results are not contrary to any prior conceptions of differ-
ence in practice characteristics by specialty, only 19 internists and 12
pediatricians are in our sample and, thus, no conclusions can be drawn from
these data.

c. Differences by Board Certification Status

Of 150 PPO respondents, 71 (47%) are board certified (Tables B.l4
and B.15). Of these, 17 percent are in CHZs, 4 percent are in MHCs, 32
percent are in solo practice, and 46 percent are in partnership/group
arrangements. Thus, board certified physicians are somewhat more likely to
be in CHC/MHC settings and in partnership/group arrangements and are less
likely to be in solo practice. Board certified physicians, when compared
with non-board certified physicians, are not very different. They see a
few more patients per week, work slightly more hours, charge slightly
higher fees, see fewer Medicaid patients, and give discounts slightly less
often, on average. Overall, these differences are very small.

d. Differences by Region of the Country

PPOs in our sample are distributed by region as shown in Table

B.16:
Number ~ Percent
North 9 6%
Central 46 31z
South 64 43%
West 31 20%

Practice characteristics vary across region:
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o In the North, PPOs have

—-= higher percentages of HMSA patients

== are more likely to be in solo practice

== are much more likely to be in CHC/MHC settings

== wuse more NPs and PAs

-- see fewer patients

-- work fewer hours

-- have evening hours more frequently, but no weekend
hours

== see more Medicaid patients

-=- glve discounts more frequently

o PPOs in the Central region

== are most likely to be in a partnership/group
arrangement

== work slightly fewer than the average hours for all
PPOs

== are least likely to offer evening hours

-~ see more Medicare patients and fewer Medicaid
patients than the average for all PPOs

o0 PPOs in the South

== have fewest HMSA patients

== use fewer NPs and PAs than the average

== see slightly fewer patients, on average

== are more likely to offer evening and weekend hours
== see more Medicaid patients

o PPOs in the West

-— are disproportionately in solo practice

== see the most patients per week, on average
== charge the highest fees

—-= see the fewest Medicare and Medicaid patients

Although differences by region are observed, it 1s unclear what interpreta-
tion of these differences is appropriate, since no sdjustment for setting
or speclalty distribution has been made in this analysis.

e. Summary

The description of PPOs practices provides information which may be
of use in future NHSC placements. The results indicate that:

o The majority of PPOs are in solo and partnership/group
practice arrangements.
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PPOs see fewer patients, on average, than do NHSC alumni
and non-alumni, but report working more hours.

About 20 percent of patients seen in all settings are
Medicaid beneficiaries.

PPOs in MHCs see the largest number of patieats and work
the longest hours.

Nearly 80 percent of PPOs are GP/FP physicians; although
IM and PD physicians report differing practice
characteristics, they are a very small fraction of
respondents.

There is little difference between board certified and
non-board certified physicians in practice
characteristics.

Although regional differences in practice
characteristics are evident, it is unclear to what
extent these may be due to differences in distribution
of PPOs by setting and specialty.
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TABLE B.1

COMPARISON OF MEANS OF PRACTICE CHARACTERISTICS OF

NHSC AND NON-NHSC PHYSICIANS, ALL RESPONDENTS

NASC NON-NHSC

Charactaristice ALL MD's ALL MD's D0’y
YOTAL TURBER 217,00 202,00 700,00 409,00 91,00
PRACNUM 1,30 1,30 1,14 .14 1.15
PCTHMSA 18.94 77.15 48,12 48.66 44,51
S0L0 0.37 0,36 0.32 0.29 0.49

oup 0.26 0.26 0.38 0.41 0.19
COMMUN 0.2 0.26 0.05 0.05 0.06
NIGRANT 0.03 0,02 0.00 0.00 0.00
TINEPRAC 3.9 4,04 4,47 4,34 5.29
AGEPRAC 10.20 10.10 14,16 1%,31 13,15
FTEMDS 2.46 2.63 3.51 3.58 3.06
NPS 0,46 0.40 0.15 0.15 0.15
PAS 0.25 0,74 0.26 0,22 0.33
PATIENTS 101,13 99,71 105.40 103,26 119,81
NEWPATS 16,55 14,88 11,55 11,20 13.90
ACCEPT 0.99 0.99 0.99 0.99 0.99
HOSPATS 7.2 7.61 7.30 7.29 1.35
HRSHEEX 31.92 38.05 35,81 35.31 39.26
PTHRS 33.17 3.3 33.44 32,94 36.71
PERHOURS 4.39 4,12 4,80 4.1 5.01
TELPATS 6.65 6.44 7.60 7.78 6.3
NKSHORK 47,15 47.03 47.85 47.99 4.95
EVENING 0.30 0.31 0.15 0.16 0.15
WEEKEND 0.40 0.62 0.39 0.38 0.46
FEENEW 21.90 28.09 36,18 30.55 21,19
FEEFOFF 17,59 1.1 18.16 18.17 18.12
FEEHOSP 23.17 23,44 26,21 23.81 26.86
PCTBLUE 18,41 8.2 23.84 23.80 26,08
PCTPRIV 25.45 2,05 29,15 29,16 29,22
MEDICARE 29,85 30.30 30.59 29.91 35,01
NEDICAID 20,63 21,35 16,35 14,06 6.2
NOINS 26,75 23.74 22.99 22.59 25,52
ASSIGN 0.50 0,50 0.28 0.2 0.38
NEWMED 0.92 0.92 0.84 0.84 0.80
SLIDE 0.38 0.37 0.32 0.33 0.25
DISCT 13,47 14,18 9.77 9,75 9,92
COLLRAT 2.91 2.96 2.55 2.50 2.83
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TABLE B.2
COMPARISON OF MEANS OF PRACTICE CHARACTERISTICS OF
NHSC AND NON-NHSC PHYSICIANS, GENERAL AND FAMILY
PRACTICE PHYSICIANS ONLY

WHSC NON-NASC
Charactaristics ALL MD's ALL MD's DO's
TOTAL NUMBER 213,00 154,00 496,00 G11.00 85.00
PRACNUN 1.3 1.3 {.16 .17 1. 14
PCTHMSA 78.79 1.2 49. 36 50,57 43,53
S0L0 0.3 0.3 0.3 0.32 0.52
GROUP 0.2 0.23 0.3 0.41 0,15
CONMUN 0.25 0.25 0.05 0.05 0,06
MIGRANT 0.02 0.02 0.00 0.00 0.00
TINEPRAC 3.95 3.96 4,70 4,54 5.4
AGEPRAC 10,48 10.26 14,60 15,07 12,33
FTEMDS 2.10 2,23 2.91 2.99 2.50
NPS 0.52 0.46 0.11 0.12 0.05
PAS 0.23 0.20 0.21 0.22 0.21
PATIENTS 10626 106,40 114,50 12,73 123,13
NEWPATS 15.46 15.94 12,25 11,91 13.88
ACCEPT 0.99 0.99 0.99 0.99 0.99
HOSPATS 6.1 .19 6,85 6.87 6.13
HRSHEEK 38,48 38,62 36,92 36.26 40,29
PTHRS 34.62 34,29 34.07 33,65 36. 11
PERHOURS 4.5 6,22 4,98 4,95 5.11
TELPATS 6.5 6.25 7.61 7.85 6,66
WKSHORK 47.06 46,88 48,01 48, 12 47,45
EVENING 0.29 0.29 0.16 0.16 0.4
WEEKEND 0.40 0.42 0.42 0,41 0.46
FEENEN 25.37 26.40 26,70 24,50 25,67
FEEFOFF .2 17.51 17.5 17.46 18,01
FEEHOSP 22.36 22,57 23,33 22,70 26.36
PCTBLUE .75 17.42 23.38 23.42 23,21
PCTPRIV 2,23 21,39 29,06 29,01 29,30
MEDICARE 30.17 31.52 28.79 21.67 34,05
HEDICAID 20,16 20,27 15,01 14,72 16,36
NDINS 26.09 26,43 26,73 24,30 26.76
ASSIGN 0.56 0.5¢ 0.29 0.27 0.3
NEWMED 0.93 0.92 0.83 0.86 0.80
SLIDE 0.3 0.3 Py 0.33 0.2
DISCT 12,98 13.72 v 9,43 9.31
COLLRAT 2.89 2,93 2.55 2,50 2.18
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DLE B,3
COMPARISON OF MEANS 0F PRACTICE CHARACTERISTICS OF
NHSC AND NON-NHSC PHYSICIANS, INTERNAL MEDICINE
PHYSICIANS ONLY

NHSC NON=-NHSC
Charactaristics ALL HD's ALL MD's D0'y
TOTAL NUMBER 42.00 31,00 162.00 137,00 5.00
PRACNUM 1,26 1,23 1.09 1.08 1.40
PCTHMSA 1.3 12.58 51.06 51.09 50,00
S0L0 0.32 0.19 0.29 0.29 0.20
GROUP 0.3 0.48 0.38 0.37 0.60
COMMUN 0.26 0.26 0.04 0.04 0.00
NIGRANT 0.05 0.03 0.00 0.00 0.00
TIMEPRAC 4,04 4.46 5.70 3.74 2.55
AGEPRAC 10. 16 11.51 12.54 12.43 15.38
FTEMDS 4,48 5.56 .83 .71 8.20
HPS 0.36 0.31 0.23 0.20 1.00
PAS 0.33 0.39 0.33 0.27 2.00
PATIENTS 76.18 78.50 13,16 13.50 64.00
NEWPATS 10.41 9.61 9.61 9.61 15.00
ACCEPT 1,00 1,00 0.98 0.98 1,00
HOSPATS 9.93 9.67 8.53 8.16 18.40
HRSHEEX 34.69 35.19 31,53 31.88 22.00
PTHRS 30.33 30.26 31.23 30.66 46.80
PERHOURS 3.55 3.58 6.3 4,36 3.60
TELPATS 5.76 5.68 6.96 1.07 4.20
WKSWORK 4.2 47.29 47.3%7 47.68 37.25
EVENING 0.29 0.35 0.11 0.10 0.40
WEEKEND 0.20 0.23 0.23 0.23 0.20
FEENEW 44.58 40,32 51.15 50.97 56.00
FEEFOFF 19.31 19.07 21,06 21,13 18.60
FEEHOSP 26.19 21.50 26,36 2.25 29.00
PCTBLUE 20.16 22.64 25.86 25.13 29.00
PCTPRIV 19.89 20.69 29.28 29.19 31.60
MEDICARE 43.46 40.86 50.23 49.93 58.00
MEDICAID 14.50 16.50 10.82 10.73 13.40
NOINS 19.62 19.10 15.26 15,61 1.00
ASSIGN 0.45 0.45 0.28 0.27 0.60
NEWMED 0.88 0.93 0.86 0.84 0.80
SLIDE 0.43 0.45 0.35 0.35 0.50
DISCT 17.50 18.04 11.15 10,74 22.00
COLLRAT 3.05 3.10 2.5 2.49 3.80
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TABLE B.4
COMPARISON OF MEANS OF PRACTICE CHARACTERISTICS OF
NHSC AND NON-NHSC PHYSICIANS, PEDIATRICIANS ONLY

