
There appears to be some agreement within the med- 
ica! professicn regarding the need t3 tra:? ‘nore 
primary care physicrans in the Uniied States. This 
view is 132); based upon any particular st!Jdy but 
rather on obb:ervatlnns by people in the health care 
field. Opinions differ as to what constitutes a suffi- 
cient suppfy of specialists end whethe; too n-any of 
certain spec:alists are being trained. While toTal num- 
ber of practicing physicians has increased dramati- 
cafly during the past ctecade and will continue IO do 
so, questions still remain as TO whether there are 
enough or too many. 

The Secretary of HEW should discuss with the Ccor- 
dinating Council on Medical Education the possibility 
of engaging in national studies of physician st!pp!y 
and requirements, including physician extenders, 
under some mutually agreeable contractual arrange- 
ment. HEW’s Graduate Medical Education National 
Advisory Committee should (1) play an active role in 
determining the scope of these studies 2nd in moni- 
toring their progress and (2) review indcpth the Coor- 
dinatirlg Council’s compiered studies and provide the 
Secrc:ary WI&h its detaiied comments and recom- 
mendations. 

HRD.77.92 

M.4Y 36,1978 

. _,. -,.-- .-. 



6-164031(5) 

To the President of the Senate and the 
Speaker of the Hou,,e of Repres?ntatives 

This report discusses the supply of physicians in the 
United States and tr.0 way in which physician graduate med- 
ical education programs are established. it discusses the 
roles of the medical profession, States, and various 
Federal agencies in r&aining appropriate numbers and types 
of physicians. The report contains a variety of views on 
whether the country has an adequate supply of physicians 
by specialty and whether additional Federal regulation is 
needed to insure that appropriate numbers and types of 
physicians are trained. 

Our review was made because of increasing concern and 
debate over the adequacy of the supply of physicians in the 
United States, the substantial commitment of Federal fords 
for training physicians, and the importance of this issue to 
the overall health of the American people. We made our 
review pursuant to the Budget and Accounting Act, 1921 
(31 U.S.C. 53), and the Accounting Act of 1950 (31 U.S.C. 
67). 

Copies of this report are being sent to the Director, 
Office of Management and Budget; the Secretary of Health, 
Education, and Welfare; the Secretary of Defense; the 
Chairman, Federal Trade Commission; and the Administrator 
of Veterans Affairs. 

Comptroller General 
of the United States 
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COMPTROLLER GEIJERAL'S 
REPORT TO THE CONGRESS 

ARE ENOUGH PHYSICIANS OF 
THE RIGHT TYPES TRAINED 
IN THE UNITED STATES? 

DIGEST ------ 

Little is being done i.n the United States 
to ,datch the training cf its future physi- 
cians to the medical needs of the country. 
Under the present medical educational sys- 
tem , it appears that too many physicians 
are being trained within certain specialties 
and too few are being trained 2s primary 
care physicians. Many professional medical 
organizations believe their essential 
responsibility is to train quality physi- 
cians. They do little to determine if the 
numbers of various types of physicians 
they train are appropriate to the needs 
of the country. In fact, most medical 
organizations do not appear to ha,rc the 
data necessary to make these decisions. 
It is apparent that substantial changes 
are required ts balance tile numbers of phy- 
sicians trained in various specialties 
with national requirements. 

Obviously, determining the appropriate 
numbers of phvsicians needed by specialty 
and in aggregate id not an easy task. The 
Congress can aid in this process by working 
with the President to develop a clear na- 
t ional health policy. To the extent that 
the Congress and the President can clearly 
afticulate their intent to develop and sup- 
port heaith programs, and the kind and 
level of support to be provided, projec- 
tions of physicians required will be 
somewhat easier. 

THE HEALTH PROFESSIONS 
EDUCATION~LASS~~TANCE ACT -- 

GAO attempted to obtain information from the 
medical profession on the optimal number 
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of physicians needed in each specialtk. 
GAO also focused on the trend in educating 
phy,ician specialties and the activities 
and involvement of medical organizations, 
medical schoolsI teaching hospitals, Fed- 
era,? agencies, and State legislatures and 
offices of higher education in training 
appropriate types of physician specialists 
to meet national needs. 

Federal assistance in the education of 
health prafessionals generally data:s 
from the Health Professions Educational 
Assistance Act of 1963. Assistance is pro- 
vided throuqh grants and awards to 
institutions anl loans and scholarships to 
financially needy students. Health protes- 
sions education assistance ob‘igations for 
fiscal years 1965-77 amounted ,o about $4.C 
billion; of this $2.3 billion, (57 percent), 
was for medical schools and students. 

The health professions legislation expired 
Sune 30, 1974, but funding was provided by 
continuing resolclticn u,ltil neer authorizing 
legislation was approved on October 12, 
1976. As enacted, this legislation--the 
Eealth Professions Educational Assistance 
Act of 1976 (Publi,: Law 94-484)--extended 
the health manF,.*wer training authorities 
through fiscal year 1980 with significant 
changes to meet national needs. This act 
is designed prim-rily to produce more pri- 
mary care practitioners and improve healkh 
services in manpower shortage areas. 0 

ADEQUACY OF SUPPLY OF ----- 
PRIMARY CARE PHYSICIANS ----- 

The view within the medical profession 
that a need exists to train more primary 
care physicians is not based on a 
comprehensive study of need but rather on 

--statistics showing a steady decline in 
the percentage of practicing physicians 
engaged in primary care since 1931; 
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--comparisons with the number of practicing 
primary care physicians in other coun- 
tries, notably the United Kinqdo,m where 
more than 75 percent of all physicians 
are in primary Fare; and 

--observation tnat a primary care pnysician 
can treat the vast majority of problems 
for which people seek care. 

However p there appears to be some guestion 
as to the number of primary care pnvsicians 
and physician acsistants needed. Also, 
there Is not enouQ’? data showing the type 
and extent of patient care services actu- 
ally provided by specialists. (See p. 3.) 

Recent changes in graduate medical educii- 
tion, particularly in family practice, ;lave 
begun to azfect the number of primar:r cafe 
physicians. Specifically, the percentage 
of fLlled graduate medical education 
training positions in the primary care 
specialties-- which had declined from 1950 
to 1970--began to increase after 1570. 
This was due chic -1y to the development 
and expansion of family medicine training 
programs. (See pp. 13 and 14. ) 

ADEQUACY OF SUPPLY OF OTHER 
PHYSICIAN SPECIALISTS 

While there is apparent need for more pri- 
mary care physicians, studies have suggested 
that too many students are being trained 
in specialties, such as surgery, cardiology, 
neurosurgery, and urology. (See p. 22.) 

However, none of the medical professional 
organizations GAO contacted were of the 
opinion that an excess supply of physicians 

’ exist within their specialty. Most expressed 
the opposite view. But only half these 
organizations could estimate an appropriate 
physician-to-population ratio for 
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their specialty which could provide the 
basis for estimating approximate number 
of addition?1 physicians needed. Many based 
their opinions on professional experience 
or judgment, not on scientific studies. 
(See p. 27.) 

ADEQUACY OF AGGREGATE NATIONAL ---- ---- --- --__-------- 
SUPPLY OF=YSICIANS -----------me 

Considerable debate continues over whether 
a sufficient aggregate supply of physi- 
cians exists in the United States. Studies 
in recent decades relied on physician-to- 
population ratios for estimating needs. 
These varied with each group performing 
a study. Some believe there are not 
enough physicians in the Nation. Others 
believe the country may soon be producing 
more physicians than it needs. 

After ~axamining the situation, GAO con- 
cludes that a reasonably accurate 
determination can be made on the question 
of supply only after the number of special- 
ists and subspecialists required to meet 
national needs has been determined. (See 
p. 32.) 

GRADUATE MEDICAL T-RAINING PROGRAMS-- I_--___----~-------------- 
LITTLE REGARD TO NATIONAL NEED -------------------w-v 

No system exists for insuring that the 
number and types of physicians being 
trained is consistent with the approx- 
imate number needed. Instead, decisions 
on the types and sizes of graduate medical 
training programs are usually made by 
individual program directors in hundreds 
of medical schools and hospitals based on 
the availability of funds, the need to 
provide balanced training within a medical 
school, and the patient care needs of 
training institutions. (See p. 39.) 
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The Veterans Administration (VA) and Depart- 
ments of Defense and Health, Education, and 
Welfare support either directly or 
indirectly many graduate medical training 
positions. Each of these agencies zr?et their 
own objectives, making little effort to 
coordinate the numbers and types of those 
being trained through its aqency with those 
trained by other agencies or the private 
sector. (See p. 46.) 

In addition, the VA by law is moving 'co 
increase the number of medical schools 
and the aggregate supply of phyr,icians 
at a time when concern is growing that the 
United States may SOO;~ have too many 
physicians. (See p. 47.) 

DISAGREEMENT ON THE NEED TO CONTROL 
- - - - - - - - - - -  _ I - _ - _ - _ - - - _ _  

PHYSICIAN SPSCIALTY DISTRIBUTION ---------------_ 

Many medical organizations are responsible 
for dealing with policy matters affecting 
medical education, accreditation of graduate 
training programs, and certification of phy- 
sicians choosing to practice in a given 
specialty, but none of them have been 
given, or has assumed, overall resuonsibility 
for seeing that the types of physicians 
in each specialty are trained in 
appropriate numbers. (See p. 56.) 

A majority of these medical organizations 
approached by GAO believed that control or 
regulation of the graduate medical education 
process is urnecesaary because the appro- 
priate numbers and typ?s of physicians 
cou!d be achieved through the law of supply 
and demand. (See p. 60.) 

Offsetting this view, most program 
directors responsible for establishin? 
and operating graduate medical traininq 
programs which were contacted by GAO, 
believe some control of the graduate medical 
education process is needed. (See p. 60.: 
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Most medical organizations contacted 
believe that if control or regulation of 
graduate medical educat.ion is undertaken, 
it should be exercised by the medical pro- 
ff:ss ion, through the Coordinating Cou*lcil 
0’1 Medical EdilCdtiorl. (2~ p. 61.) 

RI:COMMEND4TIONS TO 1’YF SECRLTARY OF HEW --------I_ e-v 
A’ID ADLINiSTRATOR OF ‘,‘TcFiRAVS AFFjlr@$-- -- -.-------L-e, 

The Secretary,. PEti, I Lid meet with repre- 
sentatives of the . .;rl!,.lating Council on 
Medical Education z.[li explore the possibil- 
ity of its enhaqir; ir: national studies of 
physician and phy;.’ ian extender manpower 
supply and requirements under a mutually 
agreeable t:ijntr3ctual arrangement. HEW’s 
Graduate Medical Education National 
Advisory I’ommittee should (1) play an 
active role in determining the scope of 
these studies and in monitoring their pro- 
gre9s dn?. i 2) review indepth the Coordinating 
Cou. :il’s completed studies and provide the 
Secretary with its detailed comments and 
recomme,iuat ions. (See pp. 81 and 82.) 

Upcn cnmpl?ting these studies, HEFl and the 
Coordrnating Council should attempt to reach 
some mutual agreement on health manpower 
supply and requirements to provide a reason- 
ably accurate assessment of the Nation’s 
present and future need for various types of 
physicians and physician extenders and develop 
recommendations to achieve desired goals. 
Further, HE& shou1.d 

--publish the results of these analyses and 
make them available co congressional com- 
mittees, the public, and components of 

. th;2 medical profession. 

--Encourage medical schools and teaching 
hospitals to make appropriate adjustments 
in thg size of their residency training 
programs, where imbalances are determined 
to exist, and 

---monitor voluntary efforts by the medical 
profession to achieve the desired goals 
through its Graduate Wed ical Education 
National Advisory Committee. 
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If voluntary actions by trio medical pro- 
fession do not acnieve the desired results 
of eliminating imbal;inces in qladuate 
medical training programs and oositions, 
within a reasonable time, HE.; snoul,j seek 
appropriate legislative action. (See p. 82.) 

While these studie: are being conducted, 
the Secretary shouid rontinrle to emphasize 
funding those graduate education training 
programs leading to the development of addi- 
tional numbers of primary care physicians 
and the Ad,ninistrator of Veterans Affairs 
should continue to emp’zasize general Inter- 
nal medicine training. (Se p. L3.) 

RECOMMENDATIONS TO THE COAGRESS 

When the Department of Health, Education, 
and Welfare and the Coordinating Council 
on Medical Education have developed a 
reasonably accurate assessment of tne ap- 
proximate number of p,lysicians required in 
each specialty and subspecialty to meet 
nat+.onal needs and have compared this 
assessment with the number currently in 
practice and in trgining, they will be 
able to estimate the number of first-year 
graduate medical education training posi- 
tions needed in the Nation. 

Should the total number of needed first-year 
graduate training positions be greater than 
the number of physicians annually graduating 
from medical schools in the United Sta es, 
the Congress should consider whether 

--additional medical schools should be estab- 
lished or the capacity of existing medical 
schools should be increased or 

--the shortage should be filied by U.S. 
citizens studying abroad or by meoical 
graduates from other countries. 

On the other hand, if total nurnber oi 
needed first-year graduate medical education 
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training positions should be fewer than the 
number of physicians annually graduating 
from U.S. medical schools, the Congress 
should explore the extent to which F&era: 
financial assistance for increasing the 
number of medical school graduates is 
necessary and should be continued. 

Until the overall need for additional physi- 
cians is more precisely determined, tne 
Congress should explore whether it wants the 
Veterans Adminisiration to continue provid- 
ing Federal grants either to establish new 
medical schools or increase the capacity of 
existing ones, as provided under Public Law 
32-541. (See p. 84.) 

COMMENTS BY MEDICAL PROFESSIONAL 
ORGANI?\TIONS, THE r'EDERAL TRADE 
COMMISSION, THE DEPARTMENT OF 
DELTENSE, HEW, AND VA 

GA3 asked the Coordinating Council on Medi- 
cal Education and its constituent agencies 
along wiizh HEW, VA, the Department of De- 
fense and the Federal Trade Commission to 
comment on its draft report. Their responses 
are included as appendixes to this report. 

Generally, the reaction by the medical pro- 
fession was mixed. Most organizations 
agreed more information was needed on which 
to base future physician manpower estimates. 
However, most medical organizations indi- 
cated they were against any Government 
control or regulation to assure the train- 
ing of appropriate numbers and types of 
physicians. They believed that the Coor- - 
nating Council's autncrity to accredit 
graduate medical education programs should 
not be used to regulate the number or type 
of specialists being trained. 

Some of these organizations felt the laws 
of supply and demand would take care of any 

. imbalances. One organization indicated that 
the rewort did not establisn any deficien- 
tie; or flews in the present systeln of 
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QhysiciaR distributi >n based on resoonses 
by the medical profession to GAO’s questions. 
Consequently this organization saw no need 
for any form of control. 

The reaction was also mixed to GAO'S proQos- 
al that studies be undertaken to determine 
appropriate physician-to-population ratios 
for use in assessing the adequacy of supply 
of the various types of Qhysicians. While 
the COOrdiRatiRg Council on Medical Educa- 
tion believes GAO’s approach wa.c: overly 
simQlistic and inadequate, it believes that 
the Xation's needs for various kinds and 
numbers of physicians may be analyzed 
within reasonable limits. 

The Federal Trade Commission's Bureaus of 
ECOROmiCS and Competition took the position 
that strong recommendations for drastic 
action should not be issued without substan- 
tial further analysis and sugqested that the 
report go no further than recommending a 
detailed study of the Mation's nealth Reeds. 
It also stated that selecting the Coordi- 
nating Council for this study would raise 
serious conflict of interest. issues. 

HEW did not agree with GAO’s prrposal that 
the Coordinating Council assume responsibi- 
lity for developinq and implementing a 
system to see that the number and types of 
Qhysicians trained are consistent with the 
approximate number needed. Instead, HEW 
looks to its Graduate Medical Education 
National Advisory Committee which was given 
responsibility by the Secretary to accom- 
plish most of these objectives. 

In the draft report GAO propose6 that HEW 
determine the number of physician extenders 
needed in the Nation and that the Coordina- 
ting Council should consider their imQact 
on the number and types of physicians 
needed. HEN agreed. However, HEKT pointed 
out that requirements for physician ex- 
tenders cannot be determined in isolation 
from the requirements for physicians and 
that its Advisory Committee has indicated 
it will consider this matter. 
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HEW agreed to continue to emphasize funding 
those graduate training programs leading to 
the development of additional primary care 
physicians while the physician manpower 
studies are conducted. 

The Veterans Administration stated it will 
also continue to expand internal medicine 
residency training programs and further 
support tht national consensus for more 
primary care physicians. In addition, VA 
said it plans to request deletion of its 
legislative responsibility to support new 
medical schools and expand existing ones. 
The Department of Defense ha3 no comments 
on the draft report. 

In response to these comments, GAO is no 
longer proposing that the accreditation 
proces; be used as a means for seeing that 
appropriate numbers and types of physicians 
are trained in each specialty. GAO agrees 
that requirements fcr physician extenders 
should not be determined in isolation from 
the requirements for physicians. IYoreover , 
GAO believes that the profession should be 
allowed a reasonable period to demonstr .te 
it can bring about necessary change. 

GAO still believes the Coordinating Council 
on Medical Education is in the best position 
to study the problems of physician specialty 
distribution and believes that the Coordi- 
‘nating Council should also determine the 
number of physician extenders needed in 
connection with its study of the number of 
physicians needed. 

GAO further believes the concerns of the 
Federal Trade Commission relating to 
possible conflict of interest could be 
overccme by having HEW’s Graduate Medical 
Education National Advisory Committee (1) 
play an active role in determining the 
scope of these studies and monitoring 
their progress and (2) review indepth 
the Coordinating Council’s completed 
studies and provide the Secretary 
with its detailed comments and recom- 
mendations. 
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CHAPTER 1 -- - 

INTRODUCTION 

In the United States, medical education usually begins 
with 3 to 4 years of general college or university studies 
followed by 4 years at a medical school. For graduates 
wishing to specialize, this is followed by several years 
of graduate medical education training, generally in a 
hospital setting. 

Certification in a given specialty is obtained by sat- 
isfactorily completing a program of qraduate education, 
training, and practice and by passing an exatnination de- 
veloped and administered by a national board representing 
the specialty involved. 

The training of physicians in the ilnited States is car- 
ried out in 136 scnools of medicine and osteopathy and in 
nearly 1,700 teaching hospitals. 

ORGAMIZATIOXS INVOLVED IN 
GRADUATE b%DICAL EDUCATlON 

The policymaking, accreditation, and certification bodies 
in medical education are a group of medical professiona: 
organizations that have banded together since 1972 to escab- 
lish a voluntary mechanism to coordinate and direct the ac- 
creditation at all levels of medical education. The orqan- 
izations and their roles are discussed below. 

Coordinating Council on Medical 
Education and tne Liaison Committee 
on Graduate rIedica1 Education 

The Coordinating Council on Medical Education (CCME) was 
established in 1972 by five sponsoring medical organizations: 
the Association of American Medical Colleges (AA?IC), the 
American Board of tiedical Specialties (AEMS), the Council 
of Medical Specialty Societies (CMSS), the American Hospital 
Association (AdA), and the American Medical Associ?:ion (.WA). 
CCME membership is comprised of three members from each 
of the five sponsoring organizations along with one public and 
one Federal representative. 

CCME is responsible for reviewing matters affectinq all 
levels of medical education and recommending policies to its 
five sponsoring organizations for their approval. ‘The CCf3E 
was established in an effort to 
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--rationalize the graduate medical education system, 

--make the educational aspects of training predominate 
over its service aspects, and 

--make the distribution of specialties more responsive 
to the needs of the American people. 

Acccrding to AMA, the ob’ectives from the Bylaws of the 
Coordinating Council read as follows: 

(a) “This Council shall provide a forum for the 
members of the agencies represented to discuss 
and develop policies on all issues related to 
medical education and to initiate the necessary 
steps for their consideration by the five (5) 
parent organizations. 

(5) This Council shali supervis? and coordinate 
the activities of (1) the existing Liais,n 
Committee on Medical Education (undergraduate), 
(2) the ?ew Liaison Committee on Graduate 
Medical Education, (3) such other liaison 
committees related to medical education as 
being mutually agreeable and advisable by 
the five parent organizctions and the ACME.” 

It should be noted that before matters become official CCME 
policy, they require the review and unanimous approval of 
its five sponsoring organizations. 

The Liaison Committee on Graduate Medical Education 
(LCGME) was established as (1) the accrediting body for 
graduate medical education (residency) programs and (2) the 
body to develop the most effective methods to evaluate 
graduate medical education, to promote its quality and to 
deal with such other matters relating to graduate medical 
education as appropriate. LCGME began to function as the 
recognized body for accreditation of graduate medical educa- 
tion programs on January 1, 1975. Policies developed by 
LCGME must be reviewed by the CCME and have the unanimous 
approval of its five constituent organizations. 

LCGME accredits graduate medical training programs based 
on the review and recommendation of the appropriate residency 
review committee. The role of the committee and the other 
medical organizations is discussed in appendix I. 

I ‘a 
-- L- 

2 / 



FEDERAL SUPPQRT FOR YEALTH MANPUWER EDUCATION ----- -- __ 

Before 1960, Federal support for the educatic 2 of health 
manpower was piecemeal. At that time, reports commissioned 
by the Department of B?alth, Education, and Celfare (HEW) and 
the Congress concluded that immediate steps were needed to 
increase the Nation's output of physicians. 

By enacting the Health Professions Educational Assistance 
Act (Public Law 88-129) of 1963, the Congress established ihe 
first Federal program directed at meeting critical needs for 
physicians and certain other professional health manpower, 
and provia<d financial assistance to schools for construction 
of facilities and assistance to students in the form of loans. 
The scope of this legislation was broadened in 1965 and 1968. 

Major amendments were passed by the Congress as part of 
the Comprehensive Health Manpower Training Act of 1971 (Public 
Law 92-157). This legislation was designed to establish an 
explicit Federal role regarding support for the education of 
physicians and other health profession manpower. In addition 
to providing support for construction, special projects, and 
institutional and student assistance, this legislation made 
fundamental modifications and additions to health professions 
education assistance programs. This legislation was aimed at 
increasing the supply of physicians and other health profes- 
sions personnel, among other things, while stabilizing the 
finances of wealth professions educational institutions. 

The Comprehensive Health Manpower Training Act of 1971 
for the first time specifically provided for special project 
grants to help address two problems --geographic and specialty 
distribution of physicians and other health professions per- 
sonne;.. One of the special projects dealing with specialty 
distribution was a grant program for hospitals to operate 
approved graduate mediral training in family medicine and to 
provide stipends to phys icians enrolled in such programs. 

The health professions legislation expired on June 30, 
1974, and new authorizing legislation was approved October 
12, 1976. As enacted, the Health Professions Educational 
Assistance Act of 1976 (Public Law 94-484) extends the health 
manpower training authorities through fiscal year 1980 with 
significant changes to meet national needs. This act is de- 
signed primarily to produce more primary care practitioners 
and improve health services in manpower shortage areas. 

Section 2 of the Health Professions Educational Assist- 
ance Act of 1976 states in part that the Congress finds and 
declares that . . ri .._ . . -.I" 
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--health professions personnel are a national health 
resource and the Federai Government shares the 
responsibility of assuring that such personnel are 
available to meet the health care needs of the 
American people; 

--it is therefoie appropriate to provide support for the 
education anti training of such personnel, and at the 
same time it is appropriate to provide this support 
in a manner which will assure the availability of 
health professions personnel to all the American 
people; 

--the availability of high quality health care to all 
Americans is a national goal and is, to a substantial 
extent, dependent on the availability of gualifled 
health professions personnel and the availability of 
adequate numbers of physicians engaged in the delivery 
of primary care and in the various specialties, but 
numbers which do not exceed the need for physicians in 
such specialties; and 

--physician specialization has resulted in inadequate 
numbers of physicians engaged in the delivery of pri- 
mary care. 

Accordingly, this act requires medical schools to provide 
annually an increasing percentage of their graduate medical 
training positions for individuals in the primary care 
specialties as a condition for receiving capitation grants 
beginning in fiscal year 1978. 

In addition, the act authorizes grants to schools of 
medicine and osteopathy to establish and maintain academic 
administrative units to provide clinical instruction in 
family medicine and continues Federal assistance (stipends) 
to physicians enrolled in family medicine training programs. 
The act also authorized assistance to plan, develop, and 
operate approved graduate medical education trail;ing pro- 
grams in internal medicine or pediatrics that emphasize 
training for practice in general internal medicine or gen- 
eral pediatrics and authorizes traineeships and fellowships 
to physicians participating in these programs. 

LEVEL OF FEDERAL FUNDING -- 

From a $110.2 million authorization in fiscal year 1965, 
the health professions educational assistance program grew 
to an authorization of about $578 million and appropriations 
of about $409 million for fiscal year 1977. (See table ,311 
Pa 5.) 
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Health professions educational assistance obligations for 
the fiscal years 1965 to 1977 amounted to about $4 billion. 
About $2.3 billion, or 57 percent, of this assistance was 
for medical schools and students primarily in the form of 
construction assistance, capitation grants, special projects, 
student loans and scholarships, and health &manpower education 
initiative awards. (See p. 6.) 

Fiscal 
1 year 

. 

1965 
1966 
1967 
1968 
1969 
1970 
1971 
1972 
1973 
1974 
1975 

Health Professions Educational Assistance 
Authorizations, Appropriations, and Obligations 

for Fiscal Years 1965-77 

1976 

Transi- 
tional 
Qutrrter 

1977 

Total $5,557.7 $4,348.7 $3,957.9 

Authorizations Obligations 
(note a) Appropriations (note b) 

--(millions) 

$ 110.2 
85.4 

225.0 
245.0 
255.0 
322.0 
428.0 
754.5 
896.5 

1,049.4 
Continuing 

Resolution 
Continuing 

Resolution 
Continuing 

Resolution 

$ 113.3 $ 96.5 
104.6 97.9 
199.2 167.8 
255.3 220.3 
173.4 228.5 
270.1 276.2 
303.1 295.7 
443.1 313.5 
447.6 420.8 
481.6 50208 
423.5 374.8 

276.0 f* 5 0 . 8 

50.0 400.0 

577.7 408.8 407.3 

a/Excludes authorization figures not specifically stated in 
the legislation, such as scholarships (i.e., programs and 
appropriations authorized but levels not specified). 
Therefore, some fiscal years may reflect. appropriations 
above the amounts authorized. 

&/Obligations are generally reflected in the year ir. which 
they occur, and in some programs (such as constrl -.ion) 
appear in a year, or years subsequent to appropr;.tions. 
In addition, a portion of the 1973 funds release& in Decem- 
ber 1973 are reflected in 1974. 

Source: BUREAU OF BEALTS MANPOWER, HEW I 
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Health Professions Education Assistance Obl&ations __..._____- --_-- -.- --_. ____.___ ------ _- _ __ - _ - . . 
by TYer-~f_Sc_$ool-a?a,Pyo_qLJm 

for Piscal Years 1965-77 Inote al _--- _-------- ~-_ -__ _-__ ____ 
Other 

’ Type of school 
or entity -------- 

Health profession 
schools: 

Medical 
-;yathy 

optometry 
Pharmacy 
Podiatry 
Veterinary 

mcdiclne 
Public health 
NlJr31Ilq 
Allied health 

Subtotal 

Other entities: 
Hospitals 
Colleges and 

universities 
Associations 

.Ind founda- 
tions 

Other 

Subtotal 

Total 

l-c.““, __.._1 Capi- Special Student Scholar- HMEIAs prosrams 
rr uct lot7 tarion loans (note bj (note c) -------- --- -- ecoriects shies ___-__ -_ --- --- -- 

-__ - ~millionsL 

$ 601.8 $ 614.1 $306.6 $177.5 $151.7 $123.4 $85.7 
28.5 37.1 

247.0 236.2 
17.5 19.3 
31.4 110.3 
10.4 9.9 

77.4 45.1 
30.1 
15.8 

4. c ------ --- -- .- 

11m:1 11017!:!? 

63 
11.1 
73.9 

15.2 11.5 
15.3 38.2 

9.3 4.3 

4.0 14.4 

1:::: 26.3 
47.6 - ---- --- _- 

49/.9 357.2 

2;:; 7:: 

2::: 1:‘: 
1.5 .3 

4.7 1.2 
2.7 

27.1 .3 
1 ---_- ---A- 

251.0 137 6 ----_ __ -- 

3.7 

1.1 47.5 

2;:: 
1.1 
2.1 
3.0 

2.2 

34 * 3 
--1.9 

159.1 -- 

93.3 97.0 2.5 

24.6 73.2 1.8 

1.5 - 13.7 .5 
2.2 - 26.6 1.5 - -.----- ------- ----- .- --- ----- --- - 

7.7 - 1.1 91.7 119.9 - ---- ---_-_ --..-- .----- _^_ _- -- - - ..- 

$l,Zlllt? $1 - L 074 _ - - .L 0 S~_o~,; $357.2 $252.1 $229.3 $273.0 ----- - -- - -_I - zz 

Total ----- 

$2,260.6 57.1 
102.3 2.6 
683.5 17.3 

69.2 1.7 
225.5 5.7 

36.7 1.0 

149.8 
34.6 

121.7 
54.4 ----. 

J,-74’:5 

3.8 

3:; 
1.4 ^ .-- 

94.6 _--- 

15.7 
30.5 

216.4 ---_ ._ 

S3,957:9 -- 
!/The existing accountinq system of HEW’s Bureau of Health Manpower does not capture health manpower 

obligations by the various disciplines. Therefore, the Health Professions Education 
Assistance Obligations are based on HEW’s professional judgment estimates. 

k/Health Manpower Education 1nitia;ive Awardo. 

g/Family medicine, primary care, filancizl distress, foreiqn medical transfers, Health Professions 
Start-up grants, Health Professions Cowersion grants, HEW’s Graduate Medical Education National 
Advinory Committee, manpower oupply and distribution studies, Emerqency Medical Services, 
D.C. Med)cnl/Dental Act, (Includes contrJcte to health professions schools. i.e., 
medical, osteopathic, dental, veterinary, optometry, podiatry, pharmacy), and to 
nonprofit organizations. 

d/Percents do not total 100 due to rounding. 

Source: Bureau of Health Manpower, HEW. 

Percent 
of 

total _ __ ._. 

.4 
0 --A 

5.5 -_-- 

d/100.1 - _._-.- - 

*. 
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SCOPE OF REVIEW 

We conducted our review at the headquarters offices of 
HEW, the Veterans Administration (VA), and the Department of 
Defense (DOD), and at 14 medical schools and 33 teaching 
hospitals with graduate medical training programs. Through 
discussions with medical school and teaching hospital of- 
ficials, we attempted to determine, among other things, the 
criteria and factors influencing decisions on the number 
and types of physicians being trained and whether a coor- 
dinated approach existed to assure that the number and type 
trained were consistent with national needs. 

