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

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

B-164031(5)

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

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

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

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

Comptroller General
of the United States
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‘'O THE CONGRESS

PROGRESS AND FROBLEMS IN
IMPROVING THE AVAILABILITY
OF PRiMARY CARE PROVIDERS

IN UNDERSERVED AREAS

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

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

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

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

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

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

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

PHYSICIANS ARE NOT
EVENLY DISTRIBUTED

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

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

pp. 2 and 6.}

DISTRIBUTION OF NEW

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

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

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

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

FACTORS AFFECTING PHYSICIAN

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

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

IMPACT OF FEDERAL PROGRAMS

National Health Service Corps

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

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

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

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

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

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

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

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

Loan repayment

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

p. 48.)

Area health education centers

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

Preceptorship and family
medicine training programs

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

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

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

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

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

ALTERNATIVE PROGRAMS FOR PROVIDING PRIMARY

CARE MEDICAL SERVICES IN RURAL AREAS

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

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

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

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

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



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

REIMBURSEMENT FOR PHYS. S1aN
EXTENDER SFRVICES

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

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

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

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

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

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

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

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

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

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

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

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

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

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

RECOMMENDATIONS TQC THE SECRETARY OF HEW

The Secretary of Health, Eaucation, and
Welfare should:

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

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

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

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

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

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

1S

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

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

RECOMMENDATIONS TO THE CONGRESS

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

to attract physicians to shortage areas

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

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

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

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

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

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

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

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

AGENCY ACTIONS AND UNRESOLVED ISSUES

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

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

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

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

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

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

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

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

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

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

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

. _
S
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GLOSSARY

Primary care physicians

In our report this refers

to general practitiocners,

fami'y practitioners,

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



CHAPTER 1

THE PHYSICIAN DISTRIBUTION

PROBLEM IN PERSPECTIVE

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

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

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

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



AGGREGATE SUPPLY AND GEOGRAPHIC
DISTRIBUTION OF PHYSICIANS

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

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

Dis ribution of MDs

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

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

1/Includes physicians in graduate training.

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



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

DECEMBER 31, 1976 {(nota a)

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

COUNTY DERMMOGRAPHIC CLASSIFICATION

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

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



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

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

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

Distrikbution of DOs

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

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

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

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



the practice of medicine (where they existed) eittrer failed

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

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

DISTRIBUTION OF DOS

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

COUNTY DEMOGRAPHIC CLASSIFICATION b)

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

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

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

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

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

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

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

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

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

INTERNISTS
47,300
34..

-

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

37% ~

PEDIATRICIANS
19,000
14%

1/ INCLUDES PHVSICIANS IN GRADUATE MEDICAL TRAINING

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

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

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

FEDERAL LEGISLATION TO IMPROVE
GEOGRAPHIC DISTRIBUTION OF PHYSICIANS

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

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

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

the forgiveness provisions to 100 percent.

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

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

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

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

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

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

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

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

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

|



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

With certain restrictions, HPEA authorizes continuation

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

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

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

facilities, or populat.cn groups having the greatest manpower

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

Program obligations

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

as follows:

Obllgations (FY) -
Transition

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

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

b/Includes reprogramed funds.

Source: Health Resources adminmistration, HEW.
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SCOPE QOF REVIEW

The purposes of this review were to

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

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

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

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

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

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

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

~-~NHSC.
-~AHEC.

—~-Health profession student loan repayment program.

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

10



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

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

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

11



CHAPTER 2

THE LOCATION OF NEW PHYSICIANS: WHETE AND WHY?

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

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

.for rural living.

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

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

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

12



TREND TOWARD URBAN PRACTICE CONTINUES

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

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

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

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

PHYSICIANS' CHOICES OF LOCATIONS:
MANY CONSIDERATIONS ILVOLVED

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

13



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

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

PHYSICIANS PER
100,000 PERSONS
10 —

NONPRIMARY CARE

2 -

NONURBAN

URBAN
COUNTY DEMOGRAPHIC CLASS

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

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

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

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

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

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

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

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

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

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

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

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

Timing of location decisions

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

Timing _of Locatpon Lecision

Honprimary Tt

Primaty care care vroan Ruyta .

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

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

resildency, or other

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

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

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

l
|
|

v 508 100 665  1uy

a/Does not total due to rounding,

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

Of the 1,066 physicians who responded to our questionnaire

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

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

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

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

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

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

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

CONCLUSIONS

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

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




CHAPTER 3

NHS5C: SOME SUCCESS, MANY PROBLEMS TO BE OVERCOME

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

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

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

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

te the extent possible to improve physician retention,

has resulted in many NHSC physicians being underused

in terms of the number of patients they were treating.

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

NHSC has approved many sites for assigning physicians

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

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

to be avatlable untit {iscal yecar 1979,

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

DESITGNATION OF SHORTAGE AREAS

AND APPROVAL OF SITE APPLICATIONS

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

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

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

1. A ccunty or several contiguous counties.

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

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

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

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

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

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

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

MANY NHSC PHYSICIANS SFE FEW PATIENTS

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

Criteria for number of patients to be seen

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

Patient loads of NHSC physicians

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

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

IX 15 1.89
X 7 1.95
Total 110 l1.91

i
|

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

During the Third Quarter of 1976

for NHSC Sites 1in Operation 1 Year or Longer

Average number
of patient encounters
per physician per hour 1

Number of sites
age (years)

by

2.01
2.51
3.01

3.51

to

to

to

to

to

to

to

to

0.50
1.00
1.50
2.00
2.50
3.00
3.50

4.00

4,01 and up

Total

wl‘

Of these 110 sites,

years.

