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Because of prob!ems in adequateiy assesskig 
the unmet demand FL’ health care in HEW- 
designated health marqxwer shortage ayeas, 
many flational f-4ealth Service Corps physi- 
cians are underused in terms of patients 
served. This raises swious qurstions abou: the 
extent of unme: demand for health care in 
some of these arrjbs, and therefore, the num- 
ber of additional physicians with scholarship 
serwce obligations that.wili be needed. 

This report conta;n; recan?mendations to the 
Secretary of IiELV regarding improvements 
needed in sever:J Federal pragrams designed 
to affect physician distribution. It also recom- 
mends that tile Congress reconsider the need 
for continuing the Federal Loan Repayment 
Program for ph*isir;ians and the need for HEtl’ 
to complete its siildy of physician WtendP~ 
reimbursen :r,t provided for in the Social 
Sezcrrr:y Amendments of 1972. 
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COMPTROLLER GENERAL OF THE UNfTEO STATES 

WA’:HINGTON. D C. 2CE-38 

B-164031(5) 

To the President of tile Senate and the 
Speaker of the House ,)lr Representatives 

This report examines trends in the geographic 
distribution of physicians who recently established medical 
practices and factors they considered important in making 
these decisions. It also discusses progress made and oppor- 
tunities for improving several maior Federal programs designed 
to improve availability 06 physician services in underserved 
areas, and several projects funded by State and, private organi- 
zations that rely extensively on physician extenders (that is, 
physician assistants and nurse practitioners) to provide 
primary care medical services in rural areas otherwise unable 
to attract or retain physicians. 

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

Copies of this report are being sent to the Director, 
Office of Management and Budget, and the Secretary of Health, 
Education, and Welfare. 1 

: 
r 

.dI /h ;..cJf. 
Comptroller General 
of the United States 



COMPTRCLLER GENERAL'S 
REPORT 'I"0 THE CONGRESS 

PROGRESS AND PROBLEMS IN 
INPROVING THE AVAILABILITY 
OF PRiMARY CARE PROVIDERS 
IN UNDERSERVED AREAS 

DIGEST __---- 

The geographic distribution of health 
manpower, particularly physicians, is one 
of today's most complex and j.mpGrtant issues 
facing health care planners, policymakers, 
and providers. 

The Congress has expressed a commitment to 
insuring that php:sicians are iocated so as 
to be accessible to virtually the entire 
population. Programs to hire and place 
physicians in shortage areas and to provide 
exposure to shortage-area prz?tice during 
medical educatioil are but two examples of 
efforts by the Congress to affect physician 
distribution. Durlny fiscal years 1972-77 
more than $43G million in Federal funds 
were obligated in ar attempt to increase the 
supply of physicians ir. shortagc2 areas. 

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

--5'?ctJLs newly e.s:ablished physicians car.- 
sidered important in selecting practice 
locations. 

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

--Frojects which rely primarily on physician 
extenders (physician assistants and nurse 
practitioners) tar increasing the availa- 
bility of health care services in undcr- 
served areas. 

PHYSICIANS ARE NOT 
EVENLY DISTRIBUTED - 

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

A disproportionately large number of physi- 
cians are located in the urban areas wilere 
physician-to-population ratios are signifi- 
cantly higher than in rural areas. The 
physician population is also inequitably 
distributed within urban centers. (SC::? 
pp. 2 and 6.1 

DISTRIBUTION OF MEW ---------------- 
PHYSICIANS--LITTLE CHANGE --------------------- 

Generally following the path of their prede- 
cessors, the more than 20,000 ne physicians 
1/ on whom data was available continued to 
concentrate in urban areas. Although the 
urban areas contained about 75 percent of 
the people, a disproporticnate 90 percent of 
the 1967-71 U.S. medical school graduates 
and foreign medical school graduates licensed 
during this pericd located in these areas. 

The urban concent.ration of recent graduates 
results primar ilj from the fact that the 
large number cf physicians other than general 
and family practntioneis choose urban prac- 
tice locations. Th- distribution of general 
alld family practitioners is more uni:orm 
between urban and rural areas. (See p. 13.) 

FACTORS AFFECTIYG PHYSICIAN ------------M-----.---v --- 
FRACTICE LOCATIONS ------------------ 

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

l/U.S. medical schocl graduates and foreign 
medical school graduates licensed between 
1967 and 1971 who subsequently completed 
graduate medical education and began 
practice. 
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most affecting the location decisicns of a 
sample (1,066) of physicians-licensed in 
1971. As a groupI however, professional 
considerations, including clinical support, 
contact witn other physicians, an6 continuing 
education opportunities, played the largest 
role. Overall, the physicians stated they 
had not been greatly influenced by economic 
factors, such as income potential and the 
availability of loans. (See p. 15.) 

IMPACT OF FEDERAL PROGRAMS - 

National Health Service Co- -- 

The Corps has undoubtedly increased tht 
availability of physicians’ ser\.icey in com- 
munities designated by HEW as having a crit- 
ical shortage of health manpower. Howeve:: 

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

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

. 

-Corps officials look to the HEW scholarship 
program with its shortage area service 
obligation to provide a sufficient supply 
of physicians in the future. But, because 
of deferments for graduate medical educa- 
tion, XEW officials 20 not expect a sub- 
stantial number of physicians to be avail- 
able until fiscal year 1979. (See p. 33.) 

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



or longer. This raises serious quesrions 
to GAO concerr.lng the extent ci unmet c’emand 
for health care in some of these areas 
and, therefore, the number of addition&l 
physicians with scholarship service obliga- 
tions that will be ileeded to serve in 
HEW-designated shortage areas. 

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

Loan repayment 

As of Octobet 31, 1977, the Federal loan 
repayment program attracted only 762 physi- 
cians (about 1.7 percent of those eligible) 
to shortage arcns in return for ioan repay- 
ment. Moreover, the majority of those who 
participated through February 1976 probably 
would have established practices in those 
Shortage areas anyway. Thus, it seems the 
program provided financial benefits pre- 
dominately to physicians who already had 
decided on shortage area ptactice. (See 
p. 48.) 

Area health education centers -- 

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

Preceptorship and family 
medicine training programs -_1__- 

Both the preceptorship and fam;ly medicine 
training programs were too new at the time ’ 
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of GAO's review to aetermine their impact on 
increasing the supply of physicians in 
shortage areas. Since the programs began 
in 19'12, vzry few students have completed 
medical training and established practices. 
However, prelimtnary indications are that: 

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

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

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

ALTERNATIVE PROGRAMS FOR PROVIDING PRIMARY 
N RURA~~-- ---- - 

Many States and private organizations have 
attempted to increase access to primary 
care medical services in rural areas through 
programs Largely usirg nonphysician providers, 
including nurse; and physician extenders. 

GAO visited four such programs--the North 
Carolina Rural Health Centers, Kentucky 
Frontier Nursing Service, Checkerboard 
Area Health System, and East Kentucky Health 
Services Center --which use physician exten- 
ders as principal providers of health care 
in rural clinics. The physician extenders 
provide services under the supervision 
of physicians, but physicians are not always 
present when the services are performed. 
(See p. 89.). 
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The inabilitv to receive reimbursement from 
Medicare (part B) and some other third-party 
payers for physician extender services at 
independent sites such as tilose discussed 
above had apparently restrLcted their poten- 
tial widespread use. 

REIMBURSEMENT FOR PHYS; :?.XlJ 
EXTENDER SERVICES 

--- -- 

In 1965, when the ?-re- -'I legislation was 
enacted, there wei2 1 -,I 1: any physician 
extenders working a11d no sllowance was 
made for their reimb~!rse~\ent. Responding 
to this problem, the Congress in the 
Social Securlt\l Amr_ndments of 1372 provided 
that a study te undertaken to determine 
appropriate circumstances, methods, and 
rates for reir:bursing physician extenders. 

AlthoJgk a contract covering the first phase 
of thr study was let in February 1974 and 
the siudv itself began in November i974, 
a June 1977 HEW report stated there have 
been sign‘ficant delays in the study aild 
it will br at least until 1979 before defi.-.i- 
tive findings are available. The HEW study 
discussed the fazt t'lat difficulties had 
been expesienced in getting physicians 
that use phvsician extenders iv participate 
in the study and questions were raised 
about the potential validity of the results 
because oE the way in which the sample 
practices had been selected for inclusion 
in the study. !See p. 104.) 

On December 13, 1977, the President signed 
inio law the "Rural Health Clinic Services 
Act," authorizlnq reimbursement under 

* Medicare (part B) ar.d Medicaid for services 
rendered in certain rural health clinics 
in underserved areas. Among the services 
covered are those of physician assistants 
and nurse practitioner;, whether or not a 
physician is physically present at the 
time the service is provided. The act also 
requires the Secretary of HEW to conduct 
demonstration projects in urban medically 
underserved. areas with respect to reimburse- 
me-It on a cost basis for services provided 

vi 
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by physician-directed clinics which employ 
physician assistants and nurse practitioners. 
(See p. 106.) 

In GAO's view, now that reimbursement for 
physician extender services rendered in 
,-Ural clinics in Jnderserved areas fias c 

been authorized Frojects such as those dis- 
cussed above which rely extensively on 
physician extenders at satellite clinics or 
in mobile units w!th backup from physicians 
in larger neighboring communities coald 
constitute an approach for providing health 
care to communities in the Kation otherwise 
unable to attract or retjin physicians. 

RECOMMENDATIONS TO THE SECRETARY OF HEW 

The Secretary of Health, Eaucation, and 
Welfare should: 

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

--Require communities and other entities 
requesting Corps health care providers 
to conduct st&ies which ident fy, to 
the extent possible, the number and types 
of residents located therein who are 
likely to seek care from a C’OrpS-PpilSCred 
practice. (See p* 37.) 

--Develop multiyear projections to assess 
the total number of physicians with scholar- 
ship commitmeats that will be needed 
to serve in shortage areas. (See p0 37.) 

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

--Examine those programs which rely on phy- 
sician extenders to help deliver health 
services tc those areas otherwise unable 
to attract physicians and consider seeking 
legislation which would provide Federal 
funds to help develop those programs 
found to be most useful. (See p. 104.) 

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

RECOMMENDATIONS TO THE CONGRESS 

GAO believes it is doubtful that a separate 
loan repayment program is still needed 
to attract physicians to shortage areas 
in view of the (1) expanded Corps scholar- 
ship program and number cf physicians 
expected to be available for shcrtage area 
service and (2) discretion available to 
the Secretary of liEW under the health Pro- 
fessions Educational Assistance Act of 
1976 to repay the newly authorized federal11 
insured health professions student loans. 
Therefore, the Congress should reconsider 
whether the loan repayment program for 
physicians needj to be continued since 

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

--many physician participants apparently 
received windfall repayment of their 
education loans by the t‘ederal Government 

. since they would have sstablished their 
practices in those shortage areas anyway. 
(SW p. 57.1 

The Conqress should also reconsider the 
necessity for HEW to complete its study 
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on physician e*: a?der reimbursement as 
required by :htl social Security Amendme..ts 
of 1972 in view of tile 

--recent legislation enacted that provides 
for (1) Medicare (part U) and Medi,:aid 
reimbursement for physician extender 
(physician assistants and nurse practi- 
tioners) services rendered in certail; rural 
hralth clinics in medically underserved 
areas and (2) demonstration projects to 
be conducted with respect to reimbursemert 
for services provided by physician-directed 
clinics in urban medically underserved 
areas which employ physician assistants 
and nurse pract,tioners and 

--questions raisr.d in an HEW report about 
the potential validity of the study results 
because of the way in which the sample 
practices have been selected for inclusion 
in the study and the limited number of 
practices that 2qreed to participate. 
(See p. 110.) 

AGENCY ACTIONS AND UNRESOLVED ISSUES 

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

HEW stated it was also concerned about the 
possible underuse of Corps physicians and 
that it must consider alternative health 
care delivery modes or staffing arrangements 
for those HEW-designated shortage areas which 
cannot sustain full-time medical practices 
or retain physicians. HEW expects some 
progress toward improved use to occur as 
major barriers to the use of phvsician 
extenders are reduced (i.e., eligibility 
for reimbursement and limitations of licen- 
sure). HEW also stated that Izxisting National 
Health Service Corps sites will not be con- 
tinued if sufficient support for the Corps 
project has not been demonstrated over the 
period of Corps involvement. 

As indicated in chapters 3, 6, and 7, GAO 
believes HEW needs to give further considera- 
tion to the recommendations dealing with 

/’ 
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the National Health Service Corps program, 
preceptorship training program, and alterna- 
tive approaches to increasing the number of 
primary care physicians in rural areas. 

HEW was not in favor of GAO's recommendation 
that the Congress reconsider the necessity 
for HEW to complete its study on physician 
extender reimbursement under the Social 
Security Act as requested by the Congress 
in 1972. HEW said that, although there are 
some administrative and substantive problems 
with the study, it is the only major study 
to obtain data on costs of services of phy- 
sician extenders and tL, impact of reimburse- 
ment on the use of the-;e practitioners. HEW 
believes useful data will be forthcolarng 
from the study. Nevertheless, for the rea- 
sons previously discussed GAO still sees 
limited value in continuing the HEW study 
and suggests that the Congress consider ter- 
minating it. 

Officials of the programs and projects 
reviewed and the American Medical Associa- 
tion were given an opportunity to comment 
on sections of the GAO report. Their 
comments have been considered in this report. 
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GLOSSARY 

Primary care physicians In our report this refers 
to general practitioners, 
famiAy practitioners, 
general internists, ,general 
pedia:riciar.s, and obstetricians 
and gytiiec?logists. 



CHAPTER 1 

THE PHYSICIAN DISTHIBZTTON 

PROBLEM IN PERSPECTIVE 

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

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

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

Certain other specialists, such as derma:ologists and 
general surgeons, may also provide a considerable amount of 
primary care. However, they are not identified either by 
education or practice as fulfilling consistently all the 
requirements of primary care physicians and therefore are not 
recognized by the medical profession as primary care physicians. .,_ ^ _- . . ..m -.-. .r" " 
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AGGREGATE SUPPLY AND GEOGRAPIIIC 
DISTRIBUTIOK OF PHYSICIANS 

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

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

Dis ribution of MDs 

The New England, mid-Atlantic, and Pacific regions rank 
at least 19 percent above the national average in MDs per 
100,000 persons, while the East South Certral region is 27 
percent below the average. (See app. I.) Among the States, 
the ratios range from South Dakota's 78 MDs per 100,000 per- 
sons, or about 43 percent less than the national average, 
to New York's 198, or 45 percent more than the national aver- 
age. The District of Columbia, which serves a metropolitan 
area that includes portions of Maryland and Virginia, ranks 
the highest with a ratio of 359 per lOU,O30, or 162 percent 
more than the national avera'je. (See app. II.1 

Because of variations in the way MDs are distributed 
within the States and between urban and rural areas, these 
statistics do not illustrate trlJe availability. As of 
December 1976, there were 70 MDs per 100,000 persons in non- 
urban areas as compared with 158 in the Nation's 299 2/ urban 
areas--l26 percent more. The following graph illustrates 
the different MD concentrations in urban and nonurban areas 
by county size. 

i/Includes physicians in graduate training. 

Z/Areas used by AMA in its analysis of the geographic dis- 
tribution of physicians. 
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The low concentration ?f MDs is not limited to rural 
areas. In many urban areas, there is a wide disparity between 
the number of MUs in inner-city and suburban areas. A study 
reported that between 1950 and 1970, tha city of Chicago lost 
2.0;0 private MDs-- a 35-percent decrease. During the same 
period, the Chicago suburbs gained 1,900 MDs--a 130-percent 
increase. The report's author, Dr. Donald Dewey, in testimony 
to a Senate comrnittce, stated: "SL'burban areas of high socio- 
economic status gained a disproportionately high share of the 
shifting doctors, while the poor and black areas of the city 
lost more than their share of doctors' offices." To illus- 
trate his point, Dr. Dewey reported that the MD to population 
ratio of the 10 most impoverished areas of Chicago had 
dropped from about IOU FIDS per 100,000 persons to a little 
rnorr, than 25. Meanwhile, the 10 most affluent suburban areas 
increased their ratios from 178 to 210 per 100,000 persons. 

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

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

Distribution of DOS - 

DOS are concentrated in the East North Central and miti- 
AtlantLc regions. As of June 1976, these regions contained 
almost 53 percent of the approximately 15,100 DOS on which 
1ocatir.n data tias available. (See app. III.) 

DOS are very unevenLy distril:uted among the States. 
In 1976 the supply ranged from 2,569 in Michigan to 3 in 
Alaska. Thirteen States 'lad 25 or fewer DOS and 6 of these 
had 10 or fewer DOS. Fi*re States had 52 percent of all 
DOS. (See app. IV.) 

In commenting on the draft report, the American Osteo- 
pathic Association (AOA) advised us ti-at of all tactors 
affect'ing the geographic distribution of osteopathic physi-. 
cians, the most significant, historically, were State licens- 
ing laws. According to AOA, when the first DOS graduated from 
the first osteopathic college in 1892, State laws governing 
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the practice of medicine (where they existed) citl.er falled 
to include the new profession or specifically denied its 
members full status as physicians and surgeoIls. AOfi stated 
that, as a result, DOS were forced to wage State-by-State 
battles for professional recognition and legal equality, 
battles which continued, sporadically until 1973. A second, 
almost equally signifi.ant factor affecting the geographic 
distribution of DOS, according to AOA, is the osteopathic 
profession's early and continuing emphasis on general practice 
and primary care. 

AOA stated in 1974 that 54 percent of all DOS were 
located in tohrr;s z=f fewer than 50,000 persons. Our analysis 
showed, however, that like MDs, DOS are located predominantly 
in urban areas. In 1971 A/ 11,000 (83 percent) of the 
13,400 DOS 2,/ were located in urban areas. We used the same 
criterion for analyzing ':he distribution of DOS as we did 
for MD s--by county demo,jraphic classification. The following 
graph illustrates the cjifference in the supply of DOS in 
urban 2nd nonurban areas by county size. 

URBAN NON-URCAN 

COUNTY DEMOGRAPHIC CLASSIFICATION b) 

a) DOES MOT TOTAL DUE TO ROUNDING. 

b) SEE PAGE 3 FOR CClUNTY SIZE. 
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1/1974 was the latest period data was available on the geo- 
graphic distribution of DOS by county demographic classifi- 
cation according to an AOA representative in November 1977. 

g/Includes all DOS belonging to 40A as of February 1974. 
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In commenting on our draft report, AOA raised the 
question of whether the entire population can or should be 
arbitrarily broken down into just urban and nonurban 
categories and whether such a gross breakdown truly can 
reveal individual geographic areas which are generally 
"underserved," medically. In the final analysis, AOA 
contends, DOS, unlike MDs, continue to provide a dispropor- 
tionate amount of primary health care to small towns, vil- 
lages, rural areas, and particularly to both city and non- 
city areas which are medically "underserved." AOA advised us 
it was unable, however, to provide hard statistical data to 
support its contention but mentioned it is presently engaged 
in the early stages of developiny the capability to provide 
such information. 

All States currently recognize DOS as fully trained 
physicians and surgeons and grant them the same full licensure 
as graduated MDs. But according to AOA, the uneven national 
distribution of DOS which resulted from the discriminatory 
practices mentioned above remains. A3A recognizes this 
situation as an urgent problem, and stated that sweeping new 
programs to improve the distribution of practicing DOS 
throughout the States currently are underway. 

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

PRIMARY CARE PHYSICIANS--HOW :IANY 
ARE THERE AND WHERE ARE THEY? 

As of December 1976, 47 percent (137,700) of the 
i92,200 l/ non-Federal physicians providing patient care were 
classifisd as primary care physicians. As shown in the 
following graph, GPs and FPs represent the largest primary 
care group. 

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

IJIncludes 58,482 physicians in graduate medical training. 
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INTERNISTS 

I! INCLU3ES PWSICIANS IN GRADUATE MEDICAL THAINING 

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

Regions and States with the largest concentrations of 
total physicians also generally have the largest concentra- 
tions of primary care physicians. For example, the New 
England, mid-Atlantic, and Pacific regions have a dispropor- 
tionately large share of both primary and nonprimary care 
physicians, while the East South Central region has the lowest 
ratio of both. As shown in appendix 11; there is relatively 
little difference in the ranking of the top and bottom 5 
States in total and primary care physicians per 100,000 per- 
sons. 

FEDERAL LEGISLATION TO IMPROVE 
GEOGRAPHIC DISTRIBUTION OF PHYSICIANS 

Federal efforts to affect the geographic distribution of 
physicians have included: (l? incentive programs aimed at both 
the medical student and the practicing physician, (2) modifica- 
tions in medical education and training, and (3) changes to 
medical delivery systems. 

. 

Federal legis.ation concerned with changing the geo- 
graphic distributio? of physicians began with the Health Pro- 
fessions Educationai Assistance Amendments of 1965 {Public 
Law 89-290). Tne amendments authorlzeo the forgiveness of up 
to 50 percent of educational loans for physicians practicing 
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in designated health manpower shortage areas. The Allied 
Health Professions Personnel Training Act of 1966 (Public 
Law 89-751) expanded loan forgiveness to physicians agreeing 
to practice in any low income rural area and increased 
the forgiveness provisions to 100 percent. 

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

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

--establish or maintain programs to alleviate shortages 
of health personnel in designated areas; 

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

--initiate or improve health edtication programs, in- 
ciuding programs using practicing physicians as pre- 
ceptors; I/ 

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

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

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

-_I_- 

i/A practicing physician who trains students in a practice 
setting away from the medical school. 
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The Comprehensive Health Manpower Training Act of i971 
exoircd June 30, 1974. The Congress continued to fund the 
programs authorized by the act under continuing resolution 
until passing the Health Professions Educational Assistance 
Act of 1976 (HPEA) (Public Law 94-4841, which was signed 
into law on October 12, 1976. The act extends the health 
manpower training authorities through fiscal year 1980 with 
significant changes to meet national needs. This act is 
designed to produce more primary care providers and improve 
health services in manpower shortage areas. 

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

IiPEA substantially increases authorized funding for IJHSC 
and requires the Department of Health, Education, and Welfare 
(HEW) when assigning personnel, to give priority to areas, 
facilities, or populatLcn groups having the greatest manpower 
shortage. Also HPEA expands the criteria to be used in 
designating manpower shortage areas to include certain 
medical facilities and population groups. HPEA provides 
new authorities for area health education centers (AHECS) 
and defines specific objectives each project must address. 
Specific provisions of HPEA are discussed in more detail 
in chapters 3, 4, and 5. 

Program obligations 

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

Program 

ObllqdtlonS lFY1 
Trd”SlL 10” 

-- 1972 m - 1974 1975 1976 
liKii10n3- 

quarter _ 1977 Total 

NtlSS (note a) S 8.6 $10.1 5 9.5 $11.9 S13.7 k/S 9.0 525.1 s Y3.Y 
Loa,, repayment - .4 &‘2.3 4.6 3.4 G/3.> 12.4 

PHS/NllbC’ 
scholarships - - 3.0 22.5 22.5 22.5 JJ 6 11U.i 

AWCS - 11.0 38.3 12.0 11.9 14 .o d’.l 

PreceptorshIps 3 .o 3.b 3.7 5.1 5.: 5.0 26.1 
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SCOPE OF REVlEW -- 

The purposes of this review were to 

. 

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

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

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

Using data obtained from AMA, we analyzed the geographic 
distribution of (1) 13,000 physicians who graduated from U.S. 
medical schools between 1967 and 1971 and (2) 10,000 foreign 
medical school graduates (FMGs) licensed to practice medicine 
in the United States during this period. We also sent 
questionnaires to: 

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

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

We devel.oped data on the impact the following Federal 
programs had on physician geographic distribution: 

--NHSC. 

--AHEC. 

--Health profession student loan repayment program. 

JJWe selected 1971 graduates because most graduate medical 
training programs require 3 years to complete. The 
majority of these individuals, therefore, should have 
entered medical practice in 1975 or 1976. 
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--Special project grants for preceptorship training.. 

--Family medicine training grants. 

Our review was conducted at the headquarters of HEW's 
Health Resources and Health Services Administration and 
its regional offices in Atlanta, Chicago, Dallas, Denver, 
Philadelphia, and Seattle. We also performed work at 4 
medical schools with AHEC project grants, 7 schools with 
special project grants for preceptorship training, 3 schools 
with family medicine training grants, and 1S NHSC project 
sites. 

We developed data on six health care projects that 
use unusual or innovative techniques for increasing the avail- 
ability of health care providers in shortage areas. We also 
obtained data from and interviewed officials of AMA, various 
physicians' organizations, State governments, medical schools, 
and practicing physicians. 
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CHAPTER 2 

THE LOCATION OF NEW PHYSICIANS: WHEnE AND WHY? e-u- 

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

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

.for rural living. 

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

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

I/U.S. medical schon: graduates and FMGs licensed between 
1967 and 1971 who subsequently completed sraduate medical 
education and began practice. 

_ _ I  .  .  .  “ . . . ,  A . , . , “ .  - . r .  
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TREND TOWARD URBAN PRACTICE CONTINUES _I_-----~--------~ 

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

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

Two major factors apparently contribute to the tendency 
of physicians other than GPs and FPs to locate in more urban- 
ized areas. First, they may require more support facilities 
and personnel (i.e., !:ospitals, eqclipment, and technical per- 
sonnel) in order to practice. Second, they often receive 
many patients on a referral basis, thus requiring a larqcr 
population base to support a practice. In commentinq on 
the report , HElc’ said that a discussion of these factors 
omits the consideration that secondary and tertiary level 
practitioners are not needed below a certain threshold 
level of morbidity in a population. Therefore, according 
to HEW, a larger population is needed to support an1; specific 
number of specialty practices than is needed for the same 
number of primary care practices. 

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

PHYSICIANS+’ CHOJCES OF LOCATIONS: --.- ----__-.---- 
MANY CC’NSIDERATIO!JS I!~VOI,VED p--p----.----- 

. Physicians ’ choices of locations in which to oractice 
involve many considerations. The tactors Influencina these 
choices have wide policy imnlications. If reasons why 
physicians will not locate in some communities needinq health 
manpower can he determined, programs might be develope3 nhicb 
might influence them to locate in underserved areas. 
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Physicians' reasons for selectinp iocations -'---- 

Several studies, including one conducted by the Rend 
Corporation for HEW 1/ which surveyed graduates from U.S. 
medical schools in 1565, have been made to determine when 
and why physicians select locations and to identify the major 
factors they had considered important. Essentially, physi- 
cians select their specialties during medical school and 
places to practice during postgraduate residency training. 
As previously mentioned; because of the need for support 
facilities and personnel, the location choices of many spe- 
cialists are generally limited to areas having such resources. 
On the other hand, since GPs and FPs are not as dependent on 
support resources, these limitations do not equally apply. 

. 

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

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

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

lJ"Physician Distribution and Rural Access to Medical Serv- 
ices, 'I April 1976. 