NHSC NON-NHSC
Characteristics ALL MD's ALL MD's D0's
FOTAL NUMBER 22,00 17.00 62.00 61.00 1,00
PRACNUN 1.27 1,35 1,13 1.13 1.00
PCTHNSA 83.33 86.31 31.45 30.33 100,00
S0L0 0.50 0.59 0.15 0,15 0.00
GROUP 0.27 0.18 0.48 0.48 1,00
COMMUN 0.27 0.29 0.08 0.08 0.00
NIGRANT 0.00 0,00 0.02 0.02 0.00
TIMEPRAC 3.94 3.93 4,34 6,34 4,33
AGEPRAC 1.61 6.29 14,31 13.40 70,00
FTEMDS 2.07 0.85 5.29 5.00 23.00
NPS 0.05 0.06 0.23 0.17 4,00
PAS 0.27 0.29 0.20 0.17 2.00
PATIENTS 96.66 93.29 106.82 106.61 120.00
NEWPATS 13.42 14,53 10,56 10.57 10,00
ACCEPT 1,00 1,00 1,00 1.00 1,00
HOSPATS 1.45 . 8.15 $.20 5.00
HRSHEEK 8.1 38,12 36.74 36.69 40,00
PTHRS 32.14 30.76 33.42 33.34 38.00
PERHOURS 4,36 6.24 4,55 4,56 4.00
TELPATS 9.50 9.4 8.97 8.95 10.00
HKSWORK 47.95 47.88 6.1 41.75 45.00
EVENING 0.45 0.41 0.23 0.23 0.00
HEEKEND 0.82 0.82 0.52 0.53 0.00
FEENEW 25.24 23,75 26,09 25.39 65.00
FEEFOFF 17.76 17,13 i6.40 16,25 25.00
FEEHOSP 25.42 24.07 26.22 25.69 55.00
PCTBLUE 21.00 17.33 23.02 22.16 70.00
PCTPRIV 28.45 23.93 29.57 29.93 10.00
MEDICARE 0.10 0.13 1,15 1,16 0.00
MEDICAID 37.70 40.56 17.06 17.02 20.00
NOINS 22.62 26.56 26.10 26.21 20,00
ASSIGN 0.16 0.19 0.21 0.22 0.00
NEWMED 0.86 0.88 0.88 0.88 1,00
SLIDE 0.26 0.27 0.29 0.29 0.00
DISCT 10.05 10,87 9,63 9.60 0.00
COLLRAT 2.90 3.00 2.57 2.58 2.00
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TABLE B.5
COMPARISON OF MEANS OF PRACTICE CHARACTERISTICS OF
NHSC AND NON-NHSC PHYSICIANS, BOARD CERTIFIED
PHYSICIANS ONLY

NRSC NON-NHSC
Charactaristics ALL MD's ALL MD's D0's
TOTAL NUNBER 184,00 120,00 523.00 509,00 16,00
PRACNUM 1,33 1,33 1.14 1,14 1.07
PCTHMSA 19.47 16.53 46,75 46,76 46.43
S0LO 0.3 0.30 0.27 0.26 0.43
GROUP 0.32 0.33 0.45 0.45 0.3
COMMUN 0.26 0.28 0.05 0.05 0.00
MIGRANT 0.04 0.03 0.01 0.01 0.00
TIMEPRAC 3.76 3.92 .19 6,19 .15
AGEPRAC 10,74 10,80 14,70 16.65 16,42
FTEMDS .97 3.25 3.97 3.88 1.9
NPS 0.44 0.55 0.17 0.15 0.75
PAS 0.27 0.26 0.27 0.25 1,18
PATIENTS 9 .06 96.82 103.09 103.42 91,16
NEWPATS 1.3 10.69 11,164 11.04 16.71
ACCEPT 0.99 0.98 0.99 0.99 1.00
HOSPATS 8.02 8.44 1.40 1.3 10.50
HRSWEEK 36.79 36.88 35.21 35,33 33.07
PTHRS 32.49 .07 52.87 32,73 37.86
PERHOURS 4,20 4,22 4.17 4,78 4.43
TELPATS 6.93 6.1 71.82 1.87 6,07
HKSHORK 46.95 46,58 47.80 47.96 41,69
EVENING 0.3 0.32 0.16 0.16 0.21
HEEKEND 0.44 0.44 0.39 0.39 0.36
FEENEW 28.85 29.15 30.66 30.51 35.86
FEEFOFF 17.92 17.84 18.12 18,15 17.00
FEEHOSP 24,21 24.85 3.8 23.69 28.15
PCTBLUE 18.57 19.14 24,09 26.02 26.29
PCTPRIV 26.04 25.57 28.53 28.55 21.86
MEDICARE 29.65 30.82 29,29 29,14 34.50
MEDICAID 20.96 22.15 13.79 13.75 15.00
NOINS 25.00 23.93 23,01 23.00 23.3
ASSIGN 0.47 0.47 0.26 0.25 0.50
NEWMED 0.91 0.92 0.85 0.85 0.79
SLIDE 0.3 0.3% 0.3 0.31 0.25
DISCT 16,10 14,63 9.79 9.57 17.43
COLLRAT 2.9 2.92 2.49 2.48 2.86
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TABLE B.6
COMPARISON OF MEANS OF PRACTICE CHARACTERISTICS OF
NHSC AND NON-NHSC PHYSICIANS, NON-BOARD CERTIFIED
PHYSICIANS ONLY

NHSC NON-NHSC
Charactaristics ALL MD's ALL MD's D0's
TOTAL NUMBER 111,00 80,00 173.00 97.00 16,00
PRACNUM 1,26 1,26 1,16 1,15 1,16
PCTHMSA 1.78 17.50 52.50 59.11 44,08
SoLo 0.45 0.46 0.497 0.45 0.50
GROUP 0.18 0,18 0.19 0.22 0.16
COMMUN 0.25 0.24 0.06 0.05 0.07
MIGRANT 0.01 0.01 0.00 0.00 0.00
TIMEPRAC 4,26 4,16 5.33 5.21 5.48
AGEPRAC 9.47 9,14 12.80 12.93 12,61
FTEMDS 1,75 1,76 .15 2.06 .26
NPS 0.50 0.21 0.08 0.4 0,03
PAS 0.20 0.20 0.14 0.12 0.17
PATIENTS 108,71 104,25 112.69 103,62 124,43
NEWPATS 19,36 21,42 12.83 12,22 13.59
ACCEPT 1,00 1,00 0.99 0.99 0.99
HOSPATS 6.11 6.36 6.80 1.06 6.47
HRSHEEK 39.75 40.03 3.33 35.38 39,88
PTHRS 35.86 35.60 35.05 34,25 3.07
PERHOURS 4,67 3.9 4.89 4,72 5.11
TELPATS 6.24 5.91 6.92 1.3 6.38
HKSHORK 47,46 47.72 47.99 48.13 47,81
EVENING 0.30 0.30 0.13 0.14 0.13
HEEKEND 0.36 0.41 0.39 0.34 0.45
FEENEW 26.58 26.59 28.62 30.45 26.3%9
FEEFOFF 17,141 17,50 18,22 18,11 18,36
FEEHOSP 21,70 2.3 25.26 24.05 26,64
PCTBLUE 18,13 16.89 23.01 22.44 23.64
PCTPRIV 24.61 26,89 30.26 31,57 28.85
MEDICARE 29.87 29,09 36.04 33.44 .n
MEDICAID 19.87 19.78 15.96 16.03 15,88
NOINS 24,41 23,49 23,15 20.53 26,17
ASSIGN 0.53 0.54 0.33 0.32 0.35
NEWMED 0.94 0.92 0.80 0.80 0.80
SLIDE 0.40 0.43 0.35 0.4 0.26
DISCT 12,65 13,69 9.1 10.69 8.50
COLLRAT 2.9 3.01 272 2.64 .81
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TABLE 8.7
COMPARISON OF MEANS OF PRACTICE CHARACTERISTICS OF
NHSC AND NON-NHSC PHYSICIANS, HMSA LOCATIONS ONLY

NH3C NON-NHSC
Characteristics AL WO's i 'y Di's
TOTAL NUMBER 116.00 85.00 118.00 101.00 17,00
PRACNUM 1,28 1,29 1. 14 1,16 1,12
PCTHMSA 96.98 98.24 97.03 97.03 97.06
SOLO 0.45 0.645 0.49 0.48 0.5
GROUP 0.20 0.19 0.19 0.2 0.06
COMMUN 0.29 0,32 0.06 0.06 0.06
NIGRANT 0.05 0.05 0.01 0.01 0.00
TIMEPRAC 4,45 4,49 4.58 4,44 5.39
AGEPRAC 8.28 1.74 10, 44 9.79 14,56
FTENDS 1,98 2.26 1,85 1,45 §.21
NPS 0. 56 0.32 0.08 0.08 0.06
PAS 0.30 0.33 0.12 0.13 0.12
PATIENTS 101,00 97.87 115.74 110,89 164.53
NEWPATS 12,33 13.04 14,65 14.45 15.76
ACCEPT 0.99 0.99 0.99 0.99 1,00
HOSPATS 1.52 8.27 1.2 1.3 6.1
HRSWEEK 37.23 8.19 37.29 37.10 38.50
PTHRS 33,63 53,94 35.14 36,91 36.47
PERHOURS 4.75 6. 18 6.91 “N 6.06
TELPATS 6.05 593 6.70 1.12 6.26
WKSHORK 67,87 47,56 47.70 68.21 644,56
EVENING 0.30 0.3¢ 0.23 0.23 0.2
NEEKEND 0.61 0.46 0.%7 0.35 0.47
FEENEN 26,84 24,15 21.61 26.27 35.47
FEEFOFF 16.57 16.49 18,03 17.14 23.29
FEEHOSP 21.51 21,70 24.32 22.43 36.94
PCTBLUE 15.17 14.75 19,52 19.80 17.80
PCTPRIV 22.93 23.642 28.83 28.61 30.13
MEDICARE 30,13 29.68 31,98 31,58 364.50
MEDICAID 2. 22.87 17.68 17.15 21.00
NOINS 26.09 25.57 24.643 26.85 21.80
ASSIGN 0.60 0.60 0.36 0.36 0.38
NEWMED 0.92 0.90 0.88 0.87 0.94
SLIDE 0.4 0.47 0.5 0.%9 0.27
DISCT 15.48 17.40 12,39 12,79 10,12
COLLRAT I 3.19 2.84 2.86 2.8

“¥Physicians located in part-HMoAs whers excluded from the analysis,
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TABLE D.8
COMPARISON OF MEANS OF PRACTICE CHARACTERISTICS OF
NHSC AND NON-NHSC PHYSICIANS, RURAL NON~HMSA LOCATIONS ONLY

