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HIGHLIGHTS 

THIRD REPORT OF COGME 

T
he Council on Graduate Medical Education 
(COGME) was authorized by Congress in 
1986 to provide an ongoing assessment of 

physician workforce trends and to recommend ap­
propriate Federal and private sector efforts to ad­
dress identified needs. The legislation calls for 
COGME to serve in an advisory capacity to the 
Secretary of the Department of Health and Human 
Services (DHHS), the Senate Committees on Labor 
and Human Resources and Finance, and the House 
of Representatives Committees on Energy and Com­
merce and Ways and Means. By statute, the Coun­
cil te1minates on September 30, 1996. 

The legislation specifies that the Council is to 
comprise 17 members. Appointed individuals are 
to include representatives of practicing primary care 
physicians, national and specialty physician orga­
nizations, international medical graduates, medical 
student and house staff associations, schools of 
medicine and osteopathy, public and private teach­
ing hospitals, health insurers, business, and labor. 
Federal representation includes the Assistant Sec­
retary for Health, DHHS; the Administrator of the 
Health Care Financing Administration, DHHS; and 
the Chief Medical Director of the Veterans Admin­
istration. 

Charge to the Council 

Although called the Council on Graduate Medi­
cal Education, the charge to COGME is much 
broader. Title VII of the Public Health Service Act 
in Section 799(H), as amended by Public Law 99-
272, requires that COGME provides advice and 
makes recommendations to the Secretary and Con­
gress on the following: 

1. The supply and distribution of physicians in 
the United States. 

2. Current and future shortages or excesses of 
physicians in medical and surgical specialties and 
subspecialties. 

3. Issues relating to foreign medical school 
graduates. 

4. Appropriate Federal policies with respect to 
the matters specified in (I), (2), and (3) above, 
including policies concerning changes in the fi­
nancing of undergraduate and graduate medical edu­
cation programs and changes in the types of medi-
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cal education training in graduate medical educa­
tion programs. 

5. Appropriate efforts to be carried out by hos­
pitals, schools of medicine, schools of osteopathy, 
and accrediting bodies with respect to the matters 
specified in (1), (2), and (3) above, including ef­
forts for changes in undergraduate and graduate 
medical education programs. 

6. Deficiencies in, and needs for improvements 
in, existing data bases concerning the supply and 
distribution of, and postgraduate training programs 
for, physicians in the United States and steps that 
should be taken to eliminate those deficiencies. 
The Council is to encourage entities providing gradu­
ate medical education to conduct activities to vol­
untarily achieve the recommendations of this Coun­
cil under (5) above. 

Previous Reports 
The Council was asked by Congress to issue its 

first report by July 1, 1988, and subsequent reports 
every three years. Since its establ ishment, COG ME 
has submitted the following reports to Congress: 

• First Report of the Council, Volume I and 
Volume II (1988). 

• Second Report: The Financial Status of Teach­
ing Hospitals and the Underrepresentation of Mi­
norities in Medicine (1990). 

• Addendum to the Second Report: The Finan­
cial Status of Veterans Administration Teaching 
Hospitals (1990). 

• Scholar in Residence Report: Reform in 
Medical Education and Medical Education in the 
Ambulatory Setting (1991). 

Principles of the Council 
In making these recommendations to Congress 

and the Secretary, the Council 's deliberations have 
been guided by the following principles: 

• The primary concern of the Council must be 
the health of the American people. There must be 
ensured access to quality health care for all. Con­
cern for the well-being of the health professions, 
medical schools, and teaching hospitals, while im­
portant, must be secondary to the previously men­
tioned concerns. 
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•The Council should consider the diverse needs 
of the vatious geographic areas and segments of the 
population, such as rural and inner-city areas and 
minority and disadvantaged populations. 

• A goal of the Counci l is increased representa­
tion of minorities in the health professions. Tar­
geted programs are appropriate and a necessary 
means of achieving this objective. 

• The Council must consider the interrelation­
ship between services provided by physicians and 
those provided by other health professions. 

• Although the Council supports the continua­
tion of successful private sector initiatives, it recog­
nizes that an active Federal and State role has been 
and will continue to be needed to address the spe­
cific problems of distribution, quality, and access to 
health care. 

• The Council should be concerned about ef­
fects on total health care costs in the Nation. The 
Council must also consider the financial and pro­
grammatic impact of its recommendations on the 
Federal budget, both short and long term. 

•The Council recognizes that health care in the 
United States is not a closed system; therefore, its 
deliberations must be guided by an international 
perspective. 

• The Council must consider changes in demo­
graphics (e.g., the aging population), disease pat­
terns (e.g., increasi ng prevalence of the acquired 
immunodeficiency syndrome [AIDS]), patterns of 
health care delivery (e.g., increased emphasis on 
ambulatory care), and the unmet needs for preven­
tion and care. 

• The Council believes that a strong system of 
medical education must be maintained in order to 
expand medical knowledge and provide access to 
quality medical care through an adequate supply of 
appropriately educated physicians. 

• American medical education should provide 
a basis for physicians of the future to be able to 
deliver continu.ally improving patient care through 
a better understanding of disease processes and 
thei r cl inical manifestations. The education system 
should prepare physicians to appropriately apply 
new techniques of diagnosis, treatment, and pre­
vention in a compassionate and cost-effective man­
ner. 

Findings 

The Council 's seven major fi ndings identify a 
series of deficiencies in the current physician sup­
ply, medical education financing, and health care 
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reimbursement systems, which hinder health care 
access. The Council's findings conclude that the 
Nation has: 

• Too few generalists (i.e., fam ily physicians, 
general internists, and general pediatricians) and 
too many nonp rimary care specialists and 
subspecialists. 

• Access to care problems in inner-city and 
rural areas that are growing despite substantial in­
creases in the total physician supply. 

• Too few underrepresented minority physi­
cians. 

• Shortages in certain nonprimary care medical 
specialties, including general surgery, adult and chi Id 
psychiatry, and preventive medicine, and among 
generalist physicians with additional geriatrics train­
ing. 

• An increasing physician-to-population ratio, 
which wi ll do little to improve the public's health 
or increase access and will hinder cost-containment 
efforts. 

• A system of undergraduate and graduate edu­
cation that can be more responsive to these regional 
and national workforce needs. 

• No national physician workforce plan or suf­
ficient incentives in medical education financing 
and health care reimbursement to attain the appro­
priate specialty mix, racial/ethnic composition, and 
geographic distribution of physicians. 

Goals 

Based on these findings, COGME recommends 
adoption of the fo ll owing national physician ' 
workforce goals. The Uni ted States should: 

• Move toward a system in which 50 percent of 
physicians practice in the generalist d isciplines of 
family medicine, general internal medicine, and 
general pediatrics. 

• Increase to at least 50 percent the percentage 
of residents who complete a three-year training 
program in family medicine, general internal medi­
cine, and general pediatrics and enter generalist 
practices. 

• Improve physician distribution to eliminate 
primary medical care shortage areas and urban/ 
rural disparities. 

Double the number of entering 
underrepresented minority medical students from 
1,500 to 3,000 by the year 2000, a goal established 
by the Association of American Medical Colleges. 
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• Increase the number of general surgeons, pre­
ventive medicine specialists, adult and child psy­
chialrists, and general internists and fam ily physi­
cians with additional geriatrics training. 

• Maintain the osteopathic and allopathic phy­
sician-to-population ratio at current levels. 

Recommendations for the 
Nation 

The centerpiece of COGME's recommenda­
tions is the establishment of a national physician 
workforce plan, rational medical education infra­
structure, and financing strategy to attain the na­
tional physician workforce goals. Recommenda­
lions include: 

•Establishing a National Physician Workforce 
Commission and State Commissions to determine 
local, regional, and national needs. 

• Implementing the workforce plan tlu-ough 
local, State, or regional academic consortia, which 
might include one or more medical schools, teach­
ing and community hospitals, health maintenance 
organizations (HMOs), community health centers, 
and other educational and teaching institutions or 
agencies. 

• Allocating residency positions and graduate 
medical education (GME) funding based on State 
and regional workforce needs and national goals 
for aggregate physician supply, minority recruit­
ment and retention, and specialty dislribution. 

• Encouragi ng allopathic and osteopathic medi­
cal schools to not increase enrollment. 

• Capping Medicare (and other) funded first­
year residency positions at 10 percent more than the 
number of U.S. allopathic and osteopathic medical 
graduates. 

•Providing undergraduate financial incentives, 
including loan and scholarship programs, to recruit 
and retain more underrepresented minorities and 
graduate more generalists. 

•Providing GME financial incentives, through 
Medicare and other payers, to train more general­
ists and fewer nonprimary care specialists and 
subspecialists. 

• Increasing incentives for primary care prac­
tice and service in inner-city and rural areas, through 
physician payment reform, reduction of admini s­
tralive burdens, National Health Service Corps 
(NHSC) scholarship and loan programs, tort re­
form, and differential Medicare and Medicaid re­
imbursement for practice in shortage areas. 
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Specific Recommendations for 
Medical Educators 

A physician workforce plan and financing strat­
egy will help our Nation respond to societal needs 
for more minority and generalists physicians and 
for access to more primary care services, particu­
larly in underserved inner-city and rural areas. 
Achieving these national workforce goals will also 
require the commitment and leadership of our 
Nation's medical educators . The Council 's vision 
of a medical education system that is responsive to 
our Nation 's health care needs in the 21st century 
will be reflected in the institution's: 

•Mission statement and strategic plan. 

• Recruitment, admissions, and retention 
policies. 

• Medical education objectives and curricula. 

• Faculty composition and reward system. 

• Medical education and teach ing environment. 

• Linkages wi th a variety of teaching sites. 