2/"An Analysis of I'wo Studies of Recent Medical School Gradu- 
ates,li November 1974. 

. 

15 

, 

_. _  1 ,.,. I / .Ir,*-,-.I*. 

_.... 
; 



Factors affecting practice location choices 
of the lS71 graduatesandiicensees --- -- - . 

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

We received replies from 1,470 p!lysicians, 1,066 of whom 
had selected locations. Preference for rural or urban 
living and availability of clinical support facilities 
and personnel were eqrially important factors most affecting 
thn AIL respondents’ location choices. 4s a group, however, 
professional considerations, including clinical supoort, 
contact with other physicians, and contir,uing education 
opportunities, played the largest role--comprising five of 
the top seven factors. Overall, the physicians stated thev 
had not been greatly influenced by economic factors such as 
income potential and availability of loans. (See app. VIII.) 

For the most part, the factors 1971 U.S. graduates and 
FKGs said were important in influencing their location choices 
changed little over the factors 1965 U.S. medical school grad- 
uates stated had influenced his/her location decisions, based 
upon the study conducted by the Rand Corporation. Unlike the 
Rand study, however, we did not compare the physicians’ piace 
of rearing with their uractice location to identify possible 
correlations. It sl~ould be noted that some of the Federal 
programs discussed in the followinq chaoters, which are de- 
signed to improve health services in manpower shortsqe areas, 
did not become fully operational until after these physicians 
had received their licenses to practice medicine. 

Factors influencinq the decisions of orirrary care and non- 
brimary care physicians were essentrallv the same, However, 
the considerations of physicians choosinq to practice in rural 
areas differ substantially from those of-physicians in urban 
areas. Rural physicians generally were more influenced b. 
personal and community factors, includlnq preference to live 
in a rural or particular qeographic area, the Cliqh medical need 
in an area, and community recruitment efforts. On the other 
hand, urhan physicians were more inElue,lced by factors related 
to the practlL+’ of medicine, such as the availability of sup- 
port facilities and personnel and the opportunit,: for contact 
with other physicians and medical schools or medical centers. 
Floral physicians were less influenced bv the obportunity 
for contacts with other physicians than urban physicians. 

16 



. 

Some of the factors influencing the location decisions 
of U.S. graduates differed from those of the foreiqn medical 
school graduates. U.S. graduates were somewhat more influenced 
by a preference for a particular qeoqraphic area, ODportunlty 
to join in practice with other physicians, and availability 
of recreational and sports facilities. On the other hand, 
FMGs were somewhat more concerned with continuinq educational 
opportunities, income potential, and high medical need in the 
area. (See app. VIII for a more complete list of the factors.) 

Timing of location decisions II_- 

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

Have the 1971 graduates and licensees -m-e ---- 
chosen or considered shortaqe area practice? 

Of the 1,066 physicians who responded to our questionnaire 

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

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

--31 (3 percent) did not respond to this question. 

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

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

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

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

CONCLUSIONS -- 

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

The factors physicians said had influenced their loca- 
tion choices have apparently changed very little in the past 
6 years. Yet a surprisingly large number of physicians re- 
sponding to our questionnaire indicated they would have estab- 
lished their practice in areas they believed to have shortages 
of physicians if access to continuing education and consulting 
physicians had been available. This suggests the need t’or 
programs to help reduce physician isolation, such as the AHEC 
program discussed in chapter 5. 
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CHAPTER 3 - 

NHSC: SOME SUCCESS, MANY PROBLEMS TO BE OVKRCOME ,' 
- .- c _..- 

NHSC was established to improve the delivery of health 
services to residents of areas where health services are 
inadequate. To this end, NHSC recruits physicians and 
other health care providers for communities determined 
by 11EW to have critical shortages of health manpower. Other 
physicians, who avail themselves of the PHS/NHSC scholarship 
program, are obligated to serve in shortage areas for 

+. 

. -,/ 

. . . 
prescribed periods and are assigned to NHSC. 

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

c NHSC has undoubtedly increased the availability of 
physicians' services in designated shortage area communities. 
In authorizing and assigning physicians to practice In these 
communities, however, NHSC has not determined the extent to 
which residents in the community are seeking health care but 
are unable to obtain it or the extent to which residents 
would be willing to obtain health care from NHSC providers. 
Instead, NHSC relies extensively on physic,an-to-!)opulation 
ratios within the shortage area community in dctcrmlning 
the number of physicians needed. This, coupled with an 
NHSC decision to assign two physicians at most sites 
to the extent possible to improve physician retention, 
has resulted in many NHSC physicians being underused 
in terms of the number of patients they were treating. 

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

NHSC has approved many sites for assigning physicians 
but has been unable to recruit physicians to serve in a con- 
siderable number of them, particularly those located in the 

: . - 
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more wmotc: 2nd rural areas of the country. At :he time of 
our rev i ew , NIISC had approved 261 sites [or which it has never 
betin .ible to recruit d physician. NHSC had been attempting 
to fill G2 f;crccnt of these sites for more than 1 year. NHSC 
0 f f i c i a 1 s L~ril hopeful that the PHl;/NtISC scholarship program 
w1l.l provide s sufficient supply of physicians in the future. 
Uccausc of dc:t’crmcnts for graduate medical education, HEW 
officials do not expect a substantial number of physicians 
to be avdildblc unti 1 fiscal year 1979. 

An NHSC official stated that as of July 1976, NHSC had 
recruited at.lout 800 yhysiclans to serve in dcsiqd-,ated shol-tagc 
n r c LL s . At the same clzite, only 42 physicians assigned 
by NIISC h.ld r.-cnai.ned or planned to remain in shortage areas 
and c‘stabl i:;t; Ijiivste practices-- a :Ila]or goal of the program. 
N t 1:; c’ I.) t’ f i c i a I ‘: hsve acknowlcagccl that their initial cf fo-ts 
in this rfg;ar<l flavc not been overly successful because 
most OC thr: ;)hysici:tn?: recruited before fiscal ITear 1974 
had not complct+:d their graduate medical education. As a 
t-csul t, tntt #djority of physicians lect NHSC at the end of 
their touLs of duty. 

The criteria established and used by HEW to designate the 
initial list of‘ critic‘11 health manpower shortaye areas cen- 
tcrcld almost entirely upon the ratio of population to primary 
cart Ljhysici;tns in a given area. In compiling the initial 
list, issued in October 1974, f1F:\J designated as critical 
hea!{ ! manpowttr shortacJt‘ areas those counties having a 
[Jo~)lli3tiotl-tO-~~rimary-care-physician ratio of greater than 
4 ,oIlo to 1. This ratio was not based on any particular study 
but rather on the prores .slonal judgment of IjEW officials, 
This ratio W;IS reportedly chosen since it was twice the 
nLat ion,>1 avcr<jqc of population to primary care physicians. 

In Scptcmbcr 1975 t1EIJ revised the criteria in an attempt 
to ccduce SOW of the confusion over what size areas were 
nccrlptanle for design,?t ion and the extent to which resources 
of cant iyuous areds were to be consider&. Ncvertheiess, 
the revised criteria still emphasized the ratio of population 
to I;rirnary c;1r~ physicians, which remained at 4,000 to 1. 
As dc f i ned I>y tlt:k;, it includes all primary cdre physicians 
i~nd those nonmctropol it,2n general surgccns who spend 50 percent 
or mot‘c of their patient care tine in primdry care practice. 
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A shortaqe area must be one that is rational f 
delivering medical care. According to HEW criteriayrsuch an 
area may be: 

1. A ccunty or several contiguous counties. 

2. In nonmetropolitan area?, a portion of a county 
(or an area made UP of portions of more than one 
county) which is separaied from resources by 
natural barrier. (mountains, waterways, etc.), 
by an absence of roads, or by excessive distances 
(20 miles). 

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

Where these criteria are not fully met in an area for 
which designation is requested, mitiqatinq circumstances may 
help qualify the area for consideration. These may include, 
a large number of indigent persons (as indicated by a high 
percent of the popu ation below the poverty line), a larqe 
number of persons over 65, a high infant mortality rate, the 
advanced age of a significant number of the area's physicians, 
large migrant or tourist populations, or the presence of other 
sociocultural barriers which tend to limit access to health 
care. 

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

NHSC personnel ccoperate with communities in developing 
. the application for NHSC assistance. At the time of the 

application, the community should be prepared to provide 
facilities and supporting staff. 

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

MANY NHSC PHYSICIANS SEE FEW PATIENTS 

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

Criteria for number of patients to be seen 

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

Patient loads of NHSC pksicians 

Using quarterly reports prepared by each site, we 
determined that NHSC physicians in l'.O sites that have been 
operating for 1 year or more averagec slightly less than 
2 patients per hc,lr. Although the average number of patients 
per hour varied among the HEW regions, in none of the regions 
was the average as high as the 2.95 national average for of- 
fice based primary care physicians, as shown on page 23. 
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Average Number of Patient Encounters per Hour 
During the Third Quarter of 1976 

for NHSC Sites in Operation 1 Year or Longer 
by HEW Region 

HEW Number of Average patients 
region sites an hour 

I 5 1.54 

II 8 2.11 

III 17 2.62 

IV 16 1.81 

v 10 1.63 

VI 10 1.82 

VII 5 1.86 

VIII 17 1.64 

IX 15 1.89 

X 

Total 

7 1.95 

110 1.91 

As shown in the table on page 24, physicians assigned to 
52 of the 110 sites (48 percent) which have been in operation 
for 1 year or more averaged 2 or fewer patients an hour. 
Physicians assigned t--o an additional 40 sites were seeing 
between 2 and 3 patients an hour, which is considerably 
fewer than the number of patients seen by the ayerage 
GP or FP in nonmetropolitan areas. 
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Average Number of Patient Encounters - p er Hour 
During the Third Quarter of 1976 

for NHSC Sites in Operation 1 Year or Longer 

Number of sites 
Average number by age (years) 
of patient encounters Cumulative 
per physician per hour - 1 - 2 - 3 4 Total Percent percent 

0 to 0.50 - - 1 - 1 1 1 

0.51 to 1.00 3 12 6 6 7 

1.01 to 1.50 12 3 8 - 23 22 28 

1.51 to 2.00 6 .8 7 1 22 20 48 

2.01 to 2.50 6 4 11 - 21 19 67 

2.51 to 3.00 9 3 6 119 17 84 

3.01 to 3.50 2 3 4 110 9 93 

3.51 to 4.00 1 - 6 - 7 6 99 

4.01 and up - - 1 - 1 1 100 --- -- 

Total 36 24 45 5 110 100 -_- -- 
--- -- 

Of these 110 sites, 42 (38 percent) were staffed by a 
single physician and the remaining 68 by 2 or more physicians. 
As shown in appendix IX, solo practitioners at 20 of the 42 
sites were treating an average of 2 or fewer patients per hour 
even though half of these sites were in operation for 2 or more 
years. Physicians at 35 of the 42 sites were treating an 
averaye of 3 or fewer patients per hour. 

Equally significant is the fact that many of the 68 NHSC 
sites in operation for 1 year or more, but stafEed with 2 or 
more physicians, were also being underused. Specificallj, 
physicians assigned to 32 of the 68 sites (47 percent) treated 
an average of 2 or fewer patients per hour. Physicians at 57 
of the 68 sites (84 percent) treated an average of 3 or fewer 
patients per hour even though 71 percent of these practices 
were in operation for 2 or more years as shown in appendix X. 
While a shortage of medical services may exist in these areas, 
physicians assigned to most of the 68 sites were seeing fewer 
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patients and in some cases significantly fewer than the number 
seen by the average office based primary care physician in the 
Nation. 

In many instances, shortage area residents apparently 
already have established patterns for obtaining health 
care even though the provi(!er may be located some distance 
from the patient's home. In some cases, residents apparently 
prefer to continue obtaining care in this manner br:causc 
they know or believe NHSC physicians will remain in an 
area for only a short period. In this regard, several 
NHSC physicians advise' us that residents come to them 
only for emergency care and seek assistance for other 
problems elsewhere. Thus, we believe it is very important 
to adequately assess demand before assigning NHSC health 
care providers. The following examples show what hd:~pcned 

when this was not done. 

NHSC site in Charlotte, Michiclan - 

This site was approved primarily on the basis c~f 

population-to-physician ratio of 4,9UO:l, which 
exceeded the NHSC criteria of 4,OOc):l. The service 
area includes 9 townships and 5 towns with 27,3Oc) 
persons and 5-l/2 full-time equivalent physicians. 
The site is about midway between Lansing (19 miles 
north) and Battle Creek (27 miles south). Lansiny 
has 380,000 persons and Battle Creek, 39,000. s~ilools 
of medicine and osteopathy are located in East Lansing 
(22 miles) and another sc!lool oi medicine is 1ocJted 
in Ann Arbor (70 miles). 

The Charlotte application cited the need for a physician 
and mentioned that ;?ersons were forced to travel LO to 25 
miles for primary care and even then had difficulty rn 
getting appointments. TJHSC authorized cne physician for 
*the site on iJovember 5, i974. The physician began at the 
site in July 1975. 

Despite the stated need for a physician in Charlotte anc.i 
its designation as a critical health manpower st~oit;~gc 
area, relatively few people have sought iiledlcrti services 

at the NHSC site. For example, during the third quarter 
of fiscal year 197b, the physician avera.jcd 1.4c patl(-nt 
encounters an hour--well below the 2.91 patient; tin ilour 
average for office based primary care physicians. 

Part of the low patient tncounters could have rc:slll?cd 
from the fact tllat another private physician l~cstcd / 
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in Charlotte between the time the site was approved 
and the physician reported for duty. However, it is 
more likely that persons in the area are obtaining 
services from outside the service area. The NHSC 
application estimated that only 60 percent of the service 
area residents seek care from local primary care 
physicians; the remainder go otitside the area for care. 
There was no indication in the record to show how much 
this factor had been considered in reviewing the 
application or that a survey had been conducted to 
estimate potential demand for services. 

Beginning with the 1971 recruiting effort, we were 
advised NHSC adopted a policy of authorizing two physicians 
to most sites to overcome a major disadvantage to shortage 
area practice--professional isolation--and to ultimately 
increase the number of physicians remaining as private 
practitioners. As illustrated in the following example, 
this policy can result in more physicians being assigned 
to a project site than warranted by the number of patients 
seeking care. 

NHSC site in St. Pauls, North Carolina 

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

The application defined a service area within a 15-mile 
radius, around St. Pauls. The population was listed 
as 11,000 with a high proportion being low-income 
minorities. Only one FP was located in the area. 

The clinic opened in January 1975 with one physician and 
in July 1975 a second physician joined the staff. With 
1 physician, the site averaged 24 patient encounters 
a day. After the second physician arrived, total patient 
encounters rose to 27 patients per day and remained 
constant throughout the year. 

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

"Reasons for the lack of sufficient patient load 
were several. In the first place, North Bend is only 
15 miles from either Fremont or Schuyler, both of 
which have several physicians. Dodge la clinic about 
25 miles from North Bend staffed by the NHSC physi- 
cians for l-1/2 days a week1 is approximately the 
same distance from West Point which also has several 
physicians. Before the physicians arrived, most 
of the residents established means of obtaining their 
medical care from these several areas. In view of 
this, it seemed unrealistic in retrospect to have 
more than 700 to 800 patients per month available for 
the clinic. * * * In retrospect the underutilizatfon 
of two physicians could have been predicted. The 
very elements which made this area attractive to 
the two physicians (namely: access to a large city: 
local, easily-available consultation with other 
physicians, and adequate hospital and good trans- 
portation) were the very factors that made it easy 
for patients to seek alternative medical care." 

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

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

NHSC statistics indicate the above cases are not isolated 
examples. 

NHSC HAS BEEN UNABLE TO RECRUIT 
PHYSICIANS WILLING TO PRACTICE --___ 
m THE MORE REMOTE COMMUNITIES 

Despite its increased recruitment efforts since the end 
of the physician draft and the positive incentives authorized 
by the Congress to make shortage area practice more attractive, 
NHSC has experienced great difficulty in recrlAitlng physicians 
willing to vcluntarily practice in the more remote areas of the 
Nation. At the end of 1975, most of these sites were located 
in the rural Southeast and to a lesser degree in the Midwest, 
Plains, and Rocky Mountain areas. Many of these areas are 
devoid of both medical providers and health care institutions. 

/” 
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According to a program official, before fiscal year 1974, 
NIISC relied almost cxcluslvely on the PliS recruiting office 
for its phy4icians. Physjcians recrui’ ad were primarily tllose 
choosing NtiSC as an alternative to the military oraft. !qllen 
the draft ended, NHSC expanded its independent recru it ing 
effort. 

Several incentives have been used by NHSC in an effort 
designed to make service in a critical health manpower 
shortage areti more attractive, including 

--variaule incentive pay of up to S12,5OU a year, 

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

--repayment of up to 85 percent of all education 
loans in return for 3 years’ service in an HEW- 
designated shortage area. (This program is discussed 
in ch. 4.) 

Despite these incentives, WC’ determined using NIISC 
records, that 523 more physicians were needed to staif all 
approved sites at their authorized strength as of December 31, 
1975--463 for unstaffcd sites and 6U for sites partially 
staffed. Although the number of IJHSC physicians increased 
siynif lcantiy between July 1972 anti December 1975, tnc 
iden t if ieu neeo increased even more, as+ shown ~clow. 

.- 



Sites AgEoved but Never Stattea --_- ---we 
at December 31, 1975----- -- 

Sites ___-------------------- ---- 
Cumu- 

lative per- 
months centage or 
since sites vacant - -- PhEic lans 

--7’ ----I--.--- site over 12 Numoer Percen- 
approved Number Percent months authorizra --- -- --- - -- tage 

0 to 6 61 23 103 24 
7 to 12 35 13 13 

13 to 18 a9 34 34 1;: 36 
19 to 24 6 3 37 16 4 

25 to 30 27 31 to 36 19 11 44 32 56 44 1'; 
37 to 42 8 3 5Y 12 3 
43 to 48 4 3 62 14 3 - --- -- --- 

Total 261 a/100 424 lOti - -- -- 
--- --- w-v -_ .- 

a/Does not total due to rounding. 
Thirty other NHSC sites which were unstaffed at Wcernber 

31, 1975, had a physician assigned at one time or another, 
but NHSC couldn't recruit replacements. 

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

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

_FEW NHSC P!jYSICIANS HAVE ESTABLISHED 
PRIVATE PRACTICES IN SHORTAGE AREAS 

A major objective of the NHSC program is to develo? sites 
into viable health care delivery systems where personnel, 
particularly physicians, will elect to remain after completiny 
Federal service. Although physicians are normally assiyncd to 

.- ,_._ c , ,4.,.x .,. -." 
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d site for 2 years, NHSC officials attempt to persuade them 
to remain in the same areas and tstablish private practices 
after leaving NHSC. 

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

NHSC officials attribute recruiting policies followed 
before fiscal year 1974 as the primary reason few physicians 
converted to private practice in the shortage .area at the 
completion of their tours of duty. The majority of physicians 
;>ired in those early years had draft obliqations and most 
of them had not completed their residency training. An 
evaluation undertaken for NiISC found that only a small 
number of physicians completing their 2-year tours of duty 
in fiscal year 19'75 said thev intended to remain in the 
community as private practitioners. Specifically, of 90 
NHSC physicians contacted 

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

--19 planned to remain as NHSC physicians, 

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

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

0f the 66 physicians who were leaving, 63, or 95 percent, in- 
dicated they had been influenced to leave by d desire for more 
education and training (59 were returning to residency or 
advanced training). Other reasons given for leaving included 
professional and social isolation dnd personal, family, and 
financial needs. 

As a result of the low retention rates, beginning with 
the fiscal year 1974 recruiting effort, NHSC begar, concentrd- 
tiny on 

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

NHSC o:ficials hoped these policy changes would increase the 
number of physicians remaining in shortage areas. 

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

Medical education 

Completed internship 

Attended but did not complete 
graduate medical (residency) 
education 

Completed graduate medical 
education (internship and 
residency) 

Total 

Number Percent 

92 45 

32 16 

78 39 

202 100 

NEW LEGISLATION IMPOSES STRICTER _I_- 
REQUIREMENTS ON NHSC -- 

On October 12, 1976, the President signed into law t-1 
Health Professions Educational Assistance Act of 1976 (Public 
Law 94-484). HPEA, among other things, requires the 
Secretary cf HEW to establish new criteria for shortage area 
designations and the assignment of personnel. This legisld- 
tion: 

--Requires the Secretdry, HEW, to establish shortage 
area designation criteria no later. than May 1, 1977. 
In establishing such criteria, the Secretary must 
consider (1) the ratio of available health manpower 
to the number of individuals in an area or a population 
group or served by a medical facility or other public 
facili:y urler consideration for designation, 
(2) indicators of a need, notwithstanding the 
.%fFly Of health manpower, with special co;lsideration 
to such factors a6 infant mortality, access to ; 
health services, and health status, and (3) the ; 
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perc?ntG,je of physicians serving such entities 
w h o a c -’ cmpluved by hcsi’itals and who are graduates 
of foreign mlt?ci~c:~~l schools. 

--Iie.luires the Secretary <J publish no later than 
No\ cmkr 1977, 3 2escriptivc list at‘ shortd.~e areas 
and at least annudily review and revise, as necessaryI . 
suc!~ dcsiy:lations. 

--Requires the ScCretary to give priority to 
those areas with rnc qrcatest health manpower 
shortages when review lng and approving apyl ications 
for assign11-1~1 ,4tiSc‘ personnel. 

--Reqcircs t;:e St 2rL2tary before d.sslkJnincj NIISC i?crsonncl 
to an entity wr:i\,rl was previously assiyned personnel, 
to determine tizdt i 1) t:.cre 1s 2 cant inued need for 
health manpo\~er for tho area, (2) previously assigned 
NHSC personr.el were appropriately clnd cff iciently 
USfd, (3) there LS general community support for 
the assignment 01 NHSC personnel tc) the entity, 
(4 ) the area :las iUde cor:t inued et forts -0 secure 
healti: manpower, and (5 1 there has been sound fiscal 
manaqc~nkI:t, rncl?ldinq collection ot fee-for-service, ’ 
third-?arty. anL1 other as?L-opriate funds by the 
E?tlty with res:xct to previously .lssigned NtISC 
~3ersonnc L. 

--Xequirt:s the Secret.ary to submit, in his annuai 
report to the c3on3res.s on May 1 of each year, the num- 
bt?I~ of pelt -cnts seen ,3nJ tne number of patient visits 
recordI’d t L- ea;*n neaith mL3npower shortage area to 
which an fJhSC meznnber was assrgned the previous y?ar. 



If properly implemented, these new requirements should alleviate 
some of the problems identitied during our review. 

Changes made by HPEA to the Pub1 ic Health and -Nat ional 
Health Service Corps scholarship training proqram are 
discussed below. 

c 

NHSC SCHOLARSHIP PROGRAM 
SHOULD INCREASE ZPPLY OE' PHYSICIANS 
FOR SHORTAGE AREAS--BUT NOT UN'IIL 1973 - 

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

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

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

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

--Obligated service may be performed in NHSC or, at 
the discretion of the individual, in private practice 
in a short-tge area that has priority for assignment 

!y /! 
of NHSC members and has sufficient financial base H-7 -.H. 
to sustain such practice and provide the individual 
with income of not less than the income of members 
of the Corps. 

?- -4 

--Elhere the Secretary determines there is no need 
for a scholarship recipient ina health manpower 
shortage area, the individual’s obligated service 

l-/Interest is not charged, however, if the scholarship 
recipient fails to complete his/her academic training. 

33 

I 1 



may be performed as a full-time employee practicing 
his/her profession in any unit of HEW. 

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

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

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

Estimates of Physician Scholarship Reci ients - 
to be Available for Servlcc -- 

Number of physicians 
FY (XIs and DOS) - 

Transition quarter 46 
1977 190 
1978 448 
1979 876 
1980 1,092 

The amounts appropriated for the scholarship program and the 
number of: scholarship recipients and year ot graduation 
are snown on tne following page. 
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Scholarship Program 
EundTng Level and Graduates --- 

------------------FY---------------------- 

PransLtLonal 
e 

Appropriations 
(millions) 
(note b) 

quarter 
1974 1975 1976 (note a) 1977 ~ -- -- -- 

$3;0 $22.5 $22.5 $22.5 $40.0 

Total scholarship 
recipients (note cl 392 2,465 2,262 2,238 3,629 

Graduates who received 
scholarships (note cl 185 968 1,106 1,548 

a/According to HEW, appropriations received for the transi- 
tional quarter resulting from the change in the fiscal 
year were used to finance the scholarships for the 
1996-99 school year. Fiscal year 1977 appropriations 
were used to finance the scholarships for the 1999-98 
school year. 

b/Authorizations for fiscal years 1998 and 1979 are $95 mil- 
lion and $140 million, respectively. 

c/The vast majority of these are physicians. 

CONCLUSIONS 

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

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

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

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

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

RECOMMENDATIONS 

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

--Develop guidelines for assessing under what 
circumstances it would be appropriate to assign 
health care providers to entities requesting 
NHSC assistance and the number and type of 
provider(s) that would be most appropriate. 
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--Reconsider the policy Of assigning at least tW0 

physicians to each site and explore other alter- 
natives to overcome the problem of prtifessionsl 
isolation. 

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

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

--Develop multiyear projections on (1) the total 
number of physicians required for service in HEW- 
designated shortage areas, (21 the number of 
physicians with present scholarship commitments who 
are likely to become available for shortage area 
service, (3) the number of physicians with scholarship 
commitments likely to remain in the shortage areas, 
(4) the number yf physicians who will voluntarily 
choose to establish a practice in HEW-designated 
shortage areas, and (5) based on the above data, 
the tctal number of additional physicians needed 
taking into consideration, to the extent possible, 
use of physician extenders for providing health care 
in these areas. 

AGENCY COMMENTS AND OUR EVALUATION 

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

HEW concurred with the recommendation that it develop 
guidelines for assesssing under what circumstances it would be 
appropriate to assign health care providers to entities re- 
questing NHSC assistance and the number and type of provider(s) 



that would be most appropriate. HEW advised us that action 
to accomplish its purposes is being taken in accordance with 
requirements of HPEA. Specifically, HEW mentioned that (1) 
a major reevaluation of the criteria used for designation 
of shortage areas has been undertaken and a public notice 
of related regulations has been proposed and (2) new regula- 
tions relating to assignment of personnel also are being 
prepared. 

HEW added, it is important to note, as discussed on 
page 31, that Lti,EA requires that practitioner-to-population 
ratios, infant mortality, and other indicators of health sta- 
tus be specifically included as factors to be considered in 
establishing criteria for designation of shortage areas. The 
implication, according to HEW, is that the Congress wished 
"need" for health services to be the primary determinant for 
designation rather than unmet demand. HEW stated, however, 
that the criteria it has developed do reflect shortage 
levels rather than adequacy levels, based upon its realization 
that the use of "ideal" standards in determining staffing 
levels could easily result in underuse of Corps physicians. 