WHSC NON-NHSC
Charactaristics ALL MD's ALl MD's 00'y
TOTAL NUNBER 50,00 45,00 360.00 309,00 5.00
PRACNUM 1,30 1,29 1,12 1,12 1.14
PCTHMSA 5.95 5.56 1.57 1,35 2.94
50L0 0.30 0.24 0.30 0.25 0.55
GROUP 0.34 0.38 0.42 0.46 0.16
COMMUN 0.09 0.09 0.05 0.05 0.06
MIGRANT 0.00 0.00 .01 0.01 0.00
TIMEPRAC 3.18 3.22 4.60 4.45 5.49
AGEPRAC 11.15 12,86 16,44 14,85 11,9
FTEMDS 2.43 2.62 3.864 4,15 1,90
NPS 0,10 0,09 0.13 0.14 0,05
PAS 0.17 0.19 0,25 0.27 0.11
PATIENTS 104,78 103,48 107,99 106,46 117,56
NEWPATS 20.26 20.14 11,53 11,34 12,11
ACCEPT 0.98 0.98 0.99 0.99 0.98
HOSPATS 8.25 8,22 1.9 1.9 1,90
HRSWEEK 41,86 41,13 36.15 35.70 38.84¢
PTHRS 35.52 364.89 33.65 3311 36,86
PERHOURS 4.2 4.27 4,86 4.86 4.80
TELPATS 6.63 6.44 1.9 8,03 1.20
WKSHORK 47.564 47.40 48,32 48.14 49,42
EVENING 0.24 0.27 0.14 0.14 0.12
NEEKEND 0.55 0,59 0.40 0.39 0.47
FEENEW 30.51 3.3 30.79 52.0 23.62
FEEFOFF 1. 19.08 17.95 18,18 16.60
FEEHOSP .5 24,72 26.22 26.36 23.43
PCTBLUE 5.8 22.05 26,22 26,25 24,08
PCTPRIV 27.46 28.05 30,06 30.36 8.3
MEDICARE 29.94 29.88 28.83 27.89 34.32
MEDICAID 16.46 16,79 12,74 12,57 13.72
NOINS 20,18 20,33 23.59 22.56 29.38
ASSIGN 0.27 0.32 0.27 0.26 0.32
NEWMED 0.89 0.90 0.80 0.81 0.73
SLIDE 0.30 0,30 0.29 0.30 0.17
DISCT 10.84 11,1 9,19 9.00 10.28
COLLRAT 2.65 2.67 2.47 2.41 .83
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TABLE B8.10
COMPARISON OF MEANS OF PRACTICE CHARACTERISTICS OF
RECENT PPO PHYSICIANS

COMMUNITY HIGRANT PARTNERSHIP/
ALL HEALTH HEALTH S0LO GROUP
Character!stics SETTINGS CENTER CENTER  PRACTICE  ARRANGEMENTS OTHER
TOTAL N 150.00 20,00 4,00 59.00 63.00 4,00
PRACNUM 1.23 1.50 1,25 1,10 1.2 1.25
PCTHMSA 93,00 97.50 100.00 95.76 89.68 15.00
S0L0 0.43 0.25 0.00 1.00 0.00 0.00
GROUP 0.53 0.70 0.75 0.00 1.00 0.00
COMMUN 0.15 1,00 0.50 0.00 0.00 0.00
MIGRANT 0.03 0.00 1.00 0.00 0.00 0.00
TIMEPRAC .12 1.63 2.50 2.20 2.2 1,46
AGEPRAC 8.60 9.99 5.9 4.1 12,14 6.17
FTEMDS 1.3 .1 2.63 0.53 1.90 2.00
NPS 0.07 0.22 0.25 0.0 0.06 0.00
PAS 0.22 0.47 0.75 0.07 0.24 0.25
PATIENTS 93.79 83.55 101.25 97.97 92.43 98.33
NENPATS 13,33 11.00 10,25 14.56 13.08 13.33
ACCEPT 1.00 1.00 1.00 1.00 1.00 1.00
HOSPATS 5.97 4.15 6.67 5.83 6.84 3.00
PTHRS 52.10 48.50 65.00 54.02 51.12 47.00
N PERHOURS 4,14 3.63 4,33 4.1 4.46 2.25
o TELPATS 6.68 6.30 6.67 6.86 6.55 §.00
EVENING 0.27 0.40 0.35 0.29 0.18 0.75
WEEKEND 0.3 0.30 0.33 0.24 0.48 0.75
FEENEW ¢5.97 25,15 22.00 21.94 2.82 20.00
FEEFOFF 16.47 16.30 16.50 16.56 16.77 9.6
FEEHOSP 22,25 20.63 17.50 23.64 Q.17 10.33
PCTBLUE 18.79 23.59 1.50 16.85 20,13 1.33
PCTPRIV 24.47 20.06 §.67 a7.43 23.17 36.3)
MEDICARE I 29.42 18.15 30.83 34.66 20.00
MEDICAID 20.32 22.84 19,50 19.51 19.98 28.33
NOINS 23.12 20,44 39.33 21,59 23.92 34.67
DISCT 14.06 14.84 43,75 14,55 10.76 30.00
COLLRAT 3.05 2.95 3.33 3.09 3.00 3.67
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TABLE B.11
COMPARTSON OF MEANS OF PRACTICE CHARACTERISTICS OF
RECENT PPOS, GENERAL AND FAMILY PRACTICE PHYSICIANS ONLY

COMMUNITY MIGRANT PARTNERSHIP/
ALL HEALTH HEALTH SoL0 GROUP
Charactaristics SETTINGS CENTER CENTER PRACTICE  ARRANGEMENTS OTHER
TOTAL NUMBER 119.00 18.60 4,00 42,00 53.00 2.00
PRACNUM 1,24 1,44 1.25 1.07 1.28 1.50
PCTHMSA 93.28 97.22 100.00 95.26 91,51 50.00
50L0 0.39 0.22 0.00 1.00 0.00 0.00
GROUP 0.58 0.72 0.75 0.00 1.00 0.00
COMMUN 0.17 1.00 0.50 0.00 0.00 0.00
MIGRANT 0.03 0.00 1.00 0.00 0.00 0.00
TIHEPRAC 2.12 1.57 2.50 2.14 2.30 1,33
AGEPRAC 9.26 10.69 5.94 5.39 12,12 10,00
FTEMDS 1,45 1.69 2,63 0.70 1.80 3.00
NPS 0.08 0.25 0.25 0.04 0.06 0,00
PAS 0.23 0.47 0.75 0.07 0.23 0.00
PATIENTS 98.08 87.28 101,25 108.29 94.42 45.00
NEHPATS 14.06 10,65 10.25 15,88 13,44 25.00
ACCEPT 1,00 1.00 1.00 1.00 1.00 1,00
N HOSPATS 5.49 4,39 6.67 5.62 5.90 0.00
N PTHRS 52.60 48.61 65.00 53.13 51,50 74.00
PERHOURS 6,18 3.59 4.33 4,38 4,33 1.50
TELPATS 6.32 6.17 6.67 6.3 6.50 2.50
EVENING 0.26 0.39 0.33 0.29 0.17 1,00
WEEKEND 0.3 0.33 0.33 0.24 0.47 1.00
FEENEW 23.32 25.61 22.00 23,44 22.92 0.00
FEEFOPF 15.72 16,28 16.50 15.45 16.02 0.00
FEEHOSP 1.1 22.50 17.50 23.67 20.56 0.00
PCTBLUE 17.94 26,73 7.50 15.70 18,26 10,00
PCTPRIV 22.35 18,40 8.67 26.42 21,34 10.00
MEDICARE 3,16 32.29 18,75 29.21 33,564 20.00
MEDICAID 20.75 24,06 19,50 18.02 21,68 35.00
NOINS 26.54 20.50 39.33 3.2 25.98 25.00
DISCT 13.34 15.12 43,75 13,50 10.04 20.00
COLLRAT 3.00 3.00 3.33 3.02 2.96 3.00
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TABLE B.12

COMPARISON OF MEANS OF PRACTICE CHARACTERISTICS OF
RECENT PPOS, INTERNAL MEDICINE PHYSICIANS ONLY

COMMUNITY MIGRANT PARTNERSHIP/
ALL HEALTH HEALTH S0L0 GROUP
Characteristics SETTINGS CENTER CENTER ~ PRACTICE  ARRANGEMENTS OTHER
TOTAL NUMBER 19.00 1.00 X 11.00 7.00 X
PRACNUM 1.16 1.60 1.2 1.00
PCTHMSA 86.84 100.00 95.45 11.43
S0L0 0.03 1,00 1,00 0.00
GROUP 0.5 0.0 0.00 1.00
COMMUN 0.05 1.09 0.00 0.00
MIGRANT 0.00 0.70 0.00 0.00
TIHEPRAC 1.99 375 2.19 1.49
AGEPRAC 1.30 3.25 5.5 16,05
FTEMDS 1,00 0.00 0.09 2.57
NP 0.00 00 0.00 0.00
PAS 0.26 100 0.09 0.43
PATIENTS 12.31 80.00 11.45 2.
NEWPATS 10.50 5.00 10.64 "1
ACCEPT 1.00 *.00 1,00 1.00
HOSPATS 9.95 0.00 1.55 15,14
PTHRS 52.89 50 00 54,64 50.17
PERHOURS 4.21 4.00 3.36 5.51
TELPATS 1.16 10,00 1.82 5.1
EVENING 0.28 1,00 0.27 0.17
HEEKEND 0.28 9.00 0.27 0.33
FEENEH 42,42 .00 46.91 38.14
FEEFOFF 20,58 18.00 20.18 21.57
FEEHOSP 23.83 0.00 21,90 30.00
PCTBLUE 26.59 5.00 23.00 34,29
PCTPRIV 32,33 2560 37.90 25.43
MEDICARE 50,63 10,00 55.36 52,14
HEDICAID 13.89 0.6 18.55 8.57
NOINS 16,24 20.00 13,60 14,33
DISCT 18.50 15.00 18.91 18,33
COLLRAT 3.06 1.00 3.20 .
% NO RESPONDENTS IN THIS CATEGORY
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TABLE B.13
COMPARISON OF MEANS OF PRACTICE CHARACTERISTICS OF
RECENT FPOS, PEDIATRICIANS ONLY

COMMUNITY MIGRANT PARTNERSHIP/
ALL HEALTH HEALTH 50L0 GROUP

Charactaristics SETTINGS CENTER CENTER ~ PRACTICE  ARRANGEMENTS OTHER
TOTAL NUMBER 12,00 1.00 X §.00 3,00 2,00
PRACNUM 1,33 3.00 1.00 1,67 1.00
PCTHMSA 100.00 100.00 100,00 100,00 100,00
S0L0 0.50 0.00 .00 0.00 0.00
GROUP 0.33 .00 0.00 1,00 0,00
COMMUN 0.08 1,00 0.00 0.00 0.00
MIGRANT 0,00 0.00 0.00 0.00 0.00
TIMEPRAC 2.2 117 2.67 2.25 1,58
AGEPRAC 4,22 4.00 2.42 7.86 4.25
FTEMDS 1,21 5.00 0.17 2.1 1,00
NPS 0.08 0,00 0.00 0.33 0,00
PAS 0.08 0.00 0,00 0.00 0,50
PATIENTS 85.50 20.00 74.33 103,33 125,00
NEWPATS 10,67 §.00 12.33 11,00 7.50
ACCEPT 1,00 .00 1,00 1,00 1,00
HOSPATS 433 4.00 417 3.67 6,00
- PTHRS 4. 17 45,00 56,83 46.67 20,00
N PERHOURS 3.55 4,00 3.60 3.67 3,00
© TELPATS 9.50 5.00 ¢.00 9.33 13,50
EVENING 0.33 0,00 0.33 0,33 0,50
HEEKEND 0.42 0,00 0.17 {,00 0,50
FEENEMW 26.92 19,00 23.67 26.00 30,00
FEEFOPF 16.92 5,00 7,33 8,33 164,50,
FEEHOSP 26,67 15,00 26.33 30.67 15,50
PCTBLUE 15,18 25,00 15.00 8,33 6.00
PCTPRIV 32.00 40,00 16,67 48.33 49,50
MEDICARE 7.08 0.00 0.83 13,33 20.00
HEDICAID 26.25 25.00 31,67 16.67 25,00
NOINS 22,13 20,00 25.00 8.67 39.50
DISCT 14,20 10.00 13,80 7.6 40,00
COLLRAT 3.50 4.00 3.33 3.33 4.00