We contacted 83 medical organizations and two osteo- 
pathic organizations and interviewed 225 graduate medical 
training program directors throughout the United States 
for their opinions on questions dealing with the (1) number 
and types of physicians needed, (2) amount of control, if 
anyI considered necessary to achieve an appropriate mix of 
physician specialists, and (3) manner in which any change 
considered necessary could be achieved. A summary of the 
types of organizations contacted and those that replied is 
presented on page 8. 

In addition, we reviewed literature dealing with the 
physician specialty distribution issue and ascertained what 
was being done by Federal, State, and local agencies. 

Although two osteopathic organizations were contacted, 
we did not consider the impact of doctors of osteopathy on 
the issues discussed in this report because they constitute 
a very small percentage of all physicians in the Nation-- 
less then 4 percent-- and are heavily concentrated in a few 
States. 

k 
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Organizations and Individuals 
Contacted DZZjXZOReView 

Number 
contacted - 

Medical organizations: 

--CCME, LCGME and its 
constituent organizations 7 

--Residency review committees 23 

--Specialty boards 

--Specialty societies 

22 

20 

--Subspecialty societies 

Subtotal 

If -- 

83 

Osteopathic organizations 2 

Number 
respondinq 

7 

23 

20 

19 

10 .- 

79 

1 

Directors of graduate medical 
training programs 225 



-i_ 

.-. 

CRAPTER 2 

TAE ADEQUACY OF SUPPLY OF PHYSICIANS IS Ur7KNOWN 

The Congress and medical profession are concerned about 
whether the number of physicsians practicing in various medical 
specialties is appropriate and whether a proper distribution 
of physicians by specialty is available in the United States 
to provide appropriate and quality medical care to persons 
needing it. Specifically, discussion has focused on whether 
enough physicians will be practicing in primary care 
specialties and whether too many physicians are or will be 
practicir.g in other specialties. In addition considerable de- 
bate has occurred on whether there is a sufficient aggreqate 
supply of physicians in thz Nation. 

As discussed below, opinions we obtained fro;n the medical 
profession tend to support the contention that more primary 
care physicians are needed but not the belief that there are 
too many specialists. In iact, none of the organizations we 
contacted expressed the opinion that their specialty was in 
over supply. In addition, while no doubt exists that the ag- 
gregate number of practicing physicians in the United States 
has increased dramatically during tne past decade and will 
continue to increase rapidly in the future, debate continues 
over whether the suppLy is adequate to meet national needs. 
Until decisions on the aggregate number of eacn type of 
specialist and subspecialist needed are made, it is unlikely 
that any accurate determinations can be made on the suffi- 
ciency of the aggregate supply of physicians in the Nation, 

SUPPLY OF PRIMARY CARE PHYSICIANS 

There appears to be some agreement in the medical profes- 
sion that a shortage of primary care pnysicians exists in the 
United States. As discussed on paqe 12, this belief is not 
based on any particular study but rather on observations of 
personnel in the health care field. .i?here apoears to be some 
question, however, on the number of primary care physicians 
and physician extenders needed and the extent to which spec- 
ialists and subspecialists should be relied upon to provide 
primary care. 

What is a primary care physician 
andKKtypes of-physicians 
provide primary care? 

CCME, in a January 1975 report, defined a primary care 
physician as one who establishes a relationship with an 
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individual or a family and provides continuing surveillance of 
their health care needs, comprehensive care for the acute and 
chronic disorders for which he is qualified to care, and ac- 
cess to the health care delivery system for those disorders 
requiring the services of other specialists. 

In January 1975, CCI4E took the position that the types 
of physicians which met the primary care definition included 
general and family practitioners, general internists, and qen- 
era1 pediatricians. At that time, CCME excluded obstetricians/ 
gynecologists as primary car- physicians. In June 1976, how- 
ever, CCME approved their inclusion as one of the primary care 
specialties. 

As discussed on page 17, the Health Professions Educa- 
tional Assistance Act of 1976 required, as a condition for 
receipt of capitation assistance, that 50 percent of first 
year graduate medical education training positions be filled 
by physicians engaged in primary care by fiscal year 1980. 
The act defined primary care physicians as including only 
those in family medicine, general internal medicine, or gen- 
eral pediatrics. 

Certain other specialists, such as dermatologists and 
general surgeons, may also provide a considerable amount of 
primary care. According to the CCME, however, they are not 
identified either by education or practice as consistently 
fulfilling all the requirements of primary care physicians 
and therefore are not recognized by the CCME and its consti- 
tuent organizations as primary care physicians. 

In addition, many internists and pediatricians extend 
their graduate medical training into subspecialty fields and 
are consequently prepared to function principally as special- 
ists rather than primary care physicians. 

. 

While graduate medical education is designed to prepare 
medical araduates to enter a specialty, it does not insure 
that individuals who complete such training will necessarily 
function in that specialty throughout their careers. Most 
physicians practice in the specialty in which they receive 
their graduate medical education. 14any of these, however, 
may also provide considerable primary care to their patients. 
Also, the medical profession generally recognizes that some 
physicians, prepared by education as primary care physicians, 
eventually find their practice channeled into selected areas 
so that they eventually function as specialists. Although we 
are not aware of any completed studies that would provide data 
on how much this occurs, a study underway at the University 
of Southern California is focusing on this issue. 

. 
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tr’ho believes more primary care --- 
physicians are needed? 

A number of medical organizations, the CongressI and the 
Administration generally agree that more primary chre physi- 
cians are needed. 

In June 1973, the House of Delegates of AMA recommended 
that the need for more primary care physicians should be 
accepted as fact even though it was difficult to determine 
precisely the additional numbers needed at that time. At the 
saPe time, the House of Delegates adopted a formal resolution 
that at least 5@ percent of the medical school graduates 
should enter graduate medical training in primary care special- 
ties in rhe coming years. In the same year, the Graduate Med- 
ical Education Committee of the AAMC recommended that 50 per- 
cent of graduating medic;: students enter training programs 
in the primary care specialties. In January 1975 CCME recom- 
mended an initial national target of having 50 percent of 
graduating medical stucents choose careers as primary care 
specialists. 

We were advised by the AAMC tnat its 1973 goal appeared 
reasonable at that time. However, AAMC suggested that the 
adequacy of this estimate of need should be reexamined pe- 
riodically. An official of one of the other medical organiza- 
tions pointed out that the quoted figure that 50 percent of 
the graduate medical education training positions should 
be in primary care was derived by one individual as a number 
that sounded correct and easy to deal with; and it was not, 
by this individual’s own admission, developed using any scien- 
tific basis. 

We contacted 83 medical organizations and two osteopathic 
organizations. We asked them a number of questions, including 
whether they believed more primary care physician: were needed 
in the United States. Eighty replies were receivea from 79 
medical organizations and 1 osteopathic organization. 

Of 79 medical organizations responding, 

--24 believed that more primary care physicians are 
needed, 

--3 said no more are needed, 

--17 said data was not available to answer the question, 

11 

;_- 

.- 

. . 
_ 

\ 

- 

.- 



--15 expressed no opinion, and 

--20 did not specifically respond to the question. 

The osteopathic organization said it believed that more 
primary care phy;Lcians are needed. 

The medical organizations expressing the view that more 
primary care physicians are needed did not elaborate on their 
reasons for this position. Those which contend that additional 
primary care physicians are not needed in the United States 
generally point out that over the last few years enough 
physicians have been entering graduate primary care training 
programs and that possibly the mix has already moved too far 
toward producing primary care physicians. 

Although the medical profession has not undertaken any 
broad based national studies in an effort to determine the ap- 
proximate number and types of primary care physicians needed, 
the American Academy of Pediatrics and the American College 
of Obstetricians and Gynecologists are currently engaged in 
major manpower studies for their respective specialties. In 
addition, a study of internal medicine manpower supported by 
the American Board and the American Society of Internal Med- 
icine I the American College of Physicians and Association of 
Professors of Medicine is in progress. One objective of this 
study is to provide baseline data on manpower needs in in- 
ternal medicine which can be used to develop rational guide- 
lines for future training of internists. 

The American Academy of Family Physicians has proposed 
that a manpower study be undertaken for their respective 
specialty. They advised us, however, that the problems of 
insufficient funding and personnel have been and continue to 
to be major roadblocks to the conduct of o study by the 
Academy to determine the needs of family pilysicians in the 
Nation. 

Why is it believed that more 
primary care physicians are needed? 

The belief that more primary care physicians are needed 
is not based on any particular study but rather on obaerva- 
tions of personnel in the health care field that 

--a primary care physician can take care of up to 
55 percent of the problems for which people seek care: 
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--there has been a steady and continual decline in 
the percentage of practicing physicians engaged 
‘in primary care; 

--there is probably an adequate number, or even an 
excessive number, of physicians engaged in the de- 
livery of secondary or tertiary care; and 

--the proportion of physicians now engaged in 
graduate medical education and the nature of that 
education are such that the percentage of physicians 
engaged in primary care is likely to decrease. 

Other factors on which this position is apparently based 
include 

--comparisons with the number of practicing primary care 
physicians in other countries, notably the United 
Kingdom, where more than 75 percent of all physicians 
are in primary care; and 

--the number of primary care physicians used by a large 
health maintenance organization in the United States-- 
about 70 percent of the staff. 

In commentin on the draft report, CMSS advised us that 
several of its me,Jber organizations raised questions with the 
position that a primary care physician can take care of up to 
85 percent of the rroblems for which people seek care. CMSS 
also advised us that strong sentiment was expressed by its 
member organizations concerning the need to better define what 
constitutes primary care and for a comprehensive study by the 
specialties of both manpower and health care needs. 

ANA pointed out that the comparison of the percentage of 
primary care physicians used by a large health maintenance 
organization cannot be squated with national needs since 
there is wide variation on the proportion of specialists 
functioning in large group practices. 

Has the percentage of MDs in 
primary care changed? 

After World War II, the enormous growth of medical know- 
ledge, stimulated by substantial and increasi .g financial 
support for biomedical research through the National Insti- 
tutes of Health, according to several medical organizations, 
resulted in a yrowing movement toward specialization and sub- 
specialization in medicine. Particularly as a result of this, 
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the percentage of MDs in primary care in the United S,tates 
declined from over 88 percent in 1931 to 42 percent in 1976. 
(See R. 15.) 

To what extent has change occurred 
in the number of physicians engaged 
in primary care training programs? - 

Although the total number of physicians in graduate medical 
education training programs increased from about 17,500 to 
39,000 between 1950 and 1970, the percentage of those in pri- 
mary care training continually declined (from 36 to 33 percent) 
during this period. 

Changes have occurred in graduate medical education 
in recent years, particularly in family practice since it was 
approved as a medical specialty in 1969. That action 
should eventually affect the number of practicing physicians 
engaged in primary care. 

In an attempt to reverse the physician trend toward special- 
ization and away from primary care, the Comprehensive Health 
Manpower Training Act of 1971 authorized, for the first time, 
special project grants to establish and operate approved 
graduate medical education training in family practice. HEW 
provides these grants directly to the educational institution, 
and they may be used for any purpose in supporting graduate 
family practice training, including stipends for physicians 
enrolled in such programs. HEW obligated over $92.2 million 
to support graduate family practice training during fiscal 
years 1972-77. HEW is supporting 210 family practice training 
programs in fiscal year 1978. HEW estimates that during 
fiscal year 1978 these programs include 72 percent of all 
family practice residents in training. 

As a result of formal recognition of family practice, 
Federal and State funding for primar y care training programs, 
and increased interest by medical school graduates in primary 
care graduate training programs, the percentage of physicians 
engaged in primary care training increased from 34 percent 
in school year 1971-72 to 48.6 percent in school year 1976-77, 
with the largest percentage increase occu;Ling in family 
practice. (See p. 16.) 

Primary care specialties in the 1976-77 school year ac- 
counted for a greater percentage of filled graduate medical 
training positions than at any time in the last 27 years. 
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Active *US In the United States end Possessions for the Period 1931-1949-1960-1970-1974-1975-1?,6 ------------_---__._____ -________ ______.___. __ _-___-_--___- _____.-____-_ -._- 

‘2P.ElQ 67.3 116.164 50.4 57.948 18.6 53,997 15.4 54.55, 

Il.588 6.0 22,459 9.7 41.1171 13.5 51,752 14.8 54,331 

5,074 
::t 

10,257 4.4 16,876 6.1 20,987 6.0 21.731 
--!,!1! --9~Ls~ A0 -lO&!S -6.9 -Z!LS!? -L! 3!Lll! 

149,866 70.2 15*,05, 68.5 137,515 44.2 148.381 42.3 153,349 

24,579 12.6 38.050 16.5 67,166 21.6 72,399 20.7 74,264 

1960 
---LO4%?21-- 

i%rcenr 
+r?lmer of tots1 ._ -_- 

. 

g/The years 19,O. 1914, 1975, and 1976 exclude 7.352, 12,803, 11,427. and 14,361 
PhYOlCLd”S. r.spcct,vc,y, ,,ith unknown addrc,oe% and tenwrarily ,n lorrlqn locatlnns. 

14.9 

14.6 

5.9 
_c!:! 

41.d 

20.3 

A!:! 

100.0 
z-z 

159,200 42.0 

76.373 20.2 

142.?99 37.8 _. . . 

!!1):!72 lou.o 
--..- ._I- 

. 

: 
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Pilled Graduate Medical Education Traininq Positions in Affiliated and Nonaffiliated Hospitals _____-I_------- -- 
S_chool Years 197i--~-to~~~7lii~fe’~--------------- --_--_--_- ---- 

1971-72 1972-73 1973-74 1974-75 1976-77 - _.----_- _ _---- ---- ___--_----_- __--- -__----- 
Percent Percent Percent Percent Percent 

Typeof-physician Number - ---- of total Number of total Number ___^ ------ -_-___- - --- of total Number of total Number -__-- --- --- -- of total ------ 

8.3 
25.5 

6.S 
8.3 -- 

48.6 -_-- 

25.1 

26.3 

100.0 - -- 

Primary care: 
General/Family 

Practice 
Intcrnal medicine 

(note bl 
Obstetrics/ 

Gynecology 
Pediatrics 

Total 
or imar y 
care 

Surgical specialties 

Other specialties 

2,025 4 2,955 6 5,015 
9,427 19 11,024 21 15,367 

878 2 1,312 
7,869 18 8,297 

2,800 
.2di44 

7 3,006 
7 3,238 -- --.- 

7 
7 --- 

s 

31 

34 - 

3,183 
4,231 

7 
9 --- 

18 866 --L-- 12 

14,299 29 

15 704 -‘-- 32 I-- 

3,4?! 
2!LiGQ 

6 
9 - 

3,899 
5,028 

14j391 

13,570 

14L231 

34 - 15,853 

32 13,799 

34 15 206 - -L--- 

22,184 42 __- ._- - 

14,738 28 

15,577 30 - 

z&309 

15,118 

15,891 -_---- 

Total 
filled 
positions 42.293 100 44 858 100 40 869 

-- = --L- ;= --I--- gj 

a/1975-76 figures are not available according to an AMA representative. 

b/Many of these physicians extend their graduate medical training into subspecialty 
fields and subsequently may function as specialist> rather than primary care physicians. 

Source: American Medical Association 
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The number of physicians in primary care training should con- 
tinue to increase in the future because increasing numbers 
of medical students are listing primary care as their first 
choice in selecting a specialty. 

An April 1976 report of the National Intern and Resi- 
dent Matching Program showed that during the years 1974-76, 
the number of available graduate training positions in pri- 
mary care specialties had increased, an increasing number of 
U.S. medical students were applying for these positions, and 
the number selected for primary care positions had increased. 

Fur thermore, statistics on filled graduate training posi- 
tions at the 16 medical schools visited show that the number 
in primary care training increased between school years 1973-74 
and schocl years 1975-76. 

In commenting on the report, the American Academy of 
Family Physicians (AAFP) stated that emphasis is on the first- 
year graduate (residency) positions needed to provide more 
physicians in primary care, with the inference that a compar- 
able number of physicians will remain in the field of pri- 
mary care at the end of graduate medical training. AAFP be- 
lieves this is a false measurement and of equal, if not greater 
importance, is a study of the outcome data. According to 
AAFP, although hard data for all specialties involved are not 
currently available, convincing evidence exists that a much 
higher percentage of first-year family practice residents 
enter primary care than those in other specialties. 

Establishment of congressional goals for 
graduate training positions in primary care 

The Health Professions Educational Assistance Act of 1976 
(Pl;blic Law 94-484) requires, as a condition for receipt of a 
grant f that 50 percent of first-year graduate medical educa- 
tion training positions be filled by physicians engaged in 
primary care specialties of family medicine, general internal 
medicine, or general pediatrics by fiscal year 1980. 

To receive capitation support L/ after fiscal year 1977, 
medical schools must have specified percentages of filled 
first-year graduate training positions in direct or affiliated 
primary care training programs. The required percentage of 

Q’Capitation grants provide a specified number of dollars 
to a school for each full-time enrolled student. 

17 



filled first-year primary care training positions in family 
medicine, general internal medicine, or general pediatrics 
are: 

--35 percent for fiscal year 1578 grants. 

--40 percent for fiscal year 1979 grants. 

--50 percent for fiscal year 1980 grants. 

If these percentage requirements are not met by a na- 
tional average of all schools, then each medical school must 
meet the percentage requirements for its programs to continue 
to receive capitation grants. 

When a school is required to have a specified percentage 
in primary care positions, the Secretary of HEW may determine 
that the requirement has been met if he determines that a 
school has made good faith efforts to meet the requirement and 
has at least 98 percent of the required percentage. 

The number of filled first-year graduate medical training 
positions in the primary care specialties of familv practice, 
general internal medicine, and general pediatrics increased 
from about 32 percent of the total in school year 1971-72 to 
approximately 47 percent in school year 1976-77, the latest 
period for which data was available. (See p. 19.) 

However, as reported in 1973 by AMA, even if the number 
of physicians entering primary care training totals 50 percent 
for the next decade, the total number of primary care special- 
ties in practice, exclusive of obstetrics and gynecology, would 
increase only from 35.1 percent to 38.6. 

Significant growth in --- s 
physician extender programs 

In recent years a new health profession has been developed 
to increase physician productivity and help relievti problems of 
geographical and specialty maldistribution of health care 
personnel. Assistants to the primary care physician--physician 
extenders-- can perform many medical tasks that do not require 
the extensive knowledge and skill of a physician, freeing 
physicians for more complex cases and increased patient loads. 
Graduates of these training programs are referred to by var- 
ious names. They can, however, be categorized into two groups: 
physician assistants and nurse practitioners. 
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Fitst-Year Frlled GrJduJtP Medical Education Positions 
for school YeJrS 1971-72 tO 1976-77 (note J\ 

Primary care: 
Cencral/Familv oractice 
General internal medicine 
Gellerdl WdlJtrlCs 

Total nrlmnry car-2 

Surlical soec 

c1 (note b) 

W 
Other soecial 

islties 

ties 

Total 

1971-72 1972-73 19i3-74 1974-75 1976-77 
Percent -irF?Tz e PerceZ percent Percent 

Number 

447 
3,166 
1,262 

?,b75 

5,235 

5,071 

15,181 

Of of 
total Number total Number -- -- 

2::: 
660 

3,556 
8.3 L* 

i22 5,682 

t1.5 5,659 

33.4 5,432 -- 

100.0 16,173 -- - - 

3.9 942 
21.2 4,139 

8.8 1,699 

33.9 6,780 

33.7 5,846 

32.4 5,450 

100.0 18,076 
=zzzz - 

of 
tOtJ1 Piumber 

5.2 1,361 
22.9 4,553 

9.4 1,8!0 

37.5 !,724 

32.3 5,852 

30.2 5,240 

100.0 18,816 
- - 

of 
tOtJ1 

7.2 
24.2 

9.6 

41.0 

31.1 

27.9 

100.0 

a/1375-76 figures are not available accordlnq to sn AYA reorescntative. 

b/Includes obstetrics/~vnccoloqv nosrtions of 911, 1,020, 1,003, 1,030, and 1,065 for school vears 
1971-72 throuqh 1976-77, resnectivelv. 

Sou1cn: America? Yedical 4ssociation. 

Number 

2,024 
5,522 
1,856 

9,432 -- 

5,653 

4,746 

13,831 -- 

of 
total 

10.2 
21.8 

9.5 

47.5 

28.5 

23 9 - 

100.0 
.- 
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Some university-i3i tiated programs beqan as early as 
1965. Direct HCW support, however, did not beqin until 1969 
as a demonstration project to train former military corpsmen 
for this role. Fubseauently, the Comorehensive Health Man- 
power Traininq Act of 3971 (Public Law 91--157) and the Nurse 
Traininq Act of :971 (Public Law 92-158) authorized HEW to 
support a varictv of physician extender programs which were 
desiancd to improve the health services delivery system and 
the distribution, supply, Quality, use, and efficiency of 
heal th personnel. 

HEW has funded &out 100 different training programs 
for nhysician extender* through grants to universities and 
other nonprofit organizations. HEW support from 1969 to 1977 
totaled about $64 mill .nn. HEW dat; for the last three fiscai 
years is shown below. 

Fisral year 1975 Fiscal year 1976 Fiscal vear 1977 
-icxec Number Number 

Of Amount of Xmount of Amount 
Progr.Tm ro i.fVS obl igatpd programs obliaated programs obl iqated 

PhysiciAn 
assistants 37 $ 5,994,002 36 $6,247,203 39 $8,414,806 

Nurse 
practi- 
tioners dc 5,307.225 a/4!, -- 2,972,436 z 1,876,110 

Total g $11,301,227 g $9,219,539 96 $10,290,91P 
=: -- = 

;/Some of these programs are multipeal' Contracts. The funds were obligated 
in preceding years. 

L 

HEW officials estimated that about 5,000 students have 
graduated from federally supported training proqrams. The 
trend in the number of graduates has increased dramatically. 
In fiscal year 199G alone, more than 1,700 students graduated 
from physician extender training programs. 

HEW officials informed us that they have very T.it.tle in- 
formation on the employment status of physician extenders. 
Placement of graduates, for the most part, has been left 
to the discretion of the individual programs. Current studies 
are attempting to identify, at least in part, the employment 
status of the physician extender. 
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A June 1977 HEW report of the physician extender work 
group stated that demand for physician extenders is not well 
understood c is subject to a number of forces3 and future de- 
mand questions remain iargely unanswered. Therefore ( no 
answer exists at present as to the optimum number of physician 
extenders the market can absorb. Gecausc of tJlc illCKc3Sd (1) 
emphasis on primary care, (2) number of physicians entering 
primary care practice, and (3) number of ph;jsician extenders 
graduating from HEW-supported training programs, a need exists 
to determine the demand for physician extenders and the number 
that can be absorbed by the health care systtam. 

AMA stated, in responding to the draft report, that the 
question is not the optimum number of physician extenders the 
market can absorb but rather how physicians can be educated 
to the advantages of employing physician extenders. AMA 
stated that the demand for and use of physician extenders may 
decline as the number of physicians greatly increases, 

CONCLUSIONS 

There appears to be general agreement on the need to train 
more primary care physicians in the United States. There ap- 
pears to be some question, however, on (1) the number of pri- 
mary care physicians needed, (2) the number of physician ex- 
tenders needed and their overall imoact on the number of pri- 
mary care physicians, and (3) the extent to which specialists 
and subspecialists should be relied on to provide primary care; 

Statements indicating that more primary care physicians 
are needed are based largely on (1) statistics showing n steady 
decline in the percentage of practicing physicians engaqcd in 
primary care, (2) comparisotis with the number of practicinq 
primary care physicians in other countries, and (3) the ob- 
servation that a primary care physician can take care of the 
vast majority of problems for which people seek care. 

. 

. 

As a result of a growing movement toward specialization 
and subspecialization in medicine since World War II, thus 
percentage of M.D.s in primary care declined from over 88 
percent in 1931 to 42 percent in 1976. However, initiatives 
to increase the number of graduate medical education posi- 
tions in the primary care specialties provide cause for 
optimism in the future. Attaining the goals established by 
both the Federal Government and medical professional orqan- 
izations to train more primary care physicians should aifcct 
the number of practicing primary care physicians in the futclbe. 
Fur thermore, appropriate use of the increasing number of 
physician extenders should enable the primary care physician 
to provide services to more patients. 
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SUPPLY OF OTHER SPECIALISTS 

While considerable agreement exists on the need for addi- 
t ional pr irnary care physicians, opinions differ regarding 
what constitutes a sufficient supply of other specialties and 
whether too many of certain types of physician specialists are 
being trained. Specifically, some studies have suggested that 
certain specialties, notably surgery, neurosurgery, urology, 
and cardiology may now be training too many specialists. 

‘iowever p none of the specialty boards, specialty socic- 
ties, and residency review committees expressed the opinion 
that an excess supply of physicians existed within their 
specialty. pather 5 the majority of those expressing an opin- 
ion believe that the supply wit!lir. their individual specialty 
is inadequate. Yet t only half these organizations were In a 
position to provide us with an estimate on an appropriate 
physician to population ratio for their specialty which could 
provide the basis for estimating the approximate number of 
additional physicians needed for their specialty. The rest 
expressed no opinion on what ratio of physician to population 
would be appropriate for their specialty. 

Types of physician specialists and subspecialists 

Before 1970 AMA recognized 34 different specialties in 
its directory listings. In 1970 it revised its format to 
include an array of 63 specialties and subspecialties. In 
recent years, more specialties have come into being. The 
table on page 23 shows 69 physician specialties and sub- 
specialties in the AMA Directory of Approved Residencies for 
school year 1974-75. 

Studies on the sufficiency of supply 
of specialists and subspecialists 

The medical profession has not undertaken any compre- 
hensive national studies designed to determine the appropriate 
number and type of physician specialists and subspecialists 
needed. However, studies have been undertaken by several 
medical organizations to obtain information on the sufficiency 
of supply within their particular specialties. Several addi- 
tional medical organizations either are planning or are con- 
ducting studies in their respective specialty, 

In considering the supply of physician msnpower in a 
particular specialty or subspecialty, AMA has pointed out 
that specialties are interdependent, and the need for one 
type of physician is affected by the supply of others. 
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T%ble of Ao,abved Residencies for School Year 1974-75 

Specialties Subspecialties 

FTiaary care: 

Pamlly practice 
Internal medrcine 
Obstetrics/Gynecology 
Pediatrics 

Surgical: 

SUPpry 
Colon and rectal surgerv 
Neuroloqical surgery 
Ophthalmology 
Orthopaedic s’~r4ecv 

Internal medlclne: 

Allerqy and imaunoloqv 
Csrdlovascalar dlseese 
Endncranoloqy and metabolism 
Gastroenterology 
Heastoloqy 
lnfectrous dbsease 
Nedlcal oncology 
Wephroloqy 
Pulmonary disease 
Rheunatoloqy 

Pediarrico: 

OtolaryAgOlOgv . 
Plastic surgery 
Thoracic surqery 
Urology 

Other: 

Anesthesiology 
Dermatoiogy 
I!uciear medicine 
Patholoqy 
Physical mediclIe and 

rehabl!ltatlon 
Preventrve medicine 
Psychiatry and ne~.roloqy 
Radiology 

Pediatric allerqy 
Pediatric cardroloqv 

Obstetrics/Gvnecoloqy: 

Gyeecolosv 
Obstetrics 

Pathology: 

Anatomic patholow 
AnatOmic parholoqv and medical 

microbioloqv 
Anatomic pat&logy and clinical 

patholoqv 
hnatomlc uatholoqy and 

neuroPatholo4v 
Chemrcai oathoioay 
Medical mlcrobloloqv 
Medical mxrobloloqy and medrcal 

chemistry 
Clinical oatholqv 
Porens~c oatholo$;y 
kwmatology 
Cilnical patholoav/hemetolow 
Neurooatholoqy 
Anatomical, clinrcal. and 

forensic patholosv 
Blood banking 

Preventive medicine: 

General oreventive medicine 
heros~ace medac,ne 
Occupational medicine 
Public health 

Psychiatry and neuroloqyr 

Neurology 
Child nrxoloqy 
Psychiatry 
Child psychiatry 

Radiology: 

Diagnostic roentqenoloqv 
Diagnostic radiolosy 
Hedical nuc,ear ohyslcs 
Radioloqlcsl physics 
Rsdiura t;leraoy 
ROenLqen ray and gamma ray 

DIysiCS 
Roentqenoloqy 
Therapeutic radloloqv 
Therapeutic roentgenolow 
Therspeutlc radioloqlc.1 ohysics 
Therape”tIc and diaqnostic 

radrolcqrcal ohyslca 

0t01aryng010qy: 
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Therefore, increases in the number of surgeons may resuik in 
a need for more pathologists, anesthesiologists, or radiolo- 
gists. On the other hand, when a general surgeon functions 
as the urologist, gynecologist, or family practitioner in a 
given geographic area, the need for these particular spccial- 
ists may be reduced. 

AMA has taken the position that the nature of each 
physician’s practice will be determined in part by the number 
and different types of practicing physicians. Consequently, it 
believes it is inappropriate to determine the total reqionai 
or national need for numbers and types of physicians by deter- 
mining separately tht need for each type of specialist as per- 
ceived by the members of that specialty. 

AMA recognizes that some major specialty societies have 
estimated the number of specialists needed In some fields. 
But, according to AMA, the sum of these parts is probably much 
greater than the total need because the presence of the full 
supply of any one of the specialties would almost certainly 
reduce the needs in overlapping specialties. 

We identified 14 studies made by medical specialty orqan- 
izations over the last few years which attempted to obtain in- 
formation on the sufficiency of supply within their particular 
specialty or subspecialty. A study on surgery stated that 
the number of physicians entering and completing training 
each year is larger than that required by population needs. 
Also, four of the studies (orthopedic surqeryp cardiology, 
neurosurgery, and uro!oqy) concluded or imp1 icd that an over- 
supply of practicing physicians would occur if the present 
trend in the number engaged in graduate training programs con- 
tinues. All but one of the five studies (orthopedic surgery) 
recommended reductions be made in the number of physicians 
being trained in their respective specialties, 

Six of the 14 studies (otolaryngology, anesthesiology, 
preventive medicine, pulmonary disease, neurology, and phy- 
sical medicine) concluded that there was an undersupply of 
physicians in practice in those specialties and sub- 
specialties, although three studies (thoracic surgery, 
pathology, and radiology) concluded that an adequate supply 
of physicians existed in practice in those specialties. 