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

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

While the new designation criteria developed by HEW is 
a step in the right direction, it will not in itself solve 
the problem of underuse of Corps physicians. We learned, 
as discussed in this chapter and by HEW in its comments, 
that in many instances shortage area residents are apparently 
reluctant tc change their pattern of obtaining health care 
even though the provider they use may be in another service 
area located some distance from their homes. Therefore, 
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before assigning Corps physicians and other health care 
providers to areas requesting NHSC assistance, HEW will 
still need to determine how many of the shortage area resi- 
dents are likely to use the NHSC sponsored practice to :void 
underuse of Corps physicians and other health care providers. 

HCW did not agree with the recommendation that it recon- 
sider the policy of assigning at least two physicians to each 
Corps site and that it explore other alternatives to overcome 
the problem of professional isolation, because HEW said there 
is now no policy requiring assignment of at least two physi- 
cians to each site. HEWsstated. however, it does attemDt to 
avoid solo physician placements-and has attempted to supple- 
ment physicians with physician extenders (i.e., physician 
assistants or nurse practitioners) irl those sites where it 
was felt unlikely that patient loads would require the ser- 
vices of two physicians. HEW said that one of the reasons 
for "pairwise" staffing of Corps sites has been that such 
staffing might improve retention of personnel. 

HEW further stated that the primary emphasis of NHSC 
is on development of health care systems that incorporate the 
concept of a critical mass of providers for a given shortage 
area. HEW views assignment of physicians into such systems 
as a more significant means of overcoming professional 
isolation than other Corps strategies such as access to 
film libraries, linkages with teaching hospitals, and the 
use of tape cassettes, although the Corps also employs most of 
these other means of overcoming professional isolation. 

Although HEW said it now has no policy requiring assign- 
ment of at least two physicians to each site, we were told by 
Corps headquarters and regional office officials during our 
review that NHSC adopted a policy of assigning two physicians 
to most sites to the extent possible to avoid professional 
isolation and to provide for backup support. Moreover, an 
NHSC regional office official informed us that physician 
extenders are not normally assigned to Corps sites unless 
the community specifically requests their assignment and that 
a waiver from NHSC headquarters was required in order to 
assign only one physician to a site. Furthermore, in testi- 
mony concerning the NHSC program before a Subcommittee of: 
the Hc*lc,e Committee on Appropriations in Febru-ary 1978, the 
Administrator of the Health Services Administration stated 
that HEW startecj with solo practices but found this approach 
did not work nearly as well as having two or more physicians 
in a practic<> setting and that HEW is emphasizing this type 
of program tc, the exclusion of the solo practice in the 
future. 

/ 
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At the time of our review, over 60 percent (68) of the 
110 NHSC sites in operation for 1 year or longer were staffed 
by two or more physicians. Many Corps physicians practicing 
at these sites, however, were being underused. Therefore, our 
overall concern was that NHSC revise its staffing philosophy 
to provide for assigning two or more physicians at a site 
only when anticipated patient load at the NHSC sponsored 
practice indicates additional staffing is clearly warranted 
and that HEW explore other alternatives to overcome pro- 
fessional isolation and improve retention. 

In HEW's view, the productivity of Corps sites and their 
retention records should be evaluated together in judging 
overall effectiveness of the Corps program. On this basis3 
it appears to us that the Corps program has not been very 
effective overall since we determined during our review that 
(1) only relatively few NHSC physicians converted to private 
practice or planned to do so which is a major goal of the 
proqram and (2) NHSC physicians were not treating very many 
patients relative to private practitioners. 

Specifically, at the time of our review, only 42 of 
about 800 physicians recruited through July 1976 remained 
in shortage areas as private practitioners or were planning 
to do so. Moreover, the average NHSC physician who has been 
in practice for 1 year or more sees only 1.9 patients per 
hour, which is fewer than the average office based primary 
care physician in the Nation sees (2.95 per hour) and con- 
siderably fewer than the average GP or FP located in the 
nonm%tropolitan area sees (3.85 per hour). 

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

HEW said that its review of our analysis of the average 
number of patients seen by NHSC physicians shows that. those 
assigned to 47 percent (28 of 60) of the sites saw more than 
two patients per hour in the first 2 years of operation, while 
physicians assigned to 60 percent (30 of 50) of the sites 
attained this level in the second 2 years of operation (see 
p. 24). According to HEW, overall, this indicates a substan- 
tial increase in productivity as NHSC sites mature. Even 
if significant productivity increases occurred at NHSC sites 
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in their second 2 years cf operation, NKSC physicians 
assigned to 62 percent (31 of 50) of the sites in their 
second 2 years of operation were seeing on the average 
only 2.5 or fewer patients per hollr. -This represented 
fewer patients, and in some cases significantly fewer 
patients, per hour than the number seen by either the 
average office based primary care physician in the Nation 
or the average GP or FP located in a nonmetropolitan 
area. 

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

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

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

"There are other factors affecting NHSC physicians' 
workload. Because most NHSC sites are located in 
areas with a small population base, the actual num- 
ber of people requiring medical care would be lower 
than in more populous areas. The backlog of unmet 
medical needs of individuals in health manpower 
shortage areas may be.so great as to require more 
extensive physician-patient contact at the outset, 
with special attentioI1 on a continuing basis to 
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preventive services that can reduce need for 
hospitalization and other more costly care. 
Even under optimal circumstances initial 
visits by a patient require considerably more 
time to gather a history and to assess health 
level than do subsequent visits." 

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

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

This was a special HEW study completed at the end of 
March 1977 involving NHSC site msts and charges relative to 
site age, staffing, and prevailing area charges. I: consisted 
of a sample of 62 sites which were stratified into age groups 
based on the date they were first staffed. Several analyses 
were performed including calculations on (1) the mean number 
of total encounters per site and (2) the number of mea:: 
encounters per provider per site by site age for the third 
quarter of fiscal year 1976. 

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

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

We believe these two studies referred to by i1EVJ further 
illustrate the point that a need exists for HEW to adequately 
assess potential patient demand for health care before 
assigning NHSC health care providers. 

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

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

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

L/Family Health Care, Inc., study "Retention of National 
Health Service Corps Physicians in Health Manpower 

, Shortage Areas," February 1977. 
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size of a potential site's service population and consider 
accessibility to nearby resources. In the site approval 
process, comments of the planning ag?r.cles are required 
to be solicited and taken into account. 

We recognize that requiring communities +.o conduct stud- 
ies in an attempt t? estimate potential demand from an NHSC 
sponsored practice may place a burden on the local community 
and possibly require additional data L?Llect;on. We also 
recognize the rolg outlined for the hec:th pia?, ng agencies 
in both the designation and site approval proctl--. 

Nevertheless, we believe that in addition '7 <staining 
comments of the pianning agencies in the site a+rovdl J)TOC'L,-ss, 
it ir, both practical and necessary for t;ZW to rec:~:,r': 3~i;ic;- 
nated shortage area communities- to jl!stify the necrl ?:Y Xl!SC 
health practitioners by conducting studirs designed :a*) t,-,fi- 
mate expecttd potential demand for medical care -ram dry ::HSC 
sponsored practice. This is im;?ortant stnce many areas if; 
the Nation may F*ave insufficient people seeking care to 
justiry a full-time medical practice staffed hy a single 
physician ‘2nd it is likely some areas could not even sustain 
or justify a physician extender. We further believe that 
HEX should be In a position b; now to provide t.e nececs2ry 
technlcal assistance to the desir,nated shortage area communi- 
ties t? conduct such studies. in t?e absence a- such informa- 
tion, HEW will rem?in unable Lo assess whether t.,? desicJnated 
shortage area community can sustain or fully !:';e NHSC health 
3are providers or the number and type OF Frr,vl2er(s) that 
qould be most appropriate for eacn i;;;rticlllar si:qrtage area. 

In this regard, we noted th?t the Ejvrth Ctiro1ir.a Rural 
Health Center program corlducts market studies to determine 
the commun t cy' :: hec7ith care needs anu potential ciemanci for 
medical services. As discussed beginning on pai:9 b9, 
gotent:ai patient vislcs are estimated based on the service 
drea population and national statistics for the averar_le number 
0 f qrlmary care visits by residents of rural areas. i?eco~.j- 
,7;zlnq that not all the service area's population wi:l demand 
,‘ Are from tne pro,osed North Carolina Fura; Heaith Centor 
V>ro'Jram, the origIna patient visit estimate as adJusted for 
:;ucI; factors as (1) alternative sources of prlinary care, i2j 
:rLlff:c flow odtterns, (3) the age of nearoy physlclans, 2nd 
(G! tne'anount of Lime people must wait to see a physician. 

"!C ~7e ALSO re;ommendiny that ASW ,leriiy !n:5rmation to 
L'! dc'J>lCp+ t:; :ommu:Iities on the nilmber ~nci .jpe 3f ;>erson>, 

i K <i 1 J: to set. .I :dre f~-c;n :JH:;C ?i'lcds riiifore J::r;lgninq 
t;-:;'.TlCidn> c: bti.2-r i-lea !th ?ricr.ltioners. tlE:+ resi,onded 
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that NHSC always verified data on expected demand fclr services. 
Initial verification, according to %EW, is done by r-.!>e St;,ce 
Planning Agency or the Health Systems Agency at the ti.ne 
designation of the shortage area is made. Fcllowlng re&?ipt 
of an application for assignment of NHSC staEf, FiEW stated, 
its regional office staff visits the applicant community 
to verify information presented in the application. 

Nevertheless, during our review we noted that in autho:- 
izing and assigning physicians to practice in these communi- 
ties, NHSC relied eacensively on physician-to-populdtron 
ratios within the areas instead of determining the extent 
to which residents would be willing to obtain health c;1re 
from NHSC providers. Likewise, we noted that applicants 
seeking health manpower through NHSC are not required 
to develop or submit such information. Also, HFW o,fFicia;s 
in two regional offices informed us that they do not havt. 
the resources to conduct studies of health care needs and 
the expected patient demand at potential ?IHSC sites. 

Furthermore, in response to the preceding recommendation 
that communities requesting NHSC assistance be required to 
conduct sti.dies to determine the number and type of residents 
likely to seek care from Corps providers, HEW stated it was 
r,ot clear how to make s*uch determinations. HEW also ques- 
tjoned the practicality of such studies, stating C-hat it 
does not stem feasible co place such a burde? on local com- 
munities that may not have the necessary resources. This 
response by HEW furthe: indicates that detailed studies 
of health care needs and expected patient demand are not 
normally developed before assigning NRSC. health care providers 
and, therefore, could not be verified by Nt’%. 

HEW concurred with the recommendation that it develop 
multiyear projections cn (1) the total number of physicians 
requirec' for service in HEW-designated snortage areas., (2) 
the.number of physicians with present schoLarship commitments 
who are likely to become available for shortage area service, 
(3) the number of physicians with scholarship commitments 
likely to remain in the shortage area, (4) the number of 
physicians who will voluntarily choose to establish a practice 
in HEW designated areas, ar:c (5) based on the above data, 
the total number of addition31 physicians needed taking 
into consideration, to the extent possible, use of physician 
extenders fcr Troviding health care in these areas. HEW 
advised us it d'ready has comprled much of this information 
and that additio.xal studies are now being conducted. Fccor- 
ding to HEW, as increasing numbers of these scholarsnips go 
to students in their first or second year of training, the 
average number of years of obligated servrce per recipient 
will rise. 
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CHAPTER 4 

HEALTII PROOESsIOidS EDUCATION LOAN REPAYMENT PROGRAM -___--I 

HAS HAD LITTLE IWIkI’ IN r\TTRACTINC; - - 

Pk1YSICIANS TO SHORTAGE AREAS --- 

tine Feiicral prc>L:r am designed to help alleviate the 
cjeokIraphic maldistribution of physicians and other health 
; rofession,!is is the health professions education loan cancel- 
lat ion/repayment program, first authorizcJ in 1965. The 
leg islatlQ!l provided initiaily for canceling health profession 
loans and subsequently for repaying educational loans in 
return for an individual’s agreement to practice in a 
oesignated health manpower shortage areJ. 

The l)rograam is completely voluntary, and very few eliyr- 
bl<? medical and osteopathic school cjragjuates have participdted 
in the grtiqt-am since it began. Plnrcovcr , the .n.alarit.y of 
t!lose who hAve participated throuyh February 1976 would prob- 
A:,!:’ have dstabl ished practict?s in those shortacJc areas 
anyway. ‘Thus, it seems that many received windfall cancella- 
t ion or repayment of their educdt ion loans by the kederal 
Governmeiit. 

The !Icaltn Prot ?ssions EJuoation Assistance Amendments 
ci 1965 (i’unlic L‘S Y9-L90) initially authorizeil tile cznccl- 
l;it.lon of lodns for shortage dreit practice. T!>c .%nc_lndme!its 
provided t,i?t borr04crs wiio pr,ictiCec3 in ;\rfas ccl.tifietl 
L’?’ the S;tc?r.e hcaltt: authority JS hav~n~j a shorta\-!e of tilt? 
ix-rr-owers’ professional skill5 could have up to 53 percent 
clt’ their hesltil yrL>Ccssians loans canceled at a rate of 111 
;jt‘rct’nt for eact, ye.:r of przc:icc in sucl-1 an art’a. The Al 1 ied 
Hca! th Prois.-ssic)ns i’crsonnc: ?‘raininy Act of 1’161, (Puollc 

LAW 89-7 11 I 1 llberali:cJ this program di1d authorize4 the can- 
sl:ilation 0i loans -it a rate of 15 perCt\nt a year, up to 

d :naxrmum at-- lu3 perclent for service in poor rur.11 areas. 



Pesults of prior GAO review 

In a prior GAO review, &/ we evaluated the loan cancella- 
tion program and concluded that it had not been effective 
in attracting physicians and dentists to shortage areas. 
Of an estimated 30,000 medical and dental school graduates 
receiving nealth professions loans between 1965 and 1972, 
only 219 (86 physicians and 133 dentists) had obtained 
loan cancellation by practicing in a designated shortage 
area as of October 1973. Most of those receiving loan 
cancellations, apparently were not motivated to locate 
in shortage areas by the'loan cancellation provisions. 

During our past review, we sent questionnaires to 133 
physicians and dentists who had had loans canceled as of 
May 1973 and askec! whether they would ha*:e chosen the same 
locations for practice, even if loan cancellation provisions 
had not been available. A total of 137--82 percent of the 
167 who responded-- said they wollld have. 

2% s-+ 
. ..c 

Officials at several schools visited said the loan 
canck>llation provisions did not provide enough financial 
incentive to attract physicians and dentists to practice in 
shortage areas. Some believed that loan cancellation could 
be sn incentive if the debt of the students was consideraDly 
higher. An HEW Health Program Memorandum, printed In the 
Congressional Record July 24, 1973, pointed out that gradu- 
ating Physicians and dentists were about $7,i)OU in debt, on 
the average. According to the memorandum, if that level of 
debt were increased to around $20,000 to $30,000, the possi- 
bility of having it forgiven could be a genuine incentive 
to consider shortage area practice. 

MORE LIBERAL LOAN REPAYMENT 
PROGRAM AUTHORIZED IN 1971 -- 

More liberal financial incentives were authorized to y-L> s 
encourage health professionals to locate their practices in 
shortage areas under the 1971 Comprehensive Health >lanpower 
Training Act (Public Law 92-157). Under the act, the 
Secretary of HEW is authorized to repay 60 percent of all 
qualifying educatio,xal loans obtained by a student in exchantje 
for an agreement to practice for at least 2 years in a desig- 
nated shortage area. If the individual agrees to practice 

L/"Congressional Objectives of Federal Loans and SChOldrShips 

to Health Professions Students Not Being yet" (B-lOdO31(21, 
May 24, 1.174). 

. 
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in the area for a third year, the Secretary is authorized 
to repay an additional 25 percent for each educational 
loan. 

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

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

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

--Particular local health problems. 

--Other pertinent factors. 

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

HEW designated about 2,400 counties or portions of coun- 
ties as loan repayment shortage areas as of September 30, 
1977.. This includes about 78 percent of the 3,084 counti-es 
in the United States. Included were 1,106 areas which were 
also designated as critical health manpower shortage areas 
for purposes of NHSC under section 329(b) of the PHS Act as 
amended. According to HECK, 18,261 physicians were needed as 
of September 30, 1977, to bring these areas out of the short- 
age category. 

Impact of loan repayment program 

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

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

Physicians Participating in 

Liberalized Loan Repayment Program 

FY - 

1974 

Number of 
participants 

(note a) 

83 

1975 216 

1976 267 

Transitional quarter 65 

1977 

k/J978 1 

Total 

130 

762 -- 

a/Includes MDs and DOS. 

&/As of October 31, 1977. 

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

.  
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Extent to Which Loan Repayment was a Factor in 

Selection of Shortaqe Area Practice Location -- 

Number 
Number in in private 

NHSC or IHS practice Total -I- 

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

Number responding they 
would have chosen 
same locations if loan 
repayment had not been 
availat,le 187 64 251 

Number not responding 
to question 20 3 23 - 

Number of physicians 
respor,ding to GAO 
quest: .,lnaire 250 76 326 - 

- 

Percent 
of 

total 

16 

77 

7 

100 -_ 

In 1 1st ing the factors that had influenced their loca- 
t Len crIo Lees, tne respondents ranked loan repayment eighth 
Out of e igh: tactors. ‘Iney incricated that (1) the oppor- 
tunlty tar a wide rar,ge ot exper iences, (2) the preference 
For particular geographic locat ions, and (3) a desire to serve 
where most needed were the factors which had most influenced 
them in ch-os ing their practice locat Lens. The graph on 
page 51 shows the relative importance of each factor which 
influenced phys Lc ians’ choices of locat ion. The number of 
pnysiclans who ranked eacn factor f irst, second, or third in 
impo:tance wa.s conslderea in aeveloping the graph. 

Physicians are still unaware of loan 
repayment provisicns when they graduate 

In our May 24, 1974 report, we attributed the negligible 
impact of the loan cancellation program, in part, to the lack 
of graduates awareness about the program. We recommended that 
HEW establish procedures to insure tha! participating schools 
xake students fully aware of loan cancr.l?aticn provisions 
before they graduate. In responding to ;Ihis recommendat ion 
in April 1974, HEW stated, in part, that 
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physicians 

225 PP( 

5-t 

200 

175 

15C 

125 

1oc 

7: 

5( 

2! 

( -L 

PHYSICIANS RANKING OF FACTORS WHICH INFLUENCED 
THEM I-Q PRACTICE iN SHORTAGE AREAS 

ITUNITY FOR EXPERIENCE 

EC 
99 

3APHIC PREFERENCE 

ES 
68 

- 

E TO SERVE WHERE MOST NEEDED 

F/ 
i 

i 

4CILITY AVAIL> 31LITY 
‘3 1 (a) FINANCIALLY ATTRACTIVE OTHER 

(b)FAMILY/FRIEND INFLUENCE 65 
(c)COLLEAGUE ASSOCIATION 
(d) LOAN REPAYMENT n 

FACTORS 

51 
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"Each school will be required to conduct an exit 
interview * * * with each student participating 
* A x and document in the student's folder that 
the student is aware of the loan repayment provision 
as well as loan cancellation-provisions." 

To determine the extent to which this problem had been 
corrected, we asked 393 physicians participating in the loan 
repayment program when they had become aware of the repayment 
provisions. Two hundred and twenty of the 326 who responded 
to this question stated they had learned of the repayment pro- 

'visions after they had graduated from medical school. Equally 
significant is the fact that 94 physicians, or 29 percent 
of those taking advantage of the loan repayment program, 
learned of the program after they were already in practice, 
as shown below. 

When Physicians Responding to GAO Questionnaire 

Learned of Loan Repayment Program 

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

While in medical school 66 30 

During exit 
interviews with their 
financial aid advisors 5 

While they were 
interns or residents 105 21 

After they were 
in practice 69 25 

No response 5 - 

Total 250 76 - 
- 

a/Does not total due to rounding. 
. . 

Total (note a) 

96 29 

5 

126 

94 

5 

326 -- 
-- 

2 

39 

29 

2 

100 -- 

Based on the above, HEW's efforts to make medical stu- 
dents aware of this program have apparently not been very 
effective. 
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Wnat level of indebtedness is necessary 
for loan repayment to constitute 
anincentive for shortage area practice? 

At the time of our review, HEW officials still believed 
that an average outstanding debt for graduating physicians 
would have to be increased to about $20,000 to $30,000 for 
loan repayment to be a genuine incentive to consider shortage 
area practice. They point out that the increased cost of 
attending medical school has resulted in increased student 
indebtedness, which has cent-ibuted to greater physician 
participation. 

Although the ave..-age outstanding loan indebtedness of 
physicia.,s participating in the loan repayment programs has 
increased over the last several years, it has not increased to 
the level considered by HEW to constitute a genuine incentive 
for shortage area practice. The average amount of outstanding 
loan indebtedness of the 393 physicians participating in the 
loan repayment program through February 1976 amounted to 
$5,600. Only 2 of these 393 physicians had debts over $20,000. 
In responding to our questLonnaire, one of these two physi- 
cians stated that loan repayment had greatly influenced 
his practice location choice but also said ne had learned 
of the program after he was already in practice. Therefore, 
it is doubtful that loan repayment influenced his choice. 
The other physician responded that loan repayment was 
a weak factor in his practice location choice. 

In December 1977, HEW estimated the average amount of 
loan indebtedness to be $8,100 for physicians who had partic- 
ipated in the program from March 1976 through October 1977 
and that about eight physicians had debts over $20,000. 

Why physicians leave shortage areas 

The reasons physicians give for leaving rural areas 
relate primarily to lifestyle preferences and professional 
considerations. (The number of survey respondents in low- 
income, inner-city areas was not large enough to rank their 
responses.) To show the relative importance of each of 
the reasons for leaving, we compared the number of physicians 
who ranked each factor first, second, or third in importance. 
As shown on page 54, limited cultural and social activities 
and the lack of continuing professional education were 
the most frequent reasons given by survey respondents. 

The reasons given for leaving shortage area practice 
seems to reflect a general feeling of isolation, both profes- 
sional and cultural, that often accompanies practice in 
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rural areas. These responses point out problems not addressed 
by the loan repayment program, which provides only an eco- 
nomic incentive for practice in a short-age area. 

IMPACT OF 1976 ACT ON LOAN REPAYMENT PROGRAM 

The Health Professions Educational Assistance Act of 1976 
made several major revisions to the loan repayment proqram. 
Under HPEA, loan repayment was limited only to loans under the 
"Health Professions Student Loan Program." Loans to medical 
and osteopathic students were restricted only to students 
in exceptional financial need. Amendments made to HPEA 
by Public Law 95-83, enacted August 1, 1977, revised the 
provision that loan repayment be limited only to loans under 
the "Health Professions Student Loan Program" to .>llow such 
repayment of "other educational loans" that were received 
under a written loan agreement entered into before October 12, 
1976. The amendments als( provided a maximum on t:-e amount 
repayable of $10,000 per year or $50,000 in all. 

Fedeally Insured 
Health Professions Loan Program 

HPEA also authorized a new program of federally insured 
loans beginning in fiscal year 1978, which may be repaid in 
return for service in a shortage area. Under this program, 
medical and osteopathic students and other health profes- 
sionals may borrow up to $10,000 a year to a maximum 
of $50,000. Loans may be used for tuition and other 
reasonable educational expenses. No more than 50 percent 
of the students in each medical, osteopathic and dental 
school. are eligible to receive federally insured loans. 
Interest is payable by the student throughout the life 
of the loan at a rate not to exceed 10 percent. l/ The loan 
principal is repayable over a lo- to 15-year per-iod startinq 
9 to 12 months after completion of training except that 
payments of principal would not be required during periods 
of up to 3 years of internship or residency training 
or service in the Armed Forces, Peace Corps, NHSC, or Vista 
Volunteer program. To help finance a student insurance loan 
fund to cover those costs, students would be charged, in ad- 
dition to interest charges, a premium not to exceed 2 percent 
of the unpaid principal of their loans. 

L/The Health Professions Education Amendments of 1977, enacted 
December 19, 1977 (Public Law 95-2151, revised the interest 
rate payable by the student not to exceed 12 percent. 
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At the Secretary of HEW’s discretion, borrowers may enter 
into an agreement with HEW for repayment of these federally 
insured loans, plus interest, of not more than $10,000 a year 
for each year of service in an HEW-designated health manpower 
shortage area. The minimum service is 2 years. 

There is no way to estimate at this time the number of 
students who will borrow funds under either the Health 
Professions Student Loan Program or the Federally Insured 
Student Loan Program. Moreover, there is no way to estimate 
how many physicians, if any, the Secretary will permit to 
practice in shortage areas in exchange for repayment of their 
federally insured student loans. 

CONCLUSIONS 

While more physicians have participated in the loan 
repayment program since it was liberalized in 1971, few 
indicated that the program had influenced their choices 
of practice locations. Moreover, most indicated they would 
have chosen the same shortage area practice locations had 
the program not been available. Consequently, the more liberal 
loan repayment program does not seem to have been a signifi- 
cant factor in encouraging physicians to voluntarily serve 
in health manpower shortage areas-- either in private practice 
or in NHSC or IHS. Moreover, many physicians participating 
in the loan repayment program did not learn of the program 
until after they had already located their practice in shortage 
areas. Thus it seems that these physicians received a windfall 
through cancellation or repayment of their education loans 
by the Federal Government. 

HEW believes that the average outstanding debt for 
graduating physicians would have to be increased to between 
$20,000 and $30,000 for loan repayment to be a genuine 
incentive for shortage area practice. Yet, only an estimated 
10 of the 762 physicians participating in the loan repayment 
program from inception through October 31, 1977, had debts 
in this range. With costs of medical education continually 
increasing, students' outstanding indebtedness will also 
likely increase. The extent to which this will influence 
physicians to take advantage of this program and locate in 
health manpower shortage areas is unknown. 

In our view, it is doubtful that a separate loan 
repayment program is still needed to attract physicians to 
shortage areas in view of the (1) expanded NHSC scholarship 
program and number of physicians expe-!ted to be available for 
shclrtage area service discussed in the previous chapter and 
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(2) discretion available to the Secretary of HEW under iiPEA 
to repay the newly authorized federally insured health pro- 
fessions student loans. 

RECOMMENDATION TO THE CONGRESS - 

We recommend that the Congress reconsider whether the 
loan repayment program for physicians should be continued, 
since 

--it has not induced substantial numbers of physicians 
to enter shortage areas and 

--it seems that many physicians participating in 
the program received windfall repayment of their 
education loans by the Federal Government since 
they would have established their practice in 
those shortage areas anyway. 