¥ NO RESPONDENTS IN THIS CATEGORY
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TABLE B.14
COMPARISON OF MEANS OF PRACTICE CHARACTERISTICS OF
RECENT PPOS, BOARD CERTIFIED PHYSICIANS ONLY

COMMUNITY MIGRANT PARTNERSHIP/

ALL HEALTH HEALTH S0L0 GROUP
Charactaristics SETTINGS CENTER CENTER  PRACTICE  ARRANGEMENTS  OTHER
OTAT NUMBER 71,00 12,00 300 23,00 33.00 X
PRACNUM 1,30 1,58 1,33 1,09 1,33
PCTHMSA 95,77 100,00 100,00 95.65 93,9
50L0 0.37 0.25 0.00 1,00 0.00
GROUP 0.61 0.67 0.67 0.00 1,00
COMMUN 0.20 1,00 0.67 0.00 0.00
MIGRANT 0.04 0.00 1,00 0.00 0.00
TIMEPRAC 2,25 1,62 2.58 2.53 2.25
AGEPRAC 9,58 6,19 7.08 5.31 14,01
FTEMDS 1.73 1,83 347 0.89 2,14
NPS 0.06 0.21 0.00 0.00 0.06
PAS 0.32 0’ 1.00 0.09 0.30
PATIENTS 95.77 82,50 93,33 103.00 95,79
NEWPATS 12,88 10.00 7.00 16,87 1,61
ACCEPT 1,00 1,00 1,00 1,00 1,00
- HOSPATS 6.39 3.67 7.00 6,13 7.52
s PTHRS 53.51 49,50 60.00 55,59 53,16
PERHOURS 6,28 3.58 5.00 4,05 4.8
TELPATS 6.89 6.67 5,00 7.35 6.76
EVENING 0.23 0.42 0.50 0.30 0,09
WEEKEND 0.34 0.33 0.00 0.30 0.39
FEENEN 21,74 27.00 22.00 30.95 26.03
FEEFOFF 7.5 16,67 15,00 17,45 7,18
FEEHOSP 23.00 23.67 15,00 23.38 22,82
PCTBLUE 20,97 23.40 7.50 20,89 21,09
PCTPRIV 23.48 21.70 6.00 2.15 23.09
MEDICARE 30.00 26,50 23.33 30.70 31,39
MEDICAID 16,27 22.42 20.00 12,00 16,67
NOINS 21,17 2.2 21.50 17.85 22,52
DISCT 12.32 16.83 38.33 3.18 1,03
COLLRAT 2.82 2.83 3.00 2.95 2.12
% NO RESPONDENTS IN THIS CATEGORY
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TABLE B.15
COMPARISON OF MEANS OF PRACTICE CHARACTERISTICS OF
RECENT PPOS, NON-BOARD CERTIFIED PHYSICIANS ONLY

CUMMUNITY MIGRANT PARTNERSHIP/
ALL HEALTH HEALTH S0L0 GROUP
Charactaristics SETTINGS CENTER CENTER  PRACTICE  ARRANGEMENTS OTHER
TOTAL NUMBER 79.00 8.00 1.00 36.00 30,00 - 4,00
PRACNUN 1,18 1.38 1.00 1.1 1,20 1.25
PCTHMSA 90.51 93.75 100,00 95.83 85,00 75.00
S0L0 0.48 0.25 0.00 1.00 0.00 0.00
GROUP 0.47 0.75 1.00 0.00 1.00 0.00
COMMUN 0.10 1.00 0.00 0.00 0.00 0.00
MIGRANT 0.0 0.00 1.00 0.00 0.00 0.00
TIMEPRAC 2.0 1,66 2.25 1.99 .16 1,46
AGEPRAC 1.69 15,68 2.50 4,33 10,00 6.17
FTEMDS 1.05 1.69 1.00 0.29 1,65 2.00
NPS 0.08 0.25 1.00 0.04 0.07 0.00
PAS 0.13 0.25 0.00 0.06 0.1 0.25
PATIENTS 91.97 85.13 125.00 94.75 88.73 98.33
NEWPATS 13,75 1.1 20.00 13,06 19,71 13.33
ACCEPT 1.00 1,00 1.00 1.00 1.00 1.00
- HOSPATS 5.59 4.88 6.00 5.64 6.07 3,00
W PTHRS 50.87 47.00 15.00 53.06 48.86 47.00
o PERHOURS 4.01 S 5.00 6,15 4.21 2.25
TELPATS 6.50 5.75 10,00 6.56 6.31 8.00
EVENING 0.3 0.38 0.00 0.28 0.28 0.75
HEEKEND 0.38 0.25 1.00 0.19 0.59 0.75
FEENEW 24.39 22.38 22,00 26.06 23,39 20.00
FEEFOFF 15,85 15,75 18,00 16.00 16,29 9.6
FEEHOSP 21,58 16.71 20,00 2319 21,37 10.33
PCTBLUE 16.97 23.86 14,83 19,04 1.33
PCTPRIV 25,32 7.1 14,00 27.81 23,25 36.33
MEDICARE 3.5 34,43 5.00 30.92 38,38 20.00
MEDICALD 24,05 23,57 18.00 24.31 23,63 28.33
NOINS 24,82 17,51 63.00 2319 25,46 3.67
DISCY 15,70 11,43 60.00 18.44 10,44 30.00
COLLRAY 3.2 3.3 4.00 $.17 $.31 3.6
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V. SUMMARY

A, OVERVIEW OF THE ANALYSIS OF PHYSICLANS' LOCATION DE"ISIONS
AND PRACTICE PATTERNS

The mission of the National Health Service Corps program is to
improve the delivery of health services in HMSAs by the appropriate
placement of health professionals and heslth resources. The purpose of
this portion of the study was to evaluate the retention of NHSC alumni in
Health Manpower Shortage Areas, to document the distribution of NHSC
alumni, Private Practlce Option (PPO) physicians, and non-NHSC physicians
in rural sreas, and to examine the practice patterns (e.g. use of auxiliary
personnal, fee structures, patient characteristics) of NHSC alumni, non-
alumni, end recent PPOs,

B. INDIVIDUAL PHYSICIANS' LOCATION CHOICES: SUMMARY AND PINDINGS

Using data obtained through a survey of 1974 - 1978 graduates of
allopathic and osteopathic schools of medicine who were located in rural
areas and were practicing as primary care physicians, the factors which
influenced their choice of location were examined descriptively and using
sultivariate techniques. Specific analytic emphases included:

o descriptive analysis of personal and professional
characteristics of young physicians associated with
location choice patterns

o analysis of t.ie stated preferences of young physicians
and associated location choices

o examination of the effect of prior contacts with rural
areas in the location choice

0 wmultivariate analysis of factors which influenced
decisions

== to locate in urbsn, rather than rural, areas,

== to locate in HMSA rather than non-HMSA areas; and

~= for NHSC slumni, to locate in the NHSC site to which
they were assigned or to choose another location.

Results of the descriptive analyses indicate that NHSC alumni and
non-aluani are different in several ways:

o MNHSC alumni and PPOs report substantially fewer prior
contacts with rural areas than do non-alumni;
osteopathic physicians report the highest number of
prior contact events.
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0 Alumni are more likely to be female than non-alumni;
osteopathic physicians are much less likely to be
female.

o Alumni, PPOs, and osteopathic physicians are
overwhelmingly U.S. natives; nearly 2 percent of M.D.
non-alumni are foreign-born.

0 While a high proportion (14%) of alumni are non-white;
only 4.67X of PPOs are non-white ard only 1.43% of non-
alumni are nonwhite,

o Non-alumni are more likely to be married than are
alumni; PPOs are least likely to be married.

o Differences by specialty are substantial

== the combined general/family practice specialties
account for between 66 percent and 87 percent of all
physicians in the study, by group.

== 20 percent of non-alumni and 15 percent of alumni
are internists; both groups have between 8 and 9
percent pediatricians,

o Non-alumni are overwhelmingly (91%) board certified or
board eligible compared with 72 percent of alumni, and
63 percent of PPOs; only 57 percent of D.0.s are board-
certified or board eligible.

When these characteristics are compared for NHSC alummi and non-alumni, by
location of practice in HMSA and non-HMSA counties, a distinct pattern
emerges:

0 NHSC alumni who locate in non-HMSiAs tend to be more
similar to non-alumni than to NHSC alumni in HMSAs;
specifically, they have more prior contact events, are
more likely to be male, are more often foreign born, are
less often non-white, less likely to be in GP/FP
practice, and somewhat more likely to be board certified
and board eligible

o Non-alumni in HMSAs, on the other hand, tend to be

slightly more similar to alumni than are non-alumni in
non-HMSA practice,

While examination of professional and personal characteristics by type of
physician and locatiorn of practice reveal that therr remain substantial
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differences between alumni and non-alumni characteristics the fact that
there is some convergence of characteristics within locations suggests that

there is a relationship between these characteristics and choice of a HMSA
or non-HMSA location.

The examination of the factors which young physicians indicate
influenced th-ir location choices suggests

0 Young physicians apparently make a location decision
two stages: a set of criteria are used to select a
group of communities which are acceptable, then specific
factors are examined to select from among this set.

o PPOs indicate a stronger influence of economic factors
than do other physicians in choosing a location; but
seem to go through a less thorough decision process.

0o NHSC alumni who locate in nonHMSAs express pref.rences
which are quite Jifferent from those of alumni who
locate in HMSAs.

Results of the initial multivariate analysis of individual
physicians' location choices suggest that

(1) Satisfaction with the NHSC experienre has a positive
effect on the probability of locating in a rural area.

(2) The NHSC experience has a positive effect on the
probability that a physician will locate _n a HMSA.

(3) Early rural prior contact events, unrelated to
prcfessional =2xperience, appear to influence young
physicians to choose nonHMSA locations -- perhaps
because they locate in the specific rural area where
they were born and/or reared.

(4) Other perscnal and professional characteristics of
physicians appear to have little or no relationship to
the location choices examined.

When factors which physicians indicated were influential on their location
thoices were included in the HMSA-non-HMSA choice model, results were
considerably stronger. Factors which were positively associated with HMSA
location choice were:
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o NHSC service
o GF/FP specialization

o preferences to locate in a specific community with high
medical need

o preferences for an opportunity to wusrk with a specific
institution

Factors which were negatively associated with HMSA choices were:

o preferences for particular area features of specific
communities

o preference for group practice or partnership
arrangements

o preference for having a hospital and facilities
available

Results of the full multivariate analysis of the HMSA-non-HMSA location
choice were, in general, consistent with our prior expectations.