42

2

R

3
1

1

4

4

5

||

Cumulative

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

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

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

Specific

Physicia

ally,

ns at 57

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

Nation.

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

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

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

HHSC site in Charlotte, Michican

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

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

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

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

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

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

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

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

NHSC site in St. Pauls, North Carolina

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

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

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

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

1 physician, the site averaged 24 patient encounters

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

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

YReasons for the lack of sufficient patient load

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

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

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

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

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

NHSC statistics indicate the above cases are not iscolated
exanmples.

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

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

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

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

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

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

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

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

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

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

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

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

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

Sices
Cumu-
lative per-

Months centage or

since sites vacant ____ Physicians

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

0 to 6 61 23 - 103 24

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

Total 261  a/100 424 10u

|

asDoes not total due to rounding.

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

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

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

FEW NHSC PHYSICIANS HAVE ESTABLISHED
PRIVATE PRACTICES IN SHORTAGE AREAS

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

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

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

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

--19 planned to remain as NHSC physicians,

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

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

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

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

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

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

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

Medical education Number Percent

Completed internship 92 45

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

Completed graduate medical
education (internship and
residency)

~3
o«
W
\0

|

Total

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

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

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

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

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

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

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

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

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

--Requires the 3
report to the

recary to submit, in his annuai

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

<
ac

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

TALVOWAY S1h0rtaue areas.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Estimates of Physician Scholarship Recipients
to be Available for Service

Number of physicians

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

The amounts appropriated for the scholarship program and the
number of scholarship rectipients and year of graduation
are snown on the following page.

s
1
!
- L)
e~ BT e . - g - . - Sl - = : L, - -
g T R T AR TS R S SRR T A E RN L RTINS et ) AT N 2 T N
el tn e e T o i R e e e L S, B e R e S R T e e
T et o . o TS >, 3 e - = gle T e N ec e 1Y FRERA i
_Mz‘.‘:aﬁg" S ,,_;}7--. *‘1‘25; ~ ,.»«,‘i:»::/‘%{;.,um e DRI oo SN P :_n:?-a’»'.'-:’r.;‘wn WA T A



Scholarship Program
Funding Level and Graduates

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

Appropriations

(millions)

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

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

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

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

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

c/The vast majority of these are physicians.
CONCLUSIONS

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

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

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

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

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

RECOMMENDATIONS

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

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

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

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

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

AGENCY COMMENTS AND OUR EVALUATION

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

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

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

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

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

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

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

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

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

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

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

dents are likely to use the NHSC sponsored practice to cvoid

underuse of Corps physicians and other health care providers.

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

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

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

area. HEW views assignment of physicians into such systems

as a more significant means of overcoming professional

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

these other means of overcoming professional isolation.

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

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

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

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

HEW said that its review of our analysis of the average
number of patients seen by NHSC physicians shows thal. those
assigned to 47 percent (28 of 60) of the sites saw more than
two patients per hour in the first 2 years of operation, while
physicians assigned to 60 percent (30 of 50) of the sites
attained this level in the second 2 years of operation (see
p. 24). According to HEW, overall, this indicates a substan-
tial increase in productivity as NHSC sites mature. Even
if significant productivity increases occurred at KHSEC sites

40

N e e e -



in their second 2 years of operation, NHSC physicians
assigned to 62 percent (31 of 50) of the sites in their
second 2 vears of operation were seeing on the average
only 2.5 or fewer patients per hovr. -This represented
fewer patients, and in some cases significantly fewer
patients, per hour than the number seen by either the
average office based primary care physician in the Nation
or the average GP or FP located in a nonmetropolitan
area.

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

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

may be there only temporarily.”

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

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

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

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

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

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

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

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

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

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

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

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

to be solicited and taken inte account,

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

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

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

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



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

its regional office staff visits the applicant community

to verify information presented in the application.

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

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

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

HEALTH PROFESSIONS EDUCATION LOAN REPAYMENT PROGRAM

HAS HAD LITTLE IMPACT IN ATTRACTING

PHYSICIANS TO SHORTAGE AREAS

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

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

LOAN CANCLLLATION PROGRAM

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

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

B

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

tion program and concluded that it had not been effective e

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

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

receiving nealth professions loans between 1965 and 1972, 5

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

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

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

e

During our past review, we sent guestionnaires to 133 2

o gy
%g é\
ha

physicians and dentists who had had loans canceled as of

€3

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

locations for practice, even if loan cancellation provisions =

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

167 who responded--said they would have. =

e

Officials at several schools visited said the loan s

cancellation provisions did not provide enough financial #z

incentive to attract physicians and dentists to practice in ;55

shortave areas. Some believed that loan cancellation could ey

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

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

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

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

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

bility of having it forgiven could be a genuine incentive o

to consider shortage area practice. iﬁ

MORE LIBERAL LOAN REPAYMENT -

PROGRAM AUTHORIZED IN 1971 =

=

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

shortage areas under the 1971 Comprehensive Health Manpower ff

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

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

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

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

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

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

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

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

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

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

Impact of lcan repayment program

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

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

Physicians Participating in

Liberalized Loan Repayment Program

Number of
participants

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

a/Includes MDs and DOs.

b/As of October 31, 1977,

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

Selection of Shortage Area Practice Location

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

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

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

Number not responding
to question 20 3 23 7

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

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

Physicians are still unaware of loan
repayment provisicns when they graduate

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

THEM TO PRACTICE IN SHORTAGE AREAS

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

150+

1251

100F

75F FACILITY AVAILABILITY

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

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

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

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

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

When Physicians Responding to GAO Questionnaire

Learned of Loan Repayment Program

Physicians Physicians Percent
in NHSC in private of total
and IHS practic