. 
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CtiAPTER 5 -___ 

AREA HEALTH EDUCATION CENTERS: LONG-TERM POTENTIAL 

FOR IMPROVING GEOGRAPHIC MANPOldER DISTRIBUTION -- 

The AHEC Program provides selected university health 
science centers financial assistance to change their educa- 
tional programs to more effectively meet locally defined 
health manpower needs, including increasing the availability 
of health care providers. The program began in late 1972 
when HEIR signed contracts with 11 medical schools for 
developing AHECs in various parts of the country, 

The long-term nature cf the program, lack of clearly 
defined national strategies, different developmental stages, 
varying organizational structures, and diversity of program 
strategies among the 11 AHECs, make identifying and assessing 
the proyram's impact difficult. Nevertheless, we believe the 
program conceptually has considerable long-term potential 
to improve health manpower distribution. AHECs remote from 
the medical school, which train medical residents and other 
health care providers, and provide contact with an academic 
health center as well as continuing education to practicing 
physicians, appear to overcome some of the important profes- 
sional objections to shortage area practice discussed in 
chapter 2. 

The term "area heaith education center" was used by the 
Carnegie Commission on Higher Education in its 1970 report, 
"Higher Education and the Nation's Health: Policies for 
Medical and Dental Education." The commission reported that 
the United States faced a serious health manpower shortage 
that was compounded by the maldistribution of existing mtin- 
power. Areas c:ted as experiencing the greatest problems 
were rural and inner-city communities. The commission viewed 
health science centers as instruments for overcoming the 
problem, provided they shifted some emphasis away from srien- 
tific excellence and toward meeting local health manpower 
requirements. The report called for reform and innovation 
within the medical education pro-ess to more effectively 
address health manpower, and therefore, health care delivery 
problems in the surrounding areas. 

The commission recommended the creation of 126 AHE<‘; at 
strategic locations across the country, to allow medical 
education institutions to assist surrounding communities. 
The commission stated that: 



"Each of these I.YHECs! would be at a locai nospital. 
The centers' educqt iJnal programs would be administered 
by university health science centers. Tney would t:arn 
medical residents and M.D. and C.D.S. c(:ndiJates on a 
rotational basis; they would carry on continuing 
education for local doctors, dentiLts, and local health 
care personnel; they woul? advise with local health 
authorities and hospitals: tl-,ey would assist commi,nit! 
colleges and comprehensiv? colleges i? training allied 
health personnel: and, in oti-er ways, they would nclp 
improve health care in their areas." 

AUTHORIZING LEGISLATION 
AND PROGRAM DEVELOP!4EYT 

In late 1971 the Cc.1grr:ss passed th,> Comprehensive Healt:h 
Manpower Training Act of 1971 (i?u;lic Law 92-i57;, which, 
established the Health Manpower Education Incentive A'qhrdt 
Program. The brozd purpose of inis ailthority is to impro*Je 
the distribution, supply, quality, use, and efficiency of 
ilealth personnel and subsequently enhance the health services 
delivery system. The AHEC program has been funded under tk,is 
broad authority. 

The resporlsibi lity fr-- develop,ng the AHEC program was 
assigned to what is now ttla? Bureau of Heai.-h Manpower, 
Health Resources Administration, of HEW. The Bureau received 
proposals from over 90 medical schools and selected 11 for 
initial AHEC pro]ects. Federal funds totaling S66 million 
were committed for an initial 5 years (fisca; years 1973-;7f 
to the 11 projects, as shown in the table on page 60. 

In awarding the project cortracts, tl;e Bureau recognized 
that, bec,use of local conditions, each project would differ 
from the others in the extent and kind of needs, available 
resources, and the way they relate to cne another. Thus, 
since the beginning, the Bureau's approach has been 'o concen- 
trate on sr-parate AHEC projects-- each with its own strategy-- 
wit?:in broad national program objectives, which include: 

--Increlsiny health manpower in shortage areas 
through a system of decentralized medical education 
and training at remote s:tes. 

--Funding health manpower Lraining programs needed 
by communities deficier,t in health manpower, 
including continuing education and clinical 
training for nurses and allied and other health 
professionals. 
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AHEC'S IYPACT ON IMPROVING THE GEOGRAPHIC 
DISTRIf3UTION OF PRIMARY HEALTH CARE PROVIDERS -~- 

The AHEC program is not designed to directly place physi- 
cians in health manpower Shortage at-eas. However, through 
a sys:c!? of decentralized medical education and traini: at 
remote sites as well as continuing education, the program 
offers a mechanism for overcoming some of the professional 
objections to shortage area practice. As such, the program 
represents a long-range effort to indirect&y improve the 
distributioii of health manpower. 

Since the program is less than 6 years old, it is too 
early to determine whether the objective of improving health 
manpower distribution will be fully realized. There are signs, 
hcrwever, that at least some AHEC projects are addressing a 
number of factors which have traditionally discourageci physi- 
cians from (1) choosing careers in primary care and (2) 
establishing practices in mAnpower shortage dress. 

For example, the North Carolina AHEC program has cstab- 
lished professional and educational linkages between the 
university health science centers and the health delidcr1 
systems of communities across the State. T,:ese lin',ages have 
been establisned through various activities, including (1) 
traininy health profession students in colnmunity/rcgi~nal 
hospit.3ls and in physicians' and agencies' oilices, (2) 
increasing the number of primary care residencies in most 
regions of the State, (3) conducting regular continuing eiluca- 
tion courses for most health disciplines in areas remote 
from the university and large hospitals, and (5) improving 
referral procedures among primary care prot:idcrs in smaller 
communities and specialists at regional hospitals or at the 
university. Because of AHEC, rural communities across harth 
Carolin, are becoming less professionally isolated and at 
least theoretically more attractive to primary care p?\*sicians. 

The other three AHECs reviewed have mdde less progress 
toward establishing community-university linkages advocated 
by the Carnegie Commission. For csamyle, during its f;rst. fc:~ 
years, tllc South Carolina AHEC emphasized developinq relation- 
ships between the Medica University of South Carolina and 
three of the four regional hospitals, primarily through stu- 
dent rotations in Undergrddudte medical education and increas- 
ed numbers of primary care residency positicrs. As a ret ilt, 
few AHEC activities were directed toward medically under- 
served areas remote from the four AIIEC hospitals. 
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The project director acknowledged that the South Carolina 
AHEC initially directed its major effort toward the expansion 
and decentralization of the medical education program at the 
Medical University of South Carolina. However, the director 
pointed out that, unlike its neighbors, South Carolina 
lacked a strong State-funded program for underyraduate and 
graduate medical education, and when the AHEC program started, 
South Carolina was facing a critical shortage of physicians. 
Therefore, AHEC began its activiti s in South Carolina by 
immediately responding to the Stat :'s most critical need: 
the improved supply and distribut,.-n of primary care physi- 
cians. 

According to the director, with progress in graduate and 
underyraduate medical education, it became apparent that there 
were ddditiondl needs in South Carolina, many of them also of 
a critical nature in the other health professions and in the 
more remote areas of the State. Therefore, we were advised 
that, in its fifth year, the South Carolina AHLC bejan estab- 
lishing statewide linkages to promote the flow of education 
and other resources from the health science centers to 
communities throughout the State. 

The goal of the 1;ew Mexico AHEC is to improve health 
services on the Navajo Reservation. Departing somewhat from 

he Carnegie model, the New Mexico AHEC's principal linkage 
'retween the University of New Mexico (UNMj and regionai/ 
:Jmmunity hospitals and health care providers has been throclgh 
-he Navajo Health Authority. The Navajo Health Authority has, 
in turn, established formal and informal linkages with I!IS 

$3 educational instit:ltions within the target area for 
:' llementation of health manpoxcr training programs. The 
p~~jcct director acknowledged that the role or ttle Ilealth 
3. rvices Center at UNM has, perhaps, been more one of facil- 
itation than seen at other AHECs, where development of the 
University programs into the tarqet area has been desirable. 

Compared to some other AHECs, a greater amount of time 
has been required to establish inany of the New Mexico AtIEC 
PrOi? rams. According to the project director, whereas the 
structure and some operations cf the 1:ort.h Carolina :‘,HiX were 
in place and onyoing before Federal funding, nothing had 
been established for the New Plexico AtiEC. In fact, the Navajo 
Ilealth hutk,ority came into existence only months before the 
New Xcxlco AHEC contract with IjEW. The AiiEC director stated 
that approximatciy 3 years were required for the N3vd]o Health 
Authority to ;icyuire the administrative capability for oper- 
ating tht-2 numbers and types of educational pro'drii,ns sponsored 
by t?IEC. 
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According to the AHEC director, given the Indian 
aspirations for self determination, the specific relationship 
between UNM and the Navajo Health Authority was pr;,>ably the 
only feasible model whereby AHEC could help meet the health 
needs in the target area. The director statec; thut the 
New Mexico model required a greater degree of autonvmy than 
other AHECs, and rapid expansion of the University onto the 
Navajo Reservation was not desirable and would have been 
rejected by the Na.:ajo people. 

The following case studies of the North Carolina and 
'.: . :.,nesota programs are presented to illustrate the similal 
ties and differences between AHEC projects in terms of 
prr;gram objectives, strategies, activities, and potential 
for improving manpower distribution. 

NORTH CAROLINA AYEC -- 

This program is a statewide effort to decentralize mcdi- 
cal, dental, pharmacy, and public health education, and 
to regionalizc nursing and allied health education. Essent- 
ially, AHEC links the University of North Carolina (UNC) 
health science centers at Chapel Hill to regional community 
hospitals, which in turn form a regional network wit!1 
other educational and health service institutions in 
several adjacent counties, 

An increase in the numbers and better distribution of 
health manpower in rural and underserved portions of the 
cities is the major purpose of this program. The program 
emphasizes primary care providers, cspccislly family 
practitioners. Program goals include: 

--Improving the professional environment in each of 
North Carolina's 100 counties in order tc improve 
the distribution of its health manpower. 

--Exposing health students and residents to opportunities 
for community practice. 

--Broadening the clinical experience of universit; 
students in medicine, dentistry, pltarmacy, public 
health, and nursing thrcugh training in com!nunity 
hospitals, health agencies, and physicians' ofrices 

. in an attempt to increase the number of person; 
choosing primary ctire. ._ 

--Improving regional trainiiig tor nurses ant1 allied 
health professions. 
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At the time of our review, nine centers were in varying 
stages of development at regional hospitals across North 
Carolina. There were about 40 full-time medical school 
faculty and 23 faculty members in other health disciplines 
living and w0rkir.g in the 9 centers. In addition, at least 
500 private physicians devoted a minimum of 50 hours of volun- 
tary time annually to the centers. The centers (regional 
hospitals) and the service areas are shown in appendix XI. 

Several program accomplishments which have at least 
partially removed professional isolation deterrents from 
North Carolina rural communities and have theoretically made 
these areas more attractive to primary care providers are 
discussed below. 

Medical student rotations --- 

All UNC third- and fourth-year medical students must 
complete a total of 3 months' training in family medicine, 
internal medicine, and pediatrics at AHEC hospitals and/or 
physician practices within the AHEC target areas. During 
academic year 1975-76, about 21 percent of all clinical 
training for third- and fourth-year medical students was 
conducted at AHECs. This compcires to around 4 per:ent off- 
campus clinical training in 1971-72. During 1975-76, about 
55 UNC medical students were at AHECs at any given time 
and this is expected to increase to 106 in 1974-80. 

Increased numbers of -T-- primary care residencies - -I_ 

In 1374, the North Carolina i;r?p\>ral Assembly committed 
AHEC to deveiop 300 new primary care residencies--150 to 
l&30 in family practice--by 1980. At the time of our review, 
abcut 180 of these positions had been established and program 
administrators were optimistic of meeting the 198C goal. 
Because of AHEC, family practice residencies are now or 
will be avai1libl.e in every region of North Carolina. 

. 
Continuked .cation ;)rogran,s -- --~ 

AHEC-s+n::: reil contir,uing education programs are now 
available to he,>lth care providers in all 100 North Carolina 
counties. DL,ring the 6 manths ended December 31, 1975, nearly 
14,c)OO health y:ofessionals attended OVCL- 800 medical and 
nursing contlnl .ng education proqrams. 

In addition to formal continuing education proyrams, the 
rotation of mccjlcal and other hcaith discipline students 
through communi'y hospitals serves as a vital component of 
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AHEC's continuing education efforts. In many cases, local 
practitioners have the opportunity to help AHEC faculty 
provide instruction to rotating students. Under family 
practice rotations, local family physicians usually 
spend about 4 weeks with medical students. 

Family nurse practitioner training 

AHEC has regionalized the family nurse practitioner (FrJP) 
training program previously conducted only at the UNC campus 
at Chapel Hill, Before AHEC's involvement, FNP candidates had 
to relocate to Chapel Hill for 6 months' training before 
returning to their hometowns for 6 months' clinical experience 
with the monitoring physician. Training programs at the 
Eastern and Mountain AHECs now enable 30 nurses per year to 
train as FNPs wit,lout moving from their hometowns or traveling 
excessive distances. 

Since 1970, 118 persons have completed FNP training at 
UIGC Chapel Hill or at 1 of the 2 AHEC hospitals (28 FNPs have 
graduated from the 2 AHEC programs). As of April 1976, 115 
of these graduates were practicing in 41 North Caroiina coun- 
ties, 24 of which have at least 4,000 persons for every 
primary care physician under age 60. The FNPs are located 
throughout the jtate, and some are at sites that do not 
have full-time physicians. 

Medical consultation clinics 

In an effort to overcome some of the professionai isola- 
tion associated with a rural medical practice, AHEC sponsors 
a program of medical consultation clinics. Using a fleet of 
UNC-owned airplanes, specialists from the UNC Medical School 
sometimes accompanied by AHEC faculty, residents, and/or medi- 
cal students, regularly visit primary care physicians in 
small communities to discuss more complicated patient care 
problems. Consultation clinics are held regularly in aboui 
15 communities and include consultations in radiotherapy, 
orthopedics, dermatology, pediatrics, cardiology, and psychia- 
try. About 600 health professionals attended nearly 200 con- 
sultation clinics between July and December 1975. 

Meeting the educational 
needs of other programs -- 

North Carolina's AHEC program is helping the North 
Carolina Office of Rural Health Services (ORHS) and NHSC 
recruit and retain primary care providers for underserved 
areas. 
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ORHS operates a program to recruit physicians for 
North Carolina, especially for communities with between 
10,000 and 30,000 persons. As a part of its recruiting 
effort, ORHS arranges for physicians interested in practic- 
ing in North Carolina to meet with AHEC officials and 
arranyes for continuing education for the physicians 
before deciding whether to locate in the State. 

AHEC officials believe the program has helped increase . 
the number of out-of-State physicians establishing practices 
in North Carolina. During 1975, 90 out-of-State physicians 
located in North Carolina, compared to a high of around 30 
physicians during any singie previous year. 

An example of what can result when meaningful relation- 
ships are (2 tablished between a community, a regional 
hospital (&EC), and a university science center follows. 

AHEC's impact on llnion Collnty, 
North Carclina -- - 

Union County, a rural area of about 53,000 people in the 
Charlotte AHEC region, has been designated by HEW as a 
physician-shortage area. The initial relationship between 
Union County and the Char lctte AHEC developed when the 130-bed 
Union County Hospital requested AHEC assistance in developing 
a volunteer hospital staff. AHEC officials responded and a 
volunteer program was soon operational. 

This effort established a working relationship between 
the County and AHEC. Subsequent benefits for Union County 
include: 

--Regular continuing education programs in most 
health disciplines. 

--Full-time emergency care services. 

--Local routine coronary care services and 
improved referral procedures between Union 
County Hospital and Charlotte Memorial 
Hospital (AHEC). 

--Improved relationships between Union County 
Hospital and :.11e public health department 
including weekly clinics in prenatal care, 
family planning, cancer diagnosis and tre‘lt- 
ment, and venereal disease detection and 
treatment. 

66 

_ .‘- 



Y  

--Recruitment of two pediatricians, one of which 
completed residency at Charlotte Memorial 
Hospital. 

--Recruitment of a pathologist (also from the 
Charlotte residency program) and establishment 
of direct laboratory link with the Charlotte 
Hospital. 

MINNESOTA AHEC 

This program serves'as the link between the Health 
Sciences Center at the University of Minnesota and the 
Central Minnesota Area Health Education Consortium (the 
Consortium), which consists of hospitals, colleges, 
vocational-technical institutes, school districts, and 
private medical and dental practices. Initially, the 
Minnesota AHEC concentrated on a ll-county target area 
in central Minnesota. However, because of the need for 
additional clinical sites for medical education and a 
desire by the university to increas- project scope, the 
target area was expanded during fiscal year 1975 to include 
the entire State. 

Specific programs designed to meet the AHEC program's 
objectives and their accomplishments are discussed below. 

Undergraduate medical education 

Undergraduate medical education programs include (1) 
student experiences at the university hospital and at county 
and community hospitals and neighborhood clinics jn the 
Minneapolis-St. Paul metropolitan area and (2) short-term 
preceptorships with rural physicians throughout the State. 
In addition, according to the director, the Minnesota AHEC 
is providing financial suppcrt, $70,090 per year at the time 
of our visit, to the Minnesota Rural Physician Associate 
Program for 9- to 12-month preceptorships in rural areas. 
(The Rural Physician Associate Program is discussed in more 
detail in chapter 7.) 

Under the short-term preceptorship program, medical 
students enrolled in primary care and psychiatry curricula 
are allowed to spend 6 to 12 weeks with internists, pedia- 
tricians, obstetricians/gynecologists, or psychiatrists 
practicing in Minnesota. At the time of our review, only 
14 students had participated in the program. 

The Minnesota AHEC has not made extensive use=: of af- 
filiations with regional or community hospitals outside 
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the Minneapolis-St. Paul area. According to the AHEC 
director, the medical school faculty is not interested 
in community hospital relocations in rural areas since 
opportunities for hospital-based experiences are adequate 
in the Minneapolis-St. Paul area. The faculty is supportive, 
however, of ambulatory clinical placements both within 
rural and underserved areas, for those students and residents 
who have acquired sufficient academic and clinical backgrounds 
so as not to require close supervision. 

The director does not anticipate that outlying community 
hospital rotations will ever become an important component of 
the AHEC medical education program. 

According to the AHEC director, in-house evaluations 
have shown that AHEC-supported medical experienc-s have 
resulted in positive changes in student attitudes toward 
rural practice. All six medical students that had completed 
AHEC preceptorship at the time of our visit, however, 
said that while they thought preceptorships were good 
educational experiences, none considered the experiences 
to have significantly affected their specialties or geographic 
location choices. 

Graduate medical education 

The AHEC graduate medical education program, which 
started in July 1974, consists of residency rotations 
in internal medicine, family practice, psychiatry, and 
pediatrics. The residencies are located at health care 
facilities in St. Cloud, medically underserved sections 
of the Minneapolis-St. Paul area, and in Duluth and sur- 
rounding communities. Through December 1976, 28 residents 
had participated in the program. 

Nurse practitioner traininq 

Through the School of Public Health, the Minnesota AHEC 
is now training more nurse practitioners at three locations. 
The program for local registered nurses (RNs) lasts 21 weeks 
and includes 110 lecture hours and approximately 300 hours of 
clinical experience supervised by university medical and 
nursing faculty and private physicians located near the 
training sites. 

As of January 1976, 29 nurses had completed the training 
program. We were told that the majority of graduates are 
employed by nursing homes, although some are employed in 
private practice, clinics, and IHS. 
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Medical teaching consultations - 

Since its beginning, the Minnesota AHEC has provided 
specialty teaching consultaticns to primary care physicians 
in rural areas of the State. The purpose of the program 
is to improve the professional quality of life for primary 
care physicians who do not have regular access to medical 
consultants. Specialists from the University make regular 
visits to rural areas where, along with the primary care 
physicians, they see patients either in hospitals or 
in outpatient settings. The specialists also conduct 
seminars, teaching conferences, and operative clinics 
for surgical subspecialties. During the fourth and fifth 
years of the AHEC program, teaching consultations were 
conducted monthly throughout the entire State. According to 
the AHEC director, some 280 physicians and otner health 
personnel have participated in the program. 

PROVISIONS OF HEALTH PROFESSIONS EDUCATIONAL 
ASSISTANCE ACT RELATING TO AHEC PROGRAM 

HPEA provides HEW new authority to enter into contracts 
with schools of medicine and osteopathy to plan, develop, and 
implement AHEC projects. HPEA provides that each participat. 
ing school: 

--Provide for the active participation of individuals 
in the specialties of internal medicine, pediatrics, 
obstetrics/gynecology, surgery, psychiatry, and‘ 
family medicine. 

--Provide that no less than 10 percent of all under- 
graduate medical or osteopathic clinical education 
of the school be conducted in an AHEC and at loca- 
tions under AHEC sponsorship. 

--Be responsible for, or conduct, a program for 
training physician assistants or nurse practi- 
tioners, which gives special consideration to 
enrolling individuals from, or intending to prac- 
tice in, the area served by AHEC. 

--Provide for the active participation of at least 
two schools or programs of other health professions, 
including dentistry if there is one affiliated . with the university, in the educational program 
conducted in tne area served by AHEC. 

Moreover, each AHEC shall specifically designate a geo- 
graphic area or medically underserved population it will 
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serve, which is in a location remote from the main site 
of the teaching facilities of the participating school(s). 
Further, each AHEC shall, among other things: 

--Assess the health manpower needs of the area served 
by the center and help plan and develop training 
programs to meet such nee-;ls. 

--Provide for, or conduct, a medical residency train- 
ing program in family medicine or general internal 
mediciue in which no fewer than six individuals 
are enrolled in first year positions. 

--Provide opportunities for continuing medical 
education to all physicians and other health 
professionals practicing in the area served by 
AHEC, including NHSC members. 

--Encourage the use of nurse practitioners and physi- 
cian assistants within the area served by AHEC. 

--Have an advisory board, of which at least 75 
percent of the members shall be individuals, 
including both providers and consumers, from 
the area served by AHEC. 

By September 30, 19'79, the Secretary, HEW, is required 
to report to the Congress on the effects of projects 
funded under HPEA on the distribution of health manpower, 
and on access to and quality of health care in areas 
in which projects are located. 

CONCLUSIONS 

While'the AHEC program has had little measurable impact 
on increasing the number of primary care providers in medical- 
ly underserved areas thus far, conceptually the program 
appears to offer considerable potential for long-term 
improvements in health manpower distribution. 

The greatest potential appears to be realized when AHEC 
projects are designed as components of larger systematic 
efforts at improving health manpcwer distribution. For 
example, the North Carolina AHEC is only one part of the 
State's comprehensive-systematic approach to making primary 
care services available to all its citizens. Other system 
components irclurle a nationwide program to recruit physicians 
for the State and statewide program of rural health centers 
staffed predominantly with physician extenders. 

. 
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HEW had no comments on the material included in this 
chapter on the AHEC program. 

. 

. 
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CHAPTER 6 

REMOTE SITE TRAINJNG PROGRAMS-. :MPACT ON PHYSICIAN - 

GEOGRAPHIC DISTRIBUTION NOT FULLY KNOWN‘ 

HEW administers two prcgrams--preceptorship training 
and family medicine training-- designed to attract more 
physicians into the primary care specialties and/or influence 

.physicians to set up practices in rural or underserved areas. 

Both programs at the time of our review were too new 
to permit a conclusive evaluation of their impact on 
increasing the supply of physicians in shortage areas. 
However, preliminary indications are that 

. 

--the experience provided by the preceptorship 
program may have little direct impact on the 
location choices of participants, 

--the family medicine residency program offers 
potential for indirectly increasing the supply 
of physicians in under served areas, because 
family practitioners are more likely than ocher 
specialists to locate in rural areas or small 
towns, and 

--two remote site training programs show signs of 
influencing the decisions of some participants 
to locate their practice in rural areas. 

PRECEPTORSHIP TRAINING 

The preceptoral method of teaching medicine was borrowed 
from apprenticeship systems in England and was, for many 
years, the principal method of training physicians in this 
country. In the early 19OOs, however, most training was 
shifted from the preceptor to the medical school. In 
recent years, the preceptoral method has again surfaced, 
not only as a training method, but also as a means for 
influencing the specialty and location choices of physicians. 
This method allows medical students firsthand experience 
in the day-to-day functions of practicing physicians, 
thus’ providing a practical educational exper ience, and 
hopefully, encouraging students to seek a similar specialty 
or loca t ion. 
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Federal program 

The preceptorship training program was originally 
funded under section 772(a) of the Public Law 92-1.57 and, 
according to HEW, is now funded under: the family medicine 
training authority of section 786 of the PHS Act, as amended 
by HPEA. This program enables medical stude:::..: to receive 
part of their undergraduate education under a physician rdho 
is practicing primary care medicine, particularly in rural 
or other areas having a sk.ortage of physi-ians. Awards are 
currently limited to departments or administrative units that 
are respcnsible for family medicine education. Grants and 

contracts are available to medical and osteopathic schools 
to establish new or expand existing preceptorship program;. 
Funds may be used to pay for personnel, equipment, supplies, 
travel, and student stipends. According to HEW officials, 
the choice of students that participate in the program is 
generally left to the school. 

Selected projects reflect major 
operatgiial differences - 

The five preceptorship projects reviewed varied 
considerably as to (1) objective, (2) length and timing 
of the preceptorship experience, (3) program size, and (4) 
the extent Lo which preceptorship experience is mandatory 
or voluntary. The table on the followins page summarizes 
the above data on the preceptorship projects. 

. 
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Program impact on location ---__------- 
decisions-- too early tc tell - ------ 

Since the preceptorship program began in fiscal year 
1972 through fiscal year 1976, HEW has awarded grants and 
contracts amounting to $21.R million. In fiscal year 1976, 
69 medical and osteopathic schools received $5.1 million 
in preceptorship funds. HEW reported that 5,427 medical 
students had participated in the proqram in fiscal year 1975. 
Through ;lanuary 1976, only 49 participants had completed 
their education and were-in practice. Of the 48 participants 
for which practice locations could be identified, 7 (IS per- 
cent) had located in critic31 medical manpower shortaqe areas 
as designated by HEW. 

Q 
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Participants tend to enter primary care --- 

There are some indications that proqrar., participants 
tend to enter primary care specialties. For example, at 
the University of Michigan, 67 percent of the participants 
entered primary care specralties, compared to 47 percent 
of the nonparticipating students. The rate entering primary 
care at Wake Forest University was 63 percent 6254 of 372) 
and at the University of Virginia, 100 percent (28 0; 28). 
However, the extent to which this interest in primary care 
careers resulted from the project participation or from other 
influences has not been determined. 

Some project officials believe that the preceptorship 
program should be considered primarily as a mechanism for 
influencing physician spe-laity choices and secondarily as 
a tool for improving physician distribution. 

result Program s were not routinelynitored --- ----- 

HEW did not routinely monitor the results of the pre- 
ceptorship program at the time of our review to identify the 
number of students (1) participating, (2) selecting primary 
care specialties, or (3) establishing prr.ctices in rural 
or other physician-shortage areas. Much of the program data 
was obtained for us by HEW headquarters through a special 
request to the regional offices. In turn, the regional of- 
fices obtained much of the data directly from participating 
schools. 