C. ANALYSIS OF YOUNG PHYSICIANS' PRACTICE PATTERNS: SUMMARY AND FINDINGS

The focus of this study area was to determine whether the practice
patterns of NHSC alumni are different from, or similar to, the practice
patterns of young physicians who did not serve in the NHSC. In addition,
the practice characteristics of Private Practice Option physicians while
fulfilling their NHSC obligation in 1984-85 were examined. Data for this
analysis were obtained through the survey of young physicians conducted
between October 1984 and January 1985.

Results of the comparison of practice patterns indicate that there
are differences between NHSC alumni and non-alumni. Alumni practice
patterns include:

o higher proportions of HMSA patients

0 more Community Health Center and Migrant Health Center
practice

o greater use of nurse practitioners
0 more evening practice hours
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0o more Medicaid patients

o higher rates of acceptance of assignment for Medicare
claims

o wmore frequent use of sliding fee scales and discounts Jf
fees.

These differences. however, do not appear to be wholly attributable to the
NHSC experience. NHSC alumni are somewhat more likely to be in general and
family practice. are less frequently board certified, much more likely to
practice in an HMSA, and are underrepresented in the South and overrepre-
sented in the West, compared to non-alumni. These differences between the
two groups may explain a substantial portion of the practice characteris-
tics differences observed.

Physicians who practice in non-HMSAs exhibit similar practice
patterns whether or not they served in the NHSC. However, differences are
observed in the practice patterns of alumni and non-alumni who practice in
HMSAs. Evidently, for alumni who remain in HMSA practice, some Corps
effect appears to have influenced their subsequent practice patterns,

When the practice patterns of PPOs are examined, the findings
indicate that:

o The majority of PPOs are in solo and partnership/group
practice arrangements.

o PPOs see fewer patients, on average, than do NHSC alumni
and non-alumni, but report working more hours.

0 About 20 percent of patients seen in all settings are
Medicaid beneficiaries.

o PPOs in MHCs see the largest number of patients and work
the longest hours.

o Nearly 80 percent of PPOs are GP/FP physicians; altbough
IM and PD physicians report differing practice charac-
teristics, they are a very small fraction of respondents.

o Thers is little difference between board certified and
non-board certified physicians in practice character-
istics.

o Although regional differences in practice character-
istics are evident, it 1s unclear to what extent these
may be due to differences in distribution of PPOs by
setting and specialty.
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D. LIMITATICNS OF THIS EVALUATION

Although the analyses conducted during this evaluation are complete
and highly focused on the issues identified by the Health Resources and
Services Administration, it is important to recognize that this project was
not intended to be a comprehensive evaluation of the National Health
Service Corps. Instead, it was structured to answer several limited
questions?

o What proportion of NHSC alumni practicing in rural
communities, who fulfilled their NHSC obligation in a
rural area, remained in that rural area after completing
NHSC service?

o Of all young physicians graduating between 1974 and 1978
who have chosen primary care practice in a rural
community, what factors influenced the choice of a
specific community? Are there detectable differences in
the factors which influenced the location choices of
NHSC alumni and non-alumni?

o Do the practice characteristics of NHSC alumni appear to
have been influenced by their exposure to the NHSC? Do
alumni and non—-alumni report different practice
characteristics?

o What characteristics of rural communities distinguish
counties which are attractive to young physicians from
those counties which do not attract physicians? Are
rural counties which are attractive to NHSC alumni
different from counties which are attractive to non-
alumni?

The answers to these questions provide considerable information on
the impact of the National Health Service Corps in increasing the permanent
availability of medical care to residents of non-metropolitan areas. This
evaluation does not address, however, the broader issue of overall NHSC
alumni retention in Health Manpower Shortage Areas.

Two other limitations should also be noted.

(1) PPOs who were included in this study began fulfilling
their NHSC obligations prior to 1984. Subsequent to
that time, there has been considerable change in the
guidelines for PPO practice and in the HMSA opportu-
nity list. Consequently, the location patterns and
practice characteristics of PPOs serving in 1984 and
later may be quite different from the findings
reported here foxr PPOs.
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(2) The analyses of location choices and practice
characteristics of individual physicians exclude those
survey respondents who located in part-HMSAs, when
corparisons were being made between HMSAs and non-
HMSAs, because there was insufficient information on
the within-county locations of individual physicians
to detarmine whether they are in a HMSA or non~-HMSA
ares,

Within these 1limitations, this evaluation provides much new information on
location choices and practice patterns of young physicians.

E. DISCUSSION

The evaluation of National Health Service Corps Alumni retained in
Health Manpower Shortage Areas has produced several findings which have
significant policy implications. These include:

o NHSC alumni, who practice in rural areas, are much more
likely to permanently locate in a HMSA than are non-
alumni

o The NHSC experience and NHSC alumni's satisfaction with
their service has a significant effect on physicians'
decisions to locate in a rural area. NHSC service is a
significant factor in explaining the choice between a
rural non-HMSA and rural HMSA location.

0 NHSC alumni retained in HMSAs practice in ways which
increase access to care. They see more Medicaid
patients, use sliding fee scales, accept assignment for
Medicare claims more frequently, and in other ways
continue to offer services which may alleviate existing
physician shortages,

The major conclusion for this evaluation is that the National Health
Service Corps has had an impact on the distribution of physician services
in rural areas. Young physicians who fulfill sa NHSC obligation in a rural
HMSA and who remain in rural practice are very likely to choose to practice
in a HMSA. This is true even though NHSC alumni are less likely than non-
alumni to have had any prior exposure to rural areas. In addition, NHSC
alumni in HMSAs retain many of the practice patterns which are evident in
NHSC sites and, consequently, way be more accessible to low income and
working class populations in these areas.
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Alumni and Non-Alumni

SURVEY OF PHYSICIANS' LOCATION DECISIONS

INSTRUCTIONS

We have designed this questionnaire to be quick and easy to
ansver. It should take between 15 and 20 minutes to complete.

These questions require only the circling of mumbers to
indicate responses, entering numbers in boxes, or writing the name
of a city, county and state. Some questions have instructions
vhich will tell you to circle as many responses as are applicable,
or to circle only one response. Some responses have instructions
beside them directing you to skip ahead to the next appropriate
question.

When you have completed the questionnaire, please place it
in the enclosed postage-paid envelope and mail it immediately to
Mathematica Policy Research, Suite 550, 600 Maryland Avenue, S.W.,
Washington, D.C. 20024.
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1. Suppose 7ou could practice medicine wherever you wanted in the United
States. Please use the map below and indicate where you would most like
to and least like to prac:cice.

CIRCLE ONRE CIRCLE ONE

Most like I Least like ]
to practice to practice

PACIFIC NORTHWEST 1 1
PACIFIC SOUTHWEST 2 2
NORTH CENTRAL 3 3
SOUTHWEST 4 4
PLAINS 5 5
GREAT LAKES 6 6
SOUTH 7 7
MIDDLE ATLANTIC 8 8
NEW YORK/NEW JERSEY 9 9
NEW ENGLAND 10 10
0
L __J
]
s ey YORK/
GRAT LASTS -
]
NAT
C
'y
?
gouTe
womer:

2. When did you decide to locate your practice in the cammunity in which
you currently practice?
CIRCLE ONE
BEFORE MEDICAL SCHOOLecesccocccccoccccecs 1
DURING MEDICAL SCHOOLseecscocccccsccccccce 2
DURING INTERNSHIP, RESIDENCY, OR
OTHER HOUSE STAFF TRAININGeeoceescceces 3
OTHER (SPECIFY)
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3. Listed below is a group of factors which may be important to physicians when they decide where
to locate their practicas.

We are intarested in obtaining information on the process through which you decided to locate

your practica in your currant community. The structure of this question assunes the decision
was made in two stagas:

(1) You identified sevaral communities which met your minimum criteria
for a practica location.

(2) You selected a specific commmity--from smong the largar group~-based
on specific characteristics of that compunity.

Please indicata in the first column below which of thase factors were especially {mportant to
you vhen you wera identifying communities which you beliave met your general location require-
sents. In the second column below, circle those factors which determined your final selection
of the specific comnunity in which you are now practicing.

CIRCLE ALL THAT APPLY

TYPE OF SPECIFIC
COMMUNITY COMMUNI1TY

[ 1) Inconepotlntill-.......-...... 1 1
b. Climate or gaographic faatures of ares « « o « 1 1
ce Having bean brought up in such a community . . 1 1
d. Paymsnt of “forgivanass 108an". ¢ « ¢ s o o o o 1 1
8+ Influenca of wife or husband (her/his

‘GI’J“. caraer, .tc.) e 6 6 0 06 6 06 0.0 0 0 @ 1 1
f. Influenca of family or friends « o « o o o o & 1 1
f 4 Huhudiulnldin.ru...-....... 1 1
he Influenca of pracaptorship program « « « « « o 1 1
i, ‘'Having gone through medical school interaship,

rasidency, or military service near hera « « 1 1
J. Advice of older P‘\Ylic’..n. S 6 6 06 0 0 s 0 0 o 1 1
ke Organized efforts of comnunity to

r.cmitp\wniciluoo............ 1 1
1. Opportunitias for social 1ifes o o o ¢ o o ¢ o 1 1
#e Racreational and sports facilities « « « o« « o 1 1
n. Quality of educational systam for children . . 1 1
o« Prospect of being mors influantial in

comnunity affairse ¢ o o ¢ ¢ s ¢ 6 ¢ 0 0 0 0 o 1 1
pe Cultural advantages. « o ¢« o ¢ ¢ ¢ o ¢ ¢ ¢ o & 1 1
Qe h“”fity of communitye o ¢ ¢ o o o 0 0 o ¢ o 1 1
re Prafarance for urban or rural 11ving « « ¢ o » 1 1
8. Availability of hospital facilities

.“P‘“O“d.‘.‘............. 1 1
te Availability of good socisl servica, walfare,

or home CAYS gervices: ¢ o s o o ¢ o ¢ s o o o 1 1
us Opportunity for ragular contact with a medical

school or medical canter « « « ¢ o o o o 0 0o o 1 1
Ve Opportunity for regulsr contact with

other physicians ¢« o ¢ « ¢ o ¢ ¢ ¢ ¢ 0 6 ¢ o o 1 1
ve Opportunity to join desirable partnarship

Of.twppflct’&....0..0........ 1 1
X« Availability of loans for baginning practica . 1 1
Yy Opportunity to work with specific institution. 1 1
2. Accass to continuing medicel aducation « « . . 1 1
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4. From all the factors circled above in question 3, choose the three that

vere most important in attracting you to the general type of community
vhere you located your practice.

WRITE LRTTER OF MOST
DMPORTANT FACTORS

RANK LETTER

MOST IMPORTANT « ¢« o o 1

SECOND IN IMPORTANCE . 2

THIRD IN IMPORTANCE. . 3

Se From all the factors circled in question 3, choose the three that were
Rost important in attracting you to the specific community you selected.