Issues for Further Exploration 

The Council recognizes that there are a number 
of issues requiring further exploration. Among 
these are the following: 

• The Nation's voluntary system of specialty 
certification, medical education accreditation, and 
Iicensure, which have a significant impact on phy­
sician workforce supply and distribution. 

• The important role of physician assistants, 
nurse practitioners, and certified nurse midwives in 
delivering primary medical care. 

• Representation of women in medicine, par­
ticularly in academic roles. 

• The State's role, including model initiatives, 
in addressing workforce data needs, supply, and 
distribution. 

•Other financing and infrastructure approaches 
that have potenlial to attain the stated workforce 
goals. 
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CHAPTER I • Introduction: The Crises in Health 
Care Delivery and Physician Workforce Supply 

I n 1988, when COGME issued its first report to 
the Secretary and Congress, it expressed con­
cern that physician specialty and geographic 

maldistribution was growing despite an increasing 
aggregate supply of physicians. At that time, con­
cerns about access to health care and rising health 
care costs had not yet been so prominently thrust 
into the national spotlight. Similarly, physician 
workforce policy was not high on the national 
agenda. 

The historical context of this report is vastly 
different. Today, the health care system is ac­
knowledged to be in crisis. While health care ex­
penditures exceeded $650 billion in 1990 and are 
projected to reach $1 trillion in 1995, 37 million 
Americans remain medically uninsured, and mil­
lions more face barriers to basic health care. Fur­
therrnore, the Nation 's basic health status indica­
tors, which are in some measure influenced by 
access to health care, lag behind most economically 
developed countries. There is now recognition that 
health care reform to ensure access to basic care for 
all Americans is not possible without physician 
workforce refotm. It is in this context that COGME 
has been examining physician workforce supply 
and distribution and its impact on ensuring access 
to care for all Americans. 

The Crisis in Health Care 
Delivery 

Within the community of nations, the United 
States leads in biomedical research, technology de­
velopment, and some aspects of health care deliv­
ery. The United States produces excellent physi­
cians and leads in the development, application, 
and diffusion of new technologies for disease diag­
nosis and treatment. The United States also is 
recognized for innovations in health care delivery 
systems such as HMOs and other managed care 
systems. 1 

Nevertheless, the health care system has no­
table flaws. Although the United States spends far 
more per capita on health care than any other na­
tion, millions of Americans face significant ban"iers 
trying to obtain basic health services. The United 
States pioneers in biomedical research and sophisti­
cated medical technology, funded through the Na­
tional Institutes of Health (NIH), but basic health 

status indicators lag far behind other developed 
countries. Although the Centers for Disease Con­
trol has led advances in epidemiology and disease 
prevention and control, the actual pe1formance of 
the health care system in providing basic screening, 
counseling, and immunization services is consid­
ered to be far below target levels.2 

Today, public concern about the health care 
crisis is expressed through the sheer number of 
national health care reform proposals that have been 
introduced. The major elements of the health care 
crisis include: 

• Inadequate access to care. 

• Poor and/or unequal health status within the 
population. 

• The high cost of health care . 

Inadequate Access to Health Care 

The problems associated with access to health 
care have deeply rooted social, economic, and edu­
cational implications. Significant numbers of people 
do not have access to affordable and quality health 
care, and the numbers continue to increase. Avail­
ability of insurance or other third-party coverage is 
a necessary means of access for preventive and 
medical services. Yet, 37 million Americans lack 
health insurance, three-fourths of them are full­
time workers and their fam ilies, and another 16 
million have inadequate coverage. In 1990, 17 
percent of the nonelderly U.S. population did not 
have private or public coverage.3 In 1988, two­
thirds of the uninsured population were in fam ilies 
of full-year steadily employed workers.4 These 
individuals and their families face barriers in ob­
taining medical care and are less likely to get pre­
ventive care or adequate care when faced with seri­
ous illness. 

Studies have shown that lack of insurance cov­
erage is the major barrier to health care. Without 
insurance coverage, many individuals and their fami­
lies forgo medical care or opt for reduced care. One 
recent study showed data indicating that lack of 
access to basic care in Washington, D.C., and the 
United States resulted in excess needless premature 
deaths among African Americans from common 
treatable conditions such as asthma, pneumonia, 
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Fig. 1 - Age-Adjusted Selected Indicators of Health Status and Medical Care Utilization, 
by Race and Poverty Status, 1986 

f11dica1or and poverty stalus Wf1ite Black Hi~panic 

Acute conditions (per 1,000) 
Nonpoor 2083 1204 165 1 
Poor 2342 151 4 1745 
Differe nce* 259 310 94 

Restricted Activity Days (per person) 
Nonpoor 14.3 15.5 14.6 
Poor 26.6 26.6 16.5 
Difference 12.3 11. I 1.9 

Fair o r Poor Health (percent) 
Non poor 7.7 % 13.5 % 10.5 % 
Poor 20.2 % 25.8 % 24.7 % 
Difference 12.5 % 12.3 % 14.2 % 

Physician Contacts (per person) 
Nonpoor 5.6 7 .6 4.4 

Poor 7.3 6.2 4.7 
Difference 1.7 -1.4 0 .3 

Hospitalization (percen t) 
Non poor 8 .3 % 7 .1 % 7.6 % 
Poor 12. l % 14.6 % 10.7% 
Difference 3.8 % 7.5 % 3.1 % 

• Poor· Nonpoor. Th e NHIS defines an acute condition as a health condition 1ha1 caused a rcslriclion in activily o r phys ic ian con1ac1 in 1he pas! lwo weeks. 
Pe rsons were classified as poor ir the ir family income was below !he official povc11y threshold. 

Source: National Center for Health Statistics, National Health Interview S urvey. 1986. 

hypertension, and tuberculosis.5 Similarly, studies 
in New York City indicate that residents in low­
income census tracts were significantly more likely 
to be hospitalized for common conditions that can 
be treated with access to basic health care.6 

Poor and/or Unequal Health Status Within 
the Population 

Many socioeconomic factors affect health sta­
tus, including poverty, unemployment, lack of edu­
cation, poor housing, and unsafe neighborhoods. 
Figure 1 displays indicators of health status and 
medical care utilization by race and poverty status. 
This information provides evidence that the health 
status of individuals in the population varies ac­
cording to race and socioeconomic status. Simply 
stated, our Nation 's most vulnerable citizens- mi­
norities, the poor, the unemployed, and the poorly 
educated-are at greatest risk for poor health. 

However, health problems are exacerbated by 
barriers to regular primary and preventive care. 
Unfortunately, our Nation's most vulnerable citi­
zens are also the mostly likely to be uninsured. 
Although Medicaid is often considered to be the 

catchall program for the poor, in reality, this is not 
the case. At the time it was enacted as Title XIX of 
the Social Security Act in 1965, Medicaid was not 
intended to pay for medical services of all poor 
Americans. Instead, it was designed to provide 
medical assistance to those in the welfare program 
categories of the aged, blind and disabled, and poor 
women or families with children, thus leaving out 
poverty-stricken single people and childless couples. 
The restricted financial criteria for Medicaid eligi­
bility have excluded the employed poor. For rea­
sons that include these limitations on eligibility, 
about 60 percent of the poor do not receive Medic­
aid benefits. This leaves a s ignificant gap between 
the number of people living below the poverty level 
and the actual number of Medicaid recipients. Con­
sequently, substantial numbers of ind ividuals do 
not benefit from any heal th program coverage for 
major portions of the year. The resulting lack of 
health care is associated with worse health status 
among the poor. 7 

International comparisons also provide much 
ammunition for critics of the U.S . health care sys­
tem. The United States fares poorly as compared 
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with other developed countries in several major 
heal th indices: 

•In 1988, the Uni ted States ranked 23rd out of 
40 selected countries in terms of infant mortality 8 

(see figure 2 for U.S. comparison of infant mortal­
ity among five selected countries belonging to the 
Organization for Economic Cooperation and De­
velopment [OECD] ). 

• The United States ranks in the bottom half 
among the OECD countries in terms of male and 
female life expectancy at birth (figure 3).9 

The High Cost of Health Care 

Policymakers agree that strategies to expand 
access and control costs must proceed together. To 
pursue one goal without the other is to further un­
dermine a system already under serious stress. The 

Fig. 2- Infant Mortality by Selected Country, 1987 
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Fig. 3 - Life Expectancy at Birth in Selected OECD Countries, 1987 
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persistent and substantial increases in the costs of 
health care continue to alarm economists, e lected 
officials, business, labor, and the public. Expendi­
tures in the health care system are growing at a rate 
that is regarded as unsustainable by both pr ivate 
and public payers. Health care expenditures are 
estimated to exceed $1 trill ion in 1995 and $1.8 
trillion in the year 2000. In every year from 1950 to 
1985 except three (1973, 1978, 1984), the inflation 
in national spending for health care outpaced the 
rest of the economy. Put differently, in 1950 the 
United States spent about $1 billion per month in 
health care; by 1985 it was spending more than $1 
bill ion per day.IO 

When compared with other industrialized na­
tions, the United States spends significantly more 
of its gross domestic product (GDP) for health care. 
Furthermore, health care costs continue to escalate 
to the detriment and sacrifice of other national goals. 
The per capita spending for the United States is 40 
percent higher than Canada, 90 percent higher than 
Ge1many, and 127 percent higher than Japan (fig­
ure 4). Perhaps even more troubling is the contin­
ued increase in percentage of GDP in the United 
States through 1989, when the percentages for other 
industrialized countries appear to have stabilized 
since the early 1980s (figure 5). 11 

A comparative analysis of the health care costs 
in selected countries reveals key features that dis­
tinguish the United States from other nations in 
providing health care services. Compared with 
other countries, many more physicians in the United 
States choose to practice in highly focused medical 
specialties and subspecial ties. Studies suggest that 
the cost of physician services is much greater in the 
United States and that patients undergo more in­
tense medical services per visit because of the ex­
ceptionally high proportion of nonp1imary care spe­
cialists in this country. 12 

Considering the staggering health care costs 
that continue to escalate, it is no wonder why health 
care issues command frontiine national attention. 
Despite all the billions spent on health care and the 
remarkable increase in expenditures for biomedical 
research, new technology, and medical care, the 
United States has a rather dismal health status 
scorecard due to its failure to provide routine, on­
going primary care to surprisingly large segments 
of its population. 
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Fig. 4- Per Capita Health Spending, 1989 
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tion system producing the right mix and supply of 
physicians to meet our Nation's health care needs 
in the 21st century? Clearly, efforts to solve the trio 
of inadequate access to care, skyrocketing costs, 
and poor relative health status would be signifi­
cantly hindered if America is also facing a crisis in 
physician workforce supply. 