According tu the program director, trying to evaluate 
program results prior to our review would have been oremature 
because of the delay between the preceptorship experience 2nd 
the specialty or location decisions. Therefore, hCk haQ not 
assessed the program’s impact on these choices. HEW let A 

75 ” : 



contract, however t in June 1976 for a comprehensive study of 
the preceptorship program. We were advised that one study 
objective would be to correlate the timing and lenqth of the 
preceptors1,i.p cxper rence with the physician’s specialty and 
location choices. An executive summary of tile study was 
completed on March 31, 1978, and an HEW official advised us 
that the final report would be completed in October 1978. 

In April 197(;, the Rand Corporation completed a study 
of one program segment-- the program’s impact on physician 
location choices. It concluded that participatic , ir rural 
preceptqrships has a negligible influence on whethe: partici- 
pants practice in rural areas. Program influence is apparenkly 
diminished by the relatively long delay bet*rreen the preceptor- 
ship experiences an3 the practice location decis;ons--as mcch 
as 6 to ‘I years. 

In commcntSng on the draft report, HEW stated that the 
Rand study was based on gross data relating the geographic 
location of 1965 medical graduates with whether 0’. not the 
graduates had undertaken a preceptorship in medical school. 
HE”J said the Rti;ld data did not differentiate between what 
some believe to be major variables asscrciated with preceptor- 
ships, such as ti?e y>ar in which they were taken, duration, 
and whether they wert quired or elective. 

HEW advised us it is now attempting to fill in some of 
these information gaps and although there is no clear evi- 
dence to show a causal relationship between preceptorships 
and geographic distribution, the daid does show thdt former 
preceptorship students ar? more likely to enter rural 
practice than other physiciaas. 

FAMILY MEDICINE TRAINING GRANTS -_--__- 

Section 767 of the PHS Act, as amended by Public Law 
92-157, authorizes the award of grants to nonprofit hospi- 
tals for developing, expanding, improving, or participating 
in approved residency training programs in family medicine. 
The purpose of the grants is to create more family medicine 
residency positions, thus effectivelv increasing the supply 
of FPs. Funds may be used for personnel: supnlies, equip- 
ment: travel: and I under certain conditions, student sti- 
pends. To qualify for a grant, applicant hospitals must be 
accredited by the Joint Commission on Accreditation of 
Hospitals or the American Osteopathic Association (AOA). 
Accordi,lg to HEW, 

“Residency programs in the field of family medicine 
approved by the Board of Trustees of the American 
Osteopathic Association or Liaison Committee 
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on Graduate Medical Education based upon the 
reco*nmendation of the Residency Review Committee 
for Family Practice, and new residency proyrams 
in family medicine for which Grovisiondl approval 
has been obtained, are eligible for support under 
this grant program." 

Proqram activity 

Since the family medicine residency program beyan i:: 
fiscal year 1972 through fiscal year 1977, III% obliqatcci 
over $92.2 million to support graduate family practiL? 
training. HEW is prOVidinJ StippOrt t0 210 family practice 
tr;ininy programs in fiscal year 1578. HEW estimates thtit 
during fiscal year 1978 these programs will include 72 per- 
cent of ctll family practice residents in trainincj. 

Geographic distribution-- 
not a program objective 
_but a potential result 

HEW does not have data on the location of physicians 
that participated in the family practice re.,idency prcgram. 
Therefore, a full evaluation of the progran's impact on 
yeogr-aphic distribution is not possible. I.1dicat;on.s 
are, however, the program could be an important tooi for 
increasing the supply of physicians in the ,. .ditiondlly 
underserved rural areas and small towns, In the pzst few 
years, the number of family practice residency positions 
has increased dramatically. For example, between academic 
years 1973-74 and 1975-76, the number of filled first-year 
residency positions in family practice nearly doubled from 
about 800 to over 1,6U!J. 

Data obtained from the American Academv of Family Physi- 
cians indicates that a large portion of family practice 
graduates are locating in smaller cornmtinities. As can be 
seen in the following table, about 57 percent of the 1975 
graduates located in communities of 30,000 or fr?wer persons. 
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Location of 1975 Family Practice Grad?lates 
by Community Size Based 

Ilpon Data Provided-e 
American Academy of Family Physicians 

Coinmun ity 
size 

Less than 5,000 
5,000 to 15,OGC 

15,000 to 30,OU;) 
30,OQU to 100,000 

100,UOO and above 

Number I~ 

73 
106 

61 
59 

133 

Percent 

17.3 
25.1 
14.5 
I.4 .rl 
29.1 

Cumulative 
percent 

17.3 
42.4 
56.9 
70.9 

100 .u 

Preliminary data on 1976 graduates indicates the tendency of 
PPs to locate in smal.ier communities is continuing. For 
example, 55 percent of the 1976 graduates located in towns 
of under 30,000. 

The Academy cites the above data to support its pXition 
that increasing the supply of FPs will help achieve a more 
adequate physician distribution pattern. In response co our 
request for comments on the physician geographic distribution 
issue, the Academy executive director stated: 

II* * A . it has been documented by surveys of recent 
family practice residency graduaLas--as well as past 
and present tabulations of physicians by community 
size--that traditionally family physicians and 
general practitioners provide a nigh percentaye of 
the medical care in nonmetropolitan or medically 
underserved areas." 

Available data on three family medicine residency pro- 
grams reviewed seem to stipport the Academy's position. The 
Eedlcal College of Virgirlia has graduated 36 family practice 
residents since the program began in 197U. One-half (18) 
of the graduates were located in communities of fewer than 
lU,iIOO persons; 31 percent (11) were in towns of fewer tt?an 
5,000 persons. The University of Utah has graduated 17 
residents. Almost one-half (8) are ill towns categorized 
by program officials as "rural" (i.e., having fewer than 
20,UUO persons). 

It should be noted that sufficient data was not avail- 
able to HE>1 during our review to determine the extent to 
which 1975 and 1976 family practice grad*Jates were locating 
their practices in HEW-designated health manpower shortaye 
areas. However, reports of practice locations chosen by 
the 28 Pledical Ur,iversrty of South Carolina grddUateS 
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show that 14 were located in HEW-designated health manpower 
shortage areas. Six of the remaining 14 were in military 
service. 

In commenting on the draft report, the Academy‘s 
executive director stated that the Academy will coi.tinue to 
add to data collection which, hopefully, will make it pos- 
sible to determine exactly where family residency Program 
graduates choose to locate their practices. 

The Health Professions Educational Assistance Act of 
1976 provides similar Federal support for developing 
general internal medicine or general pediatric residency 
training prcgrams beginning in fiscal year 1977. 

EXAMPLES OF REMOTE SITE TRAINING PROGRAMS 

Although there are many remote site training proyrams 
around the country, we selected the Washington, Alaska,, 
Montana, and Iaaho (WAMI) decentralized medical education 
program and tte Minnesota Rural Physician Associate program 
(MRPAP) to de'lermine the extent to which remote site 
programs can successfully affect physician location pattc-ns. 

WAMI 

In 1969, the University of Washington School of Medicine 
CCJWSM) staff developed a plan for a decentralized medical 
eullcation program which would use facilities dnd faculties of 
other universities to teach basic sciences to frrst-year 
meclical students a,ld ,hare'3y allow more students from the 
WAMC states to enter medical schools. LJWSM is the only 
medical school in the four WAMI States. 

In 1971, the Commonwealth Fund of New York awarded UWSM 
a Si mlll!ion 3-year grant to test the regional medical 
educ tion concept in the WAMI States. HEW awarded the 
University of Washington a $1.5 million contract for the 
WAMI program for the period June 1, 1972, to June 30, 1973. 
Subsequent modifications increased the contract amount to 
$6.1 million. HEW funding of WAECI ended June 30, 1976, 
and the program has been authorized continuation funds 
from the participating States. 

Program objectives and goals 

The WAMI program was initiated in 1971 to address 
these goals: 

1. Increase the number of students admitted from 
the WAMI States. 

.~ 1, I _  ,...., ^. *..” ..-. I. ‘ .  
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2. Increase the nu.nber of primary care 
physicians being trained. 

3. Bring the resources of the medical center to 
communities in the WAMI territory. 

4. Accomplish the above goals without capital 
construction programs. 

5. Place physicians in areas of need--redress the 
geographic maldistribution that exists in me 
WAMI States. 

The WAMI program consists of two phases--a u;liversity 
phase and a community phase. 

During the university phase, WAMI ,edical students 
from the participating States receive treir first-year 
instruction in basic sciences at the participating university 
in their State (University of Alaska, Washington State 
University, Montana State University, and University of 
Idaho). Taeir courses are essentially the same as those 
taught to first-year medical students at UWSN in Seattle. 
Students then complete their training at UWSH. Since 
WAMI oeyan in 1971, 196 students have participated or are 
participating in the university phase at the 4 schools. 

The CP .klri,llnity phase consists of Community Clinical Units 
(CCUS) onerally located in cutlying rural dreas of the 
participating States. Medical students and residents obtain 
clinical training an3 experience during 6-week clerkships 
at CCUs. CCUs were established to encourage more students 
and resident physicians to practice in rural areas after 
completion of their inedical education and training. Each 
CCU is basically a teaching site where a group of physicians 
teach advanced medical students and medical resi3ents. As 
of December 31, 1975, 13 CCUs were participating in the WAN1 
program, as follows: 

. . 



Type of 
practice 

Family 
medicine 

Internal 
medicine 

Pediatrics 

Obstetrics/ 
gynecology 

Great Falls, Montana 
Pocatello, Idaho 
Spokane, Washington 

Eloise, Idaho 14,990 20 

Psychiatry Anchorage, Alaska 48,029 9 

Population 
Location (1970 census) ---- 

Anaccrtes, Washington 7,701 
Grandview, Washington 3,605 
Kalispell, Montana 10,526 
Kodiak, Alaska (note a) 3,798 
Omak, Washington 4,154 
Oak Harbor, Washington 9,167 

Billirgs, Montana 61,581 20 
Missoula, r?ontana 29,497 17 
Wenatchee, Washinyton 16,912 13 

60,091 5 
40,036 5 

17P,SlS 10 

Number of 
participating 

physicians 

6 
7 
6 
4 
6 

10 

a/Not in operation as of jecember 31, 1975. 

As of September 30, 1975, 308 student clerkships and 60 
resident rotations had been completed in 14 CCUs throughout 
the 4-State area. Fifty-eight percent of these were in. 
family medicine. 

A program summary prepared for accreditation of the WAMI 
program by AMA indicated that some impact was being made on 
the geographic distribution of physicians. Of 35 residents 
who participated in the WAMI program CCL& and were no lonyer 
in residency, program data showed that 16 were in rural 
practices, as shown on the following page. 
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E'dmilv 
Department 

Internal Pedi- Psvchi- -- 
Type of prantice me licine medicine atrics atry -- - -- Total Percent- -- 

Rural 

Semirural 

Urban 

Military 
commitment 

Student/con- 
tinuing education 

Ot'ler 

Total 

a/Does not total due 

12 2 l 

6 

2 1 

3 

1 

1 - 2 

18 5 zzz = 
to roundlny. 

2 

1 - 

11 Z 

1 16 46 

6 17 

3 9 

3 9 

3 9 

4 11 - - 

1 35 a/100 = -. - -- 

However, we did not determine the extent to which these 
physicians actually located their practices in HEW-designated 
health manpower shortage areas. 

Features of the WAMI program which may encourage partic- 
ipants to practice in underserved areas after completion of 
residency training are: 

--Recruitment and selection of medical students from 
areas having a physician shortage or maldistribution 
problem. 

--Establishment of training sites in small communities 
to expose medical students and residents to small- 
community practice. 

Program officials said that it is too early to evaluate 
the impact of selecting students from the WAMI States be- 
cause none of the WAMI students who entered the university 
phase have completed residency training. However, a program 
evaluation showed increasing percentages of students 
interested in practicing in small towns or medium-sized 
communities. Many of these were interested in group 
practices and primary care. Preliminary data indicates 
that the community phase of the program may be an effecti, 
means of encouraging students who have completed residency 
to practice in nonurban areas. _ _ ." I ,I.1 ~ C." ..-., c. 

82 

i 



I 
I 

- . -  -  

uc-Y.w- -  
_.- . -  ~--- 

. 

An October 1975 WAMI program sumli.ary report stated that 
(1) four of the fi<.'e program goals were being achieved and 
(2) some impact was being made on the fifth goal--improving 
geographic distribution-- in that a large percentage of 
residents who participated in the WAXI community phase 
and completed residency have set up practices in rural 
locat.'.ons. Moreover, the WAMI program has trained an in- 
creased number of primary care physicians, as evidenced 
by the number of students selecting family medicine. About 
54 percent of the WAMI students chose family medicine, 
compared to 38 per-ent of the UWSM non-WAMI students. 

Mirlnesota Rural Physician 
Associate Program 

MRPAP was initiated in 1971 by the University of 
Minnesota Medical School to: 

--Help relieve the shortage of physicians in the 
small towns in Minnesota. 

--Provide an opportunity for medical students to 
observe and participate in providing continuous 
comprehensive patient care in a community setting. 

The program allows third-year medical students to spend 
9 to 12 months with a practicing physician in a rural area of 
Minnesota, This consists of two phases--a g-month education 
phase and a 3- to 6-month service phase. Students receive a 
$5,000 stipend from the medical school during the initial 6 
months. The preceptor-physician pays the student ;'2,500 for 
the remaining 3 months or $5,000 for 6 months. 

Program funlls totaling $1.9 million for academic years 
1971-72 through ,975-76 have been provided by the State and 
HEW through the Special Prcjects Grants and Contracts 
authority, as follows: 

MRPAP Funding--1972-76 
._ 

Academic Federal State 
year funds funds Total 

. 

1971-72 $ - $ 205,185 $ 205,185 
1972-73 83,455 235,000 318,455 
1973-74 85,280 334,650 419,030 
1974-75 81,630 337,566 425,196 
1975-76 

Total 
167,074 371;400 

$423 439 $1,483,801 
53<,;474 

-I- $1,907,240 

Percent 22 78 lOL-- 
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Program operations and activities 

Until academic year 1975-76, stu.cntL were accepted in 
the program on a f Irst-come-f lr‘;t-served basis. lioweve r , 
because of increasing student interest, a scrc?ning progr3m 
has been initiated. “recl2 t.c YS are selected for their 
interest in medical educati.j-, 2nd ability to relate to 
and teach students. Slncc *: e pro,;ram’s objective is 
to increase tl,e supply of 7 s-icians in small towns, ,nOst 
preceptors nre locdtr-a ii-, ,c of ftzwer than 5,uOO, none 
are in towns of more tl,dn ? ,.‘s)U. Only preceptors in 
primary Care of patic-nts el‘:e .:sed. Fc>r exarxple, 32 of the 
1973-76 preceptors were _ 4rnJ L/ physicLans while the remaining 
U were internists. As shown in tne rap on paye t5, tile 
1375-76 preccptor.:hlps wer _ well dis :ributed around the 
state. 

During the i,:-fyceptorship period, students are expected 
to increase their klowledyc of and skills in providing 
onqo:nq p;?t l+!nt care in a rural practice setting. By 
using the :r>un iuncheon presentations of the Rural Physician 
Assocrate r rogram specialty fciculty advisors, the University 
I.ledic:il School m~lres continuing medlcal education available 
to preCC?ptor::, students, and medical helping professionals 
in the rural arcas. 

During the first 6 years of program operation, 202 
students had participated 11~ tne preceptorship proyram, 
as st1own below: 

Program Participants - 

N~~iii’L~r of students 
Academic vear a- - part icQt3 

1971-72 L2 
197 L-7 3 37 
1373-74 16 
191-l-Tj 37 
1975-76 40 
lY76-77 40 

Total 232 

MRPAP 1s apJ>arently &meeting its objective of increasing 
physician supply In smdll rural towns. Of the 48 program 
part:sipants ttlat had estaul Ished ?ractrces as of July, 1977, 
37 wre in rural areas and 32 of these were in Ninnesutsl. 
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Program officials could not conclusively say that the geo- 
graphic location of the participants is the sole retult of 
the preceptor;hrp experience. They believe that the results 
indicate the experience was a major influencing factor p hole- 
ever. The officials believe that the relatively long precep- 
torship experience of the Minnesota program is more likely 
to affect eventual specialty and location decisions than 
shorter programs. In an attempt to determine the proqrant’s 
impact, program officials are conducting studies to compare 
the backgrounds, educational achievements, and career patterns 
of rdrticipants with those of students in the reqular medical 
school curriculum. The studies were not completed at the 
time of our fieldwork. 

CONCLUSIONS --- 

The effecLiveness of the preceptorship training program 
in increasing the supply of physicians in shortage areas 
is not known at this time. Since the proqram began in 1972, 
very few participants had completed their medical education 
and established practices. Althouqh HEW had contracted for 
a comprehensive assessment of the preceptorship program, at 
the time of our review the most appropriate length and timing 
for the preceptorship experience had not been determined. 
Consequently, the length and timinq varied considerably among 
the HEW-funded preceptor projects we reviewed. 

Data provided by the American Academy of Family Physi- 
rians shows that a large portion of recent family practice 
graduates are locating ,their practices in smaller com- 
munities. According to this organization, increasing the 
supply of FPs will help achieve a more adequate physician 
distribution pattern since traditionally general and family 
practitioners provide a high percentage of the medical care 
in nonmetropolitan or medically underserved areas. 

While the trend of physicians to locate in urban areas 
is continuinq, the new FPs are tending to locate their prac- 
tices more uniformly in relation to the overall population 
and more frequently in rural areas than other tyoes of spe- 
cialists. The extent to which recent Fr-‘s are locating in 
HEW-designated shortage areas, however, is unknown. If a 
significant percent of these graduates did locate in such 
medically underserved areas, then it would be worthwhile 
for the Federal Government ta significantly increase its 
financial support for family prcictice training proTrams. 
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Both WAMI and MRPAP proyrams have shown preliminary 
Indications of influencing the decisions of some participants 
to locate their practice in rural areas. 

RECOMMENDATIONS 

We recommend that the Secretary of HEW: 

--Use the results of the preceptorship study to 
determine when in the medical education process 
preceptorship training should be given and how 
long the experience should last to have the 
greatest impact on influencing the specialty 
and practice location choice of physicians, 

--Analyze the extent to which recent FPs and other 
specialists are locating in HEW-designated shortage 
areas, and based upon this analysis, submit 
recommendations to the Congress for financially 
supporting those types of graduate medical training 
programs which constitute the greatest resource 
for providing health care to medically underserved 
areas. 

AGENCY COMMENTS AND OUR EVALUATION 

In responding to the recommendation to use the results 
of its study to determine the most appropriate length and 
timing for the preceptorship experience, HEW stated it fully 
concurs that more detailed information on medical pre- 
ceptorships is needed, and as this information becomes avail- 
able, it will promulgate and make use of it. 

HEW cbmment?d that the value of preCt?ptOrShipS ia not 
necessarily limited to their effect on locational or even 
specialty choices. HEW said that preceptorships are primarily 
intended to give students an educational experience in primary 
care in rural areas, averaging a few weeks in duration. The 
benefits of short educational exposures are difficult to 
measure separately, according to HEW, because the program 
represents only a very small segmer.t of undergraduate medical 
education. HEW pointed out that such benefits would accrue 
to all participants and not merely those who enter primary 
care specialties or rural practice. 

HEW also pointed out that there is no mandatory link of 
any kind between the preceptorship program and the desig- 
nation by HEW of critical health manpower shortage areas, 
which represent only a portion of rural areas. Thus, HEW 
said that even if promotion of entrl, into rural practice 
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were a primary goal of these programs rather than a possible 
result, it would not be appropriate to use the percent 
entering designated shortage areas as a criterion for 
measuring success. 

We recognize that the value of the preceptorship expe- 
rience is not necessarily limited to the effect on locational 
or specialty choices, and that the program is primarily 
intended to give students an educational experience in 
primary care in rural areas. We also recognize that the 
benefits of short educational experiences are difficult 

. to measure separately because the program represents only 
a very small segment of undergraduate medical education. 

However, we disagree with HEW's position that it is not 
appropriate to use the percent of preceptorship program par- 
ticipants entering shortage a- zza practice as a criterion 
for measuring program success. While it may not be the 
sole indicator of program success, we believe that it is 
a valid indi-ation of the program's impact on increasing 
the availability of physicians in shortage areas, and thus 
is a valid measure of one facet of the progr;lm. Therefore, 
as indicated by our recor,,,nendation, we believe HEW should 
use the results of its preceptorship study to lc‘entjfy 
the most appropriate length and timing of the preceptorship 
experience in order for it to have the greatest impact on 
influencing the specialty and practice location choices 
of physicians. 

HEW concurred with the recommendation that it analyze 
the extent to which FPs and other specialists are locating in 
HEW-designated shortage areas, and based upon this analysis, 
submitted recommendations to the Congress for financially 
supporting those types of graduate medical training programs 
which constitute the greatest resource for providing health 
care to medically underserved areas. HEW stated that family 
practice is central to the strategy for providing quality 
health care to all Americans, with particular emphasis on 
primary care and geographic distribution. 

HEW stated it will (1) continue to place high priority 
on the support of family practice programs and (2) analyze 
the locational decisions of these and other specialists. 
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CHS?TER 7 

ALTERNATIVES TO INCREASING 'WE NLJXI3ER OF 

PRIMAR';_CARE PHYSICIANS IN RURAL AREAS -- 

Many States and private organizations have attempted to 
increase access to primary care m~~dical services in the rural 
areas through programs largely usir.g nonphysician providers, 
including nurses and physician extenders. These providers 
generally serve as the point of entry into the medical care 
delivery system, and when necessary, refer patients for more 
specialized care. There is no doubt that in some areas 
these "alternative type" programs have increased the n)Jmber 
of primary care providers and improved access to the medical 
delivery system for substantial numbers of people. 

. 

. 

The following case studies are presented to demonstrate 
the different methods employed by various types of alterna- 
tive programs and to address their potential applicability 
to other geographic areas experiencing problems with access 
to primary health care delivery. 

NORTH CAHOLIXA RURAL HEALTH CEIJTERS 

The North Carolina hural Health Centers program, admin- 
istered by the Office of Rural Health Services (ORHS), was 
zreated in 1973 to provide assistance to medically undc:r- 
served rural communities desiring access to the medical. 
care system through a local primary care program. The 
rural health centers established under the proyram are 
organized to provide the majority of local primary health 
care needs through extensive use of PEs, primarily nurse 
practitioners, supervised by physicians in nearby com- 
munities. When not at the center, the supervising 
physician provides direction and control through standing 
orders, medical chart reviews, and direct telephone contact. 
Patients requiring physician services or hospitalization 
are immediately referred by PE. Thus, the rural health 
center becomes the point of entry into the medical delivery 
system and also provides for referrals from primary to more 
specialized care. 

As-of October 1976, nine centers were operating in small 
communities across North Carolina with more scheduled to open 
later. Medical services were provided by 13 PEs. 

Selecting a location 

Upon receiving a request from a community for a rural 
health center, ORHS performs a market survey to determine 
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the community's health care needs, potential demand for 
medical servi.ces, and ability to financially support a 
center. Generally, service areas are limited to a 5- to 
7-mile radius and a minimum of 5,000 to 6,000 people. 
Potential patient visits are estimated based on the service 
area population and national statistics for the average 
number of primary care visits by residents of rural areas. 
Recognizing that not all the service area population will 
demand care from the proposed health center, the original 
patient visit estimate is adjusted for factors such as (1) 
alternate sources of primary care, (2) traffic flow patterns, 
(3) the age of nearby physicians, and (4) the amount of time 
people must wait to see a physician. Finally, using esti- 
mates of expected patient service demand, anticipated 
charges for services, and the patients' ability to pay 
for care, ORHS determines whether the proposed center 
cotild be financially self-sufficient after an initial 
3 years. 

Once a proposed site has been determined to be capable 
of suppcrting c' rural health center, ORHS helps the com- 
munity 

--organize a nonprofit local corporation to 
assume the leadership role in center development, 

--recruit PE candidates and backup physicians, 

--provide financial support for startup costs and 
for operation during the initial 3 years, and 

-tdevelop a detailed management plan for center 
operations. 

Construction costs 

To insure local support, ORHS requires at least 500 
local families to make a financial contribution toward 
startup costs. Each dollar raised by the community is 
matched by $5.00 from the State government. When a com- 
munity has raised about $12,000, ORHS authorizes construc- 
tion. To retain community interest dnd support, ORHS 
attempts to construct and staff each rural health center 
within 13 months after the community's initial inquiry. 

costs Operating 

To the extent necessary, ORHS subsidizes operating 
costs for each rural health center during the 3-year startup, 
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After 3 years, centers are expected to be financially self- 
supporting. The average annual operating cost for a typical 
center ranges from $60,000 to $80,000. The first $15,(;00 
collected by the center goes into a saving: account belonging 
to the local nonprofit corporation. This money is a con- 
tingenry fund available for use when ORHS subsidies expire. 

Selecting and training the nurse practitioner 

To enhance community acceptance and ir:-r-ease the likeli- 
hood of providers remaining at the center, the extent. 
possible, nurse practi, ioners are selected ;rGrn the local 
community. If a qualified local. nurse cannot be found, otle 
from the same county or a nearby county is selected. Candi- 
dates must be registered nurses with at least 2 years' 
experience, After being selected, candidates were required 
to complete a l-year nurse practitioner training program 
sponsored by the University of North Carolina at the time 
of our review. We were subsequently advised that this is 
no longer the case. Instead, nurses trained in other 
programs submit transcripts and descriptive material 
regarding their training curricula and are certified, 
where their credentials and sponsorship are cfJnsidered 
adequate. 

Backup physician services 

Before a center ope:-.s, a physician must agree to accept 
responsibility for all services provided. Since physicians 
usually are not located within the centers' service areas, 
communities with assistance fro:1 ORHS must solicit physician 
sapport from neighboring communities. 

Backup physicians normally spend about one-half day a 
week at the centers, primarily reviewing medical records and 
treating more complicated cases referred from PEs. When 
not at the centers, the physicisrs control the treatment of 
patients through formalized standing orders and direct 
telephone communication. Standing medical orders have been 
developed by the UNC School of Medicine, and with limitations, 
may be modified by each backup physician to better suit 
his/her personal preferences. The orders list most common 
diseases and illnesses; identify likely symptoms; and 
describe treatments, tests, and medications that the 
physician exterder may administer. 

About 80 percent of all patients are diagnosed and 
treated by PEs without direct physician assistance, according 
to the ORHS director. In more serious cases, backup physicians 
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arranye to see patients immediately or refer them to a 
specialist or hospital. 

PEs are allowed to prescribe drugs within the scope of 
standinq orders. If a rural health center is in an area 
where securinq medications is a problem, the nurse may 
apply f2-r authority to dispense drugs under the supervision 
of a licensed pnarmazist. Some centers have commercial 
pharmacies in the building. 