WRITE LETTER OF MOST
IMPORTANT FACTORS

RANK LETTER

MOST IMPORTANT ¢ « o « 1

SECOND IN IMPORTANCE . 2

THIRD IN IMPORTANCE. . 3

6. Did you serve in the National Health Service Corps? Past service as a

Private Practice Option physician should be included as service in the
NHSC.

YESe secscocssccecscccssccse 1 —)GOTOMMSTION
NOcoosoesccscocssccscccscccses 2 _->°°on11
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7.

9.

10.

Are you curreantly practicing in the same county that you served in as a
member of the NHSC?

Es....................... 1 _>mm'mqmsrlon
No........................ 2 .—>me.10

Did your service in the NHSC influence your decision to practice in the
same county?

Es.------------------.-.. 1 -*-)GOTOMQUBSTIOH
No........................ 2 _>Golelo

Please explain how your NHSC service affected your decision.

L |

How would you rate your experience during your service in the NHSC?
Would you say you were very satisfied, gsomewhat satisfied, somewhat
dissatisfied, or very digssatisfied, with each of the following factors?

CIRCLE ONE NUMBER FOR EACH ITEM BELOW

VERY SOMEWHAT SOMEWHAT VERY DIS~
SATISFIED  SATISFIED  DISSATISFIED  SATISFIED

8. Professional interaction with

mp‘vsm e o o s o o o o 1 2 3 4
be Opportunity for regular contact with

a medical school or medical center « . 1 2 3 4
C. Access to continrdrg medical education . 1 2 3 4
d. Anilability of hospital support

facilities and pesomel. « « o o o 1 2 3 4
¢« Opportwnities for social ard

t&mdomllctivitis-.-...l 2 3 4
f. Availability of good social eervice,

welfare, or home care servicess « o« o 1 2 3 4
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11, What is your primary specialty?

CIRCLE ORE
GENERAL PRACTICEccccccccsscccsscsccscsscs 1
FAMILY PRACTICEc ccececccccccscscscccccnne 2
INTERNAL MEDICINE:ceccecoccscoscsccscsses 3
PEDIATRICSe cscecccccscoscssoscsscscscscnse &
OTHER SPECIALTY (SPECIFY)

5
J) B .

12. What is your secondary specialty?

CIRCLE ONE
GENERAL PRACTICEcccccccccccccccccccsccsss 1
FAMILY PRACTICEccccccccccccccccsccsccccss 2
INTERNAL MEDICINE¢cccoccscoccococcssnsess 3
PEDIATRICS: cececccccocsccccccsccscccsnsscns &
OTHER SPECIALTY (SPECIFY)

No SEmNDARY sPEcmn................... 6

13. Are you Board Certified in your primary specialty?

ms....................... l
NO, BUT BOARD ELIGIBLE....2

No........................ 3

14, Where (is/are) your current practice(s) located? For each location,
please indicate whether it is a primary or secondary practice.

PRIMARY SECONDARY
PRACTICE PRACTICE
YES NO YES NO

1 2 1 2
CITY COUNTY STATE
1 2 1 2
CITY QOUNTY STATE
1 2 1 2
CITY COUNTY STATE
156
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19  Are you ourrentiy precticing 1o o Comaunity Bealth Center or Ny t
Bealid Conter? . i gree

CIBQLE ALL TIAY APPLY
WS, CHIRBITY BRALTH GENTER. coccccccrces }
WS, WOAIT BEALTY CENTER co0veeevnocess |
BOucoesceeteinacessescnnsnacessecsssessss § == G0 10 Q.17

I

16. 1o this your prinsry prectice?

-........................ '

17, ov veuld you eloeily yowr 2EARREY prectice?

CGaa:R om
. 00 macrics (' .o.o’oooooooooooo |
SELF: PARTUERSEIP PRACTICE (2 M.D.8)eco. 2

o MACTICE " or MDAR .o’o.,ooooooooo 4
oTEm2 (sreCarY)

3
| B

18. Gesledisg yesreelf, hov many phyeicisns work full-tims (40 hours or more
1 nd'ho 08y work part-time (1ees thaa 40 hours per week) at
fo0

Iy Iom, GGt 0

FRLL~TIE PEYSICIANS m

PART-TIIR PEYSICIANS L__I_
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19. lov many Phyeician's Assistants vork full-time and how many work part-
time at this practice!?

IF NOME, CIRGLE O

FULL-TIME

'o“. 0000000000000 000000006000000000000000 o

PART-TIME

.m. 0000000000000 00000000000000000000000 0

20. Hov many Nurse Practitioners work full-time and hov many work part-time
at this practice?

IF BONE, CIRGLE O

FULL-TIME

.on..................................... o

PART-TIME

.o“.............0....................... o

2l. How many years and months have you worked at this practice?

+

22. Hov many Yyears and months has this practice been in existence?

+
YEARS MONTHS

23. Do you provide any direct patient care?

ns..ooooooooooooooooooooo ‘ —)GONIHTQU!S‘HON
NOeeooooosssssesssscscssees 2 =D GO TO0 QJS. PAGE 11
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24,

25.

26.

27.

28.

29,

30.

During your last full work week, how aany patients did you see in the

office at your primary practice? Do not include patients seen solely by
nurse practitioners.

PATIENTS

How many of those patients were new to this practice?

IF MONE, CIRCLE' ZERO

NEW PATIENTS —> GO TO Q.27
NONEQoooooooooooooooooooooooooooooooooooo 0 _> GO TO NEXT QUBSTIO!

Is this practice accepting new patients?

Es.oooooooooooooo‘oooooooo 1

N°oooooooooooooooooooooooo 2

Excluding patients in nursing homes, how many patients did you have in
hospitals during your last complete work week?

I¥ NONE, CIRCLE ZERD

HOSPITAL PATIENTS

NONE..................................... 0

During your last full work week, how many hours did you spend in the
office at your primary practice?

HOURS IN OFFICE

How many hours were spent with patients?

HOURS WITH PATIENIS

How many patients do you usually see per hour?

PATIENTS PER HOUR
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3l. How many patients do you consult with by telephone on an average day?

IF NONE, CIRCLE 0

PATIENTS BY TELEPHONE

NONE..................................... 0

32. During the last twelve months, how many weeks did you work in the
office?

WEEKS

33. Do you hold regularly scheduled office hours in the evenings and on
weekends?

CIRCLE ALL THAT APPLY
YES. EvENINGS............. 1
YES' wEEKENDS............. 1

No........................ 1

34. In what counties and states do most of your regular patients live?
WRITE IN RAMES OF THE COUNTIES AND STATES
COUNTY STATE

b.

d.

35. What is your current fee for each of the following treatments?

a. A new patient exam $

be A routine medical follow—-up
visit in your office $

ce A follow-up medical visit in
the hospital on the day after §
a patient is admitted
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36 About what percentage of your patients ...

as have Blue Shield? 4

b. have other private health
insurance plans that pay for y 4
office visits?

c: have no private or government
coverage at all for physicians 4
ser:ices in the office?

(TOTAL DOES NOT
NEED TO ADD TO 100Z)

37. VWhat percentage of your patients are Medicare beneficiaries?

IF NOME, CIRCLE O

MEDICARE BENEFICIARIES 4

NONE.................................... O

38. Have you chosen to sign up as a Medicare participating physician?

Es....................... l

No........................ 2

39. About what percentage of your patients are Medicaid beneficiaries?
IF NONE, CIRCLE O

MEDICAID BENEFICIARIES 4

NONE............0........................ O

40. Do you accept new Medicaid patients?

YESeesecescccsesecscsccscses l -—> m T0 HEXT QUESTIOH
NOoooooooooooooooooooooooo 2 -—> m ro Q.‘Z
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41.

42,

43,

44,

45,

46,

How often do you use a "sliding fee scale,” that is, a fee schedule that
varies depending on the economic situation of the patient?
CIRCLE ORE
ALWAYSeoeoeoceoccoscscesee 1
OFTENecoecocccccoccoccscee 2
SELDOMececcccccccsocssscee 3
NEVEResoecoccoccoccccececs &

During the last 12 months, about what percentage of your patients did
you charge less than your standard fee (or no charge)?

IF BOME, CIRCLE O

DISCOUNTED CHARGES Z =——> GO TO NEXT QUESTION
NONEc e ooeeececcecceccccscscssscssccccccscee 0 =—=> GO TO Qo“

During the last 12 months, what is your best estimate of the total value
of all these discounted charges?

DOLLARS § | ,

During the last 12 months, about what percentage of all your patient
billings would you say have been collected so far?
CIRCLE OKE
962 = 100%cecocccocccccecs 1
90X = 95Zcccccccccccccces 2
802 = 89Zccceccceccccccce 3
LESS THAN 80X¢ccccccccccce &

These last few questions are about geographic and demographic
information.

In what city, county, and state were you born?

CITY COUNTY STATE

Where did you reside primarily until you were 18 years of age?

CITY ' COUNTY STATE
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47, Where is the college or university located from which you received your
bachelor's degree?

CITY COUNTY STATE

48. Where is the college or university located from which you received your
medical degree?

CITY COUNTY STATE

49. Did you serve your residency at more than one location?

Es....................... l ""')GOTOQ.SI
No........................ 2 _>mm.mmsrlou

50. Where did you serve your residency?

CITY COUNTY STATE -—> GO TO Q.53

51. In what city, county and state did you serve the longest time of your
residency?

CITY COUNTY STATE

52. What was the last location you served in during your residency?

CITY ' COUNTY STATE
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54.

55.

56.

57.

Are you a male or female?
CIRCLE ORE

mn...................... 1

PME.................... 2

Are you a native born or naturalized citizen of the United States?

CIRCLE ORE
YES. NATIVE wm......................... 1

YFIS. NATURALIZED CITIZEN................. 2
NO, FOREIGN BORN, NOT NATURALIZED:esscoss 3

Areyou...
CIRCLE ONE

WHIT:. (NON-HISPANIC)seceseo 1
BLACK (NON-HISPANIC)eesees 2
} BISPANICeeeoooceccccccsess 3
AMERICAN INDIANcecooesooes 4
ASIAN OR PACIFIC ISLANDER. 5

What is your marital status?

CIRCLE ONE
NOW MARRIEDeeceossccccccecs 1 —>GOTONEZTQUESTION

WIDOWEDeosesoosoososessesse 2 ) YOU BAVE COMPLETED
DIVORCEDsceesscscesscesees 3 | THE QUESTIONNAIRE.
SEPARATED s escescccesscses 4 | PLEASE MAIL IN YOUR
NEVER MARRIED.eoeeecsescese 5 | SURVEY RIGHT AWAY.
THANK YOU!

1Is your spouse currently enrolled in school?

YESceceeocoscoccscccssccee 1 —)GOTOIHTWESTION
NOcsooooscsocsscscsccncnces 2 —> GOTOQ.59

209
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58. What type of school is it?