Following are some detarls from the reports on surgery, 
neurosurgery, and urology manpower stlldies recommending or 
implying that action should be taken to reduce the number of 
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physicians being trained. It should be recognized that, under 
the present graduate medical education process, implementing 
recommendations made by specialty and subspccialty organiza- 
tions to adjust the number of physicians trained in a par- 
ticular specialty or subspecialty would in almost all cases be 
voluntary by the training institutions and the several hundred 
individual directors of graduate training programs located 
throughout the United Statas, as discussed in the next two 
chapters of this report. 

Study of surgical services 
for the United States 

This study, sponsored jointly by the American College of 
Surgeons and the American Surgical Association, with financial 
assistance from HEW, was directed toward evaluating the dis- 
tribution of surgical services, the problems of manpower, and 
the interaction of surgery with other fields of medicine. The 
summary report, issued in 1975, concluded, among other things, 
that the number of physicians now entering and completing 
graduate training in surgical specialties each year is larger 
than required by population needs, and that a conservative 
manpower goal would involve reducing the number of physicians 
in graduate surgical training. 

In commenting on our draft report the American College of 
Surgeons (WCS) stated that (1) although this study was funded 
by their organization and a number of other private and Govern- 
ment organizations, ACS provided less than 10 percent of the 
total funding of about $1.5 million, (2) the individuals con- 
ducting the study worked as independent scholarly researchers, 
and (3) none of their findings and recommendations have been 
officially endorsed by the ACS, or adopted as official position 
or policy. 

Neurosurgery manpower study 

This study, conducted by the American Association of 
Neurological Surgeons, under contract with HEW, was directed 
to provide information on the number of neurosurgeons, their 
pattern of distribution, and the current practice of neuro- 
surgery. Their report, issued in February 1975, proposed 
an initial reduction of 25 percent in the number of physicians 
enterin: neurosurgical training with a subsequent decrease 
of 10 to 20 percent in 5 years, if necessary. 
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This survey, sponsored by the American Urological Associa- 
tion, Inc., was directed toward obtaining nationwide informa- 
tion on urologic manpower alId urologic training programs, 
as well as an appropriate urologist to population ratio. The 
survey report, issued in May 1976, noted that by 1985, a sig- 
nificant overproduction of urologists would occur if the present 
trend in the number of physicians involved in graduate training 
continues at present rates. Accordingly, the survey recom- 
mended an immediate decrease of about 10 to 20 percent of those 
physicians in urology training. 

HEW studies ---- 

HEW has also conducted studies on ph-ysician manpower c 
For example, in 19-5 HEW prepared a draft report L/ of a study 
it conducted on physician specialty distri.Sution. The objec- 
tives were to (1) present a picture of spczialty distribution 
as it appeared at that time and as it may appear through the 
decade, (2) identify specific areas that need to be addressed 
by Federal policy, and (3) given certain options to recommend 
a current course of action. The HEW study concluded that un- 
certainty exists surrounding physician supply and requirements 
by specialty and that, in the future, more information and 
understanding of the issues will be necessary before fine ad- 
justments in the distribution of physician manpower resources 
can take place with confidence. 

As part of this study, HEW calculated what the physician 
to population ratio would likely be in 1980 for most special- 
ties and also developed an estimate of physician to population 
ratios needed in 1980 to meet tha needs of the U.S. population. 
HEW advised us that these projections for 1980 and conclusions 
drawn relating to over- and under-supplied specialists were 
based on assumptions concerning the existence of archetypal 
comprehensive health insurance and were couched in conditional 
statements concerning, for example, the geographic disPribution, 
the substitution of nonphysician health manpower, and the in- 
flu,, of foreign medical graduates. Based on its analysis, 
----------- 

&/An HEW official said this report was never finalized., HEW, 
however, is preparing a series of new reports on the subject 
in connection with its Graduate Medical Education National 
Advisory Committee, which is discussed on p. 65. 
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while recognizing the tenuous nature of the data, HEW projected 
the following specialties to be in undersupply and oversupply 
in 1980: 

HEW Projections of Specialties 
in Undersupply and Oversupply 

Under supply: 
Family practice 

Oversupply: 
Pediatr its 

Internal medicine Surgery 
Obstetrics/Gy?ecology Neurological surgery 
Otolaryngology Orthopedic surgery 
Plastic surgery Thoracic surgery 
Urology Nearology 
Opthalmology Pathology 
Anesthesiology Radiology 
Dermatology 
Physical medicine and 

rehabilitation 

Opinions of medical organizations regarding 
the sufficiency of supply of specialists 

We contacted a number of medical organizations responsi- 
ble for accrediting graduate medical training programs and 
for certifying specialists and representing their profes- 
sional interests and two osteopathic organizations. A series 
of questions were asked of these organizations regarding 
the sufficiency of physician supply within the various 
specialties. 

Of 79 medical organizations responding: 

--Six expressed the opinion that in general 
fewer nonprimary care specialists were needed. 

--One said more nonprimary care specialists are 
needed. 

--The majority (72) either expressed no opinion 
or did not specifically respond to the question. 

One osteopathic organization responded with the be- 
lief that fewer nonprimary rare physicians are needed. None of 
these organizations gave exolanations for their positions. 

To obtain opinions on he sufficiency of supply within 
each of the major specialties, we contacted the residency 

27 I 

_ e _ .  .  .  

- -  

- -  

-  s . . .  
-  _ 

6 

I_ 

+. 

-c 

-.-.__ 

_ . 
/ 

--s 

- 

, 
.A- 

._. * 
.*- 

-- ‘-7 

..a;‘. 

-- _ 



review committee (accrediting body), specialty board (certify- 
ing body) , and specialty society (spokesperson organization 
for practicing specialists) for each of the 23 metllcal. spe- 
cialties and asked questions on the sufficiency of rrupply 
within their respective speciaity in addition to the above 
questions. 

None of the 65 IJ organizations contacted believed that 
an oversupply of physicians existed within its specialty. 
(See p. 29.) Rather: 

--One organization reoresenting radiologists believed 
that the supply of diagnostic radiologists was adequate, 
but therapeutic radiologists were in undersupply; 

--One organization representing ophthalmologists and 
otolaryngologists believed there was an undoreupply 
of otolaryngologists but expressed no opinion on the 
supply of ophthalmclogists; 

--24 other organizations believed that there was 
an undersupply of physicians within their reupcctive 
specialty: 

--Five others believed the supply was adequate1 

--12 said they did not have the data necessary to answer 
the quest ion: 

--19 expressed no opinion on the sufficiency of supply 
within their specialty, and 

--Three organizations did not respond. 

Studies cited by 17 medical organizations apparently 
formed the basis for the position that their specialties were 
in under or adequate supply. Ten of the 24 organizations which 
expressed the view that their specialty teas in undersupply, 
apparently did so based on professional judgment or opinion 
rather than any manpower studies. Several of these apparently 
based their opinions on such factors as the demands 06 medical 
school graduates desiring training in a particular specialty 
and unfilled requests for particular specialists by communities 
and academic institutions. 

I/Two organizations representing urologists had different views 
on the sufficiency of supply within that specialty. One 
believed there was an undersupply although the other believed 
the supply was adequate. This was the only inconsistency 
noted. 
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We asked the above organizations to provide us with a 
physician to population ratio for their specialty which they 
would consider adequate to meet the health care needs of the 
Nation. Less than half the organizations which believed that 
their specialty was in undersupply could give us such an 
estimate. (See app. II.) 

The following schedule shows (1) optimal physician to 
population ratios as expressed by certain medical organiza- 
tions, (2) the estimated 1980 physician to population ratio 
for those specialties developed by HEW, and (3) the actual 
ratio of these specialists to population on December 31, 
1976~-the latest date for which data was available. 

Ootimal Physician to Ponulation Ratios as Estimated by 

Actual Ratio 
Resrdency HEW in December 

Specialty Soecialty review estimates 1976 (notes 
Specialty society board committee for 1980 c and d) 

Colon and rectal 
SUrqeCy 1: 100,000 1:100,000 (a) (al 1:320,100 

Family oractice 1: 2,500 (b) 1: 2,500 (a) 1: 3,900 
Neurology 1: 25,000 (a) (a) 1: 55,600 1: 48,700 
Obstetrics/ 

Gynecology 1: 10,000 (a) (a) 1: 9,700 
Physical medicrne 1: 50,000 (a) (a) :i 7:*;;; 1:125,600 
Thoracic surgery 1:100,000 1:100,000 (a) 1: 91:ooo 1:105,800 
Plastic surgery (bl 1: 50,000 1: 50,000 1: 45,500 1: 91,600 
Otolaryngoloqy (a) 1: 33,000 (al 1: 22,700 1: 36,700 
Dermatology 3.2:100,000 1: 30,000 (a) I: 35,700 1: 44,700 
Urology 1.67-d:lOO,OOO 1: 30,000 (a) 1: 27,000 1: 31,200 

cpot given. I 1 
b/No reply. 

c/Eased on resident U.S. oooulation data. 

d/Population ratios are rounded to the nearest hundred. I 

As can be seen above, many specialties had not reached 
the optimal ratio their organizations believe would be adequate 
to meet national needs. However, in some cases (obstetrics/ 
gynecology I thoracic surgery, and urology), the number in December 
1976 was close to or exceeded the optimal ratio considered 
adequate by the specialty organization. 

We also contacted 11 organizations representing sub- 
specialties of internal medicine and asked their opinion on 
the sufficiency of supply within their respective subspecialty. 
Of the 10 organizations responding, 

--3 believed that there was an undersupply of physicians 
in their specialties (hematology, rheumatology, and 
allergy) ; 
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--for gastroenteroiogy, 1 subs;lecialty organization be- 
lieved its subspecialty was in undersupply, although 
the other subspecialty organization stated it did 
not know if there was an underp over, or adequate 
SupPly; 

--1 organization believed the supply was adequate 
within its specialty (pulmonary disease); and 

--4 organizations either expressed no opinion 
or did not respond to the question. 

The medical organi--Jtions which believed that their 
subspecialties were in under or adequate supply did not 
identify the rationale for their positions. 

Possible consequences of an 
excess supply of specialists 

Some directors of graduate medical training programs are 
concerned that severe consequences may result from traininq 
too many specialists relative to the need for their services. 
Since most physicians’ income depends on the number of medical 
procedures performed (operations, therapeutic and diagnostic 
procedures, office visits) and since they are usually the 
only person judging the necessity for the procedurer they 
fear that overcrowding may cause some specialists to provide 
unnecessary services. 

Another possible consequence cited by program directors 
is that some surgeons may begin providing primary care for 
which they are technically qualified but not adequately 
trained. This causes a waste of training dollars because 
highly trained specialists, such as neurosurgeons, are not 
using the skills they acquired during a 5-year graduate med- 
ical training program. 

Finally, other program directors said dilution of a 
specialist’s skill is a serious consequence of having exces- 
sive practitioners. Increasing numbers of specialists will 
have fewer and fewer opportunities to practice and maintain 
their skill on a constant number of patients requiring their 
services. 

In summary, as the President of the American Association 
of Neurological Surgeons wrote in 1972: 

. 
ti* * * An excess of any specialty will result 
in a poorer ty?e of delivery of health services. 

,.,_  ̂ . ...” ._I . 
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There will be further fragmentation and dilution 
of clinical material, in addition to the per- 
formance of unnecessary diagnostic and ther- 
apeutic procedures. * * *I’ 

In commenting on the draft report the American College 
of Surgeons pointed out that increases in the number of pri- 
mary care physicians could also result in an excessive amount 
of outpatient services. 

Studies have been made suggesting that some specialties 
may now be training too many specialists. Yet, none of the 
medical organizations we contacted believe that there are too 
many physicians within their specialties. Manyp however, 
based their opinions on professional experience or judgment, 
not on any scientific studies designed to provide the data 
necessary to make such determinations. 

In responding to our draft report, AMA stated that factual 
information should be available to justify opinions that a 
specialty is either in adequate or inadequate supply and with- 
out such information, the views expressed are open to question. 
AMA also stated that if the specialties were requestioned on 
the adequacy of their number in 1977, there would undoubtedly 
be some specialties such as neurosurgeryl which would now 
report oversupply. AMA mentioned that most specialty socie- 
tiec are currently engaged in studies of the adequacy of the 

’ numbers of physicians in those specialties, and it is hoped 
that this data will be available within a reasonable time. 

AGGREGATE SUPPLY OF 
PHYSICIANS IN THE NATION 

Considerable debate has occurred in the last 20 years 
on whether there is a sufficient aggregate supply of 
physicians in the Nation. This issue has not been resolved. 

Over the past 20 years, a number of Presidential and 
other commissions have examined health care and concluded 
that the number of physicians should be substantially in- 
creased. Study estimates of present and future needs for 
physicians and the criteria used --attainment of a given 
physician to population ratio--are shown on page 33. It 
should be noted that the physician to population ratio used 
for estimating need varied with the group performing the study. 
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Those who continue to believe that a physician shortage 
exists cite as further evidence continual demands for 
admissions to medical schools and the sustained influx of 
foreign-trained physicians into the United States to ful- 
fill the Nation’s medical needs. - 

. 
AMA believes that a shortage exists and that both short- 

and long-range solutions are needed to alleviate it. In a 
July 1975 paper prepared for members of the Congressp AI+! stated 
that the best short-range way to obtain more physicians is 

,to expand medical schools enrollments, and the best longer 
range solution is to establish new medical schools. 

In November 1975 the Secretary of HEW stated that 
adequate numbers of health professionals will soon be in 
practice. The Secretary noted that in the past 4 yearso 
medical school enrollment had increased by 34 percent and 
graduates by 45 percent, and that further increases in grad- 
uates wili be forthcoming in the next few years. Instead 
of an overall shortage, the Secretary pointed to two more 
pressing problems--geographic and specialty maldistribution. 
He concluded that, without Federal efforts to alter insti- 
tutional and individual incentives, correction of these im- 
balances is likely to occur slowly, if at all. 

Those who believe that there are enough physicians con- 
clude that, even if there were a shortage, this is probably 
a short-term problem calling for short-term solutions. They 
believe that alternatives to correct this short-term problem 
would include continuin? the liberal policy toward the im- 
migration of foreign-trained physicians and striving harder 
to increase physician productivity. Furthermore, they be- 
licve that building )r expanding training facilities might 
result in long-range physician oversupply. 

In this regard, a report issued by the Carnegie Council 
on Policy Studies in Higher Education in 1976 concluded that 
the U.S. shortage of physicians appears to have ended. Their 
report noted that in 1970 there was a reported shortage of 
50,000 physicians, but at the end of 1975, the number of ac- 
tive physicians and osteopaths had increased by 55,000. 
Possibly as a result, the Carnegie Council warned that there 
is serious danger of developing too many new medical schools, 
and decisive steps need to be taken by both Federal and State 
Governments to stop this trend. 

According to the Carnegie Council report, in addition to 
the 114 medical schools that were enrolling students at the 
time of their study, at least 13 additional schools were in 
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various stages of development, some of which were being funded 
by VA, and many more were being proposed by various communi- 
ties. The council believes most of these developing medical 
schools are not necessary and failure to impose stricter con- 
trols by combined Federal and State action over development 
of new medical schools could well contribute to an excessive 
increase in the aggregate supply of physicians. 

How fast is the aggregate 
supply of physicians increasing? 

In recent years, the number of active physicians has been 
growing faster than the population as a whole, and, therefore, 
the number of physicians to population has been increasing. 
The increase is due partly to the formation of new medical 
schools and an increase in the enrollments of existing medical 
schools, and partly to an appreciable increase in the number 
of foreign-trained physicians practicing in the United States. 
Simultaneously, there has been a decline in the rate of growth 
of the total U.S. population. HEW pointed out that while a 
decline in the growth rate for the total U.S. population is 
projected for the 198Os, recognition should be given to the 
anticipated sharp increase in the proportion and absolute 
number of individuals over 60 which, as a groupp require more 
intensive medical care than people in other groups. It should 
also be recognized that the Health Professions Educational 
Assistance Act of iS76 will drastically restrict the number 
of foreign medical graduates practicing in the United States. 

In 1950 there were about 233,000 physicians, or a ratio 
of 149 physicians per 100,000 population. The number of 
physicians has grown steadily since then and at the end of 
1976, the latest period for which data is available, the 
number had increased to about 425,000 physicians, or a ratio 
of 197 physicians per 100,000 U.S. population. 

. 

Projections of future supply of physicians seem to in- 
dicate there will be over 200 physicians per 100,000 popula- 
tion before 1985. In congressional testimony in 1975, the 
then Secretary of HEW indicated that the physician to popuia- 
tion ratio would rise to between 207 and 217 per 100,rJOO in 
1985. He commented that these rates would place the United 
States near the top of all industrialized nations in terms 
of overall physician supply. These estimates assumed a 40- 
percent reduction in the inflow of foreign medical graduates 
because of increases in the number of U.S. graduates and the 
likely actions of both the private and public sectors in 
Lddressing the training of both foreign and domestically 
educated physicians. 

* 
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Similar projections were made by the Carnegie Council on 
Policy Studies in Higher Education in its 1976 report. The 
council projects a physician to population ratio of 210 to 
218 per 100,000 by 1985 and 221 to 232 per 100,000 by 1990. 
The Carnegie projections were also based on the assumption 
that the net inflow of foreign medical graduates would de- 
cline. A chart showing the steady increase in the aggregate 
SUPPlY of physicians in the United States is shown below. 

Year 

1950 
1955 
1960 
1963 
1964 
1965 
1966 
1967 
1968 
1969 
1970 
1971 
1972 
1973 
1974 
1975 
1976 
1985 

1990 

Supply and Projections of Physicians 
inhe United States for Selected Years 

Doctors of 
medicine 

Doctors of 
osteopathy Total population 

219,997 12,700 
241,711 13,500 
260,484 14,349 
276,475 12,713 
284,224 12,865 
292,088 13,027 
300,375 13,184 
308,630 13,415 
317,032 13,700 
324,942 a/14,000 
334,028 a/14,000 
344,823 z/14,000 
355,534 a/14,000 
366,925 
379,748 

z/14,000 
14,929 

393,742 14,783 
409,446 15,436 

a/Estimated. 

b/Estimated by Carnegie Council. 

c/Estimated by HEW. 

Ratio oer 
100,000 

232,697 149 
255,211 150 
274,833 148 
289,188 149 
297,089 151 
205,115 153 
313‘559 156 
322,045 158 
330,732 161 
338,942 163 
348,328 166 
358,823 170 
370,534 173 
380,925 177 
394,629 182 
408,525 191 
424,882 19' 

b/491,000-510,000 b/210-2Aa 
E/494,100-519,100 F/207-217 

E/221-232 

Sources: National Center for Health Statistics, HEW, 
Progress and Problems in Medicine and Dental Education ' 
by Carnegie Council on Policy Studies in Higher 
Education; American Osteopatic Association; and 
American Medical Association. 
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Since enactment of the Health Professions Educational 
Assistance Act of 1963 (Public Law t38-123), the number of 
medical schools has increased from 37 in 1963 to 114 in 
school year 1375-76. First year enrollments have increased 
dramatically from 8,556 students in 1964 to 15,351 in school 
year 1975-76, a 73-percent increase. Equally significant 
is the increase in the number of medical school graduates 
which rose by about 84 percent, from about 7,300 graduates 
in 1964 to about 13,500 in 1976, as shown below. 

. 

American l*ledical School Enrollments and Graduates 
for the School Year Period 1964-76 

School 
year 

Number of 
schools 

First year 
enrollment 

Total 
enrollment Graduates 

1963-64 57 8,772 32,001 7,336 
1964-65 88 8,856 32,428 7,409 
1966-67 $9 8,964 33,423 7,743 
1968-69 99 9,863 35,833 8,059 
1970-71 103 11,348 40,4it7 8,974 
1971-72 108 12,361 43,650 9,551 
1972-73 112 13,726 47,546 10,331 
1973-74 114 14,185 50,886 11,613 
1974-75 114 14,963 54,074 12,714 
1975-76 114 15,351 56,244 13,561 

Source: American lYedica1 Association and Division of Manpower 
Intelligence, HEW. 

In passing the Health Professions Educational Assistance 
Act of 1976 (Public Law 94-4841, the Congress declared that 

. 

“I x * there is no longer an insufficient 
number of physicians and surgeons in the 
ilnited States such that there is no further 
need for affording preference to alien 
physicians and surgeons in admission to the 
United States under the Immigration and Na- 
tionality Act." 

CONCLUSIOMS 

Considerable debate continues over whether there is a 
sufficient aggregate supply of physicians in the United 
States. Studies of the past few decades relied on physician 
to population ratios for estimating needs and these varied 
with the group performing the study. Although some be1 ieve 
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there are not enough ohysicians in the Nation, others believe 
we may be nearing a situation in which we will produce more 
physicians than we need. 

In our opinion, a reasonably accurate determination can 
be made only after the number of specialists and subspecial- 
ists required to meet national needs has been determined. 

. 
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CHAPTER 3 -------- 

GRADUATE MEDICAL TRAINING PROGRAYS ESTABLISHED -------__---------- -.------ --._---_- - ----_ -- _ 

WITH LITTLE REGARD TO NATIONAL NEED ~.---I-_-------I~_~---.--___- .__ 

No system exists for insuring that the number and type 
of physicians trained is consistent with or related to the 
appropriate number needed. Rather, decisions on the type and 
size of graduate medical education traininq programs offered 
are 

--usually made by individual medical school and hospital 
program directors in several hundred institutions 
located throughout the United .States with little or no 
consideration to national needs: 

--influenced by funds available, need to provide balanced 
training within a medical school, and patient care 
needs of training institutions; and 

--not coordinated with identical training programs 
offered elsewher to assure training of an appropriate 
number and type of physicians in the Nation. 

Three Federal agencies--VA, DOD and HEW--either support 
directly or indirectlv a significant number of graduate 
medical education training positions. Each Federal agency 
operates its own program to meet its objectives with little, 
if any, coordination between the Federal agencies or between 
those in the Government and in the private sector who operate 
identical graduate medical education training programs. 

Although VA was given responsibility by the Congress for 
assisting in providing an adequate supply of health manpower 
to meet national needs and general agreement appears to exist 
on the need to train more primary care physicians, especially 
family practitioners, VA supported 11 family practitioner 
positions, or less than 1 percent of all its graduate medical 
training positions in fiscal year 1970. In addition, while 
many believe we may soon be training too many physician-s, VA 
is involved in increasing the number of medical schools and 
the overall supply of physicians to comply with Public 
Law 92-541. 

Graduate medical education training programs in the United 
States are designated as affiliated or nonaffiliated. Affili- 
ated programs are those carried out in hospitals associated 
with a medical school for the purpose of providing graduate 
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medical education. Nonaffiliated programs are carried out in 
a hospital under the chief of medicine or surgery. These 
hospitals select their program participants, 

During the 1975-76 school year, a total of 65,357 gradu- 
ate medical education positions were offered in the United 
States, including 24,974 first-year positions. I_/ About 
59,000, or 90 percent, were in affiliated programs, and the 
remainder were in nonaffiliated programs. 

Affiliated and nonaffiliated programs are operated in 
public and private institutions including VA and DOD hos- 
pitals. Revenues for operating training programs are derived 
from patient care (private and thir<-party pavers) or from 
Federal, State, and local resources. The major source of fi- 
nancial support for graduate medical education training pro- 
grams in the private sector comes from patient care revenues. 

ESTABLISHING GRADUATE MEDICAL ______-------- ----- 
TRAINING PROGRAMS IN THE PRIVATE SECTOR _____--- -----~ 

We contacted 16 medical schools and 33 teaching hospitals 
and interviewed 225 directors of graduate medical education 
training programs at 9 medical schools. We asked questions 
to identify or determine who made the decisions on the numbers 
and types of physician specialists beinq trained, factors in- 
fluencing these decisions, and the extent to which training 
programs are coordinated to assure that the number and type 
trained are consistent with national needs. 

Decisionmakinp structure ----- -- 

At the medical schools, we were advised that decisions 
on the types and numbers of physicians trained are made, in 
most cases, by individual program directors. 

Program decision responsibility at teachinq hospitals 
varies depending on whether the individual graduate traininq 
program is affiliated with a medical school. For affiliated 
programs, decisions on the numbers and types of physicians 
trained are shared by the medical school program directors 
and hospital officials. Decisions of this tyoe for non- 
affiliated programs are made by hospital officials. 

. -_---.--.------ 

1_/HErJ stated it is not wholly accurate to identify 24,974 
first-year graduate medical education positions in school 
year 1975-76 because many of these positions cannot be 
entered directly from medical school due to prerequisite 
graduate medical education requirements. 
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Factors influencrnn ‘the establishment 
-----------T-i------T------7-7- 

of graduate medical education tralnlng programs -- -_-I_-I_-----------------__-__ 

Decisions on the types of graduate training programs 
established and the number of physicians trained are rarely 
based on any perceived national need. 

Numerous factors bear upon or influence graduate medical 
education training decisions. However I the princinal factors 
identified by the 225 program directors contacted at 9 medical 
schools were the availability of funds for graduate medical 
education and the patient care needs of the teaching hospi- 
tals. The availability of faculty and teaching facilities 
were also cited as important factors considered in making 
decisions about the number of specialists to be trained. A 
list of the factors most often cited is shown on page 42. 

Although a number of studies have been made to determine 
how many physicians are needed within specialties, c “1 5 of 
225 program directors said the size of their training programs 
eras based solely on these studie?. For example I a medical 
school program director at one university advised us that he 
and other directors of urology training programs in the South- 
east voluntarily agreed to reduce the number of urologists in 
their training programs because of a manpower study which con- 
cluded that there was an oversupply of urologists in that 
area. 

Reasons given by directors of graduate medical education 
training programs for not using the manpower studies to make 
program decisions include: 

--The availability of funds for graduate training uro- 
grams was the overriding consideration involved. 

--The needs of hospitals were considered more important 
factors than manpower study data. 

--Available data was not used because it did not apply 
to local needs. 

--Although there was agreement with the study findings 
by some program directors,’ they were not used because 
graduates of these training programs continued to re- 
ceive job offers. 

__. 
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Factors Cited Kost Often by 225 Program Directors -----------------I--- 
in Establishing 

--------I----- 
Graduate Medical -----l-T-- -- __I-- 

Education Traininql?%%@ams -------i--- -- 

Percent of 
Number of directors 
directors citing 

citing factor factor 
Factor (note a) (note b) -- --- .---- 

Available funding for graduate 
medical education costs 140 62 

Patient care needs of teaching 
hospitals 138 61 

Availability of faculty 75 33 
National, regional, State or 

local need for specialists 33 15 
Balanced or quality medical 

education 31 14 
Availability of teaching fat il i- 

ties 28 12 
Minimum number of graduate medical 

students to have viable program 25 11 

a/In marly instances program directors cited more than one 
factor. 

b/Two-hundred and twenty-five program directors were contacted. 
These percentages represent the directors citing the par- 
ticular factor. 

Action by several States in recent years has begun to 
affect the type and size of graduate medical education pro- 
grams in Stat+supported institutions. Specifically, many 
States are taking action designed to affect the specialty 
mix of physicians being trained in order to meet their needs 
by making funds available fo: training additional primary 
care physicians. (See p. 62.) For example, officials in 
Minnesota, Wisconsin, and California said that State funds 
have been apprLoriated to specifically train more family orac- 
titioners. Legislation enacted in Nebraska also stipulated 
that expansion of graduate training positions at State-funded 
institutions after June 1976, in other than family practice, 
could occur only when the demand for such specialty training 
is shown by patient numbers and need. 

. 
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Coordination among prosam directors in determining ----- ----;--- ---- ---T-7-------T-----------i 
the number ana type of ghysicrans trained ---------- ----- - -__---_- -- 

At the medical schools and teaching hospitals visited, 
little or no consideration was given by individual program 
directors to identical training programs being offered else- 
where to develop a coordinated approach for training the 
approximate numbers and types of physicians needed. 

The need for coordination of graduate medical training 
programs has been recognized, however, by the Executive Vice 
President of the National Intern and Resident Matching pro- 
gram. 1_/ In an April 1976 report on the program, he pointed 
out that some form of coordination or national planning of 
graduate medical education process was essential if the sys- 
tem is to produce the appropriate number and types of needed 
practicing physicians. However, none of the program direc- 
tors we contacted told us that they coordinated the number 
of physicians trained with other program directors in the 
same spec ial ty . 

The program directors contacted generally gave the 
following reasons or rationale for not attempting to do so: 

--In the past there was always need for more special- 
ists. 

--Their goal is to train quality specialists and not 
satisfy a predetermined need for physicians in that 
specialty. 

--Coordination would be useless since the need for a 
given type of specialist has not been established or 
mutually agreed upon within the profession. 

I - 

--The nature of graduate medical education is competi- 
tion, not coordination. There is competition among 
program directors for trainees and faculty, recogni- 
tion, and research and training grants. 

Selection of specialty training -----------_-- ------ 

Because undergraduate medical education is not generally 
considered adequate training for a physician to enter private 
practice, most States require student s graduating from medical 
school to obtain a minimum of 1 year of graduate clinical 
training before being eligible for licensure. About 

i/The National Intern and Resident Matching program is dis- 
cussed on p. 44. 
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90 percent of students graduating from U.S. medical schools 
select qraduate specialty training throuqh the National Intern 
and Resident Matching program. This proqram is a clearing- 
house designed to help medical students select a graduate 
specialty training appointment at the hospital of their choice 
and to help hospitals select the medical students of their 
choice. 

Participating students must apply to the hospitals for 
desired appointments and supply the program with a rank order 
list of positions for which they applied. The participating 
hospitals evaluate the applicants through interviews, tests, 
and review of medical school records and rank them according 
to their priority for acceptance into the program. The pro- 
gram matches the students' and hospitals' respective priority 
rankings and notifies both parties of the outcome. Not all 
medical students will be selected for a program of their 
choice nor will the hospitals get trainees for all their 
graduate medical education training positio;ls. 

Students not selected and institutions not participating 
in the matching process satisfy their mutual needs independ- 
ently. 

Factors which influence 
@SZXyp!iOic~- 

-- 
1 -- --- 

According to AMA, the choice of a specialty career in 
medicine is made because of the attractiveness of that career 
for the individual physician. The choice depends on such 
factors as status, financial return, intellectual challenqe, 
opportunity for service, satisfactory workinq conditions, 
and recognition by professional colleagues and the public. 

Studies by HEW, the National Academy of Sciences and 
others, show that numerous factors have an influence on a 
physician's specialty choice. These can be cateqorized 
into five areas: economic factors, social and demographic 
factors, personality factors, the influence of the medical 
school environment, and the influence of graduate medical 
training. 