Patient visit goals and results 

In conjur:ction with the goal of having rural health 
cel,ters fina;xLally independent after 3 years ;f operation, 
ORHS has established broad patient encounter criteria. 
Essentially, the criteria state that after 3 years, centers 
staffed with 1 PE should be seeing an average of 25 patients 
per day; and centers with 2 PEs ideally should average 40 
patients a day. 

During the 12 months ended June 30, 1976, ORHS centers 
reported almost 35,000 b;itient visits. Visits ranged from 
6,265 to 1,042, as shown below. 

. Total patient Average daily 
visits 12 months patient visits Months 

Center ended 6/30/75_ per PE operating 

Atkinson 2,268 
Harrells 2,674 
Newton Grove 5,418 
Whitakers 5,763 
Bladenboro 4,605 
Westfield 6,265 
East Bend 5,115 
Clingman 1,744 
Saluda 1,042 

Totai 34,894 

15.3 
15.2 
21.9 
11.5 
20.3 
25.2 
18.9 
14.7 

8 .o 

7 
9 

20 
16 
21 
23 
29 r 

; 

Problems encountered ----- 

According to ORHS oFficials , .the major problem affecting 
rural health center operations is the inability to collect 
froa Medicare for FE services. To qualify for reimbursement, 
Medicare regulations generally provide that a physician must 
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be present when the patient is diagnosed and treated. l/ As 
previously discussed, physicians only periodically visit the 
rural health centers, primarily to review medical records 
and to treat more complicated cases. 

Through June 30, 1976, more than $42,000 in unreimbursed 
services had been provided Medicare eligible patients. ORHS 
officials be1 ieve that without this addit io,lal revenue, most 
rural health centers will not be financially self-sufficient 
within the planned 3 years. 

To a lesser extent, ORHS has experienced problens in 
using Federal funds to help in constructing rural health 
facilities. ORHS officials refused Federal funds for one 
center because contractor and wage requirements would have 
increased construction costs by about $40,000. In a second 
case r legislation had to be passed to allow CRHS to purchase 
a building from a profitmaking organization. Meanwhile, a 
temporary facility had to be rented for 8 months. 

Future plans 

ORHS plans to have 17 fully operational rural health 
centers by the end of fiscal year 1977. Little expansion 
beyond that is expected because of 

--anticipated increases in the supply of primary 
care physicians and 

--expected improvements in distribution of primary 
care physicians, at least in fringe areas 
surrounding manpcwer shortage areas. 

ORHS officials stated that, should some centers not be 
self-supporting after 3 years, alternative plans would be 
developed. Under no circumstances would OKHS officials favor 
abruptly terminating needed primary care services for North 
Carolina’s rural population. 

&/On December 13, 1977, the President signed into law Public 
Law 95-210, the “Rural Health Clinic Services Act,” authoriz- 
ing reimbursement under Medicare (part B) and Medicaid 
for services provided by PEs in certain rural health 
clinics, as discussed on p. 106. 
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Applying the concept elsewhere 

ORHS officials believed the rural health center concept, 
as employed by North Carolina, offers considerable potential 
for increasing access to primary health services in physician- 
shortage areas in other regions of the country. There is 
nothing unique about North Carolina which makes the concept 
,work there that would preclude its effectiveness in other 
States. ORHS officials did cite some factors that, in their 
opinion, should receive considerable attention before attempt- 
ing to apply North CaroLina's rural health concept to other 
areas. These include: 

--A process to secure a broad base of support and 
enabling leqislation for the use of PEs as primary 
medical care providers, the base including such 
key elements as the State's medical board, medical 
schools, and legislature. 

--The understanding that the extender primary care 
system develops much more successfully when 
financial and technical assistance are offered 
in response to community demand for primary care 
as opL>osed to Government initiation of the system 
from without as a result of the identification of 
a need. 

KENTUCKY FRONTIER NURSING SERVICE 

The Kentucky Frontier Nursing Service (FNS) is a compre- 
hensive primary &are service and training program in the 
Appalachian region of southeastern Kentucky. The service 
area includes Leslie and parts of Clay and Perry counties. 
(See app. XII.) The major goal of FIJS is to make primary 
health care accessible to all target area residents. 
Family nurses and midwives are the nucleus of the FNS 
health care delivery sygtem; backup is provided by a 
limited number of physicians and other health care person- 
nel. The major organizational components of FNS include: 

--A 40-bed community hospital ancl ambulatory care . . clinic in Hyden. 

--8 satellite nursing clinics that provirle clinic 
and home health services in surrounding communities. 

--A family nurse and midwifery school for training 
graduate nurses in primaL-y care with an enrolln,cnt 
of 24 students. 
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_Community hospital 

The Mary Breckenridge Hospital, occupied by FNS in . February 1975, serves as the hub for the FNS program. The 
40-bed general hospital, located in Leslie County, also 
serves several adjacent counties. The hospital and Primary 

. Care Center are staffed by about 50 registered nurses, 
family and pediatric nurses, nurse-midwives, and the regis- 
tered nurse students in the Frontier School of Midwifery 
and Family Nursing. Six physicians provide backup support 
for staff nurses and treat the more complex cases. The 
hospital employs a dentist and a part-time radiologist 
and pathologist. 

As a primary care center, the hospital includes out- 
patient clinics. Most cases are treated locally by the 
nursing/medical staff; complex cases are referred to 
medical centers in Lexington, Louisville, and Cincinnati. 
Clinics for midwifery, family planning, GBGYN, pediatrics, 
well-child care, orthopedics, ophthalmology, and ear-nose- 
throat disorders are conducted regularly in the hospital, 
and some specialty clinics are provided at each of the 
outpost clinics. 

Outpost clinics 

Surrounding the hospital at distances of 8 to 30 miles 
away are 6 outpost clinics owned and operated by FNS 
which are designed to provide primary care services to 
a designated target area. In addition to the clinic, 
four outpost clinics contain living quarters for one 
or two staff nurses. Normally outpost clinics are staffed 
by two nurses, one of whom is a graduate of a recognized 
midwifery/family nursing school. Each nurse is responsible 
for the complete health care needs of about 200 families 
within the district. Most families dre less than an 
hour away from the outpost by automobile. Each of the 
six FNS outposts are within an hour's drive of the Mary 
Breckenridge Hospital. 

The majority of patient encounters are for common 
ailmerits, such as respiratory and urinary infections, cuts, 
and bruises that can be diagnosed and treated by the 

. nurses using medical directives-- a comprehensive set of 
protocols prepared by FNS physicians with collaboration 
of the FNS nursing staff. P!ore conpiicated cases are 

. tentatively diagnosed and referred to the physician staff. 

In addition to their work in the center clinic, the ! 

outpost nursing staff make home visits to assure that I ! 
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patients are responding to treatment and ;?roperly progres- 
sing. Bedside care of the sick in the home is provided 
by the Home Health Agency staff. FNS personnel emphasize 
health education, preventive care, and health maintenance 
in all service and training activities. 

Family nurse/midwifery training proc;r.-am 

FNS started training midLJives as early as 1939. In 
1970, a family nursing program was added. Family nurse 
training is now combined with midwifery in a trimester 
sequence, allowing students to pursue specialty training. 
During a trimester (16 weeks), students spend 1% hours 
per week in didactic training and 24 hours per week in 
clinical situations. 

Characteristics of the service populatior. - 

The FNS program serves a population of prJor mountain 
people in the southeastern corner of Kentucky. The area's 
principal industry is coal mining. Unemployment is high: 
many families depend on public support. About 55 percent 
of all families have incomes below the national poverty 
level. The area has no public transportation, only 60 
percent of the people own cars, and 40 percent have tele- 
phones. 

Health care problems generally reflect the area's 
economic status. Nutrition, sanitation, housiz.g, and 
working conditions are all inadequate. Major health prob- 
lems include: 

--High accident rates, primarily related to the 
coal mining industry and to t:le automobile. 

--High incidence of respiratory and other infectious 
diseases related to climate and substandard llousing 
and u,lsanitary living conditions. 

--Violent crimes. 

--High incidence of alcoholism. 

Services provided 

The FNS program, with its community hospital and clinic 
in Hydcn, its o,tpost clinics and Home Hedlth Agency, provides 
most of the health care services received by the approximately 
18,clc)O service area residents. During the fiscal year which 
ended P;,ril 30, 1977, FNS had 61,865 ambulatory patient 
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encounters-- 35,517 at the Mary Breckenridge Hospital rrimary 
Care Center, 15,956 in the outpost clinics, and 10,392 in 
patients' homes, accordin to the program director. In 
addition, FNS hospitalized 1,686 patients and there were 
also 324 newborn admission;. 

,Less than 5 percent of hospitalized patients and 4 per- 
cent of ambulatory care patients are referred to other 
institutions for specialty care. About 12 percent of 
hospitalized :~;xtients received specialty consultative 
services as a :iart of their treatment. The FNS family 
nurse-s and nurse-midwives manage about 80 percent of 
all ambulatory patients and the nurse-midwives deliver 
about 90 percent of all babies. 

Problems encountered 

According to the FNS director, the greatest problem 
facing FNS is financial instability. The director said 
that the policies of third-party carriers, such as Medicare 
and Kentucky Medicaid, make it extremely difficult for 
health delivery systems like FNS to become financially 
self-supporting. First, these carriers offer little 
reimbursement for preventive and maintenance activities, 
which are strongly emphasized by FNS. Secondly, and per- 
haps more imporLantly, Medicare and rledicaid will not pro- 
vide reimbursement for primary care services provided by 
PEs unless a physician is present. As previously discussed, 
FNS uses PEs extensively in delivering primary care, espe- 
cially in the outpost clinics. 

The FNS director said that changes in Kentucky's Medi- 
caid reimbursement procedures are expected soon. Essentially, 
the changes will allow designated primary care centers 
including FNS, to receive Medicaid reimbursements. 

In recent years, Federal funding through (1) the Appa- 
lachian Regional Commission, (2) the National Center for 
Health Services Research and Development, and (3) the 
Bureau of Health Manpower's Division of Nursiny have 
contributed substantially to FNS financial operations. 
Also private contributions, which now account for about 
30 percent of FNS' $2.5 million operatiny expenses, have 
played a major role. According to the FNS director, 
continued funding from these sources is essential for 
FNS to continue providing comprehensive primary care serv- 
ices. 
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&plying the concept elsewhere 

In the director's opinion, the FNS concept can be 
applied to other rural areas experiencing similar problems in 
health care deliver-r. He stated, however, that the FNS staff 
is the key element in the program and that, in nis opinion, 
the staff consists 0 f extraordinarily dedicated individuals. 

CHECKERBOARD AREA HEALTH SYSTEML 
FWE PRESBYTERIAlJ MEDICAL SERVICE 

The Presbyterian Medical Services established the 
Checkerboard Area Health System (CAHS) in 1971 to provide 
primary care and preventive services to about 10,000 
people living within a 4,000-square mile area in northwest 
New Mexico. The central unit of CAHS is a large, complete 
outpatient clinic with an attached lo-bed short-term 
inpatient facility at Cuba, a town of fewer than 2,000 
people located about 85 miles northwest of Albuquerque. 
The center is staffed by 4 physicians, 6 reyistered nurses, 
2 PEs, and 54 technicians, nurses aides, and administrative 
personnel. CAHS services are provided to the outlying 
area through six satellite centers. In addition to having 
ancillary personnel, each satellite clinic is staffed 
with an FPN or a physician assistant responsible for clinic 
operations, health team activities, and community outreach 
efforts. 

With backup from CAHS physicians at Cuba, the PEs health 
team provides all primary and emergency care in their target 
area. The three full-time and one part-time CAHS physicians 
are available by radio for diagnosis or treatment of satel- 
lite clinic patients. Ilore complicated cases are referred 
to the physicians for treatment. The physicians also review 
medical charts for patients treated by FNPs or physician 
assistants at either Cuba or the satellite clinics. 

In conjunction with local school nurses, PEs have 
conducted comprehensive screening and treatment programs 
in the school districts. PEs at outreach clinics have 
coordinated such social service programs as Medicare and 
Medicaid registraticn, crippled children's services, 
disability evaluations, communicable disedse reporting, 
and many other phases of public health and community 
medicirle. 

Ancillary personnel provide a number of services for the 
CAHS outreach program. These range from community-family 
involvement to routine medical and emergency treati.lents rlr,d 
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clinic administration. They also conduct health education 
programs and assist in the general management of patients 
recovering or confined at home. 

Characteristics of the service population 

The service area population is generally characterized 
by low income, large family size, and inadequate housing. 
Access to health care is complicated by the lack of roads 
or by existing primitive roads that are impassable during 
the winter. In addition’ to having crowded housing and poor 
sanitary conditions, 

'phone service. 
the CAHS area has extremely poor tele- 

Services provided 

The six CAHS satellite centers provide a wide range of 
primary medical care services, including: 

--Medical checkup and screening. 

--Treatment of minor ailments, trauma, and chronic 
conditions. 

--Prescription for minor ailments. 

--Laboratory services--blood, urine, bacteriology, 
and pregnancy tests. 

--Maternal and child health care followup. 

--Home health care. 

--School health services. 

--Public health/sanitation. 

--Patient health education-clinic. 

--Dental services--two outreach clinics. 

--Screening diagnosis and treatment of child 
learning disabilities. 

The Cuba health center offers the same primary care 
services as the satellite centers, as well as add:-ional 
or expanded services in (1) obstetrics,,{21 alcohol detox- 
if ication, (3) emergency care, (4 1 laboratory analysis, 
(5) patient education, (6) pharmacy, and (7) specialty care. 
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Specialty clinics in family planning and well baby-care are 
provided in cooperat:on with the State health department. 

D.lring 1976, the Checkerboard Area Health System had 
37,898 outpatient hedlth care visits. The Cuba clinic 
treated the l&:rgest number, as follows: 

Outpatient Health Care Visits 
Calendar Year 1976 

Location 
Number of outpatient 

encounter visits 

Cuba 16,248 
Nageezi 5,588 
Torreon 5,804 
030 Encino 2,964 
Counselors 3,873 
Jamez Valley 2,024 
Huerfano 1,397 

Total 37,898 

Applying the concept elsewhere 

The basic concept emplo;led by the CAHS health care 
system-- a centralized diagnostic and treatment center staffed 
with physicians providinq backup to outreach clinics staffed 
with PEs-- appears to offer considerable potential for use by 
other rural areas having problems obtaining primaLy care 
services. A number of conditions, however, appear crucial 
for widespread applicability. These include: 

--Acceptance of extensive use of PEs as primary 
health care providers by btate government, boards 
of me,lical examiners, and the medical profession 
in general. 

--Financial support, including provisions for 
collecting from third-party carriers. 

--Acceptance of this concept of heaith care delivery by 
communities btithin the target service area. 

EAST KENTUCKY fIEALTH 
SERVICES CENTER 

The East Kentucky Health Services Center (EKHSC) was 
established as a nonprofit corporation in November 1971. 



. 

Its primary objective was to develop a model for rural health 
care delivery. The center employs a number of ir.novative 
delivery techniques, including extensive use of PEs ar.d 
midlevel practitioners, mobile health care delivery units, 
and computerized medical and management information systems. 
The major objective of EKHSC, however, is to provide the 
community health car using numerous types of health care 
providers and a variety of techniques. 

The nucleus of EKHSC is an 8,000-square-foot clinical 
facility 4 miles from Hindman in Knott County, Kentucky (the 
estimated 1973 population was 16,200). The clinic is located 
in the East Kentucky Appalachian Mountains about 150 miles 
east of Lexington, Kentucky, and 150 miles northwest of 
Bristol, Tennessee. 

When EKHSC began operations in 1972, Knott County's 
health care delivery system consisted of two GPs, two 
public health nurses employed by the public health depart- 
ment, two local drug stores, and an ambulance service 
provided by a local funeral home. By January 1973, EKHSC 
was treating patients in a new clinic, complete with an 
emergency room, a medical laboratory, and X-ray facilities. 
EKHSC's initial staff consisted of one physician, tvJo RN:;, 
and one administrative person. 

In April 1976, the staff included: 

--Four physicians. 

--Two pharmacists. 

--Five RNs/PEs. 

--One laboratory and one X-ray technician. 

--,Five administrative personnel. 

The clinic has a house staff, and student health teams con- 
stantly rotate through the clinic. 

Medical practice 

?G. 

__-- 

A top priority of EKHSC was to establish a medical prac- 
tice with regular clinic hours and also to provide emergency 
coverage at the clinic. From the beginning, EKHSC operated 
under the concept that routine medical care delivery does 
not necessarily require highly trained and thus highly paid 
personnel. The approach was to develop a system that made 
extensive use of RNs and PEs working within written guidelines 
and under close physician supervision. 
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Each PE working at the center has had some formal 
health care training before joining the staff. This initial 
training has been augmented by EKHSC's in-house training 
program, which consi.sLs of about 6 months of strictly 
supervised work experience and 2 hours of formal lectures 
each week. 

PE activities are regulated by protocols developed by 
EKHSC physicians. The protocols precisely state aCtiOnS to 
be taken in response to specific routine situations. 
Deviations from the protocols must be approved in advance 
by one of the physicians. A medical chart auditor checks 
each patient's chart daily to assure protocols have been 
followed. 

EKHSC officials cite steady growth in patient encounters 
as evidence of community acceptance of health care services 
provided by PEs under the close supervision of physicians. 
For example, the number of clinic patient visits increased 
from 11,400 in 1973 to 25,300 in 1975. 

EKHSC physicians treated an additional 2,300 emergency 
room patients in 1975. The dental clinic, which was oyerat- 
ing in 1975, treated 4,200 patients. 

Other health care programs 

In addition to operating the clinic and emergency facil- 
ity, EKHSC conducts other programs directed toward specific 
health care problems. Examples include home health care 
services, student rotations, mobile clinic operations, regular 
education sesslc:ns, and programs in cooperation with other 
agencies concerr.sd with health care within the target area. 

Home health care 

This program is operated by PEs although all center 
staff members, including physicians, occasionally participate 
in home visits. Home visits are made primarily to educate 
the family concerning the patient's condition as well as to 
monitor recovery progress. Obstetric patients are visited 
by a center physician 1 week after delivery. 

Mobile clinic 

-. Many communities within the EKHSC target area are 
isolated from existing health care services by the rugged 
topography of the region. These communities, generally 
with populations of 100 or fewer people sometimes have 
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greater heath care needs than the more populous, more 
easily accessible neighboring comm.Jnities. EKHSC officials 
decided that a self-contained mobi:e clinic was the best 
approach for connecting these isolated communities with 
the existing health care system. In June .1975, EKHSC 
purchased a mobile unit containing an examining room, an 
X-ray machine, an electrocardiogram machine, a urine 
analysis station, and a dental screening room. 

During the initial month:; of operation, the mobile unit 
was used by center physicians and health science students on 
summer vacation to conduct a community screening program. 
Subsequently, the unit has been used to deliver health care 
to residents of two remote sections of Knott County. Patients 
from these areas visiting the Hindman clinic are given follow- 
up appointments with the physician or PE assigned to the mobile 
unit for that particular week. 

The mobile unit operated each Tuesday between October 1 
and December 31, 1975. An average of 15.9 patients were seen 
each day. 

Student rotations 

The student rotation program involves 8- to lo-week 
rotations at EKHSC for students from various health science 
disciplines. The objective is to expose students to all 
aspects of EKHSC operations, especially the team approach 
to health care delivery, and to allow participants to spend 
time in a rural practice setting while still completing 
their academic training. 

During the initial 3 years, 1973-75, a total of 115 
students from 41 professional schools in 16 States partici- 
pated in the rotation program. At the time OL our review, 
13 of the 115 students had completed their formal education 
programs, and 3 had accepted employment with EKHSC. 

Student summer program 

Each summer EKiLSC sponsors student projects in various 
communities within the program service area. The types of 
projects range from mass multiphasic screening programs to 
specific educational programs conducted in patients' homes. 
Students from various health science schools combine with 
local students to form teams which work with residents of 
the outlying commu.lities. EKHSC programs are often designed 
to alleviate health care problems identified through student 
projects. 
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Family care units - 

The family care unit concept was initiated by EKHSC to 
insure maximum participation of the patient and his/her 
family in managing the patient's medical problem. The 
concept includes formal training sessions at the clinic, 
in the patient's home, or at the hospital.. The objective 
is to identify specific medical problems which can be 
treated by the patient and/or the patient's family, giving 
the patient a better understanding of his/her pro:>lem and 
reducing the length of hospitalization. 

Applying the concept elsewhere 

The program's executive director believes that EKHSC's 
health care delivery concept could be applied effectively in 
other rural areas of the country experiencing physician 
shortages. He told us that EKHSC's program is not so 
unusual or unique as to preclude its use elsewhere. In 
his opinion, certain key elements must be present for EKHSC's 
delivery concept to operate successfully. These include 

--individuals willing to take the initiative in 
establishing such a program, 

--a well-defined organizational structure and a 
responsive management information system, and 

--sound financial reimbursemerlc provisions. 

REIMBUKSEMENT FOR PE SERVICES ------~-- 

In 1965 when the Medicare legislation was enacted, there 
were fed, if any PEs working, and no allowance was made for 
their reimbursement. Although the number of PEs had in- 
creased substantially since then, services provided by 
PEs (physician assistants and nurse practitioners) could 
not be reimbursed under part B of Medicare unless they 
were given under the personal supervision of a physician 
and were services normally delegated by a physician. 

Responding to this problem, the Congress in the Social 
Security Amendments of 1972 provided that a study be made to 
determine (1) under what circumstances payments to physician 
extenders would be appropriate, (2) what payment methods would 
be the most appropriate, equitable, clnd non-inflationary, 
and (3) how large the reimbursements should be that are 
paid under health programs authorized by the Social Security 
Act. A contract covering the first phase of this study 
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by SSA l/--designing a data collection, evaluation, and 
analysis initiative-- was let in February 1974. 

In a previous review, 21 we reqommendea tnat the Secretary 
of HEW insure that (I) thestudy required by the Social 
Security Amendments of 1972 be conducted expeditiously 
and (2) the results be used as they become available to 
resolve the problems concerning the reimbursement for 
services provided by PEs under the Social Security Act. 

.In responding to this recommendation in February 1975, 
HEW stated that the study was well underway. 

In a June 1977 report on PEs, A/ HEW reported there 
have been significant delays in the study, and it will 
be at least until 1979 before definitive findings are 
available. The SSA study consists of three major phases 
(1) PE practice identification phase, (2) baseline survey 
phase, and (3) evaluatioil phase. According to this report, 
the first phase--practice identification--has been completed, 
with an estimated universe of approximately 6,000 PEs 
identified. Of this number, 5,883 practices were identified 
that employed PEs. 

According to the HEW report, SSA mailed questionnaires 
to each of these 5,883 practices to determine their interest 
in participating in the reimbursement study. There were 
3,333 responses to this questionnaire, and of these, 650 
practices empl.?ying some 1,000 PEs were determined to 
be potentially eligible in accordance with SSA criteria 
(PEs practicing in institutional settings were ineligible). 

Although a concerted effort was made to get the 650 
practices to participate in the SSA study, the HEW report 
stated at that time only about 50 practices haa agreed 
to participate in the reimbursement phase of the study. 

---- 

i/Effective May 8, 1977, most of SSA's responsibilities for 
administering Medicare were transferred ta ihe newly 
formed Health Care Financing Administration. 

;'ProGress and Problems in Training and Use of Assistants 
to Primary Care Physicians" (B-164031(5), Apr. 8, 1975). 

Z/Physician Extender Work Group Report to the HEW Health 
Resources Administration Policy Board. 
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Moreover, the HEW report stated there are serious questions 
about the potential validity of the results because of 
the way in which the sample practices have been selected 
for inclusion in the study. 

Legislaticn authorizing PE reimbursement - 

On December 13, 1977, the President signed into law 
Public Law 95-210, the "Rural health Ciinic Services Act," 
aut!iorizing reimhclrsement under Medicare (part B) and . 
Medicaid for services provided in certain rural health 
clinics. Among the services covered are those of physician 
assistants and nurse practitioners, whether or not a 
physician is physically present at the time the service 
is provided. The law will apply to services provided to 
Medicare benefi:iaries on or after March 1, 19.78, and apply 
to services provided to Medicaid beneficiaries on or after 
July 1, 1978, with additional time perr.,itted where enabling 
State legislation is necessary to all0.J implementation. 

In order to evaluate changes which might be made in the 
Medicare program to provide more efficient and cost effective 
reimbursement, the act also requires the Secretary of HEW to 
conduct demonstration projects in urban medically vlnderserved 
areas with respect iti rciTbursement on a cost basis for 
services provided by physician-directed clinics. Such 
services may include services provided by a physician 
assistant or nurse practitioner e.nployed by such clinics 
if the services would otherwise be reimbursable if provided 
by a physician. These projects must be of sufficient scope 
and carried out on a broad enough scale to allow the Secre- 
tary , among other things, to fully evaluate the relative 
advantages and disadvantages of reimbursement on the basis 
of costs and fee-for-service for physician-directed clinics 
employing a physician assistant or nurse practitioner. The 
Secretary must submit to the Congress by January 1, 1981, 
a detailed report on the results of the projects, including 
recommenddtions for legislative changes. 

A summary of some of the major provisions of Public Law 
95-210 prepared by HEW's Health Care Fil:anciny Administration 
is shown in appendix XIV. 

CO~~CLUSI@NS ---- 

Some of the Nation’s isolated rural areas will contin- 
ually experience problems In attracting and retalning 
primary care physicians. Many of these areas do not have 
enough people to fully use or financially support a physician, 
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znd it is likely some areas could not even justify a PE. 
As demonstrated by the projects previously dis,ussed, 
one means of increasing the availability of primary care 
services in many of these areas is by using PEs at satellite 
clinics or in mobile units, with backup from physicians 
in larger neighboring communities. While such projects 
are not without their problems, the concept seems to 
offer potential for replication in other parts of the 
country, 

Now that reimbursement for PE services rendered in rural 
clinics in underserved a?eas has been authorized, projects 
like those previously discussed which rely extensively 
on PEs could constitute an approach for providing health 
care to communities in the Nation otherwise unable to 
attract or retain primary care physicians. And by emphasiz- 
ing preventive care and early identification of problems 
through screening programs, the use of PEs in outlying 
areas could reduce the need for and cost of higher level 
medical services. 

To devise a single health care system that would equally 
meet the health care needs throughout the country would be 
extremely difficult. Some health manpower shortage areas are 
economically prosperous while others are depressed. Neverthe- 
less, we believe the development of an organized approach to 
address the health manpower distribution problem requires HEW 
and the States to jointly insure that each of their current 
separate program efforts are adequately matched against 
community needs. In this manner, each community's needs 
could be matched with the program(s) best suited to meet 
these needs. We believe the four projects discussed in 
this chapter illustrate that alternative methods can 
be developed to meet the individual health care needs 
of an area or a population group. 