It is in this context that COGME has been 
examining physician workforce supply and distri­
bution and its impact on ensuring access to care for 
all Americans. Over the past two years, the C0t.in­
cil has focused on the following seven major ques­
tions: 

1. Do we have an adequate mix of general­
ists and specialists to provide the most efficient and 
the most cost-effective system of quality care for all 
Americans? 

Source: Pre-1988 data: OECD, Health Data File, 1989, from Health Care Financing Administration. 1988-89 data: Schieber, G.J. 
and Poullier, J-P., "International health spending: Issues and trends." Health Affairs, Spring 1991 . 2. What implications do problems of access 

have for recommendations on physician workforce, 
supply, and distribution? The Crisis in Physician 

Workforce Supply 

Physician and health professional workforce 
considerations are fundamental to any discussion of 
health care reform strategies. The ability to provide 
essential health care services to all Americans de­
pends upon the proper supply, racial/ethnic compo­
sition, specialty mix, and geographic distribution of 
physicians and other health professionals. If a sys­
tem of insurance was provided tomorrow for all 
Americans to ensure access to essential health care 
at a reasonable societal cost, would the right mix of 
physicians be available to provide quality and cost­
effective care? Furthermore, is our medical educa-

3. What is the status of minority representa­
tion in medicine and what effect does it have on 
minority health as well as the health of the public in 
general? 

4. What are the supply needs of specific medi­
cal specialties? 

5. Do we currently have adequate numbers 
of total physicians? Will the projected supply of 
physicians be adequate? 

6. Can our medical education system be more 
responsive to the health care needs of the Nation? 
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7. What are the factors that have hindered 
efforts to attain the appropriate composition, spe­
cialty mix, and geographic distribution of physi­
cians to ensure access to care for all Americans? 

Over a two-year period since its last report, the 
Council received a broad range of input. This 
included solicited papers covering supply and de­
mand for physicians, baniers to access to physician 
services, and updated need-based requirements for 
selected specialties. The Council limited its review 
of workforce assessments to the following special­
ties: general/family practice, general internal medi­
cine, general pediatrics, general surgery, obstetrics/ 
gynecology, adult and child psychiatry, preventive 
medicine, and geriatrics. 

The Council received significant testimony at 
plenary sessions and before its th ree subcommittees 
on Physician Manpower, Medical Education Pro­
grams and Financing, and M inority Representation 
in Medicine. Representatives from major organiza­
tions and policy-making bodies, including the ma­
jor allopathic and osteopathic hospital and medical 
education organizations and major specialty orga­
nizations, have testified on aspects leading to this 
third report. Major foundations have provided tes­
timony, including the Josiah Macy, Jr. Foundation, 
the Robert Wood Johnson Foundation, the Pew 
Charitable Trusts, and the Kellogg Foundation. Rep­
resentatives of State and local interests, such as the 
New York State Council on Graduate Medical Edu­
cation and the National Conference of State Legis­
latures, also testified. In addition, COGME has 
reviewed the latest recommendations from medical 
educators and policymakers on medical education 
reform policy. 

This third report to Congress and the Secretary 
provides the Council's principles and subsequent 
findings, goals, and recommendations to address 
these major physician workforce issues of today. 
Chapter II contains the Council 's first s ix major 
findings and goals. Chapter III contains the 
Council's seventh major finding and goal, which 
describes the major barriers to policy change that 
must be addressed to attain the goals and new direc­
tions. Chapter IV describes the Council's recom­
mendations for the Nation, as well as specific rec­
ommendations for our Nation's medical educators. 
The appendix contains projections of the total phy­
sician supply and specialty mix if COGME's rec­
ommendations were adopted. 
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Chapter II · Findings of COGME 

Finding No. 1: 
T he Nation has too few generalis ts a n d too 
many s pecialists. 

• The growing shortage of practicing gener­
alists (i.e., family physicians, general internists, 
and genera l pediatricians) will be greatly aggra­
vated by the growing percentage of medical 
school graduates who plan to subspecialize. The 
expansion of managed care and provision of uni­
versal access to care will only fur ther increase 
the demand for generalist physicians. 

• Increasing subspecialization in U.S. health 
care escalates health care costs, r esults in frag­
mentation of services, and increases the discrep­
ancy between numbers of rural and urban phy­
sicians. 

•A rational health care system must be based 
upon an infrastructure consisting of a majority 
of generalist physicians trained to provide qual­
ity prima ry care and an appropriate mix of other 
specialists to meet health care needs. Today, 
other specialists and subspecialists provide a sig­
nificant amount of primary care. However, phy­
sicians who are trained, practice, and receive 
continuing education in the generalist disciplines 
provide more comprehensive and cost-effective 
care than nonprima ry care specialists and 
subspecialists. 

Many Americans lack access to basic primary 
health care, which includes a comprehensive range 
of public health, preventive, diagnostic, and reha­
bilitative services. The goal of these services is to 
prevent premature death and disability, preserve 
functional capacity, and enhance overall quality of 
life. 

Building a health care system that ensures the 
avai lability of these services is a fundamental goal. 
Ensuring the right mix of health professionals to 
deliver these services is another prerequisite. A 
wide variety of health professionals can and should 
be delivering primary health care services using 
both individual and public health approaches. For 
example, important clinical preventive services, such 
as immunizations, are frequently delivered in the 
public health sector by preventive medicine/public 
health physicians and public health nurses. 

7 

The emphasis on high-cost, disease-oriented, 
hospital-based, subspecialty medical care at the ex­
pense of low-cost, person-oriented, communi ty­
based primary care is a growing cause for concern. 
The limited number of primary care providers in 
the United States intensifies the barriers to access 
for all Americans. 

A critically important element of any health 
care system is primary medical care. Primary medi­
cal care is characterized by the following elements: 

• First-contact care for persons wi th undiffer­
entiated health concerns. 

•Person-centered, comprehensive care that is 
not organ or problem specific. 

• An orientation toward the longitudinal care 
of the patient. 

• Responsibil ity for coordination of other health 
services as they relate to the patient's care. 

Physicians who provide primary medical care 
are trained as generalists. They are trained in, 
practice, and receive continuing education in the 
following competencies: 

• Health promotion and disease prevention • 
Assessment/evaluation of common symptoms and 
physical signs. • Management of common acute 
and chronic medical conditions. •Identification and 
appropriate referral for other needed health care 
services. 

Once the elements and competencies of p1i­
mary care are clearly defined, the physician spe­
cialties that compose the "primary care" disciplines 
become evident. Physicians who provide these 
comprehensive primary care services are trained in 
and practice as "generalists." Generalist physicians 
who attain these competencies through specific train­
ing and certification, practice, and continuing edu­
cation include family physicians, general internists, 
and general pediatricians . In addition, other 
nonphysician providers meet this definition, includ­
ing primary care physician assistants, nurse practi­
tioners, and certified nurse midwives. The impor­
tant role of these nonphysician primary care pro­
viders is beyond the scope of this report. It will be 
addressed in a future report. 

Once defined as such, these generalist physi­
cians and nonphysician primary care providers are 
distinguishable from a diverse spectrum of other 
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essential health professions that are needed to de­
liver health care, such as cardiologists, obstetrician/ 
gynecologists, psychiatrists and other physician spe­
cialists, public health nurses, social workers, den­
tists, and phaimacists. These other professionals 
receive training in and provide some important as­
pects of what we have defined as primary medical 
care, such as the cardiologist managing a patient 's 
angina, the surgeon providing foUowup for a woman 
with a breast lump, the dentist performing an oral 
exam, or the public health nurse providing immuni­
zations. However, these professionals are not trained 
in, practice, and receive continuing medical educa­
tion in the broad competencies of primary medical 
care. 

In addition to their regular three-yeai· residency, 
generalist physicians may acquire additional train­
ing to deliver primary medical care to specific popu­
lations. For example, although au family physi­
cians and general internists acquire substantial res i­
dency training experience in caring for the elderly, 
some obtain additional training in geriatrics. Al­
though all family physicians and general pediatri­
cians are trained during residency to care for ado­
lescents, some obtain additional training in adoles­
cent medicine. Furthermore, some fami ly physi­
cians, general internists, and general pediatricians 
acquire additional training in preventive medicine/ 
public health. 

These areas of additional primary care training 
differ significantly from subspecialty training (e.g., 
cardiology, nephrology , and gastroenterology). 
They are person-, family-, and community-centered 
rather than organ-specific. They focus on building 
additional competencies and skills in the elements 
of primary medical care. 

Fig. 6 - A Steady Decrease in Primary Care MDs• 
Compared to Other Specialties: Selected Years 1931-88 

Primary Care 
• Non-Primary Care 

I 
1931 49 60 61 62 63 64 65 66 67 68 69 70 81 88 

• Family physicians, general Internists and general pediatricians 
Note: The AMA reclassified MOs in 1968 causing a 3.5% change In primary and non-primary care. 