When the National Academy of Sciences 1/ asked 3,569, 
1975 graduates of U.S. medical schools to rank the importance 
of 7 factors in determining their first choice of a specialty, 
----- ---- 

L/National Academy of Sciences study on Medicare-Medicaid 
reimbursement policies, issued in Mar. 1976. 
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almost half (47 percent) considered the influence of a faculty 
member as 1 of the 3 most important in their choice of sQe- 
cialty. A strong interest in the area of specialization was 
considered either first, second, or third in importance by 
94 percent of respondents, and expected life style was ranked 
by a third of those answering as one of the three most im- 
portant factors in their specialty choice. 

We sent questionnaires to a statistical sample of 1,995 
of the 11,494 physicians who either graduated from medical 
school or were initially licensed to practice medicine in 
1971. L/ Ke asked several questions designed to identify the 
factors which influenced them in choosing their respective 
specialties. 

Analysis of the factors chosen by the 1,470 respondents 
(see p. 46) shows a similar strong influence of faculty 
interest in the area of specialization and lifestyle in a 
physician's choice of a particular specialty. 

Directors of graduate medical education training proqrams 
said that the decision to enter a particular specialty is gen- 
erally made by the medical student alone, although some ac- 
knowledged that they attempt to influence the decision of a 
student. According to many program directors, the quality of 
training is the most influential factor in developing student 
interest in a particular specialty. In some instances, the 
directors may attempt to dissuade a student from entering a 
specialty if the student does not show a sincere commitment 
to it. 

. 

--------- 

l-/Lie selected 1971 graduates and licensures for our study 
because most graduate training programs require at least 
3 years to complete. The majority, therefore, would have 
entered medical practice in 1974 and 1975. 



Factors ---__ Influencing Specialty-Choice ---..- ------- 
of a Statistical-Sample of 1971 

Med icalScfioG-Gx8uzes &d-LTcensees --- ----- ----- ~------ 

Factor -- 

Number of Pdrcent of 
respondents respondents 

ranking ranking 
factor fictor ---- --- 

An interest in the area 
of specialization 

Influence by faculty 
member 

Need for more practicing 
physicians in the 
specialty 

Life style (e.g., regular 
~~OUC s) 

Availability of training 
positions in the 
special ty 

Influence of family member 
or friend 

Greater opportunity for 
research contt lbution 

uthcr factors 

1,413 96 1,333 

1,346 90 605 

1,350 

1,333 

1,340 

1,336 

1,330 
148 

92 

9i 

91 

91 

90 
10 

Number 
-+ankinq 

factor 
1, 2, or 3 -- .----- 

568 44 

554 42 

447 33 

382 29 

334 25 
117 79 

Percent 
ranking 

factor 
1, 2, or 3 ----.___ 

94 

1’ 

CONCLUSIONS 

Little is being done to insure that aprrooriate types 
of physicians are being trained in the llniterl Z+ates. Most 
medical organizations C;q ntJt appear to hav: the data needed 
to make rational decisio*s >? this reyar?. Many professional 
medical organiza,:ions belleve tlleir: solr, responsibility should 
be the training uf quality physicians ctnd consequently do 
little to insure that an appropriate number are trained. 
Given the nature of the medical education system, we believe 
that major cn;nqes are required tc, insure the training of an 
appropriate mix of physicians. The type of changes needed 
are c'lscussed in chapter 5. 

THE FEDERAL ROLE IN -.------_----- 
GRADUATE MEDICAL EDUCATION ---------_--.- -._ -_- -__.- - - 

VA, DOD, and HEW support either directly, or indirectly, 
many graduate medical education training positions. Vh and 
DOD are involved to meet the need for providing health care 
to their beneficiaries, and together they support about 8,000 
graduate medic‘1 education training positions, or 15 percent 
of the Nation's total. Within HEW, the National Institute 
of Mental Health (NIMH) is involved in tryin\ to increase the 
supply of psychiatrists in the Nation, while the National I?.- 
stitutes of Health (NIH) is interested in developing an ade- 
quate supply of medical researchf:rs for the Nation. In addi- 
tion, HEW's Social and Rehabilitation Service s;lpports qraduate 
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medical [residency) training for physicians in physical 
medicine and rehabilitation and summer fellowships for medical 
students in the same specialties. 

Each Federal agency operates its own program, with 
little, if any, coordination with other Federal agencies or 
between those in the Federal Government and in the private 
sector who operate identical graduate medical education 
training programs about the numbers and types of those 
trained. 

Discussed below are the role and involvement of these 
organizations in graduate medical education training programs. 

Role of the Veterans Administration - --- e-e---- ----- ----- 

Wen though tne Veterans Health Care Expansion Act of 
1973 gnve VA responsibility for assisting in providing an 
adequa t? supply of health manpnwer to meet national needs, 
VA has r.ot developed a plan to fulfill this task. While 
there apoears to be general agreement on the need to train 
more primary care physicians, less than one-third of VA’s 
graduate medical education positions are in primary car?, 
and almost all of t’?ese are in general internal medicine- 
In addition, i;hile many be1 ieve we may soon be training too 
many physicians in the United States, VA is increasinq the 
number of medical schools and the Qverall supply of physi- 
clans to comply PTith Public Law 92-541. 

. 

Over the years the VA has iieccirlr a major partner in and 
provider of resources to the Nation’s system of health man- 
power education. VA operates the largest health care system 
under unified management in the Nation, and it supported the 
equivalent of abo;t. 10 percent of all graduate medical educa- 
tion positions in the Nation in schcol year 1974-75. Dur inq 
the 1975-76 academic school year, VA support.ed about 5,900 
graduate medical educat.ion (resident) positions at an esti- 
mated cost for salaries alone of $116 million. Because of 
trainee ro:a C-~&I-IS between VA facilities an? affiliated in- 
stitutions to fulfill edu:ational curricul .s, the number of 
physicians in the Nation rt\ceiving at least part of their 
clinical training in VA facilities is considerably higher. 
Accordingly, VA has a substantial impact on whether the 
Nation’s su;~?ly of physician manpower is appropriate to meet 
national needs. 

VA involvement in graduate medical training began more 
than 20 years ago. Until 1972 the primary objective of this 
trainirg was strictly to provide quality health care for 
veterans. 
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However, in that year the Congress passed the Veterans’ 
Administration Medical School. Assistance and Health Manpower 
Training Act of 1972 (Public Law 92-541) in an attempt to 
improve VA’s abiJ.ity to train needed health professionals and 
provide leadership to the Nation’s medical community in devel- 
oping health manpower education and traininq programs. At 
that time, there was a perceived national shortage of physi- 
cians and allied health personnel-- an estimated shortage of 
about 48,000 physicians and more than 250,000 allied heaith 
and other medical personnel ‘ Accordingly , the i972 act au- 
thorized the Administrator of VA to provide grant assistance 
for establishing new State medical schools and expandinq 
existing medical schools affiliated with VA, among other 
things. 

At the time of our review, VA had approved five of the 
six formal applications it had received for establishing new 
State medical schools and was funding four of these. In addi- 
tion, VA had awarded a total of 18 grants to existing medical 
schools and 102 grants to programs for education in other 
health professions and occupations to assist them in expanding 
and improving their capacity for educatinq health professional 
students. Shown below are total authorizations, appropr ia- 
tions, and obligations under the Veterans’ Administration 
Medical School Assistance and Health Manpower Training Act 
of 1972. 

Fiscal Year ------------------------------------_ 
1973 1974 1975 1976 -- -- ---- --- 

Authorization $75,000,000 $75,000,000 $75,000,000 $75,000,000 
Appropr iat ion 

(note a) 20,000,OOO 25,000,OOO 10,000,000 30,000,000 
Obligations 8,483,OOO 25,200,OOO &‘39,602,000 

a/Appropriated funds remain available for 6 succeedinq years 
following the fiscal year in which appropriated, 

Q’Estimated. 

The following year the Congress passed the Veterans 
Health Care Expansion Act of 1973 (Public Law 93-82). Among 
other provisions, section 201 expanded the primary objective 
of VA’s graduate medical education program to assist in pro- 
viding an adequate supply of health manpower to meet national 
needs to the extent feasible wlthout interfering ;Jith the 
medical care and treatment of veterans. Nevertheless, the 
Chief Medical Director, Department of Medicine and Surgery, 
advised us in May 1976 that VA has no plan for dealing with 
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the physician specialty distribution issue facing the 
Nation. 

In fiscal year 1975, VA participated in 988 graduate 
medical education training programs for physicians. The se 
programs represented all accredited clinical specialties and 
subspecialties in medicine and surgery, except for areas such 
as pediatrics and obstetrics, in which no VA patient care 
programs existed. 

. 
SeciALty rn~~-~~ VW-sunported -----y L.--m-. 
grazuatemedical-traininq-Esltions ------- --e--- 

VA’s Department of Medicine and Surgery apparently main- 
tains littler if any, control over the type or specialty mix 
of residents rotating through VA hospitals. Rather , we were 
advised that the specialty mix of residents is determined 
jointly by each VA hospital and its affiliated medical school. 
During fiscal years 1974-76 VA-supported graduate medical 
education (resident) positions increased by about 12 oercent 
(630 positions). An analysis of ihe increase by specialty 
shows that: 

--General internal medicine positions increased as a 
percent of total VA-supported positions from 
31.27 percent in fiscal year 1974 (1,657 positions) 
to 32.56 percent in fiscal year 1976 (1,930 positions). 

--Internal medicine subspecialty positions increased as a 
percent of total VA-supported positions from 8.39 per- 
cent in fiscal year 1974 (444 positions) to 9.63 per- 
cent in fiscal year 1976 (571 positions). 

--Surgical positions as a percent of total VA-supported 
positions decreased from 35.07 percent in fiscal year 
1974 to 32.76 percent in fiscal year 1976. However, 
the number of surgical positions supported during that 
time increased from 1,858 positions to 1,942 positions. 

--VA support of family practice positions, which it 
reported for the first time in fiscal year 1976, con- 
sisted of 11 positions, or less than 1 percent of all 
VA-supported positions. 
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The Chief Medical Director told us that VA is not viewed 
by others as a resource for supporting family practice posi- 
tions due to its inability to provide training in pediatrics, 
obstetr its) and other specialties in which no VA patient care 
programs exist. The number of family practice positions sup- 
ported financially by VA is not likely to increase signifi- 
cantly in the future. We were advised that VA is providing 
training opportunities for many family practice residents as 
part of its residency rotation program. However, it finan- 
cially supported an average of only 11 such positions during 
fiscal year 1976. 

Conclusions -----__ 

As discussed on page 34, the Secretary of HEW in November 
1975 said that adequate numbers o f health professionals will 
soon be in practice in the Nation, and instead of an overall 
physician shortage , the Secretary identified two more pressing 
problems, one of which concerned physician specialty mal- 
distribution. Fur thermore, the 1976 Carnegie Council study, 
as discussed on page 34, concluded that the physician shortage 
appears to have ended and therefore recommended that VA’s 
authority to provide Federal funds for new medical schools 
be repealed by the Congress. 

Accordingly, the question arises as to whether VA should 
continue to have authority for providing Federal funds for 
developing new medical schools or increasing the capacity of 
existing medical schools-- a role VA objected to on the grounds 
that this responsibility should be vested in the agency 
charged by the President with primary responsibility for 
implementing the national health strategy ( i.e., HEW)--when 
many believe we may be training too many physicians. 

Role of the Department of Defense ----------^--- _----------._-_.- 

DOD conducts its own graduate medical education training 
programs in order to develop an adequate number of physician 
specialists to meet both peacetime and wartime patient care 
needs. About 90 percent of its physicians received their 
training in DOD facilities and the remainder in civilian 
facilities. Graduate medical education training programs in 
DOD facilities, although not affiliated with medical schools, 
are accredited. Each military department conducts its own 
graduate medical education training with the Army, Navy, and 
Air Force supporting approximately 41 percent I 35 percent, 
and 24 percent, respectively, of those in training during 
1976. 
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Physician needs for DOD are reportedly determined as 
follows : given certain requirements for physician special- 
ists, available current numbers of physicians in each spe- 
cialty are aster tained. Estimates are then made of how many 
physician specialists by specialty will be available 6 months, 
12 months, 2 years, 5 years in the future. Resignations, end 
of commitments, deaths, etc., are estimated. These estimates 
are based on the best historical information available and 
are tempered by judgment of how future personnel policies, 
economics, national moods, etc., will affect the probabilitiec 
that an individual will remain in the service. A comparison 
is’then made of requirements based on wartime and peacetime 
needs, and attempts are made to determine if a shortage or 
surplus exists in each specialty area by month and year. 

Graduate medical education training programs are then 
adjusted to reflect the need for more or fewer participants 
for each specialty. Continuing review of the needs and re- 
vised estimates of the supply are carried out to adjust the 
number of participants in training in line with the best 
available informat ion. 

Durinc fiscal year 1976 (school year 1975-76), DOD sup- 
ported abo:t 2,lCO graduate medical education positions. 
About 90 percent of the physicians received their training 
in DOD facilities and the remainder, in civilian facilities. 
The number and ?ype or specialty mix of DOD-supported posi- 
tions durirls fiscal years 1974-76 remained fairly stable. 
Primary care specialties increased as a percent of total DOD- 
supported positions , however, from 33.68 percent in fiscal 
year 1974 (6~3 positions) to 34.75 percent in fiscal year 1976 
(729 positions). Most of the increases occurred in family 
practice. Nonprimary care specialties decreased as a percent 
of total DOD-supper ted positions, from 66.32 percent in fiscal 
year 1974 to 65.25 in fiscal year 1976, although the total 
number trained increased. 

Role of the National Institutes of Health -------------------=------- 
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The National Institutes of Health is the principal 
biomedical research agency of HEW. It supports, among ‘other 
things, research training programs for physicians and other 
professionals to provide a cadre of highly trained individuals 
to conduct research. While NIH does not generally support 
graduate’medical education training programs, per se, a number 
of physicians I supported by its research training grants, are 
in graduate medical education training programs which may 
subsequently be credited for or toward board certification, 
primarily in the nonprimary care specialties. A 1975 report 



of the committee, which studied national needs for biomedical 
research personnel , indicated that many physici.ans partici- 
pating in NIH-supported research training programs began 
medical practice soon after completing their training instead 
of making a career in research. Therefore, although directed 
toward developing a cadre of trained physicians to conduct 
research, NIH’s support has never theless provided the oppor- 
tunity for many physicians to obtain graduate medical educa- 
tion training in the nonprimary care specialties. 

Through 1972, almost 94,000 individuals had participated 
in NIH research training programs since they began in 1938. 
Most of the training had occurred in the last decade since 
about 85 percent of the trainees started their training since 
1961. About 25,000, or 27 percent, of the 94,000 trainees 
were physicians who had completed their undergraduate medical 
schooling when they first received NIH-supported research 
training. 

On July 12, 1974, the President signed the National 
Research Act (Public Law 93-348), which amended the Public 
Health Service Act “to establish a program of National Re- 
search Service Awards to assure the continued excellence of 
biomedic .,1 and behavioral research,” This act expresses the 
Congress * view that direct support for careers in biomedical 
and behavioral research is an appropriate and necessary role 
for the Federal Government. 

The 12~ authorizes awards ( fellowships) for research 
training to individuals and grants to non-Federal public or 
nonprofit institutions, which in turn select individuals for 
such awards. Award recipients must give assurance they will 
meet a service agreement-- engage in health research or train- 
ing I or alternatively 

--serve as members of the National Health Service Corps 
or 

--serve their specialties in a geographic shortage area 
in that specialty or in a health maintenance organiza- 
tion which offers care in a medically underserved area. 

Recipients who fail to comply with the service requirement 
must repay the amount of their awards plus interest. 

‘ 

Effective July 1, 1975, research tLaining awards under 
title I may be made only in those subject areas in which there 
is need for personnel. This is determined by a continuing 
study, which the Secretary of HEW had requested the National 
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Academy of Sciences to conduct. Moreover, among the other 
provisions I the act specifically states that “National Re- 
search Service Awards may not be used to support residencies.” 
In the Public Health Service manual of laws and regulations, 
section 66.102(q), residency is defined as “* * * post- 
graduate traininq for doctors of medicine, osteopathy, 
dentistry, optometry, and podiatry, nurses, and other in- 
dividuals providing health care directly to patients where 
the majority of their time is spent in non-research clinical 
training. ” 

During our review at 9 medical schools we were advised 
that a total of 219 graduate medical education training posi- 
tions had been supported with NIH research training funds 
during academic school year 1975-76. NIH officials told us 
they do not collect the type of data necessary to indicate 
the ext.ent to which this situation may have occurred. The 
National Research Act included a grandfather provision per- 
mitting the continuation of programs previously approved under 
conditions prevailing at that time. Research training qrants 
used to support graduate medical education training positions 
irt the medical schools we visited fall in this cateqoi:? and 
were authorized before enactment of this act. NIH officials 
told us that research training grants authorized before the 
National Research Act will be terminated at the end of their 
project periods and those institutions wishing to continue 
their research training program will have to compete under 
the new National Research Act authority. 

,/ 

Role of the NIMH ----- 

The National Institute&of Mental Health has supported 
the graduate medical education training of physicians in 
psychiatry since it began in 1948. Its objective has been 
to increase the supply of psychiatrists in the Nation and to 
strengthen the capacity of institutions to provide training. 

NIMH’s basic mission is to improve the mental health of 
the U.S. pJpulation througn developing knowledge, providing 
services, aild training manpower to promote and sustain mental 
health, pre’:ent mental illness, and treat and rehabilitate the 
mentally ill. NIMH has legislative authority to support both 
clinical and research training programs and has supported the 
graduate medical education training of physicians in psychia- 
try under both program types. 

Legislative authority fo r clinical training supported by 
NIMH is contained in section 303 of the Public Health Service 
Act, which provides for training and instruction to individuals 
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and for investigations and studies relating to the care, 
treatment, and rehabilitation of the mentally ill. That au- 
thority has been continued in the conforming amendments sec- 
tion of the 1974 National Research Act. 

With the founding of NIMH in 1948, the Government began 
directly supporting the teaching of medical students and the 
graduate medical education training of physicians in psychia- 
try. SUPPOK~ soon followed for training programs in child 

.pSychiatry, behavioral sciences, psychoanalysis, and a vaciety 
of other education programs. The largest amount of training 
support, however, went for basic graduate medical education 
programs which began slowly and developed over time. NIMH has 
provided psychiatric training support to an estimated 7,500 
physicians from 1948 to 1968. 

NIMH does not have information readily available on the 
actual number of psychiatric positions supported during the 
last few school years. Available data shows the number of 
grants and stipends awarded directly to the training institu- 
tions, and these include funds for teaching costs as well as 
stipends. The trainees receiving the stipends are selected 
by the institutions. NIMH awarded 289 grants, including 
887 stipends totaling about $23 million in school year 
1975-76, and most, if not all, of the recipients were physi- 
cians in graduate medical education programs in psychratry. 

Although the number of stipends authorized has decreased 
in recent years, NIMH still supports many positions in both 
basic and child psychiatry programs. Ne estimated that this 
support covered about 16 percent of the filled psychiatric 
positions in the Nation in the 1975-76 school year. 

In the summer of 1975, NIMH created a mental health serv- 
ices manpower task force to address manpower problems in the 
area of mental health. On the basis of its findings and other 
deliberations, the Alcohol, Drug Abuse and Mental Health Ad- 
ministration (ADAMHA) l/ has proposed a major reduction of 
the NIMH clinical training programs. Clinical training will 
be part of a broader manpower development strateqy which in- 
cludes research and development activities in distribution, 
recruitment, and retention of mental health manpower; manpower 
v-----e-- 

lJADAMHA is that part of the Public Health Service that pro- 
vides leadership in the Federal effort to combat the prob- 
lems of alcoholism, drug abuse, and mental health. It is 
comprised of NIMH, the National Institute on Alcohol Abuse 
and Alcoholism, and the National Institute on Drug Abuse. 
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util ization; the development of manpower data systems; the 
training of primary care practitioners in the mental health 
field; and the strengthening of State manpower planning and 
development programs. 

HEW stated that continued support for the basic education 
of psychiatrists, psycholcgists, social workers, and psychia- 
tric nurses is planned ill ways that will be more closely re- 
lated to demonstrated State and local service needs. Emphasis 
in training will be on improving: (1) preventive services, 
(2) services to underserved regions (that is, dealinq with 
geographic rraldistr ibution) and under served populations (e.g., 
children, aged, minorities), and (3) community services as 
alternative to long-term hospitalization. 

HEW al:o stated that ADAMHA strongly supports extended 
training of primary care physicians in the prevention, diag- 
nosis, and treatment of emotional disorders and substance 
abuse. In addition, there was mention of the severe mal- 
distribution of psychiatrists, and that chanqes in the Im- 
migration and Nationality Act may worsen this distribution 
by decreasing the number of alien foreign medical qraduates 
entering the United States. Although HEW stated that the 
following issues deserve further study, they mentioned that 
the availability of psychologists, psychiatric nurses, social 
war kers , alcohol and drug counselors, and other mental health 
workers can positively affect the availability of mental 
health services, thus influencing the need for psychiatrists. 
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CHAPTER 4 ----- --- 

MEDICAL PROFESSION, STATES, AND FEDERAL EFFORTS ---------------------------------- 

TO TRAIN APPROPRIATE NUMBERS AND TYPES OF PHYSICIANS ---- -_-_----~----------_--------------~~-~~ 

Presently no public or private organization has overall 
responsibility for developing and implementing a system to 
see that the number and types of physician specialists are 
consistent with the approximate number needed. 

WHAT POLE DO MEDICAL PROFESSIONAL ----- ------_------A 
ORGANIZATIONS HAVE? ____----___--- 

We asked 83 medical professional organizations a number 
of questions to determine what role, if any, their organiza- 
tions have to insure that appropriate numbers and types of 
physicians are trained to meet national needs. While almost 
all the 79 organizations responding said they were concerned 
with policy matters affecting graduate medical education, 
accreditation of graduate training programs, and certification 
of physicians choosing to practice in a specialty, none said 
they had overall responsibility for seeing that the number 
and types of physician specialists and subsnecialists trained 
were consistent with the approximate number needed in the 
Nation. 

The specialty boards, residency review committees, and 
CCME all stated it was their concern but not their role to 
see that the number of physicians trained is consistent with 
the approximate number needed. 

The specialty boards are primarily responsible for 
determining the competence in the fields of candidates who 
appear voluntarily for examinations and, for certifying as 
diplomates those who are qualified. To accomplish this, 
specialty boards determine if candidates have received ade- 
qr,ate preparation in accordance with established educational 
standards. They also conduct comerehensive examinations to 
determine the competence of such candidates and certify the 
competence of those physicians who have satisfied the re- 
quirements. Three specialty boards outlined their role in 
pertinent part as follows: 

--"The American Board of Surgery was formed ii1 1936 
* * *: (1) To conduct examinations of acceptable can- 
didates who seek certification by the Board: (2) To 
issue certificates of qualification to all candidates 
meeting the Board's requirements and satisfactorily 
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completing its prescribed examinations; and (3) To 
improve and broaden the opportunities for the graduate 
education and training of surgeons. The Board has, 
since its organization, specifically limited its respon- 
sibilities and activities to fulfilling the purposes 
stated above. The Board has consistently refrained 
from entering other arenas of interest to surgeons and 
their patients or the public. It has conducted no 
studies, assembled no data and as a functioning body 
has formed no opinion regarding surgical manpower in 
the United States. Since it has no authority nor re- 
sponsibility in this matter, it has refrained from 
making any judgment or statements regarding it.” 

---“The American Board of Dermatology has a very definite 
interest in the number of physicians who are enterinq 
our specialty, but we do not have a direct role in de- 
termining the adequacy of the number of dermatologists 
or in increasing the number. It is the responsibility 
of the Board to control quality of the persons entering 
our specialty rather than quantity.” 

--“You should understand that under our [The America? 
Board of Radiology] charter and bylaws we are an examin- 
ing and accrediting body whose primary interests are in 
the design, length and content of training programs and 
the qualifications and knowledge of those trainees who 
complete these accredited programs. Our policy regard- 
ing numbers of trainees in Radiology and its various 
branches has always been predicated on the adequacy of 
the training facilities and faculties in relation to 
the number of trainees. The Board has not been assigned 
the task of determining the needs for radiologists in 
the United States.” 

The residency review committees generally stated that it 
was their responsibility and function to evaluate the educa- 
tional quality of graduate medical education training programs 
or standards for accreditation of such programs, which are 
specified in the “Essentials of Approved Residencies” pub- 
lished annually by AMA. We were told that the number of ac- 
credited*graduate medical education training positions is 
determined based on the quality of the educational experience 
and on the opportunity for acquiring the skills which are pro- 
vided in a particular training program. For example, three 
of the residency review committees outlined their roles in 
pertinent part as follows: 
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--“The Residency Review Committee carefully reviewed your 
inquiry as well as its own function and responsibili- 
ties. The Committee I which is composed of representa- 
tives of two parent bodies (The American Medical As- 
sociation and The American Board of Physical Medicine 
and Rehabilitation) limits its activities to evaluation 
of residency programs in this specialty in terms of 
their meeting the essentials of approved residencies. 
The Committee is concerned with the quality of educa- 
tional programs and does not become engaged in quan- 
titative manpower issues such as the establishment of 
the number of residency programs or the number of 
residents serving in any such residencies. * * * 
Also, because its role is limited to the assessment 
of quality of the educational programs, the Committee 
is not in a position to respond to the questions posed 
in your letter regarding manpower requirements in the 
specialty.” 

--“Our mission is to determine whether or not the resi- 
dency program under review is a sound one based en- 
tirely on its educational qualities. To put it another 
way, it is our responsibility to see the programs are 
of high quality so that all trainees will become pro- 
ficient in order that patients with thoracic and car- 
diovascular surgical problems will receive the best 
possible treatment, The need to render service by the 
trainee to the institution is never considered in our 
evaluation.” 

--“From the above, it is evident that we have no direct 
responsibility with either increasinq or decreasing the 
numbers in our specialty. Indirectly we may eventually 
decrease the numbers by upgrading the standards re- 
quired for residency approval e Conversely, if a large 
number of excellent programs are presented to us, we 
would have to approve them. W 

--“The Residency Review Committee in Ophthalmology is 
made up of members appointed by the AMA Council on 
Medical Education and the American Board of Ophthal- 
mology. Its function and responsibility is to evaluate 
the educational quality of residency and fellowship 
programs in ophthalmology based on standards for ac- 
creditation of programs which have been developed and 
are pub1 ished. The number of residency positions ac- 
credited are determined on the basis of the quality 
of the education experience and upon the opportunity 
for acquiring skills provided by a particular ophthal- 
mology residency program.” 
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--“The committee believes that it is not in a position 
nor is it its responsibility to determine the suanti- 
tative needs nor the distribution of ophthalmologists 
throughout the United States. Any opinion of the 
Residency Review Committee in Ophthalmology on supply 
and demand would have to depend upon information from 
other groups. ” 

CCME is responsible for reviewing matters affecting all 
levels of medical education and recommending policies to its 
five constituent organizations for their adoption and imple- 
mentation. It also coordinates the activities of its liaison 
committees. CCME told us that it would be a considerable ex- 
tension of its current activities and pnilosophy to say that 
it should be responsible for determining the appropriate types 
of specialty physicians needed in the United States. 

Most of the 29 responding specialty and subspecialty 
societies, which are usually recognized as the spokesperson 
organizations for practicing physicians, either stated it was 
not their role to assure that the number of physicians trained 
is .consistent with national needs or did not specifically re- 
spond to the question. Although some societies commented on 
actions they have taken to develop additional manpower in 
their specialties, it was unclear if they believe they have 
specific roles in insuring that appropriate types of physi- 
cians were being trained. On the other hand, the American 
Academy of Family Physicians said it hooes to have an in- 
creasing role in seeing that enough family physicians are 
trained to meet the needs and has established a goal of 
having sufficient first-year graduate medical education 
training positions to accommodate at least 25 percent of the 
U.S. medical school graduates each year. 

The American Academy of Dermatology outlined its role 
\n dealing with the physician manpower issue as follows: 

--To prepare a comprehensive, accurate, and objective 
analysis of future manpower needs in which the many 
variables are assessed and to imake this information 
available to health planning agencies, medical - 
scnools, and training program directors. 

--To propose , where indicated, specific recommendations 
to planning agencies, medical schools, schools of 
allied health professions and training program direc- 
tors for action based on the foregoing assessment. 

.-- 
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--To support in every way possible the educational sgsten 
at all levels and there;>;7 increase prc, activity, im- 
prove quality of care, dnrZ ensure adequate training 
and experience for physicians who may provide derma- 
tological care. 

However, under the present medical education sx;sten, 
implementing a specialty society’s recommendations :o adjust 
tne number of physicians trained in a particular sr,,ecialty or 
subspecialty would, in almost all cases, be vol.untary on the 
part of the training institutions and the several thousand 
individual directors of graduate training programs located 
througnout the United S tstes. 

DO THE MEDICAL PROFESSIONAL ORGANIZATIONS 
BELIEVE A NEED EXISTS TO CONTROL OR REGllLATS --- 
GRADUATE MEDICAL EDUCAT~N? 

The majority of medical organizations responding to our 
question believed that an appropriate distribution of physi- 
cians by specialty could be achieved through the law of 
supply and demand and that it was not necessary to control 
or regulate the graduate medical education process. 

Specifically, of the 79 medical professional orqaniza- 
tions respondinq, 33 believed that appropriate numbers and 
types of physician specialists and subspecialists to meet 
national needs could be achieved througil the law of supply 
and demand, 44 organizations either did not express an opinion 
on this or did not respond to the question, and 2 believed 
that some form of control or regulation over the graduate 
medical education process was necessary. 

A consensus of the organizations favoring the free market 
approach stated that an appropriate dlstri0uLion of physicians 
by specialty is in process of being achieved, and pointed to 
the increasing number of physicians engaged in primary care 
training. One organization stated that it will be achieved b\ 
the medical profession as part of the supply and demand modei 
for health care services. Others pointed out that while the 
free market system is not perfect, it is the best approach and 
has worked to change the distribution of spezialists jn the 
past. 

Conversely, a majority (1313 cf 225) of the program 
directors responsible for establisning and operating graduate 
medical education programs expressed the opinion thaK control 
or regulation over the graduate medical education prticess was 
needed. They indicated tnat in the east, supply and ‘emand 
simply had failed to proeerly match the number and types of 
specialists trained with the need for their services. 

c 
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WHO SHOULD BE RESPONSIBLE FOR DETERMINING --------_--------.-- ---- ---_ - ------- ---- 
TEAT APPROPRIATE NUMBERS AND TYPES OF ------------------ --------.-- 
PHYSICIANS ARE BEING Th~fNE93 ~-------------- ---- 

Most medical organizations ccntac,ted believe ttiat if 
control or requlation over thz qraduat? medical education 
process is undertaken, it should be exercised by the medical 
profession itself, through CCME. Although it would be in a 
position to assume this responsibility, CCME told us that 
it has not yet decided what future role, if any, it should 
play in determining an appropriate sueciaity distribution of 
physicians. 