RECOMMENDATIONS TO THE SECRETARY OF HEW 

We recommend that the Secretary: 

--Work with the States to identify those areas where 
health manpower distribution problems exist, and 
develop a strategy for marshaling resources-- 
Federal, State, and private--to establish an 
integrated program designed to provide health 
services in the manner most appropri&ce to each 
area. 

--Lxamine those programs which rely on PEs to help 
deliver health services to those areas otherwise 
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unable to attract physicians and consider seeking 
legislation which would provide Federal funds to 
help develop those programs found most useful. 

RECOMMENDATION TO THE CONGRESS 

We recommend that the Congress reconsider the necessity 
for HEW to complete its study to determine appropriate re- 
imbursement methods and rates for physician extenders 
as required by the Social Security Amendments of 1972 
in view of the 

--recent legislation enacted that provides for (1) 
Medicare (part B) and Medicaid reimbursement for PE 
services rendered in rural medically underserved 
areas and (2) demonstration projects to be conducted 
with respect to reimbursement for services provided 
by physician-directed clinics in uroan medically 
underserved areas which employ physician assistants 
and nurse practitioners and 

--questions raised in an HEW report about the 
potential validity of the results because of the 
way in which the sample practices have been 
selected for inclusion in the study and the 
limited number of practices that agreed to 
participate in the study. 

AGENCY COMMENTS AND OUR EVALUATI3N 

HEW concurred with the recommendation that it work with 
the States to ider,tify those areas where health manpower 
distribution problems exist and develop a strategy for 
marshalinq resources--Federal, State, and private--to 
establish an integrated program to provide health services 
in the manner most appropriate to each area. HEW stated 
that it supports the development of integrat%d programs 
linking local need determinations (with statewide con- 
siderations) to Federal policies for manpower production and 
incentive reimbL:sement for services. HEW also mentioned it 
favors establishment of mechanisms to bring resources require- 
ments, production, and distribution of health manpower into a 
single decisionmaking process. 

HEW stated that, while there may be a need for better co- 
ordination of proyrams, it is now supporting a wide variety vf 
activities involving work with States, local governments, and 
others to lileet health care needs. For example, HEW mentioned 
that (1) i:HSC is helping States identify health manpower 
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distribution problems, (2) the Corps has also funded four 
States to develcp State-level replicas of the Corps using 
State resources, and (3) its rural and urban health initi- 
atives are funding integrated State, local, a11;l Federal 
programs (including the National Health Service Corps, 
the Community Health Center, Migrant Health, tile A?pala- 
chian Regional Commission, and the health ~.~derstrv%!d 
rural area programs) to improve the deLivery of health 
services in underserved areas. 

HEW also concurred with our recommendation that it 
examine those programs which rely on the use of PEs to 
assist in the delivery of health services to those areas 
otherwise unable to attract physicians and give consideration 
to seeking legislation which would provide Federal funds 
to assist in the development of those programs found to be 
most useful. HEW mentioned that it is supporting a broad 
range of studies to determine the best methods for training 
and using PEs and that it believes this support has been 
a major reason that the PE concept has gained greater 
acceptance. 

HEW mentioned that it was directed in 1974 by the 
Senate Appropriations Committee to conduct research and 
demonstration projects for attracting physician assistants 
and nurse practitioners to rural scarcity areas to supplement 
and attract additional physicians, HEW stated that, in 
response, 53 Health Underserved Rural Area projects A/ were 
fundeo in fiscal year 1976, and an additional 37 Rural Area 
projects were funaed in fiscal year 1977. 

HEW further stated that, while our draft report provided 
excellent examples of projects that rely on FEs to provide 
health care in underserved areas, the report did not discuss 
problems that arise from the use of these personnel, such as 
difficulties with State licensing laws in some States. HEW 
also stated that our draft report seemed to assume that PEs 
will practice in areas where physicians will not practice: 
whereas, the same conditions that discourage physicians from 
going to shortage areas also apply to PEs. 

We recognize that there may be problems with State li- 
censing laws in some States that must be dealt with when 
using PEs. However, it was stated in the Health Resources 

L/The Rural Area programd accordinq to HEW, is authorized 
under section 110 of the Social Security Act which is a 
research authority for the Health Care Financing kdministra- 
tion. i 
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Administration's Forward Plan for Fiscal Year 1979-83 that 
although no empirical studies or data address or resolve the 
issue of whether physician assistants have encountered legal 
restraints on their employment or utilization, inferential 
evidence indicates this is not a problem. It was stated that 
(I) they are being employed in a large number of settings 
in nearly all geographic areas of the country and (2) training 
programs have not reported that their graduates have encount- 
ered any legal proble?,; in seeking employment. Moreover, 
PEs are being used, as illustrated by the examples discussed 
in this chapter, to provide health care services in rural 
areas unable to attract and retain physicians. 

Therefore, we cannot fully agree with HEW's position 
that some of the same conditions that discourage physicians 
from going to shortage areas also preclude PEs, from serving 
there. We believe it is important that HEW identify and 

.evaluate various types of programs using physician extenders 
such as those discussed in this chapter and to the extent 
feasible promote the use of successful programs in ' cheL 
physician-shortage areas recognizing that because Z varying 
conditions existing in health manpower shortage areasp no 
single effort or program will meet the health care neeL; of 
all communities. 

HEW said that discussion of alternatives to increasing 
the numbers of primary care physicians in shortaTe a eas 
is focused almost entirely on the use of physician assistants 
and nurse practitioners and that the report might give greater 
at'_ention to other options. HEW mentioned, for example, that 
it is currently supporting research activities in the National 
Center for Health Services Research and elsewhere to improve 
the professional milieu of rural physicians through technical 
advances. 

Recognizing that technology cannot be used as a substi- 
tute for adequate numbers of human providers, HEW mentioned 
the potentiai contribution of telecommunications technology 
and automated record systems to changing the professional 
aspects of delivering care in rural areas so as to make them 
more attractive to physicians. fIEW also said that develop- 
ment of improved transportation systems linking patients 
in outlying areas with physicians in central. locations is 
another alternative to be considered. 

HEW said it testified in favor of legislation to amend 
the Social Security Act to permit Medicare and Medicaid 
reimbursement for services of physician assistants and nurse 
practitioners rendered in clinics located in rural under- 
served areas. Although such legislation was enacted in 
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December 1977, HEW advised us tnat it-does not favor termi- 
nation of the SSA study to determine appropriate methods and 
rates for PEs under the Social Security Act as requested by 
the Congress in 1972. HEW's view is that, although there are 
some administrative and substantive problems with the study, 
it is the only major study being conducted to obtain data on 
costs of services of PEs and the impact of reimbursement on 
the utilization of these practitioners. HEW also stated that 
some useful data will be forthcoming from the study. 

Nevertheless, for the reasons previously discussed we 
still see limited value in HEW completing its physician 
extender reimbursement study and believe that the Congress 
should consider terminating it. 
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APPENDIX II 

North Dakota 
SOuttl caro11n.s 

10 (7hb 
5,543 

lb.6.8 
6,946 
I.494 

iC9 
J.870 
1,211 
5,6JO 

10.4u: 
3,L,d 

. 3,155 
I6,C4U 
ll,blAJ 

4,aso 
1,104 

15,lJd 
!.b34 

752 
13.316 

5,980 
5.787 

ll.UJI 
5.401 
4.923 

13,968 
1,734 
1.194 

6.01, 
2,552 

b,J 
5,318 
I.:24 
4,"b" 

788 
J.54e 
1,885 
5. IALl 
2,7UI 
2.773 

6dt( 
2rb43 

348 
743 

3.257 
1,853 
l.YIb 

28, 
519 -- 

,'YL,lIL 

$59 
198 
Ik6 
178 
172 
169 
lb2 
162 
153 
147 
141 
142 
141 
141 
140 
139 
I I8 
135 
135 
134 
131 
115 
122 
122 
:21 
117 
ill 
113 
113 
113 
112 
112 
109 
108 
106 
106 
105 
lU5 
lU4 
100 

YY 
97 
Vb 
35 
Y" 
YO 
89 
88 
62 
79 
7L 

137 

I 

9 
4 
: 
b 
i 
8 
‘9 

10 
II 
I 2 
11 
14 
1 : 
lb 
17 
iB 
1 v 
- 'd 
il 
.z 
‘5 
24 
1 5 
Ib 
27 
i d 
2 I 
1" 
II 
IL 
$1 

14 
,, 
Jb 
Jl 
9a 
39 

40 
41 
42 
43 
44 
45 
46 
47 
46 
4Y 
50 
51 
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DOS BY STATE AS OF JUNE I, 1976 (note al -- 

Michigan 
Pennsylvania 
Ohio 
Missouri ' 
Florida 
New Jersey 
Texas 
New York . 
Oklahoma 
Iowa 
Arizona 
Illinois 
Colorado 
California 
Maine 
Kansas 
Washington 
Wisconsin 
Oregon 
Indiana 
Massachusetts 
New Mexico 
Georgia 
West Virginia 
Rhode Island 
Minnesota 
Tennessee 
Delaware 
Connecticut 
Virginia 
Vermont 
Kentucky 
Maryland 
Idaho 
North Carolina 
South Dakota 
Nebraska 
Nevada 
Montana 
Hawaii 
New Hampshire 
Louisiana 
Arkansas 
Utah 
Wyoming 
North Dakota 
South Carolina 
Mississippi 

Number of 
DOS - 

2,569 
1,911 
1,289 
1,136 

949 
934 
918 
597 
477 
436 
431 
381 
207 
280 
208 
205 
201 
197 
192 
180 
176 
136 
120 

89 
07 
70 
65 
51 
42 
42 
40 
39 
33 
31 

:9" 
28 
26 
25 
24 
19 
18 
16 
15 
13 

8" 
7 

District of Columbia 7 
Alabama 6 
Alaska 3 

Total 15,081 

Rank -- 

1 
2 
3 
4 
5 
6 

8' 
9 

:: 
12 

:: 
15 

:"7 
18 
19 
20 
Ll 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 

:: 
44 
45 
46 
47 
48 
49 
50 
51 

percent of 
ttit.11 DOS -- 

17.0 
12.7 

8.5 
7.5 
6.3 
6.2 

::i 
3.2 
2.9 
2.9 
2.5 

::; 
1.4 

::i 
1.3 
1.3 

::: 
.9 
.a 
6 

.6 
.5 
.4 
.3 

:: 
.3 
.3 
.2 
.2 
.2 
.2 

2 
.2 

:: 
.1 
.1 
.l 
.i 
.l 
.l 
.04 
.04 
.03 
.Ol 

a/Excludes 355 DOS in military service. 

Source: American Osteopathic Association. 
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. 

i -- 

NUML~EK OF U.S. MEDICAL SCHOOL GRADUATCS 

AND FMG LICENSEES BETWEEN 1967-71 

ANALYZED FOR LOCATION PATTERN 

U.S. medical 
school graduates 

Number of physician 
rcccrds suppl led by ANA 40,537 

Less: 
Physicians in 

Fcdet-al service 7,157 

Physicians in 
U.S. possessions 129 

Inactive 206 

Physicians in other 
pr3lcssional 
activities 2,681 

Total 10,173 

Total h>hyslc 1;1ns in non- 
Fcder.41 ;latient care in 
the L’nlt<Ld States 30,414 

Less: 
Physicians in 

rcsldency training 
programs 7,080 

t’nyq icians’ 
rL’cords with 
incomplete 
data 10,315 

Total 17,395 

Total non-Federal patient 
care physicians at known 
U.S. locatlon 13,019 

-- 

FMG 1 icensees Total 

13,773 54,360 

993 8,150 

331 460 

117 323 

1,003 3,684 

2,444 12,617 

11,329 41,743 

115 7,195 

1,308 11,623 

1,423 18,818 

9,906 22,925 

. 
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PHYSICIANS PER 
100,OOQ PERSONS 

20 - 

15 - 

10 - 

5- 

o- 
5 

.’ 
. ..’ 

_ .-- 

~. < 
. 
.- _ ;-rr- 

k-- -Q. -- . \. 

I 
,. 

URBAN NONURBAN 

COUNTY DEMOGRAPHIC CLASS 
(NOTE a) 

a) SEE PAGE i FOR COUN?Y SIZE. 
! : 
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INFORMATION ON GAO PHYSICIAN QUESTIONNAIRE 

Our questionnaire was designed primarily to identify 
those physicians that had already made location decisions 
and to obtain information on the factors they had considered 
important in making those decisions. The locational factors 
were essentially those used by the Rand Corporation in a study 
of 1965 medical school graduates. The factors fall into three 
broad groups: personal, sociocultural, and professional. 

Questionnaires were sent to 1,995 physicians listed on 
an AMA data tape as licensed 4:. 1971. This was a random 
sample of 17.4 percent of the 11,494 1971 licensees with 
known U.S. addresses and identifiable specialties. The 
sample was stratified by the following categories: 

--Primary care and nonprimary care specialties. 

--Urban and rural locations. 

--Graduates of US. and foreign medical schools. 

Questionnaires were mailed on May 6 and 7, 1976. Two 
followup questionnaires were mailed to nonresponding 
physicians. As shown in the following chart, 77.7 percent 
of the physicians who received questionnaires responded. 
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. 

FMGs 3,869 33.66 916 

U.S. medical 
graduates 7,625 66.34 

Pr ima ry care 
physicians 4,827 42.00 

No Ipr imary care 
physicians 6,667 58.00 

1,079 

974 

1,021 

Ur.>an physicians 10,223 88.94 1,316 

Rural physicians 1,271 11.06 679 

Subgroups Questionnaire 

n:l,OG6 
(tiotc a) 

n=1,470 Selected 
n=li,494 n=1,955 Questionnaire prac t rue 

1971 1 iqensees Sample respondents loca t 1 Oh.5 
Number-P-? Numbe’J-r,erccnt Number Per~nt Numb?-Gtycnt 
---iGte -- _- (note b) (note - _I- (vltc 1,) 

45.91 712 

54.09 758 

48.82 s/764 

51.18 705 

65.96 d/665 

34.04 401 

48.44 

51.56 

52.01 

47.99 

62.38 

37.62 

>>d 52.35 

508 47.65 

559 52.35 

508 47,bS 

665 62.38 

401 37.62 

&Four hundred and four physicians responded to the yucstionnaire but did 
not indicate that they would be in non-Federal patjent care practices 
at known locations by September 1977. 

_b/“n” represents the total number of physicians in each group. 

g/Does not add to 1,470 because 1 respondent did not answer specialty 
question. 

d/The location choices of 404 physicians COUILI not be classified as urban 
or rural since they did not respond to the practice locatron question. 
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APPENDIX VII APPENDIX VII 

I. What is the Iwation ;f the medical school from 5 
which you graduated? ICherk orrr.) 

1 0 The United States or its possessions 

20 Canada 

3 a 4nothcr cuunny lfleosr SfWlfil 

_ . . . -_1_-- 
7 

-. 

U.S. GENERALACCOUMTI~G OFWE 

SURVEY OF PHYSlClWNS 

1. please indicate thr spectalty in u hich you completed 
(or wifl complete) your restdency Warning. Klrcrk 

.onrl 

10 No residency traffling 

20 Fsmily pracnce 

3 0 Internal medicine 

4/-J l??diamrs 

50 Obstetrics - gynecologv 

60 Othfr medical spec~Ity 

70 Other surgical specialty 

$0 Other residency training (F&-are spt~rfi~ 

3. Ast you board ctrttEed or board eligtble m a 
SUBSPECIALTY? (Check one.j 

I(3 Yes Ifso. phsc S,WCll$ 

20 I-Jo 

4. Is your pnrtic+ (of will your practice be) pnmanly 
Ihired to o subspectalty? (Check me./ 

10 Yes 

20 No 

_- 

-L’ 

‘: x-. 

- -  -  

d . -  

.  ‘_ 

. 
C’- 
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-- 
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I ,.._, ., ., .h.*, I,-. . . . . 

. 



. 

APPENDIX VII 

8. Wh;t arc your plans for the immediate hAxr? 
(C’wck one.) 

]a I%3 to remain in act&e patient care practice 
(non-iedcr.4) 

20 Ran to k in actwe pat,mt cam pra&x (non. 
c Fcdcml) by .Ccptemkr 1377 and certzin or faui) 

cutah ahem the prxox wtiI k located 

30 Plan to k in acbw paacnt cue prance (now 
Federal) by September 1977 but do not know 
WkE tk FWtIi~ ‘d k !.X.Wd 

4n Plan tn enter or cactime in Federal Service 

50 plan to contmue in other professiona! - 
&scribed in Qucshon 7, pan 4 

6 f--J other /i=hsc SJWC$V~ 

APPENDIX VII 

9. In what Srate. county and cny (or town) do you lot 
dOyOU’~i~ tOl Fl-X:lC~? 

state: __ -- 

Couny: 

City (or tom)~ .- -- 

zpGic:--,.,. - 

~0. When did you (or do you pi;; !FI establnb your 
practice? 

Month: -. P 

Year: v..-.- 

11. Have State medical licensu~ rutnc~cx 2’~ voted 
you frm locatig m a State ahere you wou!~ : :&LX 
to practice? (Cneck one.) 

10 Yes 

20 No 

rf pes. please idcnrlfy the Starr and nunme of he 
rcsmctf0n.s. 

stats- .- -- 

Nature OI res*aiction: 

2 0 A two prrson pamwsh~p 

3 a Single-spehlty group - mediciu group provid- 
ing scrkm m only one spcmlty - except 
group5 composed e-tclusivrly of gene-J1 ;rru-i. 
Donen and/or fa.nd) prumwrls 

- 
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3. When did you make your duzis~on of where to locate 
yourp~icc?(Checko.e.l 

10 Before medkl xhool 

20 During medical school 

30 During intmsflip. residency or ocha house 
StafflT-auing 

14. L&d below is a group of factcrs wuhlch BIT said to influence :n, * kxlson choices <f pk)wcianr. lndicatc the 
excem to which ca31 of the facton wu lmportgnt to you. (Check one bar pr Ime.) - 

(8) ln!luona of preceptorllup ptcsun 
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. ,. 

~tioued) t 
L&d Mow il anattcr gmup of fac~on. lndicrre the extent to which each 4 these WAS mqmtant to you m ~l~~ung a - 
ration. (Check w baz pw luw.) 

I - - -  ---a 
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. 

. 

,5. Ape you now or do you plan Io locate in a rural or 
inner city area exp-xmmng 8. stm-tage of physi- 
cianr? (Cheek w-w.~ 

IQ Yes GO TO pms?roN IBJ 

10 No (GO TO QUEST/O-V 161 

16. Various incentive% have been proposed to attract 
physicims to rbortage areas. If you are not located 
ia or do not plm to locate in a mral or inner 
city physitii shoztqe u-m. p1ea.s~ answr tie 
following. 

Did you em seriously consider cstrblishiig your 
prdie io a rural or mner city physclan shortage 
area? fChrc& orro/oreach areal 

(1) Rlmk 

q-J Ye.3 

20 No 

01 lnaer City: 

LO Ya 

20 No 

. 
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27 

24 

.I> 

L? 

2: 

i ‘: 

15 

14 

11 

d 

14 25 142 13 28 133 ;4 26 

A6 24 120 16.5 24 113 15 22 

19 22 124 15 24 92 20 13 

18 2.2 123 lh.5 24 10’9 16 22 

A7 24 92 15 1 9 ICI3 17 20 

lU1 18 20 

IOU 19 LO 

7Y 21 i6 54 21 11 

lh 2.2 1 .> 4’5 ,‘I 9 

11 27 

1; 25 

111 i6 

11.5 .!4 

245 10 37 37 23 

191 15 29 63 16 

160 19.5 24 86 12 

19cL 14 2, 52 17 

lb0 19.5 L4 68 15 

1PL 17 

156 lr, 

b4 2j 

IU7 21 

72 2,‘ 

48 : ‘, 

L7 ‘4 

’ .‘h 

27 4; l:, 

Y 

16 

21 

II 

17 

11 

IG 95 10 24 

Ih 41 il.‘, IV 



APPENDIX IX JPPENDIX IX 

AVERAGE NUI"9RER OF PATIENT ENCOUNTERS PER HOUR FOR NHSC ---- - -0-e-e --- 

SITES STAFFED FiY ONE PHYSICIAN (note a) -__ _ ------.-- --* 

Average number 
of patlent Number of sites Cumu- 

encounters per by ~cjr? (years) latlve --- 
physlcia_n p er hour 1 " - k J 2 'iotal Percent prcent 

0 to 0.50 ^ - l- 1 2 2 

0.51 to 1.00 - 3 1 1 5 I.2 14 

’ 1.01 to 1.50 3 - l- 4 10 24 

1.51 to 2.00 4 3 2 1 10 24 48 

2.01 to 2.50 3 - 4 - 7 17 65 

2.51. to 3.00 4 3 -1 8 19 84 

3.01 to 3.59 2 - 2 1 5 12 96 

3.51 to 4.UO - - 1 - 1 2 98 

9.01 3rd up - 100 -- - 11 _- .A -2 
-I 

Total 1.6 2 3 13 4 42 1 L‘ u --.- - -. -- 
- -- - - -- 

z/For sites in opc~ition 1 year or longer; tdn;ounters were for 
tile third k;udrtCL- ,t: tiscal year 1976. 
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AVERAGE NUMBER OF PATIENT ENCOUNTERS PER HOUR_ FL'R NHSC SITES -- 

STAFFED BY.-TWO OR MORE PHYSICIANS (note a: 

Average number 
of patient 

encounters per 
physician per hour 

0 to 0.50 

0.51 to 1.00 

1.01 to 1.50 

1.51 to 2.00 

2.01 to 2.50 

'2.51 to 3.00 

3.01 to 3.50 

3.51 to 4.00 

4.01 and up 

Total 

x 

Number of sites Cumu- 
by aqe (years) latrve 

1 2 3 4 Total Percent - -- - - percent 

- - - - 

I - - 1 1 

9 3 7 - 19 

255- 12 

347- 14 

5-6- 11 

- 3 2 - 5 

l- 5 - 6 

a - - - 
A-- - - 

20 15 32 1 68 --- - - 
---- - - 

1 

38 

18 

21 

16 

7 

9 

100 

1 

29 

47 

58 

84 

91 

100 -- 

a/For sites in operation 1 year or longer; encounters were 
for the third quarter of fiscal year 1976. 
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AEPEbiDIX XIII APPENDIX XIII 

DEPARTMENT OF HEALTH EDUCATION, AND WELFARE 

OFFICE OF THE SECRETARY 

WASHlNGTON DC zo*o1 

Mr. Lragory J. Ahart 
Director, Human Resources 

Division 
United States General 

Accounting 0ffic.e 
Washington, D. C. 20548 

Dear Mr. Ahart: 

The Secretary asked that I respond to your request for our comments 
on your draft report entitled "Progress and Problems in Improving 
the Availability of Primary Care Providers in Underserved Areas." 
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, 

Thomas D. Norris 
Inspector General 

Enclosure 
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DEPARTMENT COMXEYTS TO GAO DL'AFT REPORT !SNTITbED, 
"PROGRESS AND PR;)BL.EktS IN MPROVING lXE.AYAIWBILZT\i 

OF PRIMARY CARE PROVIDE% IN UXiERSERVED AREAS" 

GENERAL COMHENTS 

In Chapter Three, the report concludes that the National Health Service 
corps.(NHSC) has devote? too little attention to the determination of 
potential community demand for services in placing NHSC assignees because 
many hHSC physicians practicing in HEW designated health manpower shortage 
areas are not seeing very many patients. Tne Department is also concerned 
about possible underutilization of NHSC physicians. For areas which 
are identified as shortage areas eligible for NHSC assistance, but which 
cannot sustain full-time medical practices or retain physicians, we 
must consider alternative health care delivery modes or staffing arrange- 
ments. We expect some progress toward improved utilization to occur 
as major barriers to the eifective utilization of physician extenders 
(i.e., eligibility for reimbursement and limitations oE Ifcensure) are 
reduced. 

The draft report places great we .ht on the fact that the average number of 
patients seen per hour in NHSC: sites (1.9) is below the national average 
for all general or family practitioners in non-metropolitan areas (4.2, 
according to the American Medical Association figures). Ln our opinion, 
such a comparison is not equitable as the NHSC physicians arc relatively 
new to the practice of medicine, whereas the.other group includes a d!F%- 
proportionate number of physicians with established practices. Further, an 
analysis of the table on page 37 of the draft report reveals that 47 percent 
(28 of 60) of the sites saw more than 2 patients per hour in the first 
2 years, while 60 percent (30 of SO) attained this level in the second 2 years. 
Overall, this indicates a substantial increase in productivity as the sites 
mature. 

Further, underserved areas may not generate the level of demand for medical 
services which might be expected on the basis of their population size. 
Persons residing in areas of lcng-term shortages tend to modify their 
behavior by cutting back on their consumption of health services and by 
findicg providers in other service areas. In fact, studies suggest that 
persons who have not had a regular source of care take some time 
"learning" to seek health care in nonurgent situations. Also, people 
consider whether to change from using services available on a relatively 
permanent basis in another area, to using services in their own area 
that may be there only temporarily. Therefore, ft does r.ot necessarily 
follow that "if the need for health manpower in these areas was truly 
critical, then one would expect NHSC physicians to be extremely busy or 
at least as busy as the average primary care physician practicing in a 
nonshortage area" (p. 49). 

/ .__--; 
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There are other factors affecting KHSC physicians’ workload. Because 
most >zSC sites are located in areas with a small population base, the 
actual rumber of people requiring medicaL care would be Lower than in 
more popuLous areas. The backlog of unmet medicaL needs of individuals 
in health manpower shortage areas may be SO great as to require more 
extensive physician-patient contac t at the outset, with special atten- 
tion on a continuing basis to preventive services that can reduce need 
for hospitalization and other more costly care. Even under optimal 
circumstances, initial visf ts by a patient require considerably more 
time to gather a history and to assess health level than do subsequent 
visits. 

A more appropriate measure of staff utilization is’ the numoer of “health 
service units” delivered at the time of a patient visit. A recent study, 
conducted by the Bureau of Community Health Services, shows that produc- 
tivity, when measured by encounters, patfent visits, or “health service 
units” delivered, increased significantly between kHSC sites in operation 
for 2 years and those in operation for 4 years. 

A recent survey of retention of h?ISC physicians (conducted under Bureau 
of Health Manpower contract No. 282-76-0439) contains encouraging 
statistics. A substantial proportion of the NHSC physicians surveyerI 
(one in three) did feel that they were seeing too few patients daily. 
However, 79 percent of the total felt that their practices were gener- 
ating an “adequate” or “excellent” amcunt of income and 72 percent felt 
that their practices had the potential for generating income commensurate 
with salary expectations as private practitioners. 

Discussion of alternatives to increasing the numbers of primary care 
physicians in shortage areas now is focused alnost entirely on the use 
of physician assistants and nurse practitioner:?. The report might give 
greater attention to other options. This Department, for example, is 
currently supporting research activities in the National Center for Health 
Services Research and elsewhere co improve the professional milieu of 
rural physicians through technological advances. While technology cannot 
be used as a substitute for adequate numbers of human providers, the 
report should include a discussion of the potential contributfon of tele- 
com;nunications technology and automated record systems to changhng the 
professional aspects of delivering care in rural areas so as to make them 
more attractive to physicians. Development of improved transportation 
systems Ltnkinq patients in outlying areas with physicians in central. 
locations is another alternative to be considered. 