Source: Pre·1965 dala from Health Manpower Sourcebook: Seclion 14, Medical Specialists, Division of Public Heallh Melhods, 
U.S. Public Heallh Service, DHEW, 1962. 1965-88 dala lrom Physician Characteristics and Distribution, annual editions, AMA. 
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There has been a general consensus for many 
years in the policy-making community that, as a 
Nation, wc have been training too many subspecialist 
physicians and not enough generalist physicians to 
provide primary medical care. Over the last 60 
years, the change in the national specialty distribu­
tion of physicians has been dramatic. In 1931, 
more than four out of five private practice physi­
cians were in general practice. By 1965, the pro­
portion had dropped to less than one-half. By 1988, 
the proportion of physicians in the generalist spe­
cialties had decreased to approximately one out of 
three (figure 6). 1 

In 1990, 33.5 percent of the 547,310 active 
allopathic physicians were generalists. They con­
sisted of 76,295, or 13.9 percent general internists, 
70,480 or 12.9 percent family physicians, and 36,5 19 
or 6.7 percent general pediatricians. Of the 22,653 
active osteopathic physicians reporting a specialty 
in 1990, 55.4 percent were in general practice. 

This declining generalist physician infrastruc­
ture significantly hinders access to basic primary 
medical care. Physicians in these generalist spe­
cialties provide over half of all ambulatory patient 
contacts. The I 985 National Ambulatory Medical 
Care Survey found that approximately 30.5 percent 
of ambulatory visits were to family physicians, 11.6 
percent to internists (excluding cardiologists), and 
11.4 percent to pediatricians. 

The roots of these trends can be traced to initia­
tives previously described that resulted in the in­
creased production of physicians. Following World 
War II, the Nation invested unprecedented amounts 
of funds in biomedical research. The Federal Gov­
ernment became the dominant source with funds 
principally channeled to the Nation's medical 
schools through NIH. While this investment has 
produced many of the world's greatest advances in 
research and medical care, it has also proved to be a 
key factor in the rise of specialization.2 

Concern over the generalist erosion in the phy­
sician supply has been expressed for at least two 
decades. The Report of the Citizens Commission 
on Graduate Medical Education (the Millis Report) 
in 1966 cited the increasing specialization in the 
physician supply as the chief factor in the asynchrony 
between the avai lability of medical services and the 
health cai·e needs of society.3 Indeed, much of the 
health workforce Federal legislation since the 1960s 
has been created to correct the following perceived 
impediments: (1) an insufficient number of gener­
alist physicians; (2) a disproportionately large num­
ber of specialists relative to generalists; and (3) an 
uneven geographic distribution of physicians.4•5 
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Yet, the goal of shifting specialty distribution 
toward primary care has not been achieved. In its 
most recent report, the Physician Payment Review 
Commission (PPRC) notes that some past policies 
may have been ineffective because they were 
underfunded, had insufficient support, or the prob­
lems they were intended to address were no longer 
considered priorities. These policies were also un­
successful because they were undermined by other 
policies that created additional and more substan­
tial financial incentives for growth in subspecialty 
residency positions. Such policies included bio­
medical research funding, financing GME through 
the hospital, and payment policies that overpaid 
surgical and technical procedures relative to evalu­
ation and 1nanagement services. 6 

Even ifthe supply of new physicians is signifi­
cantly reduced, the total supply of physicians will 
continue to increase well into the next century. 
Cu1Tently, over twice as many physicians enter prac­
tice annually as retire. Consequently, the generalist/ 
specialist mix of physicians becomes ilnportant, 
not only in addressing specific health needs of the 
population but also to contain health care costs. 
The following observations are patticularly relevant: 

• In its first report in 1988, COGME recom­
mended increased numbers of physicians in family 
practice and general internal 1nedicine to assist in 
meeting problems of access to primary care ser­
vices.7 

•The demand for practicing generalists would 
markedly increase if a program of universal health 
insurance is to be implemented. (One estimate is 
for a 13- to 15-percent increase in primary physi­
cian patient contacts. 8) 

• Interest by medical school graduates is rap­
id I y increasing in procedurally oriented 
subspecialties and in subspecialties that are per­
ceived to offer inore controllable lifestyles.9· 10 (The 
surgical specialties in which the nu1nber of resi­
dency positions has not increased are exceptions to 
this trend.) 

• Interest in the primary care specialties is de­
clining dramatically a1nong U.S. medical students. 11 

The Association of A1nerican Medical Col­
leges' (AAMC's) Graduation Questionnaire, which 
is an accurate aggregate predictor of specialty 
choice, 12 indicates that interest in family practice, 
general internal medicine, and general pedialrics 
has fallen from 36 percent of graduating seniors in 
1982 to 22. 7 percent in 1988 and 14.6 percent in 
1992.13 Long-term trends in specialization and 
subspecialization in medicine suggest that the cur-

9 

rent declining interest in primary care is not transi­
tory. 

Current J-Iealth Resources and Services Ad­
ministration (HRSA) projections of physician 
workforce are based upon the 1986 American Medi­
cal Association (AMA) Physician Master File and 
the assumption that physicians in residency training 
will follow historical trends of subspecialization. 
These projections indicate that 32 percent of physi­
cians will describe themselves as primary care phy­
sicians in 2010. However, when this model of 
physician supply is modified to utilize a scenario 
that 20 percent of graduates will become general­
ists, then the percentage of primary physicians is 
predicted to drop to 28 percent in 20 IO and to 26 
percent in 2020. 

The result of this move1nent a1nong 1nedical 
school graduates toward increasing subspecialization 
suggests that our health care syste1n in the next 
century will be even more subspecialty based with 
only one-fourth of physicians viewing themselves 
as prin1ary physicians. Current trends toward 
subspecialization are acco1npanied by the follow­
ing health care concerns: 

• Primary care services increasingly will be 
provided by subspecialists who will have had little 
or no education for primary care. 

• Primary care services provided by 
subspecialists can be expected to cost more. 
Subspecialists providing priinary care are likely to 
seek consultation more frequently because of the 
na1Tower focus of their education. Services pro­
vided will increase and will result in fragmentation 
and replication of care as patients shop from 
subspecialist to subspecialist. 14

•
15

•
16

.17 

• An oversupply of subspecialists would be 
1nore costly than would an oversupply of general­
ists. Subspecialists would be expected to use the 
technology and procedures of their subspecialty 
and to use hospital resources more than would gen­
eralists. A recent study showed that, even after 
controlling for patient mix and illness acuity, 
subspecialists such as endocrinologists and cardi­
ologists perfo1m more tests, prescribe more n1edi­
cations, and hospitalize more frequently than gen­
eral inte111ists, and general internists tend to use 
similar but slightly more health care resources than 
family physicians. 18 An edito1ial on this study 
argued that the differences in utilization almost 
certainly understated the true differences in costs 
between specialists and generalists because the study 
measured resource use, not charges, and because 
specialists charge and are paid more for identical 
services provided by generalists. 19 
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Fig. 7 - Generalists as a Percentage of Physicians: 
Selected Nations, Early 1980s 
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·western European respcnses to physician oversupply". 

• Increasing specialization will result in a grow­
ing discrepancy between the rural and urban physi­
cian workforce because subspecialists practice in 
urban areas. Current AMA projections anticipate a 
24-percent increase in metropolitan physicians be­
tween 1987 and 2000 and only a 17-percent in­
crease in rural physicians.20 These differences are 
understated because the projections do not take into 
account the declining interest in family practice­
the specialty most likely to serve rural populations. 

• Subspecialists providing more general ist ser­
vices will devote less time to their preferred sub­
specialty area. This plus the oversupply of 
subspecialists reduces an individual subspecialist's 
opportunity to care for the more complex and rare 
problems in the field.21 This may have negative 
implications for competence in the subspecialty area 
as well as for physician satisfaction. 

Experimental data do not exist to define the 
ideal proportion of generalists and specialists needed 
to provide optimal access to primary care services 
and optimal availability of secondary and tertiary 
services in the most cost-effective manner.22 How­
ever, in most Western nations, the percentage of 
generalist physicians far exceeds that of the United 
States. Fifty percent of Canadian physicians and 70 
percent of British physicians are general practitio­
ners or family physicians (figure 7).23•24•25 

Furthermore, the most cost-efficient delivery 
systems within the United States are closed-panel 
HMOs that employ approx imately 50 percent pri­
mary care physicians.26 The rapid proliferation of 
HMOs in which primary care physicians rather than 
subspecialists serve as case managers suggests that 
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coordinated care by generalist physicians are less 
costly. In addressing possible future changes in the 
health care system, utilization review, development 
of coordinated care programs, funding for preven­
tive services, increased consumer cost sharing in 
health insurance, and the implementation of univer­
sal health insurance all will impact more positively 
upon the need for more generalist physician ser­
vices than for specialty physician services.27 

The 1978 Institute of Medicine (IOM) study on 
primary care workforce supported the Federal ini­
tiative at that time that 50 percent of medical school 
graduates should enter residencies in primary care 
specialties.28 The study also indicated that it would 
be desirable for 60 to 70 percent of graduates to 
enter primary care special ties, in view of a shortage 
of primary physicians. 

However, the IOM did not anticipate the extent 
to which subspecialization would occur in internal 
medicine and pediatrics by the 1990s. Recent sur­
vey data indicate that 40 percent of those planning 
careers in pediatrics expect to subspecialize and at 
least 60 percent of those planning on careers in 
internal medicine expect to subspecialize.29 

By contrast, fam ily medicine has no 
subspecialties. More than 95 percent of those who 
enter family medicine residencies practice as gen­
eralists. In addition, family physicians are trained 
to provide primary medical care to all ages and both 
sexes, while pediatricians are trained to care for 
children and adolescents, and internists are trained 
to care for adults and the elderly. 