If Zontrol or regulation over the medicdl education 
process as undertaken at all, 2~ residency review committees, 
specialty boards, and E-pecialty societies favored CCME assm- 
ing this responsibility although 3 did not and 34 expressed 
no opinion. 

Among the five constituent member organizations compris- 
ing CCME, AAMC, and AHA both believe that CCME should assume 
responsibility f'J? determining the aporopriate number and 
types of speclalLy physicians needed in the United States. 
The ABMS told us that it has not taken an official position 
on whether any organization should assume this responsibility 
and the CMSS did not specifically respond to our questions. 
AMA took the position that there is no need for control or 
regulation and it would be inappropriate for CCb?E to assume 
this responsibility. 

In explaining its r\osi,tion, AAMC nointed out that respon- 
sibility for designating available graduate medical training 
positions on the basis of national manpower needs on the one 
hand and the responsibility of accreci-ation of graduate 
medical trainin- programs on the other hand snould )e spe- 
cifically and ia,tentionally separated. AAMC bklleves it is 
inappropriate to use the power of accreditation to limit or 
expand the number of physicians a graduate medical education 
program can enroll to achieve national needs. Rather, desig- 
nktion of training positions which may be filled to achieve 
national goals should be accomplished independently by an 
independent organization. According to AAMC, CCME, because 
of its relationship to the LCGME, is an appropriate orqaniza- 
tion which could accomplish this .dbk while still maintaining 
the integrity of the accredi<a-?lor. system and the quality of 
graduate medical education. 
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AHA stated CCME and LCGME could very appropriately 
monitor the training of different types of physicians and 
make recommendations concerning projections of need. AHA 
further believes this can be accomplished without setting 
CCME in a regulatory arrangement. 

AMA takes a different position. It believes it 6s 
neither necessary nor appropriate at present to hat.-e any 
public or private otganization assume a role of prescribing 
or regulating the number and types of physicians. It be1 ieves 
it and other medical organization s can play an important role 
in influencing these matters b\* bringinq information on the 
present and projected Sliqpiy of physicians to the attention 
of the Frofession and the public a,ld g ivinq some indication 
of the special areas of need by medical specialty. Accord inq 
to AMA, through such information, it is possible for the pro- 
fession and the public to provide encouragement and special 
incentives to influence physicians in training to enter cer- 
tain fields of education and practice. AMA pointed oui, 
however, that such an approach does not call for creating a 
new regulatory body or assigning regulatory powers to an 
existing organizatiun or body. 

CCME told us that its committee on physician distribution 
is currently engaged in preparing an extensive report on “The 
Specialty and Geographic Distribution of P.hysicians.” When 
the report has been completed and approved by CCME, it will 
then be forwarded to the five constituent organizations for 
their consideration and, if approved by all five, it will 
bec->me otr’icial CCME policv. We were told that no decision 
had been made by CCME and its constituent organizations as to 
what future role it should play in determining the approximate 
distribution of physician specialists required to meet national 
needs. 

In order for COME to take a position on any issue it re- 
quires unanimous prior approva 1 for such action by its five 
con.itituent organizations. 

STATES ’ ACTIONS TO BRING AEO:l’I’ APPROPRIATE _____ -__-__----.---------.^ -. -----..-----. 
NUMBERS AND TYPES OF PHYSICIAN SPECIALISTS -_------- -------------------__ 

Many States ate acting to 
*physicians trained. 

affect the specialty mix of 
State higher education offices and leg- 

islatures are conducting studies of physician specialty dis- 
!:r rbution and are taking steps to increase primary care 
training positions. 



Efforts of State hiqher education off ices ~- 
eo-~~-w~~p~ysTcian-m3neowerne~~S -----I_---- -.__--_- -------___ 

The States’ higher education executive officers are 
responsible, in their individual capacities, for olanninq and 
coordinating programs for health manpower education in their 
States. Besides making physician manpower sti*dies, many State 
offices of higher education act as governing boards for State 
institutions of higher education r including medical schools. 
Therefore, they are involved in undergraduate and graduate 
medical education. 

There have been several studies on medical education by 
State offices of higher education. Some include recommenda- 
tions to State legislatures to affect the specialty distribu- 
tion of physicians trained. For example, the Tennessee Higher 
Education Commission issued a report in 1971 on medical educa- 
tion as part of its responsibility to design a master plan 
for higher education. The report concluded Tennessee should 
attempt to achieve by 1980, a physician to population ratio 
at least equal to the i967 national average. Tn addition r 
its report noted a need for more general practitioners, 
pediatricians, obstetricians, and others serving in primary 
patient care. In 1974 Tennessee established a Statewide 
family practice graduate training program and authorized at 
least 100 additional family practice positions in the next 
5 yeaxs. 

i 

In a 1975 reporty the Illinois Board of Higher Education 
recommended that at least one-half of all first-year graduate 
medical education training positions be in the family prac- 
tice, internal medicine I and pediatr its specialties. In 
additicn, the report recommended that the State of Illinois 
give financial support for the new first-year positions in 
primary care specialties. A bill introduced in the Illinois 
Legislature in 1975 to fund family practice graduate training 
programs failed to pass because of financial problems in the 
State, according to a summary of State legislation and funding 
for family practice programs prepared by the .?merican Academy 
of Family Physicians in January 1976. The legislation was not 
reintroduced in 1976 because of continuing financial problems. 

State efforts to increase the number --_ -~ ---- -----~--- ------_ - 
of primary care*hysicians ---- - --_-- 

Funds have been made available in about 40 States for 
training primary care physicians, either through specific 
legislation or general support of State-supported medical 
school s. For example: 
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--Oklahoma House Bill No. 1552 was enacted in 1975 to 
support graduate medical education in internal medi- 
cine, obstetrics and gynecology, pediatrics, emergency 
trauma, and family practice. 

--Kentucky Senate Bill No. 28 , .s enacted in 1976 to 
support graduate medical edI ation in family/general 
practice, general pediatrics, qe.leral internal medi- 
cine, emergency medicine, and general obstetrics and 
gynecology. 

--At the direction of the State legislature, the Uni- 
versity of California's five medical schools estab- 
lished a goal in January 1974 of having 43 percent of 
their graduate medical education training positions 
in the primary care specialties by 1979. In devel- 
oping plans for attaining this goal, they recognized 
that some medical schools have facilities and faculty 
that were oriented to primary caret while others are 
oriented to nonprimary care training. Therefore, 
individual goals were established for each school to 
attain the overall goal. Legislation has been enacted 
to provide $4.5 million for family practice programs 
(1978-81). Other primary care specialties have been 
funded from general university funds in past years, 
and this is expected to continue. 

In responding to the draft report, the American Academy 
of ; lmily Physicians told us that 16 States had passed a 
total of 21 bills specifically to support family practice 
traning programs. 

; :DERAL EFFORTS TO DEVELOP - ----.-------. -- 
APPROPRIATE TYPES OF PHYSICIANS - ___------ ___------- 

Direct Federal involvement in attaining an appropriate 
distribution of physicians by specialty, which are needed to 
meet the health care needs of the U.S. population, has been 
1 imi ted. Since 1963 Federal involvement has consisted pri- 
marily of programs designed to increase the total supply of 
physicians in the Nation. However, with enactment of the 
Comprehensive Health Manpower Training Act of 1971 and, to 
a greater degree, the Health Professions Educational Assist- 
ance Act of 1976, the Congress attempted to deal with the 
issue by directly supporting those institutions and trainees 
in graduate primary care training programs, especially in 
family practice. 
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HEW Graduate Medical Education ~ationa~-Zidvisory-~ommTStee--- 
---- _-_ -_-- --.---- 

On April 20, 1976, the Secretary of HEW established the 
Graduate Medical Education National Advisory Committee 
(GMENAC) . Arnony other things, this Committee was give? rc- 
sponsibility for analyzing physician specialty distribution 
and evaluating alternative approaches so that the number anL 
types of specialists and subspeciali<sts trained is consisten. 
with the Nation’s needs. This Committee was also given re- 
sponsibility for encouraging organizations, which co,ltrol the 
numner and types of graduate training positions, to provide 
leadership in achieving the recommended balance. For fiscal 
year 1977, the Congress appropriated $1 million for this 
Committee. 

The Committee consists of 21 members selected by the 
Secretary or his designee. Three are ex officio members who 
are representatives of the Public Health Servicer DOD, and 
VA. Of the remaining 18, 14 are medical and osteopathic 
physicians. Committee membership appears in app. XIII. 
Staff and management services for the Committee come from 
HEW’s Bureau of Health Manpower, Health Resources Administr a- 
tion, and from a Program Officer, who serves as Executive 
Secretary. The first three meetings of the committee were 
held in June, September, and December 1977, respectively. 

The Committee is responsibile for advising, consulting 
with, and making recommendations to the Secretary of HEW on 
the overall strategies on the present and future supply, and 
requirements of physicians by specialty, and translating 
these requirements into a range of types and numbers of 
graduate training opportunities needed to approach a more 
desirable distribution of physician services. These stra- 
tegies are to take into account national health planning 
goals, guidelines, standards, and, as appropriate, the health 
systems plans developed by health systems agencies; factors 
which influence specialty distribution and the availability 
of training opportunities, including systems of reimbursement 
of services and financing of graduate medical education to 
the provision of services in training institutions, including 
alternatives for the provision of these services. 

In addition, the Committee is to advise on data require- 
ments and systems needed to conduct the activities of the 
Committee: propose national goals for the distribution of 
physicians in graduate training: and recommend Federal poli- 
ties, strategies, and plans to achieve established goals in 
concert with the private sector and non-Federal agencies. 
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It should be recognized that to discharge the respon- 
sibilities it was given by the Secretary of HEW, the Committee 
will first have to secure the desired information and data 
from the medical profession. Once the necessary data is made 
available, the Committee will then need to (1) determine the 
present and future supply and requirements for physicians by 
specialty and subspecialty, (2) establish recommended national 
goals for the distribution of graduate medical education 
training positions, and (3) encourage organizations control- 
ling the number and types of graduate training positions to 
provide leadership in achieving the recommended balance. At 
present, however, the most direct way to implement any re- 
structuring in the size and type of graduate medical education 
training programs which are determined necessary by the Com- 
mittee to meet national needs, is to encourage the medical 
profession, through its accreditation process, to implement 
necessary changes. Therefore, it appears that the Committee 
may face serious constraints in attempting to discharge these 
responsibilities, 

CONCLUSIONS ---- 

Efforts to see that appropriate numbers and types of 
physicians are trained in the United States have been frag- 
mented. Mowever, most medical organizations believe that, 
left alone, the law of supply and demand will insure proper 
distribution of physician specialists. 

If control or regulation of the graduate medical educa- 
tion process is undertaken, most members of the profession 
believe it should be dohe by the profec;sion itself--through 
CCME. CCME, however, has not yet agreed to assume this role. 
Its constituent agencies are divided on this issue. We be- 
lieve CCME is the most appropriate organization at present 
to deal with the issue and to take affirmative action. While 
the States hav,? performed noteworthy actions, they are not in 
the position to exercise the same amount of control as CCME. 
In addition, the HEW Graduate Medical Education National Ad- 
visory Committe? may face serious constraints in attempting 
t> perform its responsibilities. 
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CHAPYBR 5 

COI~CLUSIONS I COMMENTS BY HEDICAL PROFESSION ---- --- 

AND COGNIZANT FEDERAL AGENCIES, AND RECO!GlENtiATIONS 

Much has been written about problems regarding physician 
specialty distribution and many assertions have been made. 
Professional opinion seems to be that there are not enough 
primary care physicians-- a conclusion based on orofessional 
opinion, rather than a scientific study. Allegations have 
also been made tnat there is an oversupply of certain :pe- 
cialists which may result in excessive medical or surqical 
procedures. 

Information we obtained from numerous medical organiza- 
tions tended to support the belief that more primary care 
phys: lians are needed, but not the belief that there are too 
many specialists. In fact, no specialty organization which 
we contacted believed that its specialty was in oversupply. 

Despite the volume of material that has been written 
about this problem and the extensive hearings that have been 
conducted by congressional committees, we believe there i.: 
still not enough information on which to draw valid conclu- 
sions about the nature and extent of the soecialty mal- 
distribution problem. To reach sound conclusions, some 
basic questions must be answered. 

What is a primary care physician? apinions vary con- 
siderably on this question. Many believe that family prac- 
titioners, general practitioners, general internists, 
pediatricians, and obstetricians/gynecologists should be 
considered primary care physicians. Some believe that 
obstetricians/gynecologists do not belong in this group. 
Psychiatrists, dermatologists, opthalmologists and other 
specialists have indicated that they should be considered 2s 
primary care providers. The extent to which an inter*;ist who 
subspecializes should be considered as a primary care provider 
is not clear. 

In addition, it is common knowledge that many specialists 
provide primary care to their patients, and many patients go 
directly to a specialist without firs.: seeing a primary care 
physician. There seems to be a growing concern within the 
profession about how best to deal with this situation. 

There is a question of how many physicians are needed? 
The total number of practicing physicians has increased 
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dramatically during the past decade and will undoubtedly 
continue to rapidly increase. The ratio of physicians per 
100,000 U.S. population has increased from 153 in 1965 to 
197 in 1976 and is expected to reach at least 220 by 1990. 
The question remains: is this enough or too much? 

We believe the best way to answer the question about 
total number of physicians needed is first to determine the 
number of each type of specialist needed. The sum total of 
the various ty; ‘s of specialists would then approximate the 
total number r..?ded after first considering the interrelation- 
ships between var ious special ties. 

In addition, a decision must be made on the number of 
physician extenders needed since hundreds are entering the 
medical care system each year, and the number . ?ing trained 
is growing. 

Arguments have frequently been made that the medical pro- 
fession will work out its own problems if left alone. As 
indicated by our review, few professional organizations are 
in a position at this time to suggest the appropriate number 
of specialists needed. Furthermore, most professional organ- 
izations stated that determining an appropriate number was 
not within their purview and that their concern was primarily 
educating quality specialists. 

Discussions with medical school and teaching hospital 
officials indicated much the same situation, that is, a con- 
cern about the quality but not the quantity of physicians 
trained. Consequently, these sources are unlikely to answer 
soon the question of how many and what types of physicians 
should be produced. 

Prior to the availability of our draft report for com- 
ment, CCME, which appeared to be in the best position to deal 
with the specialty distribution problem, had not taken a 
position on the problem ,?nd what needed to be done about it. 
Since CCME is composed c*:. members of var ious professional 
organizations, it appeared to be in a better position than 
HEW’s GMENAC to obtain the necessary data to deal with the 

. proble:n. In addition, since CCME’s LCGME is actively in- 
volved in reviewing and approvinq graduate medical education 
programs, CCME appeared to be in the best position to control 
the number and size of approved programs. 

/ 
For this reason, we proposed in our draft report that / 

CCME should play an active role in determining the number and ’ 
type of specialists needed and in implementing procedures to . 
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see that necessary changes are made. We also proposed that 
HEW determine ehe number of physician extenders needed and 
CCMB consider their impact on the number and types of physi- 
cians needed. If CCME did not agree to perform this function, 
we expressed the view that HEW should attempt to fulfill this 
role and use its funding authorities to influence the number 
and types of graduate programs, as appropriate. While answers 
to these guestions were being obtained, we proposed that HEW 
and VA continue to fund primary care programs and increase 
the number of primary care providers. 

MEDICAL PROFESSION COMMENTS -.--_-.---__ - ---- -- 

CCME 

CCME told us that in addition to the auality of medical 
education at all levelc, one of its abiding concerns has been 
the public's perception of the geographic and sneciaity mal- 
distribution of physicians, and conseauently, it has been 
studying these problems extensively. CCME agreed that addi- 
tional detailed information is needed on which to predict 
future needs and policies. It pointed out that much data on 
physician distribution has already been accumulated and is 
presently available to the Federal Government, the medical 
profession, and the general public. It indicated that ex- 
tensive correlation and analysis of data on public needs for 
general versus specialized medical care will be required 
before appropriate recommendations can be drafted to serve 
as a rational basis for national policy for training an 
appropriate mixture of physicians. 

CCME also agreed that it should accept the responsibility 
for collecting the necessary information, analyzing and cor- 
relating the data, and making recommendations for the educa- 
tion and training of physicians, insofar as it already has 
responsibility for policymaking regarding the education and 
training of physicians. More specifically, CCME stated that 
it firmly believes 

(1) that the Nation's needs for various kinds and 
numbers of medical specialists may be analyzed 
within reasonable limits; 

(2) that the use of ratios to determine the adeauacy 
of physician supply by specialty is an overly 
simplistic approach which is inadeauate to provide 
a reasonably accurate assessment of the Nation's 
need for physicians; 
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(3) that the accreditation process in qraduate medical 
education is devoted solely to considerations of 
quality and that accreditation should not be used 
to control either numbers or kinds of specialty 
training programs; 

(4) that CCYE should attempt to achieve the desired qoal 
of matching the ongoing production of physicians to 
the changing needs in the country for medical care 
without the difficulties and implications involved 
in regulation, either by the Government or by any 
organization in the private sector; 

(5) that CCME should determine the impact of physician 
extenders on the number and type of physicians 
needed: and 

(6) that in view of the ongoing activities of the CCME 
as stated above and the probability of duplicative 
and possibly conflicting activities, the CCME 
recommends that the continuation of HEW's GYENAC 
be reconsidered. 

AHA -- 

AHA told us that it supports the comments aild recommenda- 
tions of CCME but challenged the assumption that the need for 
numbers of different physician specialists can readily be 
determined. In light of the complexity of issues, AHA pro- 
posed that Federal funds might best be spent on a feasibility 
study to determine the means for assessing population needs 
for various kinds of physician specialists and for recommend- 
ing ways to govern the supply. 

CMSS -- 

CMSS l/ commented that a general consensus exists that 
the report-is correct in its assumption that CCME is the best 
available organization to assume responsibility for overseeing 
the number and types of physicians beinq trained, to attemot 
to ensure that these are sufficient for the optimal health 
care of the American people. According to CMSS, the CCYE has 
as its parent organizations those organizations best able to 
obtain information and implement any necessary chanqes. 
Furthermore, CMSS stated that these are fitting responsibili- 
ties for those parent organizations. 

i/The CMSS position represents a coordinated response with 
respect to comments received by 13 of their 20 member 
organizations. 



According to CMSS, strong support exists in its respond- 
ing organizations for CCME's assuming the responsibility pro- 
posed in our draft report. The principal disagreement with 
this CCME role, among CMSS members, was as to whether the 
regulatory function of physician manpower production would 
be part of this process. Half of CMSS member organizations 
commenting on the regulatory aspect favored CCME assuming this 
function although the other half felt that CCWE should not be 
a regulator. 

CMSS also told us that a consensus was apparent among its 
responding member organizations that any recommendations on 
the numbers and types of physicians produced should be volun- 
tarily achieved through efforts of those in the private sector 
responsible for graduate medical education and training and 
not under regulations promulgated by HEW. 

If, for some reason, CCME cannot assume responsibility 
for overseeing this complex situation, CMSS suggested that 
other alternatives be considered before turning this matter 
over to the public sectcr. 

ABMS --- 

ARMS told us it participated in developing the principles 
expressed in the previously discussed CCME response. It 
pointed out, however, that prior to receiving our draft 
report, ABFIS expressed its belief that CCME's role should go 
beyond a passive one of data collection and analysis to in- 
clude a possible regulatory role i? the distribution of 
residency positions in all specialties. 

Specifically, ABMS indicated it believes that CCME 
should assume a strong leadership role which probably can be 
discharged only by assuming responsibility for monitoring the 
size, number, and distribution of training programs. In this 
regard, ABMS believes CCME should discuss with the Secretary 
of HEW ways by which CCKE may achieve the desired goal of 
matching the production of physicians to the needs of the 
country. According to A?MS, contractual arrangements with 
HEW, however, may not be the best way of establishing re- 
sponsibility and securing the means of carrying out that 
responsibility, and, therefore, alternatives should be 
considered. 

AAMC 

AAMC informed us that its executive council had approved 
the recommendations that the AAMC: 
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“Support the proposal in the GAO Report that the CCME 
accept the responsibility for recommending the appro- 
pr iate distribution of residencies among the special- 
ties of med ic ine , but not for carrying out or enforcing 
these recommendations; 

“Recommend to the Secretary, DHEW that the Graduate 
Medical Education National Advisory Council (GMENAC) be 
abolished when and if the CCME accepts the proposal; 

“Recommend that the development of regulatory apparatus 
be deferred until obviously needed; 

“Recommend that, should regulatory apparatus be required, 
the CCME be invited to participate in its design. 

” Recommend that , should regulatory apparatus be required, 
it be effected by mechanisms that are completely separate 
from the LCGME accreditation process.” 

AAMC’s position is that CCME should carry out cl1 ele- 
ments of the program proposed for it in the recommendations 
in our report except the actual regulatory function. It felt 
that so long as events continue to evolve in a socially de- 
sirable direction as a result of spontaneous and voluntary 
acts of individuals in the system, additional action should 
be postponed. Once created, AAMC felt that enforcement 
mechanisms are seldom abandoned. Therefore, it felt the 
Nation should put off forming any new regulatcry body until 
a need for it is wiJely perceived. 

AAYC further commented that the draft report was charac- 
terized by a pervasive overoptimism about the degree of pre- 
cision with which “need” can be determined and about the fea- 
sibility of regulating the manpower development process to 
attain any predetermined level of “need.” It felt that the 
regulation/control that would have to be imposed to achieve 
the objectives sought would affect the continuum of medical 
education with considerable force. According to AAHC, the 
draft report failed to explicitly note that the recommended 
proposal would radically transform the character of the 
medical education process and probably also the hr alth care 
de1 ivery system. 

. 

AMA --- 

AMA stated it has long recognized that it has a 
legitimate, proper concern for, and major responsibility to 
over see, the quality of medical education and to provide a 
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continuing supply of well-qualified physicians to meet the 
medical manpower needs of the public. AMA agreed with state- 
ments in the draft report that factual information be deve?- 
oped in order that better planning and recommendations may 
be made for the future; It believes that sound planning for 
the future medical care delivery to the people of this country 
should be led primarily by the profession which is chiefly 
involved and most knowledgeable in this area rather than the 
Federal Government. AMA told us it will continue to partici- 
pate, individually and through CCME, in the study of the 
Nation's needs for medical services, and in the development 
of strategies by which those needs may be fulfilled. 

AMA pointed out that the public’s need for physicians’ 
services should first be assessed and the result balanced 
against presently available and predictable sources of physi- 
cian services. Any inequities or discrepancies thus revealed 
could be the subject of recommendations for correction. vow- 
ever I according to AMA, this approach does not consider any 
changes in physician productivity which may occur, and it 
assumes that physicians function in fixed proportions in the 
delivery of medical care. AMA also stated it does not con- 
si.der possible changes in medical technology or public health 
practice as the result of scientific breakthroughs and, 
furthermore, it should be recognized that changes in practice 
rapidly affect changes in ntods. 

AMA told us that i',s most serious concern with the draft 
report is that the included data does not support allegations 
and recommendations that the present system of physician dis- 
tribution needs to be changed. According to AMA, the draft 
report does not establish any deficiencies or flaws in the 
present system of physician production based on responses by 
the medical profession to our questions. AMA's contention is 
that the draft report contains statistical evidence confirming 
that, although it is somewhat imperfect, the present system 
functions adequately. It does so through the efforts of the 
profession in response to perceived needs of the public, 
without the necessity for legal restriction or direction. 
Furthermore, imperfections in the present complex system have 
already been identified and are being addressed. 

The AMA believes that regulation of the supply of ohysi- 
cians and their specialties by Government or professional 
organizations is neither necessary nor wise and would have an 
unpredictable.and detrimental impact on the future quality of 
health care and, therefore, would not serve the public in- 
terest. Instead, AMA believes the public interest can best 
be served under a system which maximizes the freedom of 
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individuals to choose their own careers urlder normal competi- 
tive conditions. It believes that neither physicians nor 
other health professionals should be subject to Government or 
organizational controls as to number and type and pointed out 
that other occupations are not subject to such controls. 

In effect, AMA looks to voluntary action rather than 
regulation or control of graduate medical education training 
programs to achieve the desired results once data is developed 
which identifies physician manpower requirements. Specifi- 
cally, AMA stated that if the true picture is elicited through 
complex and thorough analysis of existing and new data, and if 
these facts are widely publicized to the general public and 
to all components of the medical profession with appropriate 
recommendations, it firmly believes that medical students, 
training program directors, hospital administrators, and 
medical school deans will react to modify the availability of 
medical services with resultant improvements in the distribu- 
tion of medical manpower. 

HEW -- 

HEW L/ told us that it does not agree with our proposal 
that CCME assume responsibility for developing and implement- 
ing a system to see that the number and types of physicians 
trained are consistent with the approximate number needed. 
HEW stated that the issues inherent in any analysis of spe- 
cialty raquirements have an immense bearing on the public 
interest and the value judgments involved in establishinq 
training goals and influencing change, require public par- 
ticipation, an open deliberative forum, and a close relation- 
ship to the public policy development process. HEW said that 
CCME does not fulfill these requirements. 

Instead, HEW stated it has already chartered GMENAC which 
was given responsibility by the Secretary to accomplish most 
of the objectives sought by GAO and can be expected to do so 
in a timely manner. GMENAC is to advise the Secretary not 
only on the best information available on the supply and re- 
quirements of physicians by specialty and the establishmtint 
of national goals for the distribution of graduate medical 
education training positions, but most importantly to advise 

'on options as to how the public and private sectors may work 
synergistically to accomplish those goals. According to HEW, 
---------a--- 

L/HEW told us that these comments represent the tentative 
position of HEW and are subject to reevaluation when the 
final report is issued. 
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GMENAC's first report to the Secretary, expected in December 
1978, will include recommendations and short- and long-term 
strategies fOK effecting needed changes in specialty manpower 
production. 

According to HEW, GMENAC r?as estabiished to take into 
account various perspectives, such as those of Federal ant, 
State GOV@KnmentS, planners, payers, consumers, students, ana 
osteopathic medicine. FUKtiseKmOKeI because of its operalion 
in a public forum, it is expected that a broad representation 
of views will be obtained. 

In taking this position, hogever, HZW recognized the need 
for the medical profession to assist in the analyses which 
will be necessary for GMENAC to complete its work and, if 
necessary, to conduct its own analyses, draw its own conclu- 
sions, and present its own recommendations. Parallel analytic 
efforts are viewed by HEW as beneficial from the standpoint of 
a national debate on such an important topic and, hopefully, 
varying viewpoints will either be resolved OK presented as 
optional plans for public policy decisionmaklng. In HEW's 
judgment, no single entity has at its command sufficient 
human, fiscal, OK data sources to accomplish sin-,ehandedly 
the task. HEW stated that the nature of the problem is suf- 
ficiently complex, and important, so that many organizations, 
appropriately, should be examining these issues within the 
Context of their particular mission and constituency in order 
to foster the most productive and constructive DUbliC policy 
examination of the Nation's need for physician specialists. 

It is anticipated that GMENAC will use HEW staff, con- 
tracts, and its own expertise in accomplishing its objectives. 
HEW said that thcoughout GMENAC's initial period of problem 
identification and goal setting, cooperation, information 
exchange, and analytic collaboration with various organiza- 
tional units within the Federal Government are planned. In 
addition to the potential contribution of the CCME, HEW will 
request contributions from the National Academy of Sciences, 
AAMC, AMA and others. 

HEW did not agree with our proposal that a system be 
developed to adjust the distribution of graduate medical edu- 
cation training positions through the accreditation process. 
HEW said that our position calls for developing controls and 
a form of regulation which cannot, at this time, be supported 
as necessary. HEW stated its position does not, however, ex- 
clude a determination at some future time that control or 
regulation is needed and feasible. 
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Options as to how the public and private sectors may work 
to accomplish GMENAC's recommendations are an intrinsic part 
of the later phases of GMENAC's work. HEW pointed out, 
however, that recommendations for public policy will be con- 
sidered largely in the context of how extensive the gap is 
between the recommended distribution of physician traininq 
positions and the projected distribution in the absence of 
change. To determine the options and the tactics without * 
precisely defining the extent of the problem or the degree 
and timing of the desired redistribution would limit the 
creativity of the group and impede the development of innova- 
tive solutions which capitalize on public and private sector 
resources. 

HEW's concern is that an orderly process be followed in 
the examination of the issuesr the development of the dimen- 
sions of the problem and the study of the forces that are 
naturally at work in the system to produce physician special- 
ists, Once the goals or targets have been set, an examination 
of the various strategies that might be adopted to accomplish 
the goals will be undertaken by GMENAC and HEW. 

According to HEW, this examination will include the pos- 
sibility that regulation is not the only mechanism and/or most 
sppropriate mechanism to effect change. There have been 
examples of substantial change in the Dynamics of specialist 
manpower production including, for example, the development 
of a family practice movement, all of which, according to HEW, 
have been accomplished without resorting to regulation. 
Fcrthermore, HEW stated it is possible that the development 
of a specific set of gcals, ranges, and options may, of them- 
selves, bring about all or some of the desired changes in the 
mix of physician specialists. 

Even if regulation of the graduate medical education 
system should be found necessary at some point in the future, 
HEW said it would not endorse our proposal that it be imple- 
mented through the accreditation process. Accreditation has 
been established ds a means of assuring that all graduate 
medical education programs meet defined standards of quality. 
HEW said that the establishment of the Liaison Committee on 
Graduate Medical Education, which is responsible for h-credit- 
ing graduate training programs, has been long and difficult. 
LCGME is in a position to influence pcsitively the actions 
of a variety of residency review committees which so far have 
operated in a quasi-independent manner. In HEW's view an 
attempt to force chanqe in LCGME's function would be counter- 
productive and would, by mixinq functions, distort the quality 
maintenance effort with considerations of numbers and location 
in ways that would compromise both efforts. 
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In the draft ~zport we proposed that AEW determine the 
number of phvsician extenders needed in the Nation and CCME 
consider their impact on the number and types of physicians 
needed. HEW told us it agrees that projections of demand for 
physician extender services need to be developed. However, 
HEW said the examination of the requirements for physician 
extenders cannot be conducted in isolation from those for 
physicians, and in this respect, stated GMENAC has already 
indicated it will consider this matter. HEW pointers out that 
although physician extenders form a valuable resource for in- 
creasing physician productivity, current estimates of require- 
ments are uncertain because of the unpredictability of their 
use in our current pluralistic system of medical care and the 
potential changes in reimbursement policies. 