CIRCLE ONE
GRADUATE OR PROFESSIONAL SCHOOLscoessceee 1
COLLEGEs e esccecccecesscsccosscsssccccncse 2
TECHNICAL SCHOOLeeocsoscosossccscocccsces 3
HIGH SCHOOLeccoocscesscccscsosscccsccncse 4

omn..........................O......O.. 5

59. What is the highest grade or year of school ever attended by your
spouse?
CIRCLE ONE
GRADUATE OR PROFESSIONAL DEGREE.ecccsesee 1
SOME GRADUATE OR PROFESSIONAL SCHOOL.oseoe
COLLEGE GRADUATEcees csoccccscsccccscscee
SOME COLLEGEencecccesccsccscssccocccccces
TECHNICAL SCHOOLsesscsccccccccsccccscccce
HIGH SCHOOL GRADUATEsescscccsscccccccccne
SOME HIGH SCHOOL:cesccscscecsccscccscccce
ELEMENTARY EDUCATIONcscsccsccccvoccsccsce

} =—> GO TO KEXT QUESTION

} =—> €0 T0 Qo62

O & N> WN

NONE..................!..................

DON'T mw....................0..........

[
o

60. Did your spouse receive a degree from the program indicated in Q.59?

ms.oooooooooooooooooo.oqo 1 —)GOTOMQU!SHO!
NOo cocococcsssccccscssscce 2 —)GOTOQ.GZ

6l. What type of degree was it?

CIRCLE ORE
ASSOCIATE. «eeececececcasscosossscosssases 1
BACHELOR. e e eeeeeccecccsacsccosssscssannes
MASTERS . eeeeeecccccccccassscessansossanss
DOCTORATE . « e eeeeceocecsccccssansssansonns
PROFESSIONAL (SPECIFY)
| .

~ OTHER (SPECIFY) 6

1l J

&S wN

[ Y]
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62, Does your spouse currently work for pay outside the home?

CIRCGLE ONE
FULL-TIME«ccccccocccccccse 1
PART=TIMEcccoccccocccescses 2
UNEMPLOYEDe¢oceovocesccaes 3
NOT WORKINGeceoocoscsccces &

63. Did your spouse make a change in career or profession as ‘a result of
your decision to set up your current practice at this location?

YES....................... 1

No........................ 2

64.  Where did your spouse reside primarily until 18 years of age?

CITY “OUNTY STATE

YOU BAVE COMPLETED THE QUESTIOKNAIRE.
FLEASE MAIL IN YOUR SURVEY RIGHT ANAY.
THANK YOU!

11
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PPU

SURVEY OF PHYSICIANS' LOCATION DECISIONS

INSTRUCTIONS

We have designed this questionnaire to be quick and easy to
answer. It should take between 15 and 20 minutes to complete.

These questions require only the circling of numbers to
indicate responses, entering numbers in boxes, or writing the name
of a city, county and state. Some questions have instructions
vhich will tell you to circle as many responses as are applicable,
or to circle only one response. Some responses have instruections
beside them directing you to skip ahead to the next appropriate
question.

When you have completed the questionnaire, please place it
in the enclosed postage-paid envelope and mail it immediately to

Mathematica Policy Research, Suite 550, 600 Maryland Avenue, S.W.,
Washington, D.C. 20024.

OMB Clearance No. 0915-0087
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1. Suppose you could practice nedicine wherever you wanted in the United
States. Please use the map below and indicate where you would most like
to and least like to practice.

CIRCLE ONE CIRCLE ONE

Most like Least like
to practice to practice

PACIFIC NORTHWEST 1 1
PACIFIC SOUTHWEST 2 2
NORTH CENTRAL 3 3
SOUTHWEST 4 4
PLAINS 5 S
GREAT LAKES 6 6
SOUTH 7 7
MIDDLE ATLANTIC 8 8
NEW YORK/NEW JERSEY 9 9
NEW ENGLAND 10 10
e

2, When did you decide to locate your practice In the comunity In which you currently
practice?
CIRCLE ONE
Bem "ED'CM sm.lllllllllllllll.... ‘
m'm ‘D'CAL mol‘llllllllllllllllllll 2

DURING INTERNSHIP, RESIDENCY, OR > @0 TO NEXT QUESTION
OTHER HOUSE STAFF TRAINING,cccescccccss 3

Ass'mm m msclllllllllllllllllllllllll ‘ _> m m o.‘
OTHER (SPECIFY)

S «=> G0 TO NEXT QUESTION

1 |
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3. Listed below is & group of fectors which may be importent to physicisns when they decids where
to locats their precticss.

Vs srs intersetcd fu obteining information on the procsss through which you decidsd to locsts
your PPO prectics {m your currsnt community. The structurs of this qusstion sssumes the
decision was made in two stsges:

(1) You tdsntifisd seversl comsunitiss which wmet your minimum criteris
for a prectice locatioun.

(2) You selscted a specific community--from smong the larger group——bassd
on specific charactsristics of that community.

Pleass indicsts in ths first column below which of thsse fasctors wers espacislly importent to
you when you wers identifying communitiss which you belisve mst your gensrsl locetion rsquirs-
wents. In ths sscond column below, circle thoss fesctors which determined your final selection
of the specific community fn which you sers now precticing.

CIRCLE ALL THAT AFPLY

TYPE OF SPECIFIC
COMMUNITY COMMUNITY

[ 1 Inco.potlutlll................ 1 1
b. Climats or geogrsphic fesstures 0 ares « « .« » 1 1
c. HRaving besn brought up im such & cosaunity . . 1 1
d. Peyment of "forgivensss losn". « « « ¢ &+ &+ o o 1 1
e. Influence of wifs or husband (her/his

desires, carTeer, 88C.) ¢ ¢ ¢ o o o 0 o e s e 1 1
fo. Influsnce of family or frisnds ¢ « « o o o o« « 1 1
[ O M'h medicel need 1n 8T8 ¢ ¢ ¢ o s o+ o s o 0 1 1
he 1Influence of precsptorship program « « ¢ ¢ ¢ o 1 1
i. Having gous through medicel school internship,

residency, or militery ssrvice nesr here . . . 1 1
J. Advice of older physicisn. « ¢ « ¢ ¢ o ¢ o o & 1 1
k. Orgenized afforts of community to

“Cmitph’.lci.n.oooooooooooooo 1 1
1. Opportunitiss for sociesl 1ife. « ¢« ¢« ¢ ¢ o « & 1 1
m. Recrestionsl and sports fecilitiss « « « « « & 1 1
o. Quality of sducationsl system for children . . 1 1
o. Prospsct ‘of being wors influsntisl in

compunity offeirs. « ¢ ¢ ¢ ¢ s s o 0 s s 0 0 o 1 1
Pe Culturel adventegss. « ¢ « ¢ o o ¢ ¢ o o o o & 1 1
Q. Prosperity of communitys « s o o+ o ¢ o o s o 1 1
r. Pre‘ersnce for urben or rurel Mving . . . . & 1 1
8. Aveilebility of hospitel fecilitise

.ﬂd”r.oﬂueloooooooooooo.oooo 1 1
t. Aveilebility of good socisl service, welfers,

or home CATS 88TVICE8: & ¢ ¢ ¢ ¢ s o o ¢ o o o 1 1
u. Opportunity for regulsr contsct with & medical

school or medicsl centsr « « « ¢ s ¢ ¢ o o o o 1 1
v. Opportunity for rsgular contsct with

other phyeicians « « ¢ ¢« ¢ ¢ ¢ ¢ s ¢ ¢ s o ¢ o 1 1
w. Opportunity to join desirsble partnership

OF GTOUP PrecticBe o« o o ¢ ¢ o o o o o o o o & 1 1
x. Avsilability of loans for baginning prsctice . 1 1
y. Opportunity to work with specific inmstitution. 1 1
g. Access to continuing wedical sducstion . . . . 1 1

169

ERIC 214

Aruitoxt provided by Eic:



4.

5.

6.

7.

From all the factors circled above in question 3, choose the three that

vere most important in attracting you to the general type of community
where you located your practice.

WRITE LETTER OF MOST
IMPORTANT FACTORS

RANK LETTER

MOST IMPORTANT . « « . 1

SECOND IN IMPORTANCE . 2

THIRD IN IMPORTANCE. . 3

From all the factors circled in question 3, choose the three that were
most important in attracting you to the specific community you selected.

WRITE LETTER OF MOST
IMPORTANRT FACTORS

RANK LETTER

MOST IMPORTANT . . « . 1

SECOND IN IMPORTANCE . 2

THIRD IN IMPORTANCE. . 3

Will your service in the NHSC influence your decision to practice in the
same county?

YES.-ooooooooooooooooooooo 1 —)@'l'OHEXT WESTION
No.ooooooooooooooooooooooo 2 —)@TOQ-B

Please explain how your NHSC service will affect your decision.
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,
if

wsuld you vete your emperience duriag your service ae a PPO? Would
04y you are very catiefied, semevhat satiofied, somevhat
ssatiofied, or very dlscetiofied, with each of the following factors?

L, R PAT L ViRY Dige
MU  SATind Ci1MATISN gD  saATiISrIQD

2

& Prolaseions! letersetion oinn

" ”"'“ . [ ] [ ] [ ] [ ] [ ] [ ] [ ] . ’ , ‘
& Guoertenity fer regeier cantest ¢!

o adicn! 0shae! @ @dice! eanter , , ! ? ] ]
G Scenny % 00t iaping adies! eteestien , | ? 3 ]

G Olightitey of Mpeptte! Suppere
fasiiitign @ poreemndly o ¢ o o o ! ? ’ 4

& Ousertenitien for csste! ong
rowretiong) @tieli®ties o« ¢ o o o o ! ? ] )

e Bealiodi ity ¢ gout soeie! seorviee,
..m.-“h.“ooo ' ? 3 4

Wet o your prissry epecialty?

iz om
OGDBRAL PRACTICR.ccccccccccccccccccccccce
PAMILY PRACTICR.cccccccccccoccccccccccccs
INTERRAL MEDICIMB.cccccccccccccccccccccce
PEDIATRICE.sccccccccccccccscccccccccccces
OTEER SPECIALTY (SPECIFY)

o W N

| B -
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12.

13.

What 1s your secondary specialty?

CIRCLE ONE

GENERAL PRACTICEcccccsscccsscccsccccoccoce
PAMILY PRACTICEccccoccococcocsscscccccece
INTERNAL MEDICINE:ccoecoccccocsoceccccsss
PEDIATRICSccecccccccocessoccssocscocnnese
OTHER SPECIALTY (SPECIFY)

& W N e

1 |

m s!comnY s'!cxuﬂ........0..0.....00 6

Are you Board Certified in your primary specialty?

“8000.ooooooooooooooooooo l
NO, BUT BOARD ELIGIBLE.... 2

'000000000000ooooooooooooo 3

Where (is/are) your current practice(s) located? Por each location,
please indicate vhether it is a primary location or satellite clinic.

PRIMARY SATELLITE
PRACTICE CLINIC
YES NO YES NO
1 2 1 2
CITY COUNTY STATE
: 1 2 1 2
CITY COUNTY STATE
1 2 1 2
CITY COUNTY STATE

Are you currently practicing in a Community Health Center or Migrant
Health Center?

CIRCLE ALL THAT APPLY

ns. ml“ Mm mmk............. l

Y!S. MIGRANT HEALTH CENTERcoccccecevccnce 1

-—> G0 TO MEXT QUESTIOR

m....................................... l '_>me01‘
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14, How would you classify your practice?