Family practice differs in another key dimen­
sion: it is the only special ty to be evenly distributed 
across all county types and sizes. While the per 
capita physician-to-population ratio for family phy­
sicians is actually higher in nonmetropolitan areas, 
these same areas have, per capita, in comparison 
with metropoli tan counties, fewer than one-th ird as 
many general internists, approximately one-fourth 
as many general pediatricians, and slightly more 
than one-fifth as many obstetricians/gynecologists.30 

Finding No. 2: 

Problems of access to medical care persist 
in rural and inner-city areas despite large 
increases in the number of physicians 
nationally. 

• Access to primary care services is espe­
cially difficult in rural a nd inner-city areas. 
Many factors contribute to the problems of ac­
cess, including economic and social circumstances 
of rural and inner-city areas as well as the short-
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age of minority and generalist physicians. Mi­
nority physicians and physicians in the three 
primary care specialties (fa mily practice, gen­
eral internal medicine, and general pediatrics) 
are more likely to serve inner-city populations. 

• Family physicians and general surgeons 
are more likely than other specialties to serve 
rural populations. The decline in numbers of 
general surgeons entering rura l practice is little 
recognized and has significant implications for 
access to trauma, obstetrical and orthopedic ser­
vices in rural settings and to the fiscal viability 
of rural hospitals. 

• Consequently, more minority and general­
ist physicians must be educated and educational 
programs should specifically address skills 

Fig. 8 - Number of Health Professions Shortage Areas (HPSA) and 
Number of Physicians Needed to Remove HPSA Designation 
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Fig. 9 - Non- Federal Primary Care Physicians (MD & DO), 
by County Size, 1988 
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needed in these settings. This must be accompa­
nied by sufficient incentives to enter and remain 
in inner-city and rural practice and by the devel­
opment of adequate health care systems in which 
they can practice. 

• Access to one important component of pri­
mary medical care, obstetrical services, has been 
in the national spotlight. Problems are greatest 
in rural and inner-city areas. Causes include 
economic and sociocultural factors and the avail­
ability of obstetricians, family physicians, and 
nurse midwives. While the total number of ob­
stetricians continues to increase, the proportion 
providing obstetrical services decreases dramati­
cally with the number of years in practice. Less 
than 10 percent of obstetricians practice in rural 
settings. Consequently, family physicians his­
torically provide the majority of rural obstetri­
cal care. In recent years, however, the propor­
tion of family physicians providing obstetrical 
services has also declined markedly. While ris­
ing malpractice claims clearly have contributed 
to the decreasing provision of obstetrical care, 
other factors, such as unpredictable hours, also 
seem to have contributed to these decisions. 

The issue of an unbalanced geographic distri­
bution of physician resources has been the topic of 
research and an issue for policymakers for quite 
some time.31 A paper prepared for the Council 
indicated that, while perceptions of shortages of 
physicians in rural America date as far back as the 
late 18th century,32 and the relative shortage of 
physicians outside of cities was accepted as a re­
flection of the comparative attrac tiveness of prac­
tice in urban areas, the degree of differences were 
not considered crucial until the 1960s. At that time, 
studies showed that urban/rural and inner city/sub­
urban differences were increasing and that the time 
may come when the American rural generalist would 
disappear. 

The response to this problem during the 1960s 
was to increase the size of medical school classes, 
to provide new Federal funding for the production 
of primary care physicians, and to open new medi­
cal schools that would emphasize primary care train­
ing. The result was a sharp increase in the number 
of physicians. Several studies showed a pattern of 
"diffusion" of physicians into rural and geographi­
cally isolated areas.33•

34
•35 More recent studies have 

addressed the limitations of these reports and have 
concluded that this diffusion has not been sufficient 
to resolve the shortage problem in rural areas.36.37 

Indeed, as seen below, the number of Health Pro­
fessions Shortage Areas (HPSAs) in the United 
States actually increased despite a doubling of the 
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Fig. 10 - Ratio of Physicians Per 100,000 Population by Non-Metropolitan 
and Metropolitan Location and Primary Care Specialty 
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Fig. 11 - Percent of Physicians In Each Primary Care Specialty and Percent 
of U.S. Population by Non- Metropolitan and Metropolitan Location, 1989 
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physician supply (figure 8). A background paper 
prepared for the Council noted that physician distri­
bution is skewed significantly away from small 
towns and rural areas and that many Americans are 
too far from a physician who can see them on a 
timely basis.3x 

Figure 9 reflects the substantial geographic 
variation of available primary care physicians to 
care for the Nation, with the large metropolitan 
areas in 1988 having three times the number per 
population compared with the smallest 
nonmetropolitan area counties. In that year, 176 
counties with a combined population of 7 13,700 
had no primary care physician.39 All of these coun­
ties were nonmetropolitan with 25,000 or fewer 
residents; 166 counties had 10,000 or fewer resi­
dents. 
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Physician geographic diffusion has been lim­
ited. A study of physician availability in 684 coun­
ties with fewer than I 0,000 population found that 
while the average level of physician availability 
increased by 34 percent in the United States be­
tween 1975 and 1985, it increased only 14 percent 
in these small rural counties. Primary care physi­
cian-to-population ratios increased by 27 percent in 
metropolitan counties, 42 percent in nonmetropolitan 
counties, and only 9.4 percent in counties with 
fewer than 10,000.40 

Family/general practitioners are the only spe­
cialists to be evenly distributed across all county 
types and sizes. Nonmetropoli tan counties have 
fewer than one-third as many general internists and 
general pediatricians and slightly more than one­
third as many obstetricians/gynecologists per capita, 
compared with metropolitan counties (figures 10 
and 11).4 1 

COGME, in examining these issues, reached 
the following conclusions in its 1988 report: ( 1) 
there is a geographic maldistribution of physicians, 
with too few in many rural and inner-city areas; (2) 
the problem is not as severe as it has been in the 
recent past and may well be ameliorated, at least in 
part, as the overall supply of physicians increases; 
and (3) geographic maldistribution remains, how­
ever, a serious problem, requi ring more broadly 
based solutions than those focusing exclusively on 
medical education.42 Since then, as previously noted, 
the number of primary care physician shortage ar­
eas and the number of medically underserved per­
sons have been increasing despite the continued 
growth in the physician supply. More focused and 
significant changes in the medical education, fi­
nancing, and health care reimbursement systems 
are clearly now needed to eliminate these shortage 
areas. 

Federal and State programs have been of criti­
cal impo rtance in add ress ing the relative 
undersupply of physicians in rural and inner-city 
areas; they will continue to be needed for at least 
the remainder of the decade. Maintaining and in­
creasing resources for these efforts will require on­
going political support at Federal, State, and local 
levels. These have taken the fmm of educational 
intervention at medical undergraduate and graduate 
levels, establishing public delivery systems in rural 
and inner-city areas, and providing financial incen­
tives for practice in such areas. Examples of suc­
cessful federally supported ini tiatives to increase 
primary care physician supply and services to needy 
areas include family practice residencies, the NHSC, 
Indian Health Service (IHS), the Area Health Edu­
cation Centers (AHECs), community and migrant 
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health centers, and some financing strategies. Evalu­
ation has not indicated which strategies are the 
most efficient, but it is believed that multiple inte­
grated strategies are the most effective.43 

Problems of access to obstetrical services have 
proved to be of increasing concern. The availabil­
ity of these services depends on access to obstetri­
cians, family physicians, and nurse midwives. Less 
than 10 percent of all obstetrician/gynecologists 
practice in rural settings, and family physicians 
historically provided the majority of rural obstetri­
cal care.44

•45 In recent years, however, the number 
and proportion of fam ily physicians providing ob­
stetrical services have markedly declined. In addi­
tion, with increasing years of practice, many obste­
tricians/gynecologists decide to stop providing ob­
stetrical care. 

In the past several years, numerous State stud­
ies have documented a decline in the number of 
physicians providing obstetrical services in rural 
areas.46 Several of these studies have linked this 
decline to rising medical malpractice costs. Con­
structing strategies in response to provider con­
cerns over obstetrical liability is one essential com­
ponent in shaping policies to reverse the shortage of 
obstetric services.47 

Finding No. 3: 

The racial/ethnic composition of the 
Nation's physicians does not reflect the 
general population and contributes to 
access problems for underrepresented 
minorities. 

• Although African Americans, Hispanic 
Americans, and Native Americans compose 22 
percent of the total population and will consti­
tute almost one-fourth of all Americans by the 
year 2000, they represent only 10 percent of 
entering medical students, 7 percent of practic­
ing physicians, and 3 percent of medical faculty. 

Increasing the percentage of 
underrepresented minorities in the medical pro­
fession is vital as a means of improving access to 
care and health status of these vulnerable and 
underserved populations. Minority physicians 
tend to practice more in minority/underserved 
areas, reduce language and cultural barriers to 
care, and provide much needed community lead­
ership. 

• Strategies to increase minority enrollment 
must emphasize increasing and strengthening 
the applicant pool, the acceptance rate from 
within this pool, and the student retention rate. 
These strategies must take into account dispro-
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portionately high rates of poverty, poor health 
status, poor schools, and a continued lack of 
access to educational and career opportunities. 
They must include both traditional short-term 
efforts and long-term strategies targeting 
younger students early in the education pipeline. 