HEW agreed with the proposal in our draft report that it 
continue to emphasize funding those graduate medical training 
programs leading to the development of additional primary care 
physicians while the study on manpower requirements is being 
conducted. 

VA - 

The Administrator of VA stated that after clearance is 
obtained from the Office of Management and Budget, VA plans 
to request deletion of its legislative responsibility under 
Public Law 92-541 for support of both r.ew medical schools and 
the expansion of existing ones. We were also advised that, 
at the same time, statutory authority will be sought permit- 
ting VA's broader participation in community-based primary 
care programs ard in training allied health personnel suppor- 
tive of the primary care effort. In addition, VA stated it 
will also continue to expand internal medicine residency 
training programs and further support the national consensus 
for more primary care physicians. 

Federal Trade Commission _----e-e 

The Federal Trade Commission's (FTC) Bureaus of Competi- 
tion and Economics 1,' stated that the report addresses complex 
social and economic problems and makes recommendations with 
----- 

k/Responsibility for responding to our draft report was dele- 
gated by FTC to its Bureaus of Competition and Economics. 
Because FTC has administrative litigation pending before it 
involving AMA, which is a member of CCME, FTC stated it has 
neither expressed any views regarding the report nor adopted 
the Bureaus' views. 
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serious consequences without, however, analyzing critical 
assumptions and issues. They believe strong recommendations 
for drastic action should not be issued without substantial 
further analysi.s, and the report, therefore, should go no 
further than recommending a detailed study of the Nation's 
health needs. 

The Bureaus said that the report failed to define 
"national needs" and to elaborate on how that term would 
apply to the total number of physicians, to the overall 
physician supply by specialty, or to overall an? specialty 
physician supply by geographic area, which makes it impossible 
to determine the extent of physician supply imbalances in any 
of these categories. 

They stated that any single measure of "need" may be 
impossible to implement becaus: conditions may well change 
during the long lead time between identifying a distortion 
and choosing ?nd enacting its solution. Second, previous 
attempts to define national health manpower needs have 
reached significantly different conclusions, a result which 
indicates tnat any single measure of need and optimal 
physician supply may be impossible to devise and implement. 
Therefore, the Bureaus believe more defensible approachcz 
should be considered. 

Accciding tn ‘le Bureaus, propcrsals in the draft to give 
CCME responsibil< for either conducting a study of hehith 
needs or actually determining the number and types of the 
Nation's physicians and physician extenders raise serious 
conflict of interest issues. They pointed out that 

--CCME is a private organization, dominated by >ro- 
fessional societies of physicians which, in atldition 
to performing certain education and scientific* 
functions, act as trade associatlcns advancing 
the economic and other interests of their me&:ers. 

--Nembers of CCRE's constituent organizations have an 
economic interest in the number and specialties of new, 
competi-ig physicians who will enter medical practice. 

. 

--By virtue of its membership of representatives from 
professional organizations, CCME would have a conflict 
of interest in performinq the work recommended in 
our report. 

. 

--Apart from this organizational bias, CCME can take no 
action, without aporoval of each of its sponsors, 
which could present an opportunity for its members to 
abuse CCME’s role to protect their narrow interests. 
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--Because CCME is not fully representative of all 02 
the interests in the health care services likely to 
be affected by its decisions, CCME mignt not ade- 
quately address all of the issues necessary to its 
determinations. 

The Bureaus consider it a drastic approach to use the 
accreditation process as the implementing mechanism for 
affecting changes required in the number and types of phyci- 
ci-ins trained and stated it would have been appropriate to 
consider milder and more flexible methods. In oarticrvlar, the 
Bureaus said the report should have considered the variety of 
incentives and disincentives available to the Government to 
'influence private action as alternatives to tampering directly 
with the accreditation mechanism. 

In conclusion, the Bureaus recommend that the Nation's 
medical needs shczld be further studied. However, they be- 
lieve that such a study should not be performed by persons 
likely to have real or apparent conflicts of interest cr 
preexisting biases and, therefore, the recommendation that 
a study be undertaken should omit reference to CCME. The 
Bureaus did not suggest that medical organl?ations have no 
rc,ie in preparing the study since they clei:rly recognize that 
t?leir Insights are necessary and valuable. They believe CCYE 
ought to be able to comment on proposed acrion along with 
other interested groups. / 
DOD -0- 

The Wpartment of Defense said it had no comments on 
the draft report. 

OUR POSITION 

Prior to the date of our draft report, the CCME had not 
taken a positioil on whether it should become involved in 
determining an appropriate mix of physicians for the Nation. 

Comments by CCME and the constituent members on our 
draft report now indicate a willingness to accept respon- 
sibility for determining the physician manpower needs of the 
Nation on a specialty by specialty basis but 3 reluctance to 
use the accreditation process in graduate medical education 
as a basis for controlling either numbers or kinds of spe- 
cialty training programs. CCME's comment on this was very 
clear in that it felt the goal of matching ongoing production 
of physicians to the changing needs of the country for medical 
care should he attempted without the difficulties and impli- 
cations involved in regulation , either by the Government or by 
any organization in the private sector. 

79 

\ 
-. . 

. . 



HEW was opposed to our proposal that a system be developed 
to adjust the distribution of graduate training positions 
through the accreditation process. HEW said this position 
calls for the development of controls and a form of regulation 
which cannot, at this time, be supported as necessary, HEW's 
position, however, did not exclude a determination at some 
future time that control OK regulation is needed and feasible. 
Even if regulation should be found necessary in the future, 
HEW said it would not endorse our proposal that it be imple- 
m-znted through the a-q-zreditation process. 

FTC's Bureaus of Competition and Economics consider it 
a drastic approach to use the accreditation process as the 
implementing mechanism for effecting changes required in 
the number and types of physicians trained. Instead, FTC 
looks to the variety of incentives and disincentives avail- 
able to the Government to influence public action. 

As a result of these comments, we are modifying our 

proposal in the draft report that CCME should have respon- 
sibility for periodically "taking steps necessary through 
its liaison accredrtation committee structure to see, after 
consu1tin.g with rhe Secretary of HEW, that the number and 
type of physicians in CjKadUace medical education training 
positions are consistent with natLona1 needs." Instead, we 
now believe the medical profession, through CCME, should be 
allowed to derionstrate that it can accomplish this important 
step by other available means. 

HEW did not agree that CCME should study the Nation's 
medical care needs. Instead, HEW looks to its advisory com- 
mittee to do the study. HEW stated that the issues inhereilt 
in any analysis of specialty requirements have an immense 
bearing on the public interest and the value judgment involved 
require public participation, an open deliberative forum, and 
a close relationship to the public policy development process. 
HEW said CCME does not fulfill these reguirments. On the 
other: hand, GMENAC was established to take into account 
various perspectives and, by virtue of its operation in a 
p,lblic forum, HEW expects that a broad representation of views 
will be obtained. 

FTC's Bureaus of Competiton and Eccnomics were also 
opposed to having CCME responsible for either conducting a 
study of health needs or actually determining the number and 
types of the Nation's physicians and phvsician extenders. 
They prefer to have such tasks performed by individuals who 
are not likely to have any real or apparent conflicts of 
interest or preexisting biases. 
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Because of the number of organizations which make up the 
CCME, the intimate knowledge its members have of the health 
care system, data it has ready access to, and the vital in- 
terest in the way in which health care is delivered, we still 
believe CCME is in the best position to study the Nation's 
needs for various kinds of physicians and physician extenders. 
We recognize the concern about additional perspectives and 
the possible conflict of interest. We believe thel;e concerns 
could be overcome if HEW's GMENAC were to (1) play an active 
role in determining the scope of these studies and in monitor- 
ing their progress and (2) review indepth CCME's completed 
studies and provide the Secrer3ry vlith 'ts detailed comments 
and recommendations. Tc deny the CCME and, in effect, the 
medical professions the opportunity to actively participate 
in any such studies would be tantamount to ignoring the most 
knowledgeable persons and the best evidence in existence on 
this subject. Any studies made without their active parti- 
cipation would, in our opinion, suffer in credibility, be sub- 
jected to strong criticism and opposition, and be difficult 

.to implement. 

If satisfactory progress has not been made in detf?rmin- 
ing the need for each of the various physician specialties 
and developing appropriate types of specialists after some 
reasonable period of timcp then HEW should take more forreful 
and direct action to see this is accomplished. 

We recognize that the public interest can be served 
under a system which maximizes the freedom of individuals to 
choose their own careers and that voluntary action rather 
than control or regulation by an organization or entity over 
graduate medical education training programs, is one method 
of achievir.3 5e desired ,esults once data i; developed which 
identifies physician manpower requirements. However, in our 
view, even under a voluntary approach, it will still be 
necessary for some 0rgalJization or entity to monitor actions 
being taken to bring about adjustments in the size, number, 
and distribution of graduate medical education training pro- 
grams and posit;ons. We believe this is a proper role for 
HEW since the President has already given it primary respon- 
sibility for implementing the national health strategy. 

RECOXMENDATIONS TO THE -- 
SECRETARY, HEW AND AERINISTRATOR, VA ---__I_c_--------- 

We recommend that the Secretary of HEW direct its 
Graduate Medical Education Natiolial Advisory Committee to 
vork with the CCME in determining the number and type of 
Physicians and physician extenders needed in the Nation. In 
this regard we recommend that the Secretary or his designee 
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meet with representatives cf the CCME to explore its engaging 
in national studies of physician and physician extender ;nan- 
power supply and requirements under some mutually agreeable 
contractual arrangement. GHENAC should play an active role 
in determining the scope of these studies and monitoring 
their progress. Moreover, on completion of these studies 
GNENAC should review them indepth and provide the Secretary 
with its detailed comments and reccmmendaitons. 

At a minimum, these studicz should it.volve the collection 
and analysis of the following types of data: morbidity and 
mortality information; number ana type of patients seeking 
physician care in various specialties; number, agesp and geo- 
graphic location ot practicing physicians by specialty and 
subspecialty; numbers and types of procedures actually per- 
fcrmed by physicians in various suSspeci altiec the ways 
raricus speciaiists interrelate; number of physician ex- 
tenders and other types of paraprofessionals entering the 
medical field and the duties they perform; likely imminent 
changes in the various specialties because of technological 
breakthroughs; and reimbursement mechanisms, possible changes 
thereto, and their impact on physician specialty choices. 

On completion of these studies, we recommend that HEW 
and the CClYE attempt to reach some mutual agreement on apptox- 
imate manpower supply and requirements ‘n order to..zrovide.a 
reasc liibly accurate assessment of the h,tion’s present and 
futur need for the various types of physicians and physician 
extenders, including establishment of recommendations to 
achieve desired goals. 

We further recommend that 

--HEW publish the results of these analyses and make 
them available to appropriate congressional committees, 
the general sutlic, and all components of the medical 
profession. 

--Where imbalances are determined to exist, HE# en- 
courage medical schools and teaching hospitals to 
make appropriate adjustments in the size of their 
residency training programs. 

--HEVJ, through its GMENAC, monitor the voluntary efforts . by the medical profession to achieve the desired goals. 

If voluntary actions by the medical profession do not 
achieve the desired results of elicninating any imbalances 
determined to exist in graduate medical training programs 
and positions, wittlin a reasonable period, then HEd should 
seek appropriate legislative action. 
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While these studies are being conducted, we recommend 
that the Secretary of HEW continue to emphasize funding those 
graduate medical education training programs leading to the 
development of additional numbers of primary care physicians. 
We also recommended that the Administrator of Vnterans Affairs 
continue to emphasize general internal medicine training. 

RECOKiMENDATIONS TO THE CONGRESS --- -- 

Determining the appropriate number of physicians needed 
in the United States by specialty and in aggregate is not an 
easy task. As previously explained, many factors must be con- 
sidered. Much data still needs to be collected and analyzed. 
The Congress can aid in this process by working with the 
President to develop a clear national health policy. Programs 
which oi-fer services to consumers in maternal and child health 
clinics , kidney dialysis units, alcohol or drug prooeams, 
etc., all have an impac:t on health manpower requiremtints. 
The enactment of a national health insurance program similarly 
‘*ould have an impact <‘!I health manpower needs, depending on 
the extent and type of coverage provided. To the extent that 
the Congress and President can c?early articulate their intent 
to develop and support health ppograms and the kind of support 
to be provided, mansower projections will be somewhat easier. 

When HEW and CCME h.Ave developed a reasonably accurate 
assessment of the approximate number of physicians required in 
each specialty and subspecialty to meet national needs, have 
compared this assessment with the number currently in practice 
and in training, they will be able to estimate the number of 
first-year graduate medical education training positions 
required. This number will constitute the total number of 
first-year graduate traini.lg positions needed in the Nation. 

Should the total number of first-year graduate training 
positions needed be greater than the number available in 
medical schools ir. the United States, we recommend that the 
Congress consider whether 

--additional medical schools should be established pr 
the capacity of existing medical schools should be 
increased or 

--the shortage should be filled by U.S. citizens studying 
abroad or by foreign medical graduates. 

On the other hand, should the total number of needed 
first-year graduate medical education training positions be 
less than the number available, we recommend that tnc Congress 
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explore the extent to which Federal financial assistance 
designed to increase the number of medical school graduates 
is necessary and should be continued. 

Fur thermore, u’ltil. the overall need for additional 
physicians is more precisely determined, we recommend thAt 
the Congress explore whether it wants VA to contin& orovid- 
ing Federal grants either to establish new medical ~hools 
or increase the capacity of existing cries, as prov,‘-d under 
Public Law 92-541. 

84 



APPENDIX I APPENDIX I 

’ I 

‘ 

ORGANIZATIONS INVOLVED IN ----------.------- -- 

GRADUATE MEDICAL EDUCATIOFI ------------------. - ---- 

RESIDENCY REVIEW 
~%MMITTEES---- ------ 

These committees are responsible for the substantive 
'review and evaluation of graduate medical education training 
programs. They ascertain that sufficient instructors, pa- 
tients, and facilities are available to provide adequate 
training. The objective of residency review committees is to 
continually improve the quality of graduate medical education. 

ASSOCIATION OF AMERICAN MEDICAL COLLEGES _I----I---------------------- 

The Association of American Medical Colleges 1s now com- 
posed of representatives from 114 academic medic:1 centers, 
400 teaching hospitals, and 60 academic societies. These arc 
the principal instiizutions and organizations responsible for 
educating physicians from the time they enter medical school 
until they leave their formal training and assume professional 
roles in the healt'l care system. 

4MERICAN BOARD UP 
rlEDICAL SPECIALTIES 

The American Board of Medical Specialties is a coordinat- 
ing board for its members which include 20 primary boards, 
2 combined boards, and 5 associate members. Its scope of 
activities is related almost exclusively to those elements 
which are important in evaluating and certifying physicians 
who apply for recognition as specialists in an area repre- 
sented by member boards. 

COUNCIL OF W?SiCAL SPECIALTY SOCIETIES --_I_-- -------- 

The Council of Medic?.1 Specialty Societies consists of 
20 medical organizations which provide a forum for discussing 
problems cf national and mutual interest to the medical spe- 
cialties, and to initiate studies and discussion of problems 
of national importance confrontinq American Inedicine. To 
foster excellence in medical education and improve the qualitv 
of medical care in the United States, it established, among 
other things, an objective to monitor and make recommendations 
to appropriate organizations on optimal policies regarding 
numbers and distribution of medical personnel. 
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AMERICi.N HOSPITAL ASSOCIATION -.------.------------- 

The American Hospital Association comprises more than 
29,000 hospitals and individuals. Its objective is to promote 
the public welfare through developing better hospital care 
for all the people. Historically. it has been concerned with 
graduate medical education in its desire to establish objec- 
tive standards for hospital appointments. 

AMERICAN MEDICAL ASSOCIAT:O:: ------------_------ - 

The American Medic&! '..c I - 4':; iation has 172,000 physicians in 
good standing in 55 Stat? asspciations. Among other things, 
it provides irformation ':3 rPt;wbers on national and State 
medical and health legisi ',ion, represents the profession to 
the Congress and Government agencies, and cooperates in setting 
standards for rn& :cal schools and graduate medical education 
training programs. 

PHYSICIAN SPECIALT\ BOARDS -- --------- ---- 

The primary objectives of specialty boards is to improve 
the qua1 it I’ of medical education and care by assuring the com- 
petence of candidates who ‘appear for examinations and certify- 
ing those who are qualified. 

PHYSICIAN SPECIALTY SOCIETIES __--__-- ---___ ------ 

Specia!.ty societies are usually recognized as the spokes- 
person organizations for practicing specialists and are con- 
cerned with the competence and welfare of the clinical 
specialist. 
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Optimal Physician to Population Ratios 

According to Medical Professiona? Organlzatlons 

Residency rrvzew committees 
Tbt lmal 

-.-- 
NO No 

Specialty societies Specialty board 
Optimal NO NO- ODFimal do NO- 

katio opinion CeJAJ i* pinion - L.!aY- Specialty 
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Colon and rectal 

surgery 
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practice: 

b/X 
ij/X 
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x 

X 
X 
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Neuroloqlcal surqery 
Nuclear medicine 
Obstetl,,’ ‘/ 

Gynccor, 7y 
i~pQ,thalmoloqy and 
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Uphthalmoloqy 
Utolarynqoloqy 

i)Ctl’lOFedlC surqery 
rJtnoloqy 
redlatrics 
Physical lnedicine 

and rehabili- 
tation 

Plastic surqery 
Preventive nedicine 
Hrrdloloqy 
surqery 
I’horacic surqery 
Urology 

X X 

1:25,oou 
X 

g/X 
X 
X 
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X 

X 
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A 
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~:3u,uuu 

X 
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g/We contacted thOSe societies which are members of tne Council of Medlcal joeclalty Societies. nllrr~/ Am 
Immunoloqy and dpclear Medicine ace not members. 

Q/ l’heSe orqanlzations specifically advised us that ,nannower Issues ace not wlthlq tpcl: ourvlew. - 

~/Neuroloqy and Psycnlatry have a combined ces~Jency review committee. 
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APPENDIX III APPENDIX III 

DEt ARTMENT OF HEALTH, EDUCATION. AND WELFARE 

OFFICE OF THE SECRETARY 

WASHINGmN D c ZCM‘ 
. 

Mr. Gregory J. Ahart 
Director, Human Resources 

Division 

United States General 
Accounting Office 

Washington, D.C. 20548 

Dear Mr. Ahart: 

The Secretary asked that I respond to your request for 
our comments on your draft report entitled, "Problems in 
Training an Appropriate Mix of Physician Specialists." 
The enclosed comments represent the tentative position 
of the Department and are subject to reevaluation when 
the final version of this report is received. 

We appreciate the opportunity to comment on this draft 
report before its publication. 

Sincerely yours, 

Enclosure 

--pm4 b li,,w, 
Thomas D. Morris 
Inspector General 
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DEPARTHENT COtiRENTS TO GAO DRAFT REPORT ENTITLED, 
"PROBLEKS IN TRAXKING AN APPROPRIATE MIX 

OF PHYSICIAN SPECIALISTS" 

Perhaps the most fundamental observation to be gledned from the report is 
that the wide diversity of viewpoints (exceot as related to the need for 
additional primary care physicians) and an apparent lack of definitive 
information about physician specialty reqJiremcnts point up the emb? anic 
stage of development of physician manporer ana:.ysis. While tha repo.t 
utilizes and reflects professional judgment extensively, it frequently omits 
reference to the complexity of the issue of estimating physician ret ire- 
merits and does not emphasize that various alternative mixes of physi ian 
specialists may be able to provide the health services needed and de, ired 
in this country. In other words, a single optimal distribution ma:/ !lot 
be appropriate. 

Physician specialty requirements cannot be isolotzd from several major 
considerations, such as the overlapping furctions provided by different 
types of specialists, the diverse ways tha': health care is organized, 
the utilization of nonphysician manpower, geographic distribution, the 
quality of care and the cost of health care. Forecasts of future rcquire- 
ments are further complicated by demographic changes, modifications in 
consumer expectations, demand shifts occasioned by changes in cost and/or 
health care financing, changes in the prevalence of disease or disability, 
and technoiogical developments. Likewise, estimates of the future suP$y 
of physicians require predictions of the impact of changes in public policy 
in regard to the support of medical education, the influx of foreign 
medical graduates, and so farth. 

The following COIImeRtS on the draf t report are provided in this context: 

GAO RECOMHEWDATIOM 

The Secretary of HEW should meet with representatives of the Coordinating 
Council on hitdical Education and determiro whether they *slould be willing 
to assume responsibility, under A contract with HEW, for developing and 
implementing a system for seeing <hat the number and types of physicians 
&zing trained is consistent with the approximate nutizr needed. Under 
the contract, the CCME should have responsibility for periodically: 

1. developing optimal nhvsician to popu‘lation rati@s for each phjjsician 
specialty and subspecialty, taking into consideration the inter- 
relationships among the various specialties that exist and that many 
physicians do not practice solely in the specialty in whi-h t+T 
received their graduate medical education; 
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. 

2. comparing these ratios with physician to population ratios of those 
in practice end in training, taking into consideration such f=~ctors 
as attrition as a result of death and retirement and the number of 
non-practicing physicians, and based upon this assessment; 

3. taking steps necessary through its liaison accreditation committee 
structure to see, after consulting with the Secretarjr of HEW, that 
the number and type of physicians in graduate medical education 
training programs are consistent with naticnal needs. 

If the CCME does nor choose to accept the role, outlined above, then the 
Secretary of HEW should assume this responsibility. If additional 
authority proves warranted to perform these stens or if adjustments in 
the number and tyue of physicians being trained are necessary to meet -. national needs based on HEW's analysis, we recommend that the Secretary 
of HEW determine what specific add-"-ional authority it needs to accom- 
plish these tasks and submit appr %iate recommendations to the Congrz. 

DEPARTMENT COMMENT 

We do not concur with the principal thrust of the GAO's recommendation . l.e., that the CCME assume responsibility for developing and implementing 
a system to see that the number and types of physicians being trained rire 
consistent with the approximate number needed. The Tssues inherent in 
any analysis of specialty requirements have an immense bearing on the 
public interest. The value judgments required in establishing training 
goals and influencing change require public participation, an open 
deliberative forum, and a close relationship to the pubiic policy develop- 
ment process. The CCME does not flqlfi1.l these requirements. 

The Department has chartered the Graduate Medical Education National 
Advisory Committee (GMENAC) under authority granted to the Secretary in 
the Public Health Service Act. This twenty-one member body is to advise 
the Secretary not only on the best information available on the supply 
and requirements of physicians by specialty and the establishment of 
national goals for the distribution of graduate medical education posi- 
tions, but most importantly to advise on options as to the means by which 
the public and private sectors may work synergistically to accomplish 
those goals. 

The Committee has been established to take into account various perspec- 
tives, such as those of I'ederal and State governments, planners, payers, 
consumers, students, and osteopathic medicine. F&them>re, by virtue 
of its operation in a public forum, it is expected that a broad 
representation of views will be obtained. 

. 
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To be more specific, GHENAC's charter charges the committee to analyze 
and develop future strategies, to analyze the present and future supply 
and requirements lrvc physicians by specialty and geographic location, 
and to translate these requirements into a range of the types and numbers 
of graduate training opportunities needed to approach a more desirable 
distribution of physician services. The committee is further charged 
to develop such goals and strategies in the context of the multiple 
factors which affect the health care system, including reimbursement and 
health planning. 

GMENAC's first report to the Secretary, expected in December of 1978, will 
include recommendations and short-and longer-term strategies f6r effecting 
changes in specialty manpower production that are needed. 

The Department, therefore, does not disagree with the context of the 
desired outcomes which the General Accounting Office had in mind with 
respect to points one and two of its initial and principal recommendation. 
GMENAC has been established to accomplish them and can be expected to do 
SO in a timely manner. Concurrently, however, the Department recognizes 
the need for the profession to assist in the analyses which will be 
necessary for GMEN4C to complete its work and, if necessary, to conduct 
its own analyses, draw its own conclusions, and present its own recommen- 
dations. Parallel analytic efforts are viewed as beneficial from the 
standpoint of a national debate on such an important topic. Hopefully, 
varying viewpoints will be either resolved or presented as optional plans 
for public policy decisionmaking. 

It is anticipated that GMENAC will utilize HEW staff, contracts, and its 
own expertise in accomplishing its objectives which include ranges of 
specialist-to-population ratios such as those recommended in the GAO 
report. Throughout GMENAC's initial period of problem identification and 
goal setting, cooperation, information exchange, and analytic collabora- 
tion with a variety of organizational units within the Federal Government 
are planned. In addition to the potential contribution of the CCME, 
contributions from the National Academy of Sciences, the Association of 
American Medical Colleges, the American Medical Asnociation, etc., will 
be requested. In our judgment, no single organizational entity has at 
its command sufficient human, fiscal, or data sources to singlehandedly 
accomplish the! task at hand. The nature of the problem is sufficiently 
complex, and important, so that many organizations, appropriately, should 
be examining the issues within the context Of their particular mission 
and constituency in order to foster the most productive and constructive 
public policy examination of the Nation's need for physician speciaists. 
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Options as to how the public and private sectors may work to accomplish 
GMENAC’s recommendations are an intrinsic part of the later phases of 
GMENAC's work. However, it must be kept in mind that the recommendations 
for public policy will be considered largely in the context of how 
extensive the gap is between the recommended distribution of physician 
training opportunities and the projected distribution in the absence of 
change. To determine the options and the tactics without precisely 
defining the extent of the problem or the degree and timing of the 
desired redistribution would limit the creativity of the group and impede 
the development of innovative solutions which capitalize on public and 
private sector resources. Clearly, points of infiuence will be consid- 
ered, including the CCME and its individual constituen+ organizations, 
the policies and procedures for third party reimbursement, State Health 
Planning and Development Agencies, Health System Agencies, 'itate agencies 
which oversee the allocation of State resources for medical education, 
licensure systems, etc. 

The Dep;rtment does not agree with the third point of the recommendation 
that a system should be implemented which would adjust the distribution 
of graduate medical education positions through the accreditation process. 
The GAO specifically calls for the liaison accreditation committee "to 
see" that the numbers of specialist physicians being trained are consistent 
with national needs. This position clearly calls for the development of 
controls and a form of regulation which cannot, at this time, be supported 
as necessary. Regulation of training positions by institution and by 
specialty will not be feasible in the immediate future. 

This position does not exclude a determination at some future time that 
control or regulation is needed and feasible. Our concern is that an 
orderly process be followed in the examination of the issues, the develop- 
ment of the dimensions of the problem and the study of the forces that are 
naturally at work in the system to produce physician specialists. Once 
goals or targets have been set, an examination of the various strategies 
that might be adopted to accomplish the goals will be undertaken by 
GMENAC and the Department. This examination would include the possibility 
that regulation is not the only mechanism and/or the most appropriate 
mechanism to effect change. There have been examples of substantial 
change occurring in the dynamics of specialist manpower production including 
the development of the Family Practice movement, the expansion of psychi- 
atric training, the development of needed research manpower, ail of which 
have been accomplished without resorting to regulation. Furthermore, it 
is possible that the development of a specific set of goals, ranges, and 
options may, of themselves, bring about all or some of the desired changes 
in the mix of physician specialists. 
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Even if regulation of the graduate medical education system should be 
found necessary at some time in the future, the Department would not 
endorse the GAO's implication that it be implemented through the 
accreditation process. Accreditation has' been established as a means 
of assuring that all graduate medical education programs meet defined 
standards of quality. Hhile there is some degrae of variation in the 
quality of these nrograms, and a few could be singled out as being of 
extraordinarily high qua,ity, the rest have been determined, according 
to established criteria, to be acceptable. 

The development of the Liaison Committee on Graduatr 'ledical Education 
has been long and difficult. It is in a position tx nfluence positively 
the actions of a variety of residency review committc.zs which hitherto 
had operated in a quasi-independent manner. Currently, a major review 
of the general criteria for residency prograln accreditation is being 
undertaken with a view toward the strengthening of the review processI 
the application of standards, and the development of increased degrees 
of institutional accountability. It is cur view that to attempt to 
force a change in function would be counterproductive, and would, through 
the mixing of functions, distort the quality maintenance effort with 
considerations of numbers and location in ways that would compromise both 
efforts. 

GAO RECOMMENDATION 

GAO also recommends that the Secretary of HEW determine tne number of 
physician extende:s needed in the Nation and the Coanating Count-5 
on Medical Education take into cons.idLration their impact on the number 
and type of physicians needed. 

DEPARTMENT COMMENT 

It must be recognized that although such physician assistants and nurse 
practitioners form a valuable'resource for increasing physician produc- 
tility, current estimates of requirements are uncertain because of the 
unpredictability of their utilization in our current pluralistic system 
of medical care and potential changes in reimbursement policies. 

We agree that further analysis of the issues associated with the role and 
function of the physician extender needs to be accomplished and, in 
particular, that projections of demand for their services in the system 
need to be developed using various assumptions. However, the examination 
of the requirements for physician extenders cannot be conducted in 
isolation from those for physicians , and in this respect the Graduate 
Medical Education National Advisory Committee has already indicated it 
will: take this matter under consideration. Substantial research and 
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analysis of physician extender issues have been in&rt&en in recent 
years and some initial estimates have been developed with respect to 
employment demand. The Health Resources Administration plans a thorough 
review of the completed research and, through analytic effcrts, to resolve 
unanswered questions in order to proceed with the development of data 
which should be useful in deriving a first approximation of the numbers 
of physician extenders that can effectively be deployed. These data, 
and the value judgments of GMENAC, will be helpful in developing the 
options for future physician supply. 

GAO RECOMMENDATION 

During the interim period while the above study is being conducted, the 
Secretary of HEW should continue to place emphasis on funding those 
graduate medical education training programs leading to the development 
of additional primary cazphysicians. 

DEPARTMENT COMMENT 

We concur with this recommendation. The Department had provided support 
to, and will continue to assist in the development and operation of, 
family practice residencies. A new program of support for the develop- 
ment of general internal medicine and general pediatric specialty 
training will also be -antinued. These efforts have increased the supply 
of primary care qVecialists. It is anticipated that continued support 
will be available. 

GAO Note: HEW's technical comments were incorporated in 
the report where appropriate. 