CIRCLE ONE
S8ELF: SOLO PRACTICE (1 MeDe)ecescccscoes 1
SELF: PARTNERSHIP PRACTICE (2 HoDo.)oooo 2

ARRANGEMENT WITH OTHER PHYSICIANS:
NON.GROUP.............................. 3

GROUP PRACTICE (3 or MORE H.D.l)......... 4
OTHER (SPECIFY)

5
L1 |

15. Excluding yourself, how many physicians work full-time (40 hours or more
per week) and how many work part-time (less than 40 hours per week) at
this practice?

IF WONE, CIRCLE 0

FULL-TIME PHYSICIANS

NONE..................................... o

PART-TIME PHYSICIANS

NONE..................................... °

16. How many Physician's Assistants work full-time and how many work part-
time at this practice?

IF NONE, CIRCLE O

FULL-TIME

NONE..................................... 0

PART-TIME

NONE..................................... o
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17. How many Nurse Practitioners work full-time and how many work part-time
at this practice?

IF NONE, CIRCLE O

FULL-TIME

NONE..................................... 0

PART-TIME

NONE.'...'..'...............U............ 0

18. How many years and/or months have you worked at this practice?

+
YEARS MONTHS

19. How many years and months has this practice been in existence?

+
YEARS MONTHS

20. During your last full work week, how many patients did you see in the
office at your primary location? Do not include patients seen solely by
nurse practitioners.

PATIENTS

2l. How many of those patients were new to this practice?

IF NONE, CIRCLE ZERO

NEW PATIENTS —> G0 70 Q.23
mNE..................................'.. 0 —>mmmmsrlm
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22.

23.

24.

25.

26.

27.

Is this practice accepting new patients?

ns...................0... 1

No........................ 2

Excluding patients in nursing homes, how many patients did you have in
hospitals during your last complete work week?

IF WONE, CIRCLE ZERO

HOSPITAL PATIENTS

NONE..................................... 0

During your last full work week, how many hours were spent with
patients?

HOURS WITH PATIENTS

How many patients do you usually see per hour?

PATIENTS PER HOUR

How many patiezts do you consult with by telephone on an average day?

IF NONE, CIRCLE O

PATIENTS BY TELEPHONE

NONE..................................... 0

Do you hold regularly scheduled office hours in the evenings and on
weekends?
CIRCLE ALL THAT APPLY
YES’ EvENINGs............. 1
YES’ “EKENDS............. 1

No........................ 1
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28. In what counties and states do most of your regular patients live?
WRITE IN NAMES OF THE COUNTIES AND STATES
COUNTY STATE

b.

Ce

d.

29. What 1is your current fee for each of the following treatments?

a. A nev patient exam $

b. A routine medical follow-up
visit 4in your office $

¢ce A follow-up medical visit in
the hospital on the day after §
a patient is admitted

30. About what percentage of your patients ...

IF WONE, ENTER ZERO

a. have Blue Shield? y 4

b have other private health
insurance plans that pay for 4
office visits?

¢, have no private or government
coverage at all for physicians 4
services in the office?

(TOTAL DOES NOT
NEED TO ADD TO 100%)
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31.

32.

33.

34,

35.

What percentage of your patients are Medicare beneficiaries?

IF NONE, CIRCLE O

MEDICARE BENEFICIARIES 4

NONE.................................... 0

About what percentage of your patients are Medicaid beneficiaries?

IF WORE, CIRCLE O

MEDICAID BENEFICIARIES X

NONE..................................... 0

During the last 12 months, about what percentage of your patients did
you charge less than your standard fee (or no charge)?

IF NONE, CIRCLE 0O

DISCOUNTED CHARGES 2 —> G T0 NEXT QUESTION
NONEcsosesssscsscssssscsssssscsssscncsacscsce 0 —> G0 10 Q.35

During the last 12 months, what is your best estimate of the total value
of all these discounted charges?

DOLLARS § ,

During the last 12 months, about what percentage of all your patient
billings would you say have been collected so far?
CIRCLE ORE
96Z = 100%ceccececcccacocs 1
902 = 95Z¢ccccsccscsasass 2
80Z - B89Zccececscscescnee 3
LESS THAN 80Zcccccsscssess 4
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These last few questions are about geographic and demographic
information.

36. In what city, county, and state were you born?

CI COUNTY STATE

37. Where did you reside primarily until you were 18 years of age?

CITY COUNTY STATE

38. Where is the college or university located from which you received your
bachelor's degree?

CITY COUNTY STATE

39. Where is the college or university located from which you received your
medical degree?

CITY COUNTY STATE

40. Did you serve your residency at more than one location?

YESceesesescsecsssscscscee 1 _>me042
NOcecoooooveccscscscsccscccnsse 2 —>NmmmSTION

4l. Where did you serve your residency?

CITY COUNTY STATE -—> GO T0 Q.44

Do
4®)
e
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42.

43.

44,

45.

4é.

In what city, county and state did you serve the longest time of your
residency?

CITY COUNTY STATE

What was the last location you served in during your residency?

CITY COUNTY STATE

Are you a male or female?
CIRCLE ONE
MALEcocccoccoccccscsccccces 1
FEMALEccceococesccscccccee 2

Are you a native born or naturalized citizea of the United States?

CIRCLE ONE
YES, NATIVE BORNeeccocococcoccocccccoccee 1
YES, NATURALIZED CITIZEN¢coccococcccccoce 2
NO, FOREIGN BORN, NOT NATURALIZEDecececeece 3

Are you . . o
CIRCLE ONE

WHITE (NON-HISPANIC)eccoss
BLACK (NON-HISPANIC)eesees
HISPANICeccocccccccccccnce
AMERICAN INDIANcccescosces
ASIAN OR PACIFIC ISLANDER.

L B N R
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47. What is your marital status?

CIRCLE ONE
NOW MARRIEDecccccoscccccsecs 1 —>mmmmSTION

WIDOWEDecoeeoososcocsceses
DIVORCEDeesceccccaccscenne
SEPARATEDc¢ccecccccssscces
NEVER MARRIEDecececcccceses

YOU BRAVE COMPLETED
THE QUESTIONNAIRE.
PLEASE MAIL IN YOUR
SURVEY RIGHT AWAY.
THARK YOU!

w s W N

48, Is your spouse currently enrolled in school?

YESeeecesecscsccccncccases 1 _>wmmms1'lon
NOeeseoossosscesscscessssces 2 —)ﬂ)onso

49. What type of school is it?

CIRCLE ONE
GRADUATE OR PROFESSIONAL SCHOOL.cecococee 1
COLLEGEceceescecceccccoscssccscoccscsccsne 2
TECHNICAL SCHOOLececcscocccceccsccsccscee 3
HIGH SCHOOLcoceececccccsccscoccscsccccnce &

omR.................................... 5

50 What is the highest grade or year of school ever attended by your
spouse?
CIRCLE ONE
GRADUATE OR PROFESSIONAL DEGREEc¢ccccccescs
SOME GRADUATE OR PROFESSIONAL SCHOOL.eess
COLLEGE GRADUATEc¢cccccccccevscccscccccccccse
SOME COLLEGEsecececcccsccsssccascscssoncs
TECHNICAL SCHOOL.cscecceccscocecceccsccne
HIGH SCHOOL GRADUATEscccccccccccccccssscs
SOME HIGH SCHOOL.secccccccccccccsscsscass
ELEMENTARY EDUCATIONccccccccccccccccccsss

——> G0 TO NEXT QUESTION

——>» G0 TO0 Q.53

W 0~ O W N -

NONE.....................................

DON'T mow...............................

-
o
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5l. Did your spouse receive a degree from the program indicated in Q.507

ms.oooooooooooooooooooooo 1 —>mmmmsum
No.ooooooooooooooooooooooo 2 _>me053

52. What type of degree was it?

CIRCLE ONE
ASSOCIATE.eeecocoocsosssssosssssscsnsccee 1
BACHELORs ¢scsccososccscscescssssssncscacs 2
MASTERSe¢eeesccecscccessssssssssescsssscnce 3
DOCTORATE: ceoeocococscscsscsscsccscscacee &
PROFESSIONAL (SPECIFY) 5

L1 |
OTHER (SPECIFY) 6

L1 1

53. Does your spouse currently work for pay outside the home?

CIRCLE ONE
FULL=TIME:cococococccsssss 1
PART=TIME:cococococcsocses 2
UNEMPLOYEDeoeseocscosocsss 3
NOT WORKINGescoococososess &

54.  Did your spouse make a change in career or profession as a result of
your decision to set up your current practice at this location?

ms....................... 1

No........................ 2

55. Where did your spouse reside primarily until 18 years of age?

CITY COUNTY STATE

YOU HAVE COMPLETED THE QUESTIONNAIRE.
PLEASE MAIL IN YOUR SURVEY RIGHT ANAY.
THANK YOU!
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APPENDIX B

Results of Initial Multivariate Analysis
of Individual Physicians' Location Decisions
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APPENDIX B

RESULTS OF MULTIVARIATE ANALYSIS OF
INDIVIDUAL PHYSICIANS' LOCATION DECISIONS®

CHOICE 1: Urban-Rural CHOICE 2: HMSA = Non-HMSA CHOICE 3: HMSA Retention

Explanatory Al Non=- NHSC

variables 1979 NHSC Alumni Physiclans  Alumni  Alumnl M.D.s  D.O.s AlY NHSC Alumnt
INTERCEPT -1.89 -1,03% -1,77% 4,59% 0.66 -0,66 -.58
YRGRAD 0.16 - 0,09 - - -- -
TIMING 0,15 0,40 0,27 - 0.35 0,62 -
SEX -0.49 -0.24 =-0.17 -.88 =0.25 95426 0,22
RACE 0,14 0.07 —-— =62 =0,20 0.17 -.04
SPOUSED =0.51 -0.33 -0,45% 26 -0,40%* 0.05 0.67
PERSEVT 0,08% -0,13 =0.12 -.07 =0,15* 0.11 0,31
PROFEVT 0.30 -0.36 -0.09 -1.35 -0.83 —-— -0,42
GPFP — 0,58% 0,66% -0,12 0,59* 3.48* 0.47
00 . .54 0.19 -0,03 1.64 - - -0,35
NHSC - 2.80 - - 2,72 - -
NHSCSITE =0.G0 - - 0,00 - - -0,00%
NHSCMD 0.89 -— - -0,01 - - 0,11
NHSCHOSP 0,01% - —-— -1.44 - — 0,28%
POPDENS 1,15 — - 0.01 —-— - 0.08
SATISFAC - - - 0.31 - - -
OTHMD - - - - - -- -.99
MEDSCH -- - - .- - - -.36
CME -~ - - - - -- -1,01
HOSPFAC -— - - ~— - - 0,22
SOCREC - - - - - - 0,17
WELFARE - - -- - - —-— 0.76
R? 0.00 7 0.00 0.00 .18 .033 0.00
Number of Cases 108 594 474 161 515 79 11

*Signiflcant at the P < .10 level,

aPhyslclans who located In part-HMSAs were excluded from this analysls,
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