African Americans consti tute 12.1 percent of 
the population, but only three percent of all physi­
cians. Likewise, Hispanic Americans constitute 
nine percent of the population, but only four per­
cent of physicians. Native Americans are 0.8 per­
cent of the population but only 0.1 percent of all 
physicians.4K Unde!Tepresented minorities will con­
tinue to grow as a proportion of the total popula­
tion. By the year 2000, African Americans are 
projected to rise to about 13 percent and Hispanics 
to about 11 percent of the total population, or over 
24 percent of the total population for these two 
racial/ethnic groups.49 Indeed, people of color wi ll 
make up 29 percent of the new entrants into the 
labor force for the period between 1987 and 2000.50 

The predominant minori ty populations of the 
United States can be categorized as African Ameri­
cans, Hispanic Americans, Asian and Pacific Is­
lander Americans, and American Indian and Alaska 
Natives (the inclusive term for these last two groups 
is Native American). Within each racial or ethnic 
category, significant subgroup differences can be 
found.51 When we speak of underrepresented mi­
norities we are referring to those individuals with 
lower representation in health and allied health pro­
fessions schools than in the general population. 
CmTently, African Americans, Hispanic Americans, 
and Native Americans are underrepresented; Asian 
Americans overall are not, although certain Asian 
American subgroups are underrepresented.52 

The chances for an underrepresented student to 
be admitted to medical school today have actually 
become more remote as their proportion of the total 
U.S. population increases.53 It is not possible to 
understand this asse11ion nor the undeITepresentation 
of minority physicians in medicine wi thout a his­
torical fra mework . The acceptance of 
underrepresented minorities in predominately 
"white" (i.e., majority) medical institutions in this 
country has been very slow. Majority medical 
schools have historically discriminated against these 
individuals, and in the case of African Americans­
for whom the most documentation exists-major­
ity medical schools have had a history of segrega­
tion, which resulted in segregated and overcrowded 
teaching insti tutions for African Americans. 54 

History indicates that the colonizers came to 
the New World believing that people of color were 
inferior, and used that ideology to justify the en-
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slavement of African Americans, the decimation of 
Indians and Mexicans, and the importation of Asians 
to pe1f01m work that was considered unfit for whites. 
By the 1900s, racist attitudes and practices were 
institutionalized in laws, religion, and in the very 
culture of America. The minority groups were 
made to feel inferior and alienated by the majority 
culture.55 A psychiatrist who has spent a lifetime 
studying this phenomenon states that this social 
process of inferiorization is achieved through the 
imposition, from birth to death, of a stressful, nega­
tive and nonsupportive social/environmental expe­
rience upon the people who are to be inferiorized.56 

This negative and stressful social experience, which 
is structured to affect every aspect of life activity, 
produces a negative self-concept, a loss of self­
respect, and the development of self-destructive 
and group-destructive behavioral patterns. 

The conventional educational process (as an 
instrument for acculturation and entrance into ca­
reers in the United States) has historically been 
severely restricted for minorities.57·58 One must not 
underestimate the impact of this aspect of institu­
tional racism on the psyches and the behavior of 
minority peoples in the United States. Although 
slavery became illegal more than I 00 years ago, the 
300-plus years of experiencing its brutality and 
unnaturalness has produced a severe and continu­
ing psychological and social shock to African Ameri­
cans. Psychologists and sociologists have failed to 
attend to the persistence of problems in the mental 
and social lives of African Americans, which clearly 
have their roots in slavery.59 

Minorities Enter U.S. Medical Schools 

Although the first medical school in the United 
States was established in 1765 in what is now the 
University of Pennsylvania,60·61 African Americans 
and other minorities were not admitted to majority 
medical schools for more than three-fourths of a 
century. However, African Americans who had 
been trained in Europe practiced in the colonies in 
the J 7th, 18th, and 19th centuries. 62

•
63·64 The idea 

or value of training African Americans for medi­
cine was generally frowned upon in the early 19th 
century. It was not until 1847 that the first African 
American received a medical degree from an Ameri­
can institution. This individual graduated from 
Rush Medical College in Chicago.65·66 However, 
up to the middle of the 19th century, in response to 
efforts of the American Colonization Society (Back 
to Africa), African Americans who wished to prac­
tice in Liberia were accepted for training in 
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preceptorships or schools. Not all of those who 
were trained elected to go to Liberia; some re­
mained in the United States to practice.67 

Regarding other currently underrepresented 
minorities, one of the earliest Hispanic physicians 
to graduate from an American medical school was 
Cuban-born Carlos Juan Finlay. He was awarded 
the M.D. in 1865 by Jefferson Medical College in 
Philadelphia.68·69 It appears that the first Native 
American to receive an M.D. from an American 
medical school was an Omaha woman who re­
ceived it in 1889 from the Women's Medical Col­
lege in Philadelphia.70 A Native American male of 
Santee Sioux descent received his M.D. a year later 
(1890) from Boston Univers ity. 

Predominately Minority Medical Schools 
Are Founded 

According to Petersdorf, et al., for many years 
America 's medical schools mirrored the discrimi­
nation of society.71 Thus, they were primarily the 
preserve of white males. The chaotic conditions 
following the Civil War and the assassination of 
President Lincoln gave rise to a new dimension in 
American health care-separate and segregated 
medical schools. In 1868, the first African Ameri­
can medical school, Howard University, was 
founded as a coeducational, multiracial institution 
in Washington, D.C. Interestingly, the earliest medi­
cal classes had more students of European descent 
than of an African descent.72•73 Meharry Medical 
College in Nashville, the second African American 
medical school, was organized in 1866 and began 
to function in 1876.74·75 

It was in the highly segregated environment of 
the Post-Reconstruction era that African American 
medical schools and hospitals appeared.76 In the 
late 1800s, there were 14 predominately African 
American medical schools.77 Until 1950, majority 
medical schools had graduated fewer than 15 per­
cent of African American physicians. The majority 
of the remaining African American physicians were 
gradu ates of Howard and Meharry medical 
schools.78 Currently, the other African American 
medical schools in the United States are Drew Medi­
cal College in Los Angeles, founded in 1966, and 
Morehouse College of Medicine in Atlanta, founded 
in 1978.79.80 There are three Hispanic medical 
schools; all are located in Puerto Rico. These schools 
are the University of Puerto Rico School of Medi­
cine in San Juan (1949); the Universidad Central de 
Cari be in Bayamon ( 1976); and Ponce School of 
Medicine (1980).81 There are no Native American 
medical schools. 
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Civil Rights and Minority Medical 
Students 

It was not until after the landmark civil rights 
court decisions and the legislation of the 1950s and 
1960s that all majority institutions were opened to 
minority candidates.82 As many as 200 historically 
African American hospitals have been identified 
dating to the 1800s. Prior to 1965, the African 
American hospitals were crucial. If they had not 
existed, many African Americans would have had 
no health care, and the African American medical 
profession would have been destroyed, because only 
a very small number would have been permitted 
internships and residencies in non-African Ameri­
can hospitals.83 

During the 1950s and 1960s, when 10 percent 
of the total U.S. population was African American, 
only 2.2 percent of all physicians were African 
American. The numbers would have been far more 
dismal if three-fourths of all African American phy­
sicians had not been produced by Howard and 
Mehaffy medical schools. Mexican Americans, 
mainland Puerto Ricans, and American Indians, 
which constituted about three percent of the total 
population in the mid-1960s, accounted for less 
than 0.2 percent of the total medical school enroll­
ment.84 

Fig. 12 - Underrepresented Minorities (URMs) as a Percent of the 
U.S. Population and Medical School Matriculants: 1970-1990 

Source: Associa1ion of American Medical Colleges, Division of Minority Health, Education and Prevention. 

A former president of the National Medical 
Association credits the 1954 Supreme Court deci­
sion to bar segregation in public schools in the 
Brown v. Board of Education case, the Civil Rights 
Act of 1964, the Voting Rights Act of 1965, and the 
assassination of Dr. Martin Luther King, Jr., in 
1968, as leading to an intensified public interest in 
rectifying the past inequities in educational and 
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career opportunities for women, minorities, and the 
economically disadvantaged.85 As a result, affir­
mative-action programs were implemented by many 
medical institutions. 

In 1970, an AAMC task force called for an 
increase in first-year underrepresented minority en­
rollment to 1,800 by the year 1976. This number 
would have corresponded with what was at that 
time the total percentage of the underrepresented 
minority groups in the United States ( 12 percent).86

•
87 

Underrepresented minority medical school student 
enrollment rose to nearly 1,500 (10 percent of the 
entering class) by 1974. However, the 12 percent 
enrollment goal has never been met. 

The increase in minority students during the 
1970s resulted from the following: 

• An expansion of the minority applicant pool 
as well as a residue of qualified applicants from 
earlier years. 

• An increase in the availability of scholarships 
and loans. 

• Improved minority recruitment practices of 
medical schools. 

• The establishment of special programs to 
assist minority students to strengthen their candi­
dacy for health professions in general.88 

• A SO-percent increase in the number of first­
year medical school positions made possible in part 
by the opening of 25 new medical schools between 
1964 and 1974.89 

Minority Medical Students in the 1980s 
and 1990s 

As affirmative action programs established a 
trend toward greater minority student participation 
in medical education, which approached the levels 
set by the AAMC, legal challenges to affirmative 
action smfaced.90 In a landmark case in June 1978, 
the Supreme Court ruled against the University of 
California-Davis in the Bakke decision. The Su­
preme Court found that it was illegal to set "quotas" 
(setting aside of a set number each year) for minor­
ity enrollment, but appropriate to set an institu­
tional goal for attaining greater diversity.91 The 
Bakke decision had a "chilling effect" on the en­
trance of underrepresented minority students in the 
health professions schools.92 In addition to the 
Bakke decision, actions by the Department of Jus­
tice in the civil rights area hindered the progress 
that had been made.93·94 

From 1975 to 1989, the proportion of minori­
ties in the population increased by 18.5 percent 
while the proportion in medical school increased by 
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only seven percent (figure 12).95 AAMC 1991 data 
indicate an increase of almost 14 percent in the 
number of medical school applicants,96·97 the larg­
est increase since 1972. The number of 
undetTepresented minorities who applied also in­
creased by almost 14 percent-3,605 compared with 
3,172 in 1990.98 

Academic Preparation of 
Underrepresented Minorities 

The aspirations of underrepresented minority 
applicants may be reflected in the extent of college 
preparation in science by minority applicants. Ap­
proximately 80 percent of African Americans who 
apply to medical schools are science majors, as 
compared with about 40 percent of white appli­
cants.99 There appears to be no shortage of 
underrepresented minority young persons interested 
in medicine: 5.5 percent of African American col­
lege freshmen selected medicine as their first career 
choice, versus 3.2 percent of white freshmen. 100 

To provide a clearer picture of minority medi­
cal school applicants and students, the following 
assesses how underrepresented minority applicants 
stand in relation to majority applicants with respect 
to numbers, Medical College Adm ission Test 
(MCAT) scores, and grade-point average (GPA). 

Although the number and percentage of total 
applicants to U.S. medical schools fell substantially 
between 1975 and 1990, the number of minority 
applicants was fairly stable, and the percentage of 
all applicants rose slightly. 101 In 1990, 51 percent 
of minority appl icants were accepted compared with 
59 percent of all applicants. 102 

It has been reported that schools with low en­
rollments of minorities tend to emphasize MCAT 
scores, which excludes many minority applicants 
from consideration. According to this view, schools 
with high minority enrollments tend to emphasize 
more subjective factors such as character and back­
ground to identify applicants with potential to be­
come qua I ity physicians. J03 

African American science GP As and mean 
MCAT scores for all subtest areas have been con­
sistently below the averages of the majority popula­
tion. 104 General trends in medical school applicant 
data suggest that differences in mean total GPA 
between African Americans and whites narrowed 
slightly between 1981 and 1990, as have MCAT 
scores for nearly all the subtests, through slight 
increases for African Americans and slight declines 
for whi tes. 105 Yet, the acceptance rate of minorities 
relative to that of majority applicants has continued 

16 

to decl ine. Thus, while the academic credentials of 
minority applicants have improved, their accep­
tance rates have decreased. 106 This state of affairs 
for African Americans has been termed "a back­
wards drift." 107 

MCAT scores do a reasonably good job of 
predicting academic pe1fo1mance for minorities and 
majorities during the first two years of medical 
school. 108 However, for students who complete the 
basic sciences successfully, there is little evidence 
of any correlation between MCAT test scores or 
GP As and performance in the clinical years. 109 Mi­
nority and nonminority students admitted wi th very 
low MCAT scores and marginal GPAs have pro­
gressed through the curriculum with no difficulty. 
Similarly, students with strong MCATs and high 
GPAs have encountered serious academic prob­
lems once they were in medical school. 110 

Matriculation and Retention Rates of 
Underrepresented Minority Students 

Although the matriculation rates of minority 
and majority applicants who are accepted are simi­
lar, approximately 100 accepted minority students 
per year do not matriculate. More than twice as 
many minority students as majority students indi­
cate that they abandoned their plans for a medical 
career because of financial considerations.111 

Most retention problems in medical school oc­
cur during the basic science portion of the curricu­
lum, which traditionally is concentrated in the first 
two years. Minority students are in a precarious 
position when entering medical school because they 
are immediately immersed in the most stressful 
academic portion of their studies during the period 
when they are most likely to be more isolated than 
their majori ty counterparts from the support sys­
tems which they have depended upon, and which 
also depended upon them. Minority students are 
often the most successful members of their families 
and a major source of personal and financial sup­
port for relatives. Faculty and staff with great 
experience along these lines have indicated that one 
of their most important jobs at this time is to con­
vince minority students to "be selfish" for a few 
years and concentrate on completing medical 
school. 112 

AAMC data indicate that the retention rate for 
all underrepresented minority medical students for 
the entering class of 1985 (the last for which com­
plete data are available) after four years was 91 
percent. The retention rate for all others was 97 
percent. 113 



THIRD REPORT OF COGME 

Current Status 

Today, nearly 20 years after the AAMC 1970 
task force report, the percentage of underrepresented 
minorities in the entering medical school class still 
remains at 10 percent although the proportion of 
underrepresented minorities in the general popula­
tion has grown to 22 percent. 114 We have not made 
the needed progress toward providing equitable ac­
cess to medical school for these students; indeed, 
we have been losing ground. 115 

The AAMC indicates that the reason why mi­
norities have been a nd continue to be 
underrepresented in medicine is because of our 
Nation's long history of excluding people of color 
from educational and career opportunities. Legally 
sanctioned discrimination has been eli minated. 
However, disproportionately high rates of poverty, 
poor schools, limited access to primary medical 
care, and a continued lack of access to educational 
and career opportunities still prevent many minor­
ity youngsters from achieving their goals and real­
izing their potential in the 1990s. Strategies to 
increase enrollment of underrepresented minorities 
must include both traditional short-term as well as 
long-term efforts targeting younger students very 
early in the medical education pipeline. 116 

One-fow1h of today's U.S. adult population 
and one-third of the children are of African, Latin 
American, or Asian orig in . It is the increase in 
Mexican Americans, African Americans, Native 
Americans, and mainland Puerto Ricans that ac­
counts for the vast majority of the increase in the 
underrepresented minority population. Unfortu­
nately, medical schools today are competing for the 
same small pool of academically qualified minority 
applicants. The number who ultimately apply to 
medical school is too small. Additionally, the num­
ber of those who graduate from college, and those 
who finish high school with sufficient skills to com­
plete premedical courses is deficient. 117 

As a result of relative stagnation in minority 
medical school enrollment coupled with the growth 
in the minority population, these groups are more 
underrepresented today than they were 15 years 
ago. In an effort to increase the size and quality of 
the minority applicant pool, the AAMC has devel­
oped a campaign named Project 3000 by 2000, 
with the goal of doubling the number of first-year 
entering minority medical students by the year 2000. 
This project, if successful , will bring 
underrepresented minority first-year entrants to 
about 3,000 each year or roughly 19 percent of each 
medical school class. 118·119 
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While whites in general are accepted at higher 
rates than underrepresented minorities, approxi­
mately 90 percent of the minorities who have high 
GPAs (higher than 3.00) or high MCAT scores 
(greater than 7 .00) are accepted. While this is a 
positive outcome, medical schools would have Lo 
accept virtually every minority that applied to reach 
parity (3,000 new entrants by the year 2000). 120 

This further underlines the need to improve the 
applicant pool and to further improve affirmative 
action in medical school admissions. 

Today's African American Men and 
Medical Education 

There is increasing concern regarding the sta­
tus of African American males in the United States. 
There has been discussion that the African Ameri­
can male is an "endangered species." Over half a 
million African American males are in prison or 
jail, and as many more could be sent or returned if 
their probation or parole is violated. There are 
perhaps a million more with felony records, and 
another large group is debilitated by substance abuse 
or mental illness. Also, the death rate for young 
African American males has reached a horrible 
level. 121 Firearm homicide is the leading cause of 
death among African American males between 15 
and 19 years old in the United States. 122 

Unfortunately, for every 100 African Ameri­
can women currently being awarded bachelor's de­
grees, only 67 African American men are also re­
ceiving diplomas from U.S. colleges and universi­
ties.123 Twenty-three percent fewer African Ameri­
can men enrolled in medical school in 1990 than in 
1971. In recent years, African American men and 
women have had markedly divergent trends in their 
medical education. All of the gains in African 
American enrollment in medical school since the 
early 1970s were made by females. The number of 
African American men who matriculated in 1971 
(626) has not been equalled since.124 

One researcher said that the difference in the 
enrollment of African American men in medical 
schools was partly the result of a g reater acceptance 
by the majority culture of African American women 
over African American men. The male is stereo­
typed and perceived to be threatening while the 
female is generally perceived as taking care of the 
family and nontlu·eatening. The researcher also 
expressed the belief that science and medicine are 
lifestyles that do not "speak" to African American 
men.125 

Another social scientist writes that African 
American women have fared better because more 
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of them are seen as suitable for office positions. 
African American women, like all women, are seen 
to be less assertive and more accommodating and 
able to fit into the "white world." The decreasing 
medical school enrollment levels for African Ameri­
can men are related to trends in higher education. 
Included in these trends are: 

• Declining numbers of male applicants from 
nearly all racial and ethnic groups. 

• Declining popularity of the predominant un­
dergraduate premedical majors. 

• Declining participation in college for African 
Americans, especially males. 

•A high rate of poverty among African Ameri­
cans. 

• High stress indices among African American 
men.126 

It is imperative that serious efforts focusing on 
improving the plight of African American males be 
made. There must be a national commitment to 
bring about the appropriate change in the status of 
African American males in medical education. 

Shortage of Minority Medical School 
Faculty 

The Council on Graduate Medicine Education 
concluded in 1990 that minorities were severely 
underrepresented on the faculties of U.S. medical 
schools. It stated that this underrepresentation had 
a negative effect on both the recruitment, enroll­
ment, and graduation of minority students and the 
professional development of all medical students. 127 

The Council recommended to Congress that the 
Federal Government develop and support programs 
that encourage minorities to pursue careers in aca­
demic medicine. Specifically, incentives should 
take the form of fellowships, loan forgiveness, and 
loan repayment. The Council also recommended 
that the Federal Government provide support and 
incentives for medical schools that have demon­
strated success in the recruitment and retention of 
minority faculty.128 

Unfortunately, little progress has been made in 
increasing the number of minority medical school 
faculty members. From 1975 through 1989, 
underrepresented minority medical faculty increased 
by only 0.3 percent, from 2.7 percent to 3.0 per­
cent.129 Currently, minority medical school faculty 
still averages only 3.2 percent. Of this, 2.1 percent 
are African Americans, 0.7 percent are Hispanic 
Americans, 0.3 percent are Mexican Americans, 
and 0.1 percent are Native Americans. 130 If one 
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does not include the traditional minority medical 
schools-Howard University, Meharry Medical 
College, Morehouse School of Medicine, and the 
University of Puerto Rico School of Medicine­
minority faculty representation in the remaining 
allopathic medical schools falls to approximately 
1.5 percent. 131 One researcher reports that medical 
schools with more minority faculty members per 
student had higher minority graduation rates and 
lower faculty attrition. An increase in the number 
of minority faculty is likely to increase the number 
of ethnic minorities pursuing medical careers. 132 It 
must be emphasized that role models are very im­
portant in efforts to increase the number of 
underrepresented minorities in medicine. There is 
a special commitment and a special understanding 
when mentors are also minorities. 133 

The majority of academicians in medicine spe­
cialize in internal medicine. Minorities are 2.9 
percent of the faculty in this specialty. In addition, 
a significant number of these minority faculty are 
serving primarily in clinical academic positions in 
ambulatory or primary care, HMOs, or hospitals. 134 

Fellowship opportunities and faculty develop­
ment training programs targeted to underrepresented 
minorities are available. Some are privately funded; 
some have significant support from HRSA. 135 By 
and large, however, lack of knowledge about finan­
cial support, research opportunities, and benefits of 
academic career pursuit may contribute to the 
underrepresentation of minorities in medical school 
faculty positions. Seventy-three percent of the re­
spondents in one study reported that, while in medi­
cal school, they were unaware of research 
trainingships, awards, or scientific scholarship sup­
port that might have been available to minorities. 
At the same time, 73 percent reported that at the 
time of graduation they felt that there was inad­
equate financial support available for minority fac­
ulty. It was concluded that an improvement in 
medical student awareness of research opportunity 
and an increase in the availability of academic ca­
reer discussion in frequency, content, and quality 
may be needed to increase the number of minority 
medical faculty. 136 

Minority Community Has Insufficient 
Supply of Physicians 

In November 1990, the Disadvantaged Minor­
ity Health Improvement Act was signed into law. 
This act highlighted the societal need to increase 
the number of minorities in the health care profes­
sions to serve many of the underserved and indigent 
communities. African American and minority medi­
cal school graduates have been more likely to serve 
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these underserved populations, especially the mi­
nority populations whose disparate health status 
has been well documented. 137 

While it has been said that there is an oversup­
ply of physicians in this country, what is true for the 
majority population is not so for African Ameri­
cans.138 This shortage of physicians exists for the 
Hispanic and Native American communities as well. 
The U.S. population is 80.3 percent white and whites 
are 86 percent of all physicians. African Ameri­
cans comprise 12.1 percent of the population, but 
only three percent of all physicians. Hispanic Ameri­
cans constitute nine percent of the population, but 
only four percent of all physicians. Native Ameri­
cans constitute 0.8 percent of the population, but 
only 0.1 percent of all physicians.139 

In a presentation before COGME in January 
1992, a representative of the National Medical As­
sociation stated that an increased health workforce 
in the African American community is clearly 
needed. There are physician shortages in every 
specialty and subspecialty in this community .140 It 
must be stressed that the Hispanic and Native Ameri­
can communities also need increased physician 
workforces. 

The Need for More Minorities in Medicine 

The number of underrepresented minorities in 
the medical profession must be increased for the 
following reasons: 

•Equity, justice, and morality. 

• The much greater morbidity and mortality 
among minorities as compared with the white popu­
lation. 

•Minorities tend to practice more in minority/ 
underserved communities where there is the great­
est need for practitioners. 

• Cultural and language differences are best 
addressed by physicians from the respective minor­
ity group, although all physicians should be sensi­
tive to and competent in addressing such racial/ 
ethnic differences. 

• Minority physicians have historically pro­
vided much needed leadership to their communities 
that the Nation cannot afford to ignore. 

Equity, justice, and morality: The issue of 
minority representation in the medical profession is 
vital for equity. 141 The American society is becom­
ing increasingly polarized by racial/ethnic division 
while the Nation is becoming more ethnically di­
verse. Some analytic newspaper articles have de­
tailed certain aspects of ethnic strife and perception 
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gaps between ethnic/racial groups. One study indi­
cates that about 50 percent of whites believe that 
they, not minorities, are more likely to be denied 
opportunities because of race, while most African 
and Hispanic Americans believe that their groups 
continue to suffer from discrimination. 142 Focus 
groups on racial matters suggest that whites tend to 
feel discomfort around African Americans and are 
generally afraid of them.143 

The health care status of America's minorities 
is in dire need of attention. 144 Despite the progress 
of the last 25 years, racial prejudice has not been 
eliminated from this country. The health care sys­
tem, like other elements of society, has not fully 
eradicated prejudice.145·146 Physicians in poor Afri­
can American neighborhoods relate "horror sto­
ries" of 35-year-olds suddenly succumbing to com­
monplace pneumonia because they did not have the 
money or could not take off from work to see a 
doctor about a high temperature; or of 17-year-old 
girls, sexually active since their teens, who have 
multiple sexually transmitted diseases, have never 
had gynecological exams, and do not even know of 
the existence of Pap smears. 147 

Health status of African Americans: In gen­
eral, it appears that care provided for African 
Americans and whites differs along a number 
of dimensions. Although difficult economic 
circumstances of many African American fami-
1 ies clearly contribute to the lack of access to 
health services, even African Americans above 
the poverty line have less access to medical 
care than their white counterparts. 148 White 
Medicare patients are far more likely to have 
coronary artery bypass surgery than African 
American Medicare patients, a disparity not 
reflected in either differences in frequency of 
heart disease between the races or the geo­
graphic proximity of heart surgeons. Research 
has found that racial prejudice accounts for 
some, though not most, of the difference in the 
rates of various medical procedures between 
African Americans and whites. Race may in­
dicate low income, lack of insurance, relatively 
less education, and greater mistrust of doctors 
and hospitals- all perhaps affecting medical 
treatment. 149 

Health status of Hispanics: The AMA Coun­
cil on Scientific Affairs indicates that Hispan­
ics are more likely than whites to live in pov­
erty, be unemployed or underemployed, have 
little education, and no private insurance. His­
panics are at an increased risk for diabetes, 
hypertension, tuberculosis, mv infection, al­
coholism, cirrhosis, specific cancers, and vio-



lent deaths. Poverty and lack of health insur­
ance are the greatest impediments to health 
care for Hispanics. 150 The first comprehensive 
survey of this group indicates that Hispanics 
tend to go to the doctor less often than white 
and black non-Hispanics largely because they 
are poor and lack health insurance. 151 From 
one-third to one-fifth of various Hispanic popu­
lations (and one-fifth of the black non-His­
panic population) are uninsured for 1nedical 
expenses compared with one-tenth of the white 
non-Hispanic population. 152 

Health status of Native Americans: Access 
to health care for Native Americans is more 
difficult than for the rest of the U.S. population 
because of geographic isolation of villages and 
communities in large States and on large reser­
vations, poor transportation, lack of efficient 
communications systems, and lack of running 
water and sewage disposal. Travel may re­
quire long distances on dirt roads or by air. 153 

Native Americans are younger, less educated, 
less likely to be employed, and poorer. These 
factors, combined with high rates of STDs and 
drng use, may favor the spread of HIV. 154 Al­
coholism exacts a terrible toll among 1nany 
Native Americans. There is extraordinary tribal, 
cultural, educational, economic, and geographi­
cal diversity and 1nultiple agencies and con­
gressional co1nmittees share the oversight of 
Native Americans. 155 

Health status of Asian Americans: Asian 
Americans, the third largest minority group, 
consist of 11 million people, more than 30 
different languages, and many distinct cul­
tures.156 Chinese, Filipinos, and Japanese still 
rank as the largest groups, although Southeast 
Asians, Indians, Koreans, and other groups re­
cently have registered much faster growth. 157 

In1portant ethnic differences in risk factors in­
dicate that Asian American groups should be 
targeted for public health efforts concerned 
with obesity, hypertension, hypercholesteremia, 
and smoking. 158 

It has been stated that "we have one of the most 
advanced health care systems in the world and yet 
we have a poor health status, particularly a1nong 
our poor and minority citizens."159 The editor of 
the Journal of' the An1erican Medical Association 
stated that " ... access to basic medical care for a11 of 
our inhabitants is sti11 not a reality in this counh·y. 
There are n1any reasons for this, not the least of 
which is long-standing, systematic, institutional­
ized racial discrimination."160 The AMA Council 

on Ethical and Judicial Affairs added that, "under­
lying the disparities in the quality of health among ' 
Americans [black vs white] are differences in both 
need and access. Moreover, recent studies have 
suggested that even when blacks gain access to the 
health care system, they are less likely than whites 
to receive certain surgical or other therapies. 
Whether the disparities in treatment decisions are 
caused by differences in income and education, 
socioeconon1ic factors, or failures by the medical 
profession, they are unjustifiable and must be elitni­
nated."161 Generally, the factors that affect access 
to health care for African Americans are similar to 
those for Hispanic Americans, Native Americans, 
and Asian Americans. 

Greater morbidity and mortality: The ex­
tent of health disparities suffered by minority groups 
in America was documented in the mid- I 980s by 
the Secretary's Task Force on Black and Minority 
Health. The Task Force identified six causes of 
death (cancer, cardiovascular disease and stroke, 
chemical dependency, diabetes, homicide and acci­
dents, and infant mortality) that disproportionately 
affect 1ninority populations and are for the most 
part preventable. Together, the six areas accounted 
for more than 80 percent of the excess deaths for 
African Americans, Hispanic Atnericans, and