94 



APPEh'DIX IV 

FEDERAL TRADE COMMiSSlOP4 
k%WHtHGYBM. 0. C. 20580 

APPENDIX IV 

AUG 29 1977 
&II. Gregory 9. Ahart 
Director, Human Resources Division 
United States General Accounting Office 
441 G Street, N.W. 
Washington, D.C. 20548 

Dear Mr. Ahart: 

The General Accounting Office has requested comment by 
the Federal Trade Commission on a draft of a report to 
Congress entitled "Problems in Training an Appropriate #ix 
of Physician Specialists" (hereinafter "report"). The 
Commission has delegated responsibility for responding to 
GAO's request to the Bureaus of Competition and Economics 
(hereinafter the "Bureaus"). z/ We set forth in this letter 

*/ The Bureau of Competition is one of two litigating 
'Cnits of the Federal Trade Commission and is charged with 
enforcing the policies of the antitrust laws. The Bureau of 
Economics is separate from the litigating Bureaus and is 
charged, among other things, with providing independent 
economic advice to the litigating Bureaus, and with studying 
the economic characteristics of American industry. 

At present, the Bureaus are investigating competition 
in the health care industries, including professional health 
care services. The Bureau of Competition has submitted to 
the United States Office of Education its views about 
continued recognition of the Li%ison Committee on Medical 
Education as the accrr!diting agency for medical schools, and 
it has submitted to the Division of Health Manpower of the 
United States Department of Health, Education and Welfare 
its views about recognition of the Liaison Committee on 
Graduata Medical Education as the accrediting agency fol 
medical residency programs. 

Although the Commission has authorized the Bureaus to 
transmit their views on the matters dealt with in this 
letter, it has neither adopted those views nor otherwise 
expressed any views regarding the report because it has 
pending before it administrative litigation (Docket 9064) 
involving the American Medical Association, which is one of 
five sponsors of the Coordinating Council un Medical Education. 
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our views regarding thzse matters and request that our 
comments be given consideration by your office before it 
makes any final recommendations. "/' 

GAO's report proceeds from tb .e joint assumptions that 
there exists an excessive supply of physicians and a mal- 
distribution of physicians in various medical specialties, 
an3 that an organization must have responsibility for 
regulating physician supply. Prom a poll of opinion based 
on these assumptions, the report recommends that the Secretary 
of Health, Education and Welfare contract with the Coordinating 
Council on Medical Education (CCM?z! to determine the number 
and area of specialty of physicians and related allied 
health personnel "needed" by the nation and to ensure that 
the numbers of people in training are consistent with the 
perceived needs. It also recommends that CCHE implement 
this program through its oversight of the accreditation 
activities of the Liaison Committee on Graduate Medical 
Education ("LCGHE"), which accredits residency oroqrams. 
The report, however, contains neither an explanatio? of the 
origin of its basic assumptions nor an analysis of their 
validity. This is a serious deficiency, for the issues are 
both complex and controversial. In addition, the recommenda- 
tion that CCME be assigned responsibility for rationalizing 
physician supply raises serious conflict of interest problems. 
The report contains no analysis of the conflict issues and 
in fact reaches its conclusions upon uncritical acceptance 
of opinions given by the physician groups with the greatest 
economic interest in the outcome. 

Initially, the report assumes that there is a "national 
need" for physician services which can be accurately measured 
and to which a supply of physicians can be matched. It does 
not, however, define "national need," a term which is 
ambiguous without further explanation. The term may refer 
either to some absolute measure of the good health of the 
population as indicated by measures of mortality and mor- 
bidity, or it may mean the demand for physician services. 

The request for co,nments included a request for an 
zinion on the legali'y under the Federal Trade Commission 
Act, of the HEW contrk; recommended in the report. As 
suggested in the text of this letter, howeverc there are 
numerous economic issues which would have to be analyzed 

. before the competitive impact, and hence legality, of the 
suggested HEW contract could be assessed. Furthermore, the 
recommendations are in qenerckl terms, whereas a legal opinion 
would require an analysis of the actual contract which HEW 
would propose, the law under which it would be made, and 
perhaps the legislative history of that law. Unfortunately, 
therefore, we are not able to supply a formal opinion at 
this time. 
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The analysis implied by the former meaning obviously is a 
complex task involving many subjective judgments; in fact, 
there appears to date to be no substantial evidence that 
the supply of physicians, at least within fairly wide ranges, 
has a significant effect on mortality or morbidity. 
"Need" for physician care also, and more commonly, may-be 
taken as a reference to the sum of individual demands for 
physician services. This meaning of "need" raises less 
obvious, but equally difficult, problems of measurement, 
for there is substantial support for the observation that 
the supply of physicians itself affects the demand for 
physician services. */ If this observation is even partially 
accurate, and the wexght of opinion appears to be that it 
is, **/ then the "need" postulated by the report as a 
mea&i%-e for supply would be unstable, and consequently 
unreliable. Furthermore, this problem would become acute 
if, as recommended in the report, physician groups were to 
be used to identify the national need for physician care. 
In that situation, a major input would be the economic 
judgments of the persons rupplying the services rather than 
an objective, accountable measure'af physician need. 

Ultimately, it may not be feasible to assume that there 
is any absolute indicium of "national need." Although there 
are indicia of "need" relative to various social goals of 
resource allocation, equity, happiness, physical survival, 
and undoubtedly many others, the goals must be identified 
before methods oE achieving them can be analyzed. The report 
omits this essential step. Thus its failure to define 
Qational needs" and to elaborate the manner in which that 
term would apply to the total number of physicians, to the 
overall physician supply by specialty, or to overall and 
specialty physician supply by geographic area makes it 
impossible to determine the extent to which there may be 
physician supply imbalances in any of these categories. 

*/ E.g., ReLThardt, Physician Productivity and the Demand 
For Health Manpower (1975); Fuchs and Xramer, Determinants- 
of Expenditures 
1948-68 (1972). 

For Physician Services in the United States 
See also, Wang and Shomo, Assessment and 

Evaluation of the Impact of Archetypal National Health 
Insurance Plans on U.S. Realth Manpower Requirements, report 
pursuant to Contract No. NIK-72-4404 (1974). 

**/ The matter is not uncontroversial. 
G-d Lorant, 

Seer contra, Sloan 
"The allocation of physicians services: Evidence 

On Length-of-Visit," 16 Quarterly Rev. Bus. & Stat. 85-103 
(Autumn 1976). 
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Furthermore, without a definiLon of national need, the 
results of the interviews conducted by the GAO staff and 
discussed in the report cannot be assessed, and other data 
relating to optimal physician-population ratios (for example, 
comparison of statistics among different countries) cannit 
be put in perspective. 

Implicit in the report's assumption that there is a 
specific determinable "need" for medical services is the 
flrther assumption that xhere exists one single measure of 
n2ed. Even if the basic assumption were valid, this further 
assumption raises several issues which are not fully analyzed 
in the report. First, the effort to measure future "need" 
requires that the future be forecast, which always involves 
uncertainty, for changes in conditions that were the k)ases 
of the estimates of needed manpower would render the target 
numbers inadequate. This is especially true in the case of 
physician training, which from heTinning to end consumes at 
least seven years. Thus, any single measure of "need" may 
be impossible to implement because: conditions mdy well 
change during the long lead time between idsntifying a 
distortion and choosing r,nd enactl ng its solution. Second, 
previous attempts--discussed in the report--to dafine 
national health manpower needs have reached significantly 
different conclusions, a result which indicates that a 
single measure of optimal physician supply may be impossible 
to devise. For these PeasOns, the report might well have 
discussed other, more defensible approaches, for example, 
setting a range for a complex of physician supply targets 
relating to a variety of social goals. 

The method recommended by the report for determining 
future "national need" also is inadequate because it ignores 
the demand side-- the medical consumer. Because the sug- 
gested method would focus on the opinions of current specialty 
providers, it may be that it would not fully consider the 
preferences of the general population with regard to matters 
involving incremental cost of health care compared to 
improvements in the health of the population. It may also 
be that it would not fully consider the functional overlap 
between physician specialties and between physicians and 
physician extenders. But failure to consider such overlap 
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could itself result In supply imbalan53s or in a misallocation 
of resources, especially since phy.sician extenders may be 
capable of performing same functions traditionally Performed 
by physicians. z/ 

The report also recommends only one means of implementing 
a determination of the "appropriate" physician suppl.y--to 
intervene in the accreditation process. Before recommending 
such a drastic approach, however, it would have been 
appropriate to consider milder and more flexible methods. 
In particular, the report should have considered the variety 
of incentives and disincentives available to the government 
to irfluti:;,ce private action as alternative3 to tampering 
diructly with the accreditation mechanism. For example, 
the report notes that governmental incentives are aiding in 
alleviating a perceived shortage of primary care physicians: 
perhaps these incentives could be expanded. It may also be 
that the cheapest and least disruptive way to alter physician 
mix would be to retrain some existing physicians. 

Thus, the report addresses complex social and economic 
problems and makes recommendations having serious consequences 
without, however, analyzing critical assumptions and issues. 
Upon examination of some of these matters, it would appear 
that they are not easily resolved clnd in some cases are 
controversial. Strong recommendations for drastic action, 
we believe, should not be issued without substantial further 
analysis. The report, therefore, should go no further than 
the tecomrr.,ndation of a detailed study of the nation's health 
needs. 

zi There are als:, important questions about the proposed 
scope of the coordinating group that would have to be resolved. 
Shoald it be allowed to impact state government rules of 
phy:;ician specialty delineations if differences exist? 
Should it deal with t?e supply of competing medical service 
providers such as physician extenders? Should it have central 
licensing and accreditation authority? How closely should it 
coordinate with authorities in other areas of medical care? 
Dces coordination offer any potential reduction in overall 
medical care costs? While the report mentions a few of - 
these matters, it does net discuss any of them adequately. 
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The report recommends that CCMB be contracted by HEW to 
conduct such a study of health needs and, further, that CC&E 
actually determine the numbers and types cf the nation's 
physicians and related health professlons. The selection of 
CCMB for either of these functions, however8 would raise 
serious conflict of interest issues. Attempts to rationalize 
the supply of physicians would have an economic impact on 
individual physicians as well as on the economy as a whole. 
They also, as noted above, involve many complex subjective 
judgments. Such tasks should be performed, if at all, by 
persons not likely to have any real or apparent conflicts of 
interest or preexisting biases. The recommendation of a 
study, therefore, should omit reference to CCME. 

CCME is a private organization, dominated by professional 
societies of physicians which, in addition to performing 
certain educational and scientific functions, act as trade 
associations advancing the economic and other interests of 
their members. CCMB is composed of three representatives 
from each of its five sponsoring organizations--the American 
Hospital 3ssociation, the American Board of Medical Specialties, 
the Council of Medical Specialty Societies, the Association 
of American Medical Colleges and the American Medical 
Association-- of one public representative (selected by the 
other representatives), and of one governmental representative. 
The members of these organizations have an economic interest 
in the nulTber and specialties of new, competing physicians 
who will enter medical practice. Thus, by virtue of its 
membership of representatives from professional organizations, 
CCME would have a conflict of interest in performing the 
work recommended by the report. Apart from this organizational 
bias, CCME can take no action without the approval of each 
of its sponsors, which could present an opportunity for its 
members to abuse CCME's role to protect their narrow interests. 
Finally, because CCMB is not fully representative of all of 
the interests in health care services likely to be affected 
by its decisions, it might not adequately address all of the 
issues necessary to its determinations. 

This conflict of interest would color the recommended 
process with an "appearance of impropriety" unbecoming to an 
organization charged with an important governmentai function 
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involving subjective judgment. The problem is apparent: in 
the program recommended by the repor:, representatives of 
trade groups would he determining the number and type of 
their competitors. Regardless of their motives, their 
actions would always be suspect, for the public couid never 
be sure that the veto pcwer which the sponsors have over the 
proposed actions of CCMR had not been used indirectly to 
ensure that the interests of their members were not protected 
to the detriment of the public interest. 

CCME's organizational makeup also may produce a dis- 
torted view of the nation's "needs". CCKE does not include 
members who are likely to represent fairly the views of 
divergent elements in health care, for example, students, 
residents, or prepaid group practices, even though these 
groups would have legitimate concerns about CCW's recommen- 
dations. More significantly, CCME fails to represent the 
allied health professions, even though the report recommends 
that it determine also the numbers and mix of physician 
extenders. The opinions of allied health practitioners and 
educators about the appropriate scope of their practice may 
differ from those 02 physicians or hospital personnel. 
Those opinions take on still greater significance since the 
extent of the role of physician extenders directly affects 
the number of physician specialists needed. Also, CCMR does 
not provide for any siqnifican_ public or governmental 
representation and thus might not take into account the 
overriding public interest in determining health care priorities, 
reducing health care expenditures, allocating scarce resources, 
or implementing social policies such as improving cdre o 
particular population groups. z/ Thus, because of CCPL:' : 

2/ Questions of this sort include, for example: how long 
should patients have to wait to see a doctor, or for 
voluntary surgery? How far should patients have to travel 
to see a subspecialist? Should patients see a doctor in 
the first instance for routine, typical complaints or should 
they be treated by physician extenders? 

. 
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makeup, it would be likely to focus on the opinions of only 
one segment of current medical specialists z/ in arriving at 
its decisions on national needs. 

In conclusion, the report should omit recommendations 
that the supply of specialty physicians be removed from the 
operation of t!le market and that CCME be designated as the 
agency to determine the nation's medical manpower needs. 
Instead, we recommend that this report be limited to sug- 
gesting that the nation's healtil needs should be further 
studied and that such a study be carried out by an organi- 
zation without an interest in the outcome of that study. 

Thank you for the opportunity to express these views. 
We would be willing to meet with you or members of your 
staff to discuss this matter further. 

Darius W'. Gaskins 
Director 
Bureau of Economics 

*/ We do not suggest that medical professionals should not 
!iave a role in preparing a study such as the one recommended 
by the report. Clearly their insights are necessary and 
T:aluable, and CCME ought to ix~ able to comment on proposed 
action along with any other interested groups. Nor do we 
suggest that no private organization should perform the 
function recommended by the report. We recommend only that 
the report be done, if it is necessary, by a group that does 
not have an inherent financial interest in the outcome of 
its deliberations. 

. 
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Mr. Gregory J. Ahart 
Director, Human Resources Division 
U.S. Cenerai Accounting Office 
441 G Street, N-W., Room 6864 
Washington, DC 20548 

Dear Mr. Ahart: 

Your draft report to the Congress, “Problems in Training an 
Appropriate Mix of Physician Specialists,” B-164031(5?, was transmitted 
on April 25, 1977, and I am pleased to offer our couenents. 

This report focuses on the present national trend in educatine 
health professionals and we basically agree with the findings and con- 
elusions. We believe, through the Veterans Adminibtration (VA) resi- 
dency programs’ affiliation with university programs, there is a hiqh 
degree of coordination between the VA effort and that in the private 
sector. 

The Veterans Health Care Expansion Act of 1973 gave V4 the 
responsibility for assisting in providing an adequate supply of health 
manpower to meet national needs. In the absence cf national guidelines 
for the total numbers of physicians needed and the appropriate mixes by 
specialty and other categories, a consensus of need has emerged. In 
response, the VA moved to assist in increasing the number of medical 
school positions, increasing the nuaqbers of wsitions in internal medi- 
cine, decreasing proportional support of residency positions in surgery 
and its subspecialties, and decreasing the number of residency positions 
occupied by foreign medical graduates at a rate greater than the nation 
8t large. There fore, in seeking continuation of the authorities in 
P.L. 92-541, the VA, after obtaining clearance from the Office of Yan- 
agement and Budget, will request legislative changes concerning creation 
of new medical schools and the expansion of positions in existing schools. 

GAO Note: Deleted comments refer to material contained in 
the draft report which was revised in the 
final report. 
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Tr. Gr-eqory J. Ahart 
Director, Human Resources Division 
U.S. General Accounting Office 

GAO Note: Deleted comments refer to material contained 
in the draft report which was revised il. the 
final report. 

A question arose as to whether the VA should continue to’have 
the authority for providing Federal funds for developing new medical 
schools or increasing the capacity of existins medical schools, *hen 
many believe we may be training too many physicians. As staCed earlier 
and in keeping tiith the emerging consensus of numbers of ohysicians, we 
plan to request deletion of those provisions relating to both the support 
of new medical schools an3 the expansion of existine ones. At the same 

time, statutorv authority will be souplht permitting the VA’s broader 
oarticipation ‘in community based primarv care programs and in ehe traia- 
inc. of allied health personnel supportive of the nrimary care effort. 

It is requested that budget data recorded in the “Role of the 

Veterans Administration” Section of Chapter 3 include the appropriation 
and obligation figures for all supporting funds. It is suggested that 
that the second sentence, paragraph 5, of this section read: 

“In addition, VA awarded a total of 18 grants to 
existing medical schools end l@Z grants to programs for 
education in other health professions and occupations 
to assist th%m in expanding and improving their capac- 
ities for educating health professional students.” 

. 
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Mr. Gregory J. Ahart 
Director, Human Resources Division 
U.S. General Accounting Office 

The General AcLountlIg )ffice documentation of the expressed 
concern of the Congress and the medical profession is valuahle and you 
can be assured that the final report detailin? the problems and improve- 
ments needed in training an appropriate mi; of physician suecialists 
will have my personal attention and that of av staff. 

MAX CLELAND 
Administrator 
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ASSISTANT SECRETARY OF DEFENSE 
WASHINGTON. D. C. 20301 

HEALTH AFFAIRS 

Director 
Human Resources Division 
United States General 

Accounting Office 
Washington, D.C. 20548 

Dear Mr. Ahart : 

We have reviewed your drait report of April 25, 1977 
entitled “Problems in Training An Appropriate Mix 
of Physician Specialists” (OSD Case $4605) and have 
no objections to the draft. I 
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June 15, 1977 .- 

Mr. Gregory J. Ahart, Director 
Human Resources Division 
U.S. General Accounting Office 
Washington, D.C. 20548 

Dear Mr. Ahart. 

The Coordinating Council on Medical Education (03%) has 
been considering seriously the GAO Draft Report to the Congress 
entitled, "Problems i? Training an Appropriate lyix of Physician 
Specialists." This reply to your invitation to respond to the 
Draft Report is not a critique of the details of the Report, since 
each of the five parent organizations of the CCP?E will, as you 
requested, undoubtedly provide their individual responses directly 
to you. 

In addition to the quality of medical education at all levels, 
one of the CCkIE's abiding concerns has been the public's perception 
of the geographic and specialty maldistribution of physicians, 
and consequently, it has been studying these problems extensively, 
For example, the CCNE's position that 50% of all graduating 
physicians should be trained in the primary care specialties has 
made a substantial effect on medical education and the profession 
to date. Medical students, medical schools, hospital training 
programs and the specialty boards are all responding to the call 
for more primary care physicians. 

We agree with the Draft Report's positicn that additional 
detailed information is needed on which to predicate :'uture needs 
and policies. Much data on the topic of physician drstribution 
already have been accumulated and are presently available to the 
Federal government, the profession, and the public at large. 
Extensive correlation and analysis of data on the p-1lblic needs 
for general versus specialized medical care wi?l be required Before 
appropriate recommendations can be draftea to ser\.e as a rational 
basis for a national policy for training an appropriate mixture 
of Physicians. 

GAO Note: The page number cited in this appendix refers 
to a draft of this report and does rrot correspond 
to the page number in the final report. 
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The CCME agrees with the GAO recommendations that the CCME 
accept the responsibility for coliecting the necessary information, 
analyzing and correlating the data, and making recommendations for 
the education and training of physicians insofar as the CCME 
already has responsibility for policymaking regarding the education 
and training of physicians. With the collective strengths of the 
five parent organizations of the CCbFL, such a responsibility is 
appropriate. Indeed the CCMEZ was formed for the purpose of 
coordinating all aspects of medical education: undergraduate, 
graduate, and continuing. 

The CCFIE firmly believes 

(1) That the needs of the nation for various 
kinds and numbers of medical specialists 
may be analyzed within reasonable limits; 

(2) that the provisions in Items 1 and 2 on 
page 108 of the Draft Report are overly 
sirsplistic and are inadequate to provide 
a reasonably accurate assessment of the 
nation's need for physicians; 

(3) that the accreditation process in 
graduate medical education is devoted 
solely to considerations of quality, and 
that accreditation should not be used to 
control either numbers or kinds of 
specialty training programs; 

(4) that CCYZ should attempt to achieve the 
desired goal of matching the ongoing 
production of physicians to the changing 
needs in the country for medical care 
without the difficulties and implications 
involved in regulation, either by the 
government or by any organization in the 
private sector; 

(5) that the CCME should determine the impact 
of physician extenders on the number and 
type of physicians needed; 
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- 
-: 

(6) that in view of the ongoing activities of 
the CCHE as stated above and the probability 
of duplicative and possibly conflicting 
activities, the 32% recommends that the 
continuation of GMENAC be reconsidered; and 

(7) that the recommendations in the Draft Report 
shouid be revised to reflect the above 
convictions of the CCME. 

Finally, we appreciate the opportunity which the GAO has 
given to the CCME to consider and respond to the Draft Report. 
We assure you that these problems are constantly before us, and 
we hope that it will be possible for the recommendations in the 
Draft Report to be revised along the lines suggested above. The 
CCME intends to continue in an appropriate leadership role in 
helping to solve problems in the distribution of medical care. 

Sincerely yours, 

HRC : yj 

Y. Robert Cathcart 
Chairman 

-1 

--: 
-_  

-6 

. 
--. 

: 

- ._ 

- 

F- 



APPENDIX VIII APPENDIX VIII 

J. ALEXANDER McRIAHOh’ 
Presidenr 

June 22, 1977 

Dear Mr. Ahart 

The American Hospital Association has carefully reviewed the 
GAO draft report to the Congress entitled "Problems in 
Training and Appropriate Mix of Physician Specialists." We 
support the comments and recommendations contained in the 
letter from the Coordinating Council on Medical Education 
(ma). 

We would like to add an additional recommendation. In 
Recommelldations Ones Two, and Three on Page 108 of the 
draft report, the assumption is made that knowledge and 
methodologies exist for detemining the appropriate nu&ers 
of physician specialists in ratio to the population and, 
therefore, can be used to determine physician output. 

We challenge the assumption that the need for numbers of 
different physician specialists can be readily determined. 
Variances in health care delivery systems, physician 
productivity, geographical distribution, payment arrange- 
ment, length of training, and mix of allied health 
professions are examples of just a few variables that 
bear on physician distribution. The matter is further 
complicated by the length of education required for 
physicians. Increases and limitations in supply require 
at least eight years for the results to occur. 

In light of the complexity of the issues, we propose that 
federal funds might best be spent in conducting a feasi- 
bility study to determine the means for assessing popula- 
tion needs for various kinds of physician specialists and 

. 

GAO Note: The page number cited in this appendix refers 
to a draft of this report and does not correspond 
to the page number in the final report. 
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for recomending ways to govern the supply. We urge that 
this feasibility study by the ACME be a part of YOUT 

recomendations. 

Thank you for the opportunity to review and comment on the 
report before it is sent to Congress and the Secretary of 
HEW. 

Sincerely vs/- 

cc: Jackson Riddle, M.D. 

-  
_- -  r  
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GLEN R LEYMASTFR. MD 
Executive Dmclor 

JAMES L HANSEN MD 
Assoc~ale Omecrw 

June 28, 1977 

Mr. Gregory J. Ahart, Director 
Human Resources Division 
U.S. General Accounting Office 
Washington, D.C. 20548 

Dear Mr. Ahart: 

The American Board of Medical Specialties is pleased to comply with the 
invitation to respond to the General Accounting Office draft report 
"Problems in Training an Appropriate Mix of Physician Specil'ists." 

The American Board of Medical Specialties has as its primacy membership 
the twenty-two boards which certify physician specialists and five 
associate members, all of which are nztional organizations with rrajor 
concerns in medical education, certification and licensure. 

In accord with the request of the General Accounting Office staff, 
copies of the draft report were submitted to each Member Boa-d. After 
some delay, a copy was obtained and submitted to each member of the 
American Board of Medical Specialties' Executive Committee. 

Unfortunately, the forty-five days allowed did not permit a consolidated 
response representing a consensus of even a majority of the boards. The 
American Board of Medical Specialties has, therefore, suggested that 
each Board respond directly to the General Accounting Office if it 
wishes to do so. However, all specialty boards consider their primary 
responsibility the evaluation of the individual candidate--the quality 
and adequacy of his or her training, knowledge and experience. any 
boards believe that concerns about supply and distribution should be 
kept separate from the evaluation of individual physician's qualifi- 
cations, and thus may prefer to leave questions of optimum numbers and 
distribution of physicians to others. 

The American Board of Medical Specialties shares with its Member Boards 
a predominant concern with evaluation and certification of individual 
physician's qualifications for providing health care of high quality. 
However, the American Board of Medical Specialties as one of the parents 
of the Coordinating Council on Medical Education, Liaison Committee on 

GAO Note: The page numbers cited in this appendix refer to 
a draft of this report and do not correspond 
to the page numbers in the final report. 
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Graduate Medical Education, and Liaisoir Committee on Continuing Medical 
Education, shares with the other founder-c broader responsibilities for 
medical education and training. These responsibilities and concerns 
include the overall influence of the medical educational programs a: all 
levels on all phases of health care. 

As a member of the Coordinating Council on Medical Education, the American 
Board of Medical Specialties, through its representatives, has partici- 
pated in the development of the Coordinating Council position as stated 
in the June 15, 1977 letter to you from the Chairman of the Coordinating 
Council. While time does not permit evaluation by the American Board of 
Medical Specialties governing assembly, the officers are confident that 
the American Board of Medical Specialties vi11 support the principles 
expressed, including but not limited to the following section: 

“That CCME should attempt to achieve the desired goal of matching the 
ongoing production of physicians to the changing needs in the country 
for medical care’without the difficulties and implications involved in 
regulation, either by the government or by any organization in the 
private sector.” 

However, the American Board of Medical Specialti;!s had taken action, 
prior to the receipt of the General Accounting Office Report, which 
expressed its belief in a probable additional role for the Coordinating 
Council on Medical Education, beyond a passive one of data collection 
and analysis, to include a possible regulatory role in the distribution 
of residency positions in all specialties. The American Board of Medical 
Specialties believes that the Coordinating Council on Medical Education 
should assume a strong leadership role which prcbably can be discharged 
only by assuming respcnsibility for monitoring the size, number and 
distribution of training programs. 

The American Board of Medical Specialties believes that the Coordinating 
Council on Medical Education should discuss with the Secretary, Health, 
Education and Welfare, ways by which the Coordinating Council may at- 
tempt to achieve the desired goal of matching the production of physicians 
to the needs of the country. Contractual arrangements with the Depart- 
ment, however, may not be the best way of establishing responsibility 
and securing the means of carrying out that responsibility. Alternatives 
should be considered. 

A few specific criticisms of the draft report follow: 

(1) The emphasis on physician to population ratios throughout the 
report suggests oversimplified solutions to the manpower problems. At 
the very least, the report should provide for consideration of other 
approaches (sea page 108, 81, 2, for examples). 

. 
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(2) The Table of Medical Specialists and Subspecialists Certified 
By The Specialty Boards, following page 31 of the draft, is misleading 
in its identification of specialties and subspecialties. The General 
Certifications (primary) and Special Cestificatlons zre shown in Table 
I, pages 2 and 3 of the Annual Report of the American Board of Medical 
Specialties, 1976-77, which accompanies this letter. The American 
Medical Diction! uses a somewhat longer list, but thrlist includes -~ 
specialties and subspecialties not certified by any of the twenty-two 
primary and conjoint boards recognized by the American Board of Medical 
Specialties and the American Medical Association. To the above sefer- 
enced table should be added the Special Certification of Pediatric 
Endocrinology (9-77). 

(3) Finally, the report should recognize the risk to the Coordinating 
Council if It follows the course recommended by the General Accounting 
Office and should indicate ways of minimizing the possibility of adverse 
actions by governmental agencies ocher than Health, Education and Welfare. 
The General Accounting Office proposed regulation by the Coordinating 
Counci; on tiedical Education of numbers and specialty distribution seems 
closely related to the several activities of medical associations and 
specialty boards which are now, or recently have been under attack by 
the Federai Trade Commission and/or the Justice Department. 

We appreciate the opportunity to comment on this report. The problems 
with which it deals are important ones for the welfare of the nation. 
The American Board of Medical Specialties will do its part in helping to 
find solutions. 

Yours sincerely, 

‘/ ,.&-:-f&fgc 
John C. Beck, M.D.,'President 

JCB/GRL/jem 

Executive Director 

cc: Executive Committee, ABMS 
James Sammons, M.D., AMA 
J. Alexander McMahon, AHA 
Richard Wilbur, M.D., CMSS 
John A.D. Cooper, M.D., AAMC 
Jackson Riddle, M.D., CCME 
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Mr. Gregory J. Ahart 
Director 
Human Resources Division 
United States 

General Accounting Office 
Washington, D.C. 20548 

Dear Mr. Ahart: 

Plany thanks for the opportunity to review the draft GAO proposed 
report on "Problems in Training An Appropriate Mix of Physician 
Specialists." Several members of our staff have read and commented 
on the manuscript and a precis of it was presented to the Admini- 
strative Boards of the Council of Deans, Council of Teaching 
Hositals and Council of Academic Societies of the Association of 
American Medical Colleges. The Association's Executive Council, 
on the basis of the responses of these bodies, approved at its 
meeting on June 24, 1977 the recommendation that the AAMC: 

Q. "Support the proposal in the GAO Report chat the CCME 

@ 

e 

Q 

d 

accept the responsibility for recommending the appropriate 
distribution of residencies among the specialties of 
cledicine, but not for carrying out or enforcing these 
recommendations; 

Recommend to the Secretary, DHElr? that the Graduate Medical 
Education National Adviscry Council (GMENAC) be abolished 
when and if the CCM! accepts the proposal: 

Recommend that the development of reguiatory apparatus 
be deferred until obviously needed: 

Recommend that, should regulatory apparatus be required, 
the CCME be invited to participate in its design. 

Recommend that, should regulatory apparatus be required, 
it be effected by mechanisms that are completely separate 
from the LCMB accreditation process.': 

You will note that the AAMC position is that the CCME should 
carry out all elements of the program proposed for it in the 
recommendation of the GAO Report except the actual regulatory 
function. It was felt that so long as events continue to evolve 
in a socially desirable direction as a result of the spontaneous 

Suite ZOO/One DuPont Circle, N.W./Washington, D.C. 20036/(202) 466-5100 
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and voluntary acts of individuals in the dyetern, additional 
action can be held in abeyance. onca croatr-d, e;lkorccloPnt 
mechanisms are seldom abandoned; t!lereforo, the nation should 
try to postpone the birth of any new regulatory body until a 
need for it is widely perceived. 

Enclosed is a more detailed review of the reportr prepared by 
the FAMC staff. I hope it is helpful. If I may be of furthar 
assistance, please do not hesitate to call upon me. 

Sincerely, 
\ 

Attachment 

GAO Note: AAMC’s supplementary CQmments were incorporetad 
in the report where appropriate. 
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July 29, 1977 

Mr. Gregory J. Ahart, Director 
Human Resources Division 
U.S. General Accounein~ Office 
Washington, D.C. 20546 

Dear MC. Ahare: 

The American Medical Association appreciates this opportunity 
to submit ate reactions to the draft report of the General Accounting 
Office on ehe “Problems in Training an Appropriate Nix of Physician 
Spociamm.” At tachcd is our response which is in three sections: 
Gmernl Conuwnts, Ohscrvstions and Conclusions regarding the Draft 
Rcportr followed by a Critique of Crrtafn Details fn the Draft Report. 

We trust that our comente, critlsisas, and retomendations will 
be given 8etious consfderation by the General Accountfng OffiLe, and 
that tho AH.4 comment8 will be incorporated in the Final GAO Report. 

The American Medical Association will continue to participate in 
thQ study nf ways and means for providing an optimum level of nedical 
services and in the development of strategies by which this objective 
I-U~ be fulfilled. 

Sincoraly yours, 

JHS:yj 
Attachment 
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THE AMERICA!i MRDICkLz ASSOCIATION 
RESPONSE TO THE GAO DRAFT RRPORT ON 

APPENDIX XI 

. 

“PROBLF.%S IN TRAtNIRG AN APPROPRIATE 
MIX OF PRYSICIAW SPECfALISTS” 

GENERAL COKMENTS 

We have reviewed the recvmmendatLon in the CA0 Draft Report that HEW 
enter into a contract with CCME “for developing and implementing a system for 
seeing that the number and types of physicians being trained is consistent with 
the approximate number needed in the Nation.” It is the opinion of the American 
Medical Association that regulation of the supply of physicians and their special- 
ties by government or professional organizations, as suggested by the Draft Report, 
would have an unpredictable and detrimental impact upon the future quality df health 
care. We believti that the public interest can best be served under a system which 
maximizes the freedom of individuals to choose their own careers under normal compe- 
titive conditions. 

The Draft Report implies that the number and types of physicians for future 
“needs” can be easily determined by statistical and survey methods. The “demand” 
for medical services depends to large measure upon the extent to which the individual 
or government or other third parties are willing to pay for health services on his 
behalf. If “need” is to be the critertoa for controlling the physician population 
it should be recognized that a significant segment of the nation’s population is not 
receiving medical attention (for various reasons) which could extend life or improve 
its quality. The “need” or the extent to which people might benefit from medical 
services provided by government without ucost” to the patient (other than through 
general taxation) is without limit. The future indicates that the social policy 
developed by legislators and not physicians will determine what types of medical 
needs will be recognized to the exclusion of others. 

The American Medical Association believes that neither physicians nor other 
health professionals rhould be subject to government or organizational controls as 
to number or type. Other occupations are not subject to such controls and in a 
democratic society, the freedom to choose a career in a competitive environment should 
be protected to the maximum degree. 

The position of the AMA is that regulation of the number and type of physicians 
as suggested by the Draft Report would not seme the public interest. 

Medical specialties and particularly subspecialties are not rigidly separated 
disciplines, but to the contrary permit flexible adjustment to changing technology 
and demands of medical practice. 

. 
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The American Med?.caL Association’8 most serious concern with the GAO Draft 
Report is that tl:e data included in the Draft Report do not support the allegations 
and the recommendations made in the Draft Report. Despite repeated assertions in 
the GAO Draft Report that the present system of physician distribution needs to be 
changed, the Draft Report does not establish any deficfancies or flaws in the 
present system of physician production besed on the responses of either the medical 
or8anitatior.s or the public health authorities which were questioned by the GAO. 
By contrast, the text of the Report contain6 statistical evidence which confirms 
our contention that, although somewhat imperfect, the present system functions 
adequately through the efforts of the profession in response PO perceived needs of 
the public, without the necessity for legal restriction or direction. The imper- 
fections i&h the present complex system hnve been identffied already and are being 
addressed. For example, the need for more primary care physicians has stimulated 
remedial actions by a variety of interested organizations including state governments. 

We agree with the statements in the Draft Repart that factual information 
must be developed in order that better planning and recommendationa may be made 
for ‘the future. Through the CCME, and independently, the AUA has bocn involved 
aggressively in the collection and the analysis of data pertinent to the subject of 
physician distribution. Data which have not been correlated also exist in the 
repositories of the Federal government; extensive studies of such information should 
be pursued. These data need to be analyzed, correlated, and their interrelationships 
studied against lists of possible variables and such other factors as might be 
predicted. 

The public’s need for services of physicians should be assessed first, and 
the result should be balanced against presently available and predictable sources 
of physician services. Any inequities or discrepancies thus revealed could be the 
subject of recommendations for correction. However, this approach does not consider 
any changes in physician productivity which may occur, and it assmes that physicians 
function in fixed proportions in the delivery of medical care. Also, it does not take 
into account possible changes in medical technology or public health practice as the 
result of scientific breakthroughs. 

lurthemore, changea in practice rapidly effect changes in needs. In order 
to understand the complexities involved, it is only necessary to remember (1) the 
chsnged need for vascular surgeons as the result of the development of procedures 

. 

ji d. .- 

119 

: \ 
/ 

, 



APPEND1 X XI APPEMDI X Xi 

for coronary bypass surgery, or (2) the impact of the techniques for joir?t replace- 
ment on the practice of orthopedic surgeons and on rehabilitative services, or (3) 
the demand for more diagnostic radiologists as the result of the development of 
computerized axial tomograpby. Other variables, *,uch as major changes in the economy 
of the country, or the kind of program of national health insurance that might be 
developed, also could produce severe distortion, in the public’s need for medical 
services and make impossible accurate projections for the distribution of physicians 
by specialty. 

We question whether the stated needs for physicians and a different distribution 
of physicians by specialty is truly reflective of the opinions and needs of rhe public, 
or whether these perceived needs are merely purveyed to the public and emphasized 
in order to convince them that they are medically underserved. Many surveys have 
shown that over 80% of the publfL are satisfied with the medical care they nov 
receive; this represents a higher level of satisfaction of the public than for many 
other factors in their lives. 

We are disturbed that the Draft Report is based on opinion and hearsay from 
individuals styled as authorities but who are not identified. Furthermoreg the 
polls of the organizations and individuals were taken approximately two years ago 
and the picture has changed remarkably in that time. Not only has there been an 
increasing production of physicians in the expanded and new medical schools in the 
United States, but also there has been a significant change in the numbers of 
physicians going into the primary care specialties. If one includes the specialty 
of Obstetrics and Gynecology in primary care, as do both the CCWE and the AMA, then 
the proportion of medical school graduates now going into the primary care specialties 
is over 60%. 

If the true picture is elicited through complex and thorough analysis of 
existing and new data, and if these facts are widely publicized to the general public 
and to all components of the medical profession with appropriate recommend&ions. 
we firmly believe that medical students, training program directors, lospital 
administrators, and medical school deans will react to modify the availability of 
medical services with resultant improvements in the distribution of medical manpower. 
Legal rigidity tends to freezethe situation and prevents rapid adaptability to the 
necessary changes and modifications by other factors. For this reason we strongly 
believe that rigid controls are to be avoided. 

The American Medical Association has long recognized that it has a legitimate, 
proper concern for, and a major responsibility to oversee, the quality of medical 
education and to provide a continuing supply of well-qualified physicians to meet 
the medical manpower needs of the public. Indeed, at the time of the founding 
of the AKh in 1847, this responsibility was placed iu a Committee on Medical Education 
which achieved full status as an AMA Council in 1904. Chapter XIII, Section II(A) 
of the ANA Bylaws stipulates that among the functions of the Council on Medical 
Education shall be the responsibility “for the provision of a continuing supply of 
well-qualified physicians to meet the medical manpower needs of the public.” 
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We believe that sound planning for the future delivery of modlcnl. rare to 
the people of this country should be led primrily by the prcllasoion whtch lo 
chiefly involved aad most knowledgeable in this area, rathre Ihan the F~drral 
government. It is our strong belief, based on available evldcnce, thut trguL;tory 
controls over the graduate training of physicians are wittrrr nccresney WI= wise. 
Therefore, neither the CCME, nor sny ~1, sfvate or svzrnmcntnf --- ~h~wid be --- - --_-. e-m* e-.--.m^ - 
given a legislative mandate to regulate the fi~1y r &~+irlnt~ bv s~clalt~ E, --- -_s-- _--_ 
geographic location. Therefore, the AHA will continue to ptcrticlprit~, Indlvldually 
and through the CCHE. in the study of the nation’s needs for medlrnl tlervfc~~, and 
in the development of strategies by which those needs may btc fulflllrd. 

; 

. . 
T- 

GAO Note: AMA’s supplementary comments were incsrparated 
in the report where appropriate. 
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August 2, 1977 

Mr. Gregory J. Ahart 
Director, Human Fesources Division 
United States General Account-.,g Office 
Uashington, D.C. 20548 

Dear Nr. Ahart: 

On behalf of the member societies of the Council of Medical Specialty Societies, 
I am pleased to submit to you the attached coordinated response to the GAO Draft 
Report, "Problems in Training an Appropriate Nix of Physician Specialists". 

The CNSS coordi.lated response represents careful analysis of our copies of the ' 
responses by 17 of our 20 member organizations (see attached list). One society, 
the American Association of Neurological Surgeons , is currently in process of 
responding. We have just learned that the cop-f of the GAO Draft Report we sent 
to them vent astray and a second copy has been forwarded. The coordinated res- 
ponse ~8s approved at our July 27 CKSS Assembly meeting. A supplement is appended 
which contains specific comments of CNSS member societies, grouped by topic. 

Once again, ve congratulate the GAO for its diligence in examining the critical 
issue of physician manpower availability and national needs. We feel quite confi- 
dent that this Report, when released, will prove its value by stimulating positive 
action toward solving many of the problems highlighted in the Report. 

Executive Vice President 

RSw:fmp 
Attachments (3) 

GAO Note: The page numbers cited in this appendix refer to 
a draft of this report and do not correspond to 
the page numbers in the final report. 
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C?lSS COMI’ONENT %XIFPIES RESPOfiDINC TO TttE U.tJ.CAO DRAFT F.ft’OtiT* ---- -_ -A‘ -__--.--I ‘. _-’ 

1. 

2. 

3. 

4. 

4. 

6. 

7. 
8. 

9. 

10. 

11. 

12. 

13. 

AKERICAN AC!ADpfl OF DERKQTOMCY 

AKSRICAN ACADSMY OF FAMILY FHYSTCIANS 

AEGRTCAN ACADXY OF OPttWALl.!OLOW, A 1~IVl!;lOl: OF Tt!E X’?:klCA:t AZADE3 OF 
OPK-D!!IJ!OIDGY AND OTOL’lRYlrSOLOCY 

A’kXSCAN ACADEMY OF ORTH\?PAEDIC S’JHSEONS 

AC.3ICA!~ ACADEIV OF PEDIATtllCB 

AMERICAJt ACADEXY OF FttYSICAL KEDICIX :.XD REHkRILlTAfION 

AtXRICAN COLLEGE OF OASTFXAICIANS AND C1?~EC!Ot,CGlSTS 

AkXRICAN COLLEGE OF PHYSICIANS 

AXEHIC.Vi COLLEGF OF PREVENTIVE KEDICIEE 

M%tUCA.!t COLLEGE OF SURGEONS 

AKEtilCAN PSYCHIATRIC ASSOCIATION 

NlZRICAN SOCI&TTy OF PNESTHWIOLOCICTS 

AKSRICAN SOCIETY OF COLON AND RECTAL SUlifWWl 
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APPZNDIX XII APPENDIX x13: 

,. _ .- 
I L- 

COORDINATED RESPOi:SE OF 13 CKS l4XBEZi SOCIETIES TO U.S. GAO D?.AFT REPORT. 

"PROBLEMS IR TRAINING AN ARFOPkATE MIX OF PHYSiCIAii SPEC!:CIALISTS" 

Analysis of the responses o f 13 CUSS societies shows strong support for 
the GAO recornendation that the Coordinating Council on L!edical Education 
(03%) essume responsibility for developing and implezenting a system for 
seeing that the nunber and ty-pes of physicians being trained is consistent 
with the approrinste nw.ber needed in the nation. T%e principal disagree- 
r.ent with this CCL!3 role YRS as to whether the regulatory function of 
physician rx-npover productIon should be a part of this process. Kalf of 
those comentinp on the re&uiatory aspect of the recozendation favored the 
CCXE ossuning this function, while the other half felt that the CUT should 
asswe this responsibility but should not be a regulator. Two societies had 
no conxents on this issue, vhile one objected to the CC!ii: being involved in 
any facet of regulating physicjar. nsnpover production and stressed the dif- 
ficulty of identsfying "need". A consensus was apparent mong these respon- 
dents: the belief that any recornxendations concerning the nwcbers and types 
of physicians produced should be voluntarily achieved through efforts of 
those in the private sector responsible for Graduate medical education and 
training, and not under regulations prcmulgsted by FLEW. Several responding 
societies were in favor of leaving control to the free mark-t ncchnnisn. 

Tvo organizations expressed concern vith FTC attitudes tovnrd rcculation 
by the profession of the number of physicians produced. E&h felt thnt until 
thrse concerns were clarified that the GAO reco:wndation in retard to the 
CC!.% vas moot. perhaps even inappropriate. Two responding societies cautioned 
acoinst tying reyktion of physician manpovcr into rxistinC accreditation 
n,echanisms. 

A general consensus is that the Draft Report is correct in fts essumpt~on 
that the Coordinating Council on Medical Educat5on is the best nvailable or- 
Cnnizotion to assume responsibility for overswinE the nunbcr nnd types of 
physicians beinp trained 
ficient for the'optfnal 

in order to attempt to ensure that these WC suf- 
);eslth care of the Amcricnn people. The Coordinut<ng 

Council on Medical Education has, as its pwunt orCuizotions, those bodies 
Lest able to obtain the infornation and to fmplcmcnt any ncrcsmry rtwn~c3. 
Furthcrnorc, thcw nre fitting rcsponsfbllftlcs for those pucnt or,-mizutfons. 
The eon.. *:ws I--.tny.t ILc CW% nembcr wr5rtles hs brcn thrt t?.is w.rhwl sm 
vi11 be mast rffcctivc rind rrbzponsivc if lt rcr.nins within the privotc scrtor 
and does not becone a portion of the rchrulotory nl-chanicrs of the Fcdcrel povcrn- 
rent. 
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APPENDIX XII APPENDEX XII 

I 

A. RELATED COI:SIDE?W!IONS: --- Ae might be exp?cted. the CKSS societies vho 
responded provided additional coz.wnts on the GSO Draft fieport Involving 
a broad spectrum of topics. 

1. Physician/Population r-. Ten of the thirteen C!.!SS societies cf- 
fered cotz?wnt on physician/populstion ratios, obviously stfculeted 
by the Draft Report stete3ents connected with the Table of Physician 
Population Estirates hFp+aring on pace Lb. 30 spcciolties not in- 
dicated in the Table provided rctlos es iollc=s: L~rr.,lto!o,-y - 3.2 
physicians per 300,000 pup~lation; ?cJihtrics - 1 physirim to 2,000 
to 2.500 population. 

One specialty, Far.ily Practice, supported dcvelny-ent of physici& 
population ratios, vhile two, Ophthnlnolo~ and Prrventive :‘cJicine, 
stated that physicia.?s were in undersupply in their spwinlties uith- 
out offering a ratio. Three specialties, Sur&cry, Obst.etricslGync- 
color, and !.nesthcsiology, expressed mild or strong objection to 
the use of physician/population ratios. These criticisms ranged from 
ratios not being a reliable guide to adequacy of medical services for 
the population, to their being too sir.plistic in their appronch to be 
effective, or not being ad?ptable to predicting an spyroprinte physi- 
cian mir. Psychiatry offered inforrstion contrndfrtlng the va1Sdil.y 
of the statistics in the Draft Report retarding the hrture r.~~~~pover 
needs of that specialty. 

2. %Jmary Cm-. Primtry csre was a rubJcct of considerable cc~r:cnt. 
particularly relating to the obscrvetion on ]XI~C 18 of the Draft 
Report that “a primary care physician cw take care of up to 85: of 
the problems for vhlch People seek care”. 

a) Primnry_car- end spcrialties: 
NinesocictiC stated ouinfons rcf3rdjnr. thclr involvcmcnt in iwilAnry 
care. Obstet~.ics/~,v~~cc~l~,~, pzncrol lp-considcrcd by hrrllth pjwincr~ 
as a primary rsre specialty (nlorr~ w5t.h int*rnnl mcdicinc, fwlly 
physicians, ano pediatrics), ctrcnfly r.upportcd the inrlw~on of ob- 
stctrics/glnccolof~ 85 8 prtmnry cwc spccinlty. Fcychintry, Ophthal- 
nolo~ rind Dcrwttolo(~ nil voiced the bcl irf that they, too, r.hould 
bc cmsfdcrcd primry rue {V vidcrr:, while l’ediotrirn prc:cntcJ uhat 
they coraldcr a virrblr oltcrwtivc to the f:rmily physicirtn r*.n!l.rin& 
primnry care ” . .that of tlw I,cdfntricion and lntcrn?st vorkInr US a 
tram to provide comprchrnsivc continuous care to the fwnily”. 

b) Prlnnry crwc and nubility: 
This subJect ~11s uddrcr.ced by three specialties. Surpry felt thnt 
quality could not be ncwmplishcd by “~cnernlists” curryinr: out romp- 
licated surgical procedures. Fnnily Fhyslcians stotcd thr4 “dctcr- 
minatlon of the nun&r and types of physicians required to fill nrctlunnl 
needs should ncvcr bc at the cxpcnze of the quality of nrdlcel cwc pro- 
vldsd”. Dcrm*rtolory felt that qunlity whs bcine owriflcrd’ln M irt- 
ttnpt to idtntify priowy chre provldcrs by cpccjalty vllhwt rccxrd to 
the dc?onct.r*gtcd vuluc of rpcciali ;rrt,Srm In non-prjr*nry CUP II-CM uhlrh, 
jt stated, rcrultcd in lover cti;t c,lrc to the patient in t0:rrp.c OF r.or- 
bidity ond dollars for r.prclfic typcc of dimews. 
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APPENDIX XII APPENDIX XII 

A. 2. 5) Eimarf care and health care needs -- derinitian rmd study-: 
l’hrouehout the comments there vss strong sentiment expressed by most 
of the responding organizations concerning the need to better define 
what constitutes prizsry care and for B conprehensive study by the 
specialties of botb msnpover and health care needs. Those specialties 
supporting these su&estions vere: Fmily Fractice, Dertstology, 
Ophthalmology, Psychiatry. Anesthesiology, and Preventive Medicine. 

Societies indicating that they are initiating, or have just completed, 
ranpower stu3ies are: The .Americen Academy of Fediatrics, the American 
College of Obstetricians and Gyuecologlsts, the Avericnn Acsdemy o’f 
Fmily Fhysicians, and the Arerican Acadeny of Ophthsimol-oty, n divi- 
sion of the American Academy of Ophthalmology and Otolsrynjolo&y. 

c. ~YSICTAR EXTC!4DERz: Flost of the responding societies had strong feelings 
about the use of physician extenders as they relate to physician csnpover 
numbers and needs. One society felt thst the Draft Report placed little 
eclphasis on the increasing role of non-physician personnel and physicinn 
extenders in the total consideration of nnnpover needs. It questioned the 
availability of dets on numbers and activities of nurse practitioners, for 
enanple. Another obJected to the REW Secretary determining the number of 
physician extenders, sumesting that each discipline should be responsible 
for this determination in consultation with the appropriate “ertcndcrs” 
uithtn the specialty. Another suC&ested that the provlsion of health cnre 
by physicians and their extenders must be considered RS a siny.le entity 
in manpover considerations affecting each specialty ond sutcested thnt this 
task be the res+onsibility of the CCXE. Still snother strsnFly supported 
the report recommendation that the impact of extenders be ncasured in terms 
of number and type of physicians needed. It suFScsted that Physician PX- 
tenders should be considered as medical mrinpover adjuncts to physiciuns, 
rother than substitutes for physicinns, and that limits should be set by 
state re&ulations on the number of physiclnn cxtcndcrs nllcvcd to work 
under the supervision of B physician. Another society is rlhnsifyir~g how 
physician extenders in its specinlty CWI deliver the hi&hcst qu?llty hrcllth 
cm-e. 

C. REW GFADiiATE MDICAI, FDWATIOX !iATI@!lAL ADYISORY CO!T.!I%‘EE (r.‘?:K): The 
%O Draft Report rccornnendcd th:$t~~K doer, not accr~t tilerolc for 
overseeing constraints in physicinn cu~npowr, tllst the Sccrctuy of MN 
should assume this responsibility. Scvcral societlcs ronncntcd on th3s. 
One felt that CKERAC should be civen an opportunity to work with the prob- 
lcm, in view of its relative nwness. and that it should utilize the CC!3 
as a resource since It has been addrc%zinC msnpovcr probler?r in 110 odviorwy 
and policy rashion for the pnst four years. Another supported the CC!JE 
response on this issue in vhich it was suc&csted that continmtion of’ C’!i‘:X 
be reconsidered In view of’ the oncoing activities of the CCXE in m’mpovcr 
and the probability of duplicative and conFlict.inC activities 4th T,:?:!:AC. 
Two others su=estcd that the CCt4E. if it accepts tine recocrncnicd role. 
establish an advisory conzittee with rcprcswtotion from cnch cpcclnlty. 
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D. FOREICfl K.ZlICAL GWUATES (I?!C’s): Three specialties co.mented on the 
forthcoming reduced availability of foreign nedfcal grsduates subsequent 
to passage of the Health Professions Educational Assistsme Act of 1976 
(PL 94-Ml). It was mentioned that in Pediatrics, FXG’s constituted 31% 
of all residents in training in 197k. In Fhysical Zediclne md Pehabill- 
tation, 70: of all residents currently in training are FIlG’s. Psychiatry 
stated that, in 1976, RIG’s coqxised 3% of 1st year psychiatric resjdents. 

LJC : fmp 
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APPENDIX XIII APPENDIX XIII . 

HEW'S GRADUATE MEDICAL EDUCATION NATIONAL ADVISORY COMMITTEE --- ___----- ---------------.---_--_-_ 

ROSTER OF MEMBERS __---------_- 

(As of November 30, 19i'lr) 

CHAIRMAN EXECUTIVE SECRETARY ----- ___--- ------ 

W. Jack Stelmach, M.D. Frederick V. Featherstone, M.D. 
Director Assistant Director for Planning 
Family Practice Residency Division of Medicine 

Program Health Resources Administration 
Baptist Memorial Hospital HEW 
Kansas City, Missouri 

MEMBERS 

Marilyn N. Aguirre, Ms. 
Project Director 
Identity Development and 

Education for Adolescents 
New York, New York 

Mary M. Burnett, D.O. 
Dallas, Texas 

Robert 9. Carbeck, M.D. 
Head 
Department of Internal 

Medicine 
St. Joseph Mercy Hospital 
Ann Arbor, Michigan 

Henry A. Diprete, Mr. 
Second Vice President 
John Hancock Mutual Life 

Ins. Co. 
Boston, Massachusetts 

William F. Donaldson, M.D. 
Clinical Professor 
9rthopedic Surgery 
University of Pittsburgh 
School of Medicine 
Pittsburqh, Pennsylvania 
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William R. Hoqarty, Mr. 
Executive Director 
Puget Sound Health Systems 

Agency 
Seattle, Washington 

William D. Holden, M.D. 
Director 
Department of Surgery 
School of Medicine 
Case Western Reserve University 

Robert A. Kistner, D.O., M.D. 
Dean of Faculty 
Chicago Colleqe of Osteopathic 

Medicine 
Chicago, Illinois 

Charles A. Lemaistre, M.D. 
Chancellor 
The University of Texas System 
Austin, Texas 

Beverly C. Moqcn, M.D. 
Chairman 
Department of Pediatrics 
University of Washington 
Seattle, Washington 
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MEMBERS ----- -- 

Serena Friedman, M.D. 
Los Angeles, California 

James G. Haughton, M.D. 
Executive Director 
Health & Hospitals Governing 

Commission of Cook County 
Chicago, Illinois 

Bruce E. Spivey, M.D, 
President 
Pacific Medical Center 
San Francisco, California 

Tom E. Nesbitt, M.D. 
Nashville, Tennessee 

James A. Pittman, Jr., M.D. 
Executive Clean 
School of Medicine 
The University of Alabama 

in Birming!lam 
Birmingham, Alabama 

Eugene L. Staples, Mr. 
Director 
West Virginia University 

Hospital 
Morgantown, West Virginia 

Jeanne Spurlock, M.D. 
Deputy Medical Director 
American Psychiatric 

Association 
Washington, D.C. 

EX-OFFICIO FEDERAL MEMBERS ------------------_.--- 

Permanent Members ----e--e-- 

William Mayer, M.D. 
Assistant Chief Medical 

Director for Academic 
Affairs, VA 

Alternate Members ------------e-w- 

John Mather, M.D. 
Chief of Medical/Dent 1 

Division 
Office of Academic ?,ffairs, VA 

Robert N. Smith, M.D. RADM J. Wil',iam Cox, MC, USN 
Assistant Secretary of Assistant Chief for Human 

Defense (Health Affairs), Resources and Professional 
DOD Operations, DOD 

Harold Margulies, M.D. 
Deputy Administrator, Health 

Resources Administration, 
HEW 
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PRINCIPAL OFFICIALS RESPONSIBLE FOR ADMINISTERING ___------------------_____ 

ACTIVITIES DISCUSSED IN THIS REPORT ---___------ ----e-----e 

FEDERAL AGENCIES -----.. Tenure of office ---e------w-- 
From To -- -- 

DEPARTMENT OF HEALTH EDUCATION, AND WELFARE ----- -P ------_--___ 

SECRETARY OF HEALTH, EDUCATION, 
AND WELFARE: 

J. A. Califano, Jr. 
D. Mathews 
C. W. Weinberger 

Jan. 1977 
Aug. 1975 
Feb. 1973 

ASSISTANT SECRETARY FOR HEALTH: 
J. Richmond, M.D. 
J. F. Dickson, III, acting 
T. Cooper, M.D. 
T. Cooper, M-D., acting 
C. C. Edwards 

July 1977 
Jan. 1977 
May 1975 
Jan. 1975 
Mar. 1973 

ADMINISTRATOR, HEALTH RESOURCES 
ADMINISTRATION: 

H. A. Foley, Ph.D. 
K. M. Endicott, M.D. 

Dec. 1977 
Aug. 1973 

ADMINISTRATOR, ALCOHOL, DRUG ABUSE, 
AND MENTAL HEALTH ADMINISTRATION: 

G. L. Klerman, M.D. Nov. 1977 
F. N. Waldrop, M.D., acting Jan. 1977 
J. D. Isbister Aug. 1975 
J. D. Isbister, acting Sept. 1974 

DIRECTOR, NATIONAL INSTITUTES 
OF HEALTH: 

Donald S. Fredrickson, M.D. July 19?5 
R. W. Lamont-Havers, M.D., 

acting Feb. 1975 
Robert S. Stone, M.D. May 1973 

Present 
Jan. 1977 
Aug. 1975 

Present 
July 1977 
Jan. 1977 
May 1975 
Jan. 1975 

Pr eserlt 
Jan. 1977 

Present 
Nov. 1977 
Jan. 1377 
Aug. 1975 

Present 

July 1975 
Jan. 1975 
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Tenure of office ----------s----e___ 
From To ---_ -- 

VETERANS ADMINISTRATION --- ---.----- 

ADMfNISTRAT3R OF VETERANS AFFAIRS: 
J. M. Cleland Mar. 1977 
A. D. Grubb, acting Feb. 1977 
R. L. Roudebush Oct. 1974 

DEPUTY ADMINISTRATOR: 
R. H. Wilson Mar, 1977 
(vacant) Jan. 1977 
0. W. Vaughn Nov. 1974 

CHIEF MEDICAL DIRECTOR: 
J. D. Chase, M.D. Apr. 1974 

DEPARTMENT OF DEFENSE ------- - 

SECRETARY OF DEFENSE: 
H. Brown Jan. 1977 
D. H. Rumsfeld Nov. 1975 
J. R. Schlesinger July 1973 

SECRETARY OF THE AIR FORCE: 
J. C. Stetson A?r. 1977 
T. C. Reed Jan. 1976 
J. W. Plumner, acting Nov. 1975 
J. L. McLucas June 1973 

SECRETARY OF THE ARMY: 
Cd L. Alexander, Jr. Feb. 1977 
M. R. Hoffman Aug. 1975 
N. R. Augustine, acting July 1975 
H. H. Callaway May 1973 

SECRETARY OF THE NAVY: 
W. Graham Claytor, Jr. Feb. 1977 
J. Wm. Middendorf, II June 1974 

Present 
Mar. 1977 
Feb. 1977 

Present 
Mar. 1977 
Jan. 1977 

Present 

Present 
Jan. 1977 
Nov. 1975 

Present 
Apr. 1977 
Jan. 1976 
Nov. 1975 

Present 
Dec. 1976 
Aug. 1975 
July 1975 

Prese_nt 
Feb. 1977 
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Tenure of office - 
From - s-- -- - 

MEDICAL PROFESSION --- 

COORDINATING COUNCIL ON MEDICAL EDUCATION ----___---------- - 

CHAIRMAN: 
H. R. Cathcart 1977 
C. Rollins Hanlon, M.D. 1976 
Jack 0. Myers, M.D. 1975 
Tom E. Nesbitt, M.D. 1974 

ASSOCIATION OF AMERICAN MEDICAL COLLSGES --- -___~-- 

PRESIDENT: 
John A. 0. Cooper, M.D., Ph.D. 1974-1977 

AMERICAN BOARD OF MEDICAL SPECIALTIES ----- I_~--- 

EXECUTIVE DIRECTOR: 
Glen R. Leymaster, M.D. 1976-1977 
John C. Nunemakef, M.D. 1974-1975 

AMERICAN HOSPITAL ASSOCIATION --- 

PRESIDENT: 
J. Alexander McMahon, M.D. 1974-1977 

AMERICAN MEDICAL ASSOCIATION ---- 

PRESIDENT: 
John H. Bsdd, M.D. 1977 
Richard E. Palmer, M.D. 1976-1977 
Max H. Parrott, M.D. 1975-1976 
MalcoPm C. Todd, M.D. 1974-1975 

COUNCIL OF MEDICAL SPECIALTY SOCIETIES ------.- 

PRESIDENT: 
Richard S. Wilbur, M.D. 1977 
Charles H. Herndon, M.D. 19?a-1977 
C. Rollins Hanlon, M.D. 1974-1975 . 
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