Since the draft report at Iarious points notes the lack of data on which 
to base sound conclusions about problems in improving the availabflity 
of primary care providers in underserved areas, we would have expected 
that the recommendations night be more explicit in citing the need for 
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the conduct of sound research. In the zbsence of needed information, 
reports such 2s this draft may be considered subjective, relying heavily 
on very small samples, interviews with 2 few physicians, visits to a 
few projects or sites, etc. It might be noted in this connection that the 
National Center for Health Services Research is in the process of contracting 
for a synthesis (including 2 workshop) of evaluation and research in 
rural health care. The issues to be addressed include the problems of 
obtaining and keeping trained manpower, financing rurai health care, and 
the effects of rural health pragrams on access, utilization, and 
coordination of medical services. 

The following comments are addr:ssed specifically to the recUmmendations 
in the draft report. 

GAO RECOt?MENDATION 

ry of HEW develop guideLines for assessil - “We recommend that the Secret2 
under what circumstances it would be appropriate to assign health car- 
providers to entities requesting LGiSC assistance and the number and z 
of provider(s) that would be most appropriat ?.I’ 

DEPARIXENT COMENT 

We concur with this recommendation. Action to accomplish its purposes 
is being taken in accordance with the requirements of sections 332 and 
333 of the Public Health Service (PHS) Act, 2s amended by P.L. 94-484. A 
major reevaluation of the criteria used for designation of shortage 
areas under section 332 has been under taken and a public notice of 
related regulations has been proposed. New regulations relating to 
assignment of personnel also are being prepared. 

It is important to note that P.L. 94-484 required that practitioner- 
to-population ratios, infant mortality, and other indicators of health 
status be specifically included as factors to be considered in establishing 
criteria for designation of shortage areas. The implica&on is that :hd 
Congress wished “need” for health services to be the primary determi- 
nant for designation rather than unmet demand. However, the criteria 
we have develcped do reflect shortage levels rather than adequacy 
levels, based on our realization that the use of “ideal” standards in 
determining staffing levels could easily result in underutilization of 
MISC personnel. 

_- - 
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GAO RECOMMENDATION 

"We recommend that the Secretary of HEW reconsider the nolicy of 
assigning at least two physicians to each site and explore other.alter- 
natives to overcome the problem of professional isolation." 

DEPARTMENT COMMENT 

. 

We do not concur with this recommendation, as there is now no poifcy 
tequiring assignzent of at least two physicians to each site. The 
Department has, however, attempted to avoid SOLO assignment where a 
single physician is placed in a community and to place physician 
extenders, i.e., physician assistants or nurse practitioners, in those 
sites where it was felt unlikely that the patient load wouLd require 
the services of two physicians. 

The primary emphasis of the hiSC is on development of health care 
systems. Such systems incorporate the concept of a criticaL mass of 
providers for a given shortage area. Assignment to such a system is 
a more significant element of strategy than access to film l&raries, 
linkages with teaching hospitals, and provision of tape cassettes, 
although the NH.% also employs most of these other means of over- 
coming professional isolation. 

One of the reasons for "pairwise" stafffng of NHSC sites has been that 
such staffing might improve retention of personnel. The productivity 
of NHSC sites and their retention records should be evaluated together 
in judging the overall effectiveness of the NHSC program. 

GAO RECOMMENDATXON 

"We recommend that the Secretary of HEW require that cozmnities and 
other entities requesting NRSC health care providers conduct studies 
which identify to the extent possible the number and type of residents 
located therein who are likely to seek care frcm an h'RSC sponsored 
practice." 

DEPARTMENT CO- 

We concur with the intent of this recommendation but question its 
practicality. While we may all agree that it would be better to 
place KHSC providers by “determining the extent to which residents 
seek, but are unable to obtain, health care” (page 48), it is not 
clear how to make such a determination. For example, the measurement 
of urmet need or demand for health care, even in a research context, 
is still the subject of considerable debate. 

-. - - 
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If a method of determining demand were chosen from among those currently 
available, an enormous data collection effort vould be required. It 
does not seem feasible to pLace such a burden on local. communities 
which usually do not have the resources to undertake such a study. 

Health Systems Agencies and other health planning agencies, developed 
under the National Health Planning and Resources Development Act of 1974, 
have as one of their responsibilities undertaking studies of unmet need 
and potential demand for services. Under the new NHSC authorizing 
Legislation, the designation and site approval processes both depend 
strongly on these planning agencies' evaluations of need. In the 
designation process, the agencies will be asked to evaluate the size 
of a potential site's service population and consider accessibility to 
nearby resources. In the site approval process, the comments of the 
agencies are required to be solicited and taken into account. Existing 
sites will not be continued if sufficient support for the NHSC project 
has not been demonstrateci over the period of PiRSC involvement. 

GAO RECOMMEL~ATICN 

"We recommend that the Secretary of HEW verify the above information to 
the extent possible, before assigning health care providers to the - 
applicant." 

DEPARMENT COMMENT 

The NHSC has always verified data on expected demand ‘for services. 
Initial verification is done by the State Planning Agency or the 
Health Systems Agency at the time the designation of the shortage 
area is made. Following receipt of an application for assignment of 
staff, regional office staff visit the applicant community to verify 
information presented in the application. 

GAO RECOMMENDATION 

“We recommend that the Secretary of XW develop nulti-year projections 
on (1) the total number of physicians required for service in HEX 
designated shortage areas, (2) the number of physicians with present 
scholarship commitments who arc likelv to become available for shortage 
area service, (3) the number of physicians with schoLarship commitments 
likely to remain in the shortage areas, (4) the number oE phvsicians 
who will voluntarily choose to establish a practice in It&J designated 
areas, and (5) based on the above data, the total number of additional -- 
physicians needed takinp into consideration, to the extent possible, 
use of physician extenders for providing health care in tarse areas.” 
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DEPARmN’I’ COM?fENT 

We concur with this recommendation and already have compiled much of 
the inEormation that has been requested. Additional. studies are now 
being conducted. However, the number of scholarship recipients likely to 
become available for shortage area service, the number of such physicians 
likely to remain in shortage areas, and the number who will voluntarily 
choose to practice can be only roughly estimated. Such variables as 
defaults for academic failure, policies relat-ng to deferral for 
residency training, and failure to perform service following completion 
of training will have a bearing on the avaiLability of scholarship 
recipients. Also, the number of years to be served by a scholarship 
recipient is determined by the number of years of scholarship assistance 
received by that individual. As increasing numbers of scholarships go to 
students in their first or second year of training, the average number of 
years of obligated service per recipient will rise. 

GAO RECO?l?%WDATION 

“We recommend that the Secretary of HEW use the results of the 
preceptorship study to deternine when in the medical education 
process preceptorship training should be given and how lon -the 
experience should Las: to have the greatest impact on inf luencin 
the specialty and practice location choice of phvsicians.” 

DEPARTMENT CO.%?G?JT 

We fully concur that more detailed information on medical 
preceptorships is needed. As this information becomes available, we 
will promulgate and make use of it. As the draft report notes, we , 
are now conducting a study which will enable a more precise analysis 
than has been possible in the past and, in addition, are planning to 
address these concerns in new guidelines for programs authorized 
under P.L. 94-484. 

The value of preceptorships is not necessarily limited to their effect 
on locational or even specialty choices. Preceptorships are primarily 
intended to give students an educational experience in primary care in 
rural areas, averaging a few weeks in duration. The benefits of such 
short educational exposures are dif ricult to measure separateiy because 
the program represents only a very small segment of undetgraduate 
medical education. However, it is important to note that these 
benefits accrue to all participants and not inerely those who erlter 
primary c3re speciaiZe9 or rural practice. 
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The RAND study, referred to on page 93 of the draft report, was based 
on gross data relating the geographic location of 1965 medical graduates 
with whether or not the graduate had undertaken a “preceptorship” in 
medical school. The data did not differentiate between -what some 
believe to be major variables associated with preceptorships, such as 
the year in which they were taken, duration, and whether they were 
required or elective. We are now attempting to filL in some of these 
information gaps. Although there is no clear evidence to show a causal 
reLationship between preceptorships and geographic distribution, the 
data do show that former preceptorship students are more likely to 
enter rural practice than other physicians. 

It is important to note that there is no mandatory link of any k:nd 
between the preceptorship program and critical medical manpower 
shortage areas, as designated under Section 329(b) of the PHS 
Act, which represent only a portion of rural areas. Thus, even 
if promotion of entry into rural practice were a primary goat of these 
programs rather than a possible result, it would not be annropriate to 
use the percent entering designated critical shortage are&s as a 
criterion for measuring success. 

GAO RECOFiMEYZATION 

‘We recommend that the Secretary of HEW analyze the extent to which 
recent family practice graduates and other physician specialLsts are 
locatinp in HE%7 designated shortage areas, and based upon this analysis, 
submit recommendations to the Cocgress for financiallv supportleo, those 

- types of graduate medical training programs which constitute the 
greatest resource for providing health care to medically underserved 
areas . 

DEPARTMENT COMMENT 

. We concur with this recommendation. Family practice is central to the 
strategy for providing quality health care to all Americans, with 
particular emphasis on primary care and geographic distribution. 
Accordingly, we will continue to place high priority on the support 
of these programs. The reasons for t’his priority clearly extend much 
beyond producing large proportions of physicians who Locate in ruraL 
areas. Moreover, we do intend to analyze the locational decisions of 
these and other specialists. 
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GAO RECO?MENDATION 

‘We recommend that the Secret-of HEW work with the States to 
identify thxe areas where- health manpower distribution problem 
exist, and develop a strategy for marshalline resources, Federal, 
State and private, to establish an integrated pro’;ram designed to 
Eide health services in the manner most appropr-ate to each area.” 

We concur with this recommendation and support the deue&opment of 
integrated programs linking local need determination (with 
State-wide considerations) to FedoraL policies respecting assistance 
for manpower production and incentive reimbursczent for service. 
We favor the establishmenv of mechanisms that would bring reaxrce 
requirements, p-oduction, and Distribution of health manpower into 
a single decision-making process. 

Already this Department is making vigorous efforts to help marshal 
resources to provide health services in underserved areas. White 
there may be ~1 need for better coordination of programs, we now are 
supoorting a wide variety of activities involving work with States, 
local governments, and others to meet health care needs. For example, 
the MSC is helping States identify healt? manpower distrlbu+lon 
problems ; 4 State coordinators and 4 fir&d coordinators havs t,een 
assigned for this purposa to date, an? there a-e over 2G arpl icationa 
for additional. assignees. The h%lSC ;las funded !b .:tates ::; 1 ?velop 
State-level replicas of the NHSC, using State resourz.es. 

In addition, the Departmere’s rural and urban hcdlth ‘ni;izLives are 
runding integrated State, local, and Federal programs (incluaing the 
NHSC together with the Comnity Health Centers, Aigrant Realth, 
Appalachian Regional Yommissio?, and health underserved rural area 
programs) to improve Ihe delivc.ty of health services in underserved 
areas. 

GAO RECOY3EWDATION 

“We recommend that the Secretary of HRJ examine those ?rsRra which 
- . reLv on the use of yhcsician extenders to assist ir. t:ye deliverv of 
health services to those areas othervise unable to attract ohvsicians, 
and give consideration to seeking Legislation which would provide 
Federal fQnds I:O assist in the development of those programs found 
to be most useful.” 
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We concur with this recommendation. The Department is ;upvorting a 
broad range of studies to determine the best methods for training 
and utilizing physician extenders (physician assistants and nurse 
practitioners). We beLleve PHS support has been a maior reason 
that the physician extend r concept has qained greayer acceptance and 
that physician assistanca ;nd ;.urse practitioners ara successfull, 
participating in trainink programs and in delivering care in a 
variety of settings. 

As a result of the Senate Appropriations rommittee Report so. 93-llrtb, 
dated September 11, L974, which directed the Departmeilt “to conduct 
research and demonstration Lrojects for attracting physician assist- 
ants and nurse practitioners to rural scarcity areas to supplement 
and attract additional physician manpower,” 53 Health Underserved 
Rural Areas (HIJP&) projects were funded in Fiscal Year 1976. Thirty- 
seven more HlX% projects were funded by the close of PissaL Year 1977. 
The hURA. program is authorized under Section 1110 of the Social 
Security Act which is a research authority for the Health Care Financing 
Administration. A report on thk first 2 yea-s of activities under 
this program has been forward ad tn the Congress. 

The draft r-eport provides excellent examples of projects that rely 
primari’ly or. physician assistnnts or nurse practitioners to increase 
the availability of healt.. care services in medicaLl, tInderserved 
areas. However, it does not discuss problems that arise in the use of such 
personnel, such as difficulties with State licensiq lazes in SOtIP 
Srates. Further, the report seems to assume chat physician assistants 
and nurse practitioners will practice in areas where sicians will 
not prac:ice. Some of the same conditions that discourage physicia>s 
from going to shortage areas apply also to physician assistant:; and 
nurse practitioners. 

GAO R ECOXMPXlATZ3N 

“In order tc‘ increase the avsF?aSiLitv of primers care sprvLces -- 
particular:- in uoderser-ed nre3s, th,: Congress siol:ld p:xt -- 
-slation Isich would yrovic’e reirhursemenr tor !.::vsic:3n -. 
extender services under h?JLth rrogrrt1s au:hori-4 5~ tht: S.)zial - ..- 
Security Azt. 

--- 
One aLterna:ive wouLd ‘-e to -iuthcric.-! reinb,:rso- 

uent of phvsician extenders, who nave graduated from Giccrc=,iiced - 
riusrv CJTr! cl- 1 I ‘l?? L-. g progrrms and nre p rovidi n,.: orinar-: cr?re, 

based on ths- chJto:arv rste cnareed for such services. -P---v : .: 0 
Con res.s :-.tould alsl - . . . . . rec?nsidtr the necessitv ;z. r.‘.. to c-t-:~tc 
its stud-r Tn ;hvslci,n extender reimbursement thrc)‘lmh “e.Jica-P 
in view c.T the -. lone 

..a;& 
--- time being taken to revirw this c..~cst~?n.” 

. .^-  
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DEFART?!EW CO!-WZYT ---- 

The Depdrtmene testified in favor of legisl3tisn to mend the SOCi2l 
Security Act to permit Medicare an, d Medicaid reimbursement for services 
rlf physician assistants and nurse practitioners rendered fr? clinics 
lucated in rurnl underserved areas. This legfslatioc Gas signed into 
la;r 2s P.L. 95-210 on December 13. 1977. Under the provisions of the 
Rural Health Clinic SrrJices Act of 1977, rekbursement is authorized 
for clinic services furnished by J nurse practitioner or physician 
assistant under Eqnera1 (rscher t!lan dfrect “ever-the-shoulder”) 
supervision, althoLgn a clinic cust still have or.e or nore physicians 
avaiLabLe to provide medical direct ion and carry out other specified 
responsibliities. 

The new law defines a physician assistant or c3rse practitioner as 
an individual t&o is Legally authorized by State law to perform the 
services and who neets the training, educaciozal, and experience 
requirements established by regulation. The first set of regulations 
was pplblished February i3, 1978, and sets forth alternative, mj-nimum 
credentials in the definition of those terms. In recognf:ion of the 
fact that there are graduates of special education programs who have 
been providing medical services in settings comparable to rural heal:h 
clinics, the regulation includes in the definition people who have 
graduated from such prsgrazxs and have been prcviding priury medical 
care services for 2t least 12 months during the 19 monrhs ixmxdiately 
preceding the effective date of the regulation (42 CFR G51.2). This 
regulation also specifies the requirements whi:h a clinic must meet 
in order to be certfficd for participation in Medicare or Medicaid. 

P.L. 95-210 provldes lor reimburscnent to certified clinics on 2 cost- 
related basis-that is, based on the reasonable costs incurred in 
providing the services. 

We do not favor termination of the Department’s study to determine 
appropriate reimbursement methods and rates for physician extenders 
under the Social Security irct, as requested by the Congress in 1972. 
Although there are some adsinistrative and substantive ;?roblexs with 
the study, it is rhe onl;~ major study being conducted to obtain data 
on the cost of scrvizcs of physician assistants aod uurse Fractitlocers 
3nd t!ie impact of reiaSurse3elt on the utilization of these practitioners. 
Some useful data vi11 be forthccning frou the study. 
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TECHNICAL COMME?F!S 

The draft report uses the term “physician extender” to cover both 
physician ass lstants and nurse practitioners. We encourage the 
deletion of this title and suggest the terms “physician assistant” 
or “nurse practitioner” (or both) be substituted as appropriate. 
Nurse practitioners generally are not considered to be physician 
extenders in the same sense as physician assistants. Furthermore, 
the term is tending to fall out of use. In the present reimburse- 
ment legislation for rural health clinics, the term “primary care 
health practitioners” is being used to connote both nurse practi- 
tioners and physician assistants. 

An important factor affecting the distribution of osteopathic physicians, 
in addition to school location (page 7). is the variation in licensure 
laws. 

The last sentence in the first paragraph c.n page 9 may be updated to 
read “Ac:arding to the American Academy of Family Physicians, 2,204 MUs 
had completed residency programs as of July 1976.” 

The analysis in Chapter Two on the location of new physicians presents 
a potentially serious problem because of the large number of omissions 
from the analysis of 1967-71 U.S. graduates. Appendix V (page 143) 
indicated that for 10,315 of the 40,587 United States graduates (25 
percent) on whom the American Medical Association supplied records, the 
data were incomplete; these individuals were omitted from the analysis. 
If the characteristics of these physicians are different from the 
rema rnder , the implications of the locational pattern analysis 
could be quite different. A comparison of selected characterisrics 
(espec:ally lacation of medical school) between the 10,315 with 
incomplete data and the remainder might be usefut in assessing the 
seriousness of this problem. 

In its discussion cf factors contributing to the tendency of non-primary 
care physicians to locate in more urbanized areas, the report emphasizes 
the need for support facilities and support personnel. However, 
the discussion omits the consideration that secondary and tertiary 
level practitioners are not needed below a certain threshold OF morbidity 
in a population. Therefore, a larger population is needed to support 
any b;ecific number of specialty practices than is needed for the 
sarle number of primary care practices. 

Contrary to the implication on page 30 of the draft report that only 
nonprofit corporations are eligible to apply for the assignment of 
hHSC personnel, section 329 of the PHS Act, as in effect prior to the 
amendments made by P.L. 94-484 and section 333 of the PHS Act as 
amended by P.L. 94-484, provide that both public or nonprofit private 
entities may apply for the assignment of WiSC personnel. 
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On page 39 of the draft report, the listing of positive incentives 
used by the NHSC to make serzice in critical health manpower shortage 
areas more attractive includes a statement that “free malpractice 
insurance” is provided. That is not the case. Instead, members of 
the NHSC providing services rely on section 224 of the PHS Act 
which provides that the remedy against the UnLted States for damages 
for personal injury, including death, resulting from the performance 
of medical, surgical, dental, or related functions by any commissioned 
officer or employee of the PUS, while acting within the scope of his 
employment, is exclusive of any civil action or proceedings on the 
same claim against the officer or employee whose acts or omission 
gave rise to the claim. 

On page 46 of the draft report, it is stated that until passage of 
P.L. 94-484 recipients were liable for repayment of scholarship 
payments, tuition, and fees plcs interest upon failure to serve 
their obligation or complete their training. Under the statute, 
section 225(f)(2), interest is not charged if someone fails to 
complete their academic training. While the second sentence of the 
middle paragraph on page 46 would seem to imply that the writers 
of the report understood this, the first sentence should be clarified. 

Although the outline of the changes made in the PiIS/NHSC scholarship 
voar=, starting on page 46, are admittedly summary in nature, we 
would suggest that the 2 items on the top of page 47 bc revised 
to indicate that: 

(1) where the Secretary determines there is no need for a 
scholarship recipient in a health manpower shortage area, the 
individual’s obligated service may be performed as a full-time 
employee practicing his profession in any unit of the Department; 
and 

(2) the penalty for failure to perform obligated service 
under the new GiSC Scholarship Program provides that such penalty 
is reduced by the amount of the service obligation which an 
individual has completed. 

The report should ref lcct, on page 65, the amendment made to 
section 741(f)(l)(B) by P.L. 95-83, which revises the provision 
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that loan repayment be limited only CO loans undti the Health 
Professions Student Loan Program, to allow such repayment of 
“other educational loans” that were received under a written 
loan agreement entered into before October 12, 1976. 

Based on recent modification of the approval process, the last sentence 
of the second paragraph on page 94 should be changed to read: “Residency 
programs in the field of family medicine approved by the Board of 
Trustees of the American Osteopathic Association or the Liaison 
Committee on Graduate Medical Education based upon the recommendation 
of the Residency Review Committee for Family Practice, and new 
residency programs in family medicine for which provisional approval 
has been obtained, are eligible for support under this grant progrm.” 

We suggest that the table on page 9.6, showing distribution of family 
practice graduates, be supplemented with information concerning 
distribution by demographic county classification. This would 
enable better correlation with data in other parts of the report. 

y--L __ .. , -_ 
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SUMMARY OF SOME OF THE MAJOR PROVISTONS OF 
MEDICARE AND MEDICAID REIMBURSEMtNT FOR -- 

RURAL HEALTH CLINICS UNDER PUBLIC L.&J 95-210 

Coverage of clinics in rural areas 

Medicare and Medicaid coverage will be provided for 
services furnished to clinics which are located in areas 
designated by the Bureau of the Census as rural, and by the 
Secretary as medically underserved, where the supply of 
physicians i- not sufficient to meet the needs of the local 
residents. Such clinics may be either physician-directed or 
those which do not have a full-time physician. Once a clinic 
establishes its eligibility with respect to being located in 
a rural, medically underserved area, the clinic may retain 
its special status under the law even if the area changes. 

Covered services - 

Services provided by a physician assistant or nurse 
practitioner working in a rural clinic will be covered under 
Medicare and xledicaid if (1) they are otherwise covered when 
provided by Is physician and (2) the physician assistant or 
nurse practitioner is legally authorized under State law to 
perform the services. Services and supplies which are 
presently covered when provided as incident to a physician's 
service will also be covered. In addition, if there is a 
shortage of nor.e health ayencies in the area, covered services 
will include part-time nursing care furnished by a nurse ta a 
homebound patient. 

Cost-related reimbursement 
forThealth clinic services 

Medicare payment to the clinic will be equal to 80 per- 
cent of the costs which are reasonable for the efficient 
delivery of services to Medicare beneficiaries. Clinics 
will be required to accept the amount determined by the Secre- 
tary as the full charge for the services and may bill the 
beneficiary only for the amount of the Medicare deductible 
and coinsurance. Medicaid plans are required to reimburse 
the clinics for covered services at a rate eql!al to 100 per- 
cent of the reasonable cost as determined for Medicare 
purposes. 

Requirements for rural health clinics 

Clinics will be required to make arrangements with a 
physician for periodic review of all services covered under 
Medicare and Medicaid which are provided by the physician 
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assistant, nurse practitioner, or nurse. Thr? phjrsicidn must 
be available to prepare necessary medical orders, for referral 
of patients when necessary, and for assistance in medical 
emergencies, but not be required to be physically present 
when the services are provided. - 

Paraprofessional personnel covered by the law 

A physician assistant, nurse practitioner, or nurse mid- 
wife may perform such services as he/she is legally authorize.3 
to perform under State law and must meet such training 
and education and experience requirements (or any combination 
thereof) as the Secretary prescribes in regulations.&' 

Demonstration projects 

The law contains authority for several demonstration 
projects. In order to evaluate changes which might be made 
in the Medicare program to provide more efficient and cost- 
effective reimbursement, the law requires the Secretary to 
conduct demonstration projects with respect to reimbursement 
on a cost basis for services provided by physician-directed 
clinics in urban medik*ally underserved areas. Such services 
may include services provided by a physician assistant or 
nurse practitioner employed by such clinics if the services 
would otherwise be reimbursable if provided by a physician. 
The projects must be of sufficient scope and carried out 
on a broad enough scale to allow the Secretary, among other 
things, to fully evaluate the relative advantages and disad- 
vantages of reimbursement on the basis of costs and fee-for- 
service for physician-directed clinics employing a physician 
assistant or nurse practitioner. The Secretary is required 
to report his findings and recommendations for legislative 
changes to the Congress with respect to this project by 
January 1, 1981. 

l-/HEW advised us that the first set of regulations was 
published February 8, 1978, and sets forth alternative, 
minimum credentials in the definition of these terms. 
In recognition of the fact that there are graduates of 
special education programs who have been providing medi- 
cal services in settings comparable to rural health 
clinics, HEW said the regulation includes in the defini- 
tion-people who have graduated from such programs and 
have been providing primary medical care services for 
at least 12 months during the 18 months immediately pre- 
ceding the effective date of the regulation (42 CFR 481.2). 
This regulation also specifies the requirements which a 
clinic must meet in order to be certified for participa- 
tion in Medicare or Medicai:l. 
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The Secretary is also required to conduct a study and 
report within 1 year to the Congress concerning the feasi- 
bility and desirability of substituting a copayment for each 
clinic visit for the deductible and coinsurance required 
in present Medicare law. The Secretary is further required 
to study the advantages and disadvantages of extending Medi- 
care coverage to mental health , alcoholism and drug abuse 
centers and to report his findings to the Congress within 6 
months, 
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PKINCIPlSL OFFICIALS RESPONSIBLE FOR ADZINISTERING 

ACTIVITIES DISCUSSED IN THIS REPORT 

Tenure of office 
From To - 

DEPARTMENT OF HEALTH , EDUCATION, AND WELFARE - 

SECRETARY OF HEALTH, EDUCATION, 
AND WELFARE: 

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

ASSISTANT SECRETARY FOR HEALTH: 
J. Richmond, M.D. 
J. !?. Dickson, III (acting) 
T. Cooper, M.D. 
T. Cooper, M.D. (acting) 
C. C. Edwards 

ADMIMISTRATOR, HEALTH RESOURCES 
ADMINISTRATION: 

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

ADMINISTRATOR, HEALTH SERVICES 
ADMINISTRATION: 

G. I. Lythcott 
J. H. Kelso (acting) 
L. M. Hellman 
R. Van Hoek (acting) 
H. 0. Buzzell 

(10221) 
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Jan. 1977 
Aug. 1975 
Feb. 1973 

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

Jan. 1978 
Aug. 1973 

Sept. 1977 
Jan. 1977 
May 1976 
Feb. 1975 
July 1973 

Present 
l Jan. 1977 

Aug. 1975 

Present 
July 1977 
Jan. 1977 
May 1975 
Jan. 1975 

Present 
Jan. 1977 

Present 
Sept. 1977 
Jan. 1977 
May 1976 
Jan. 1975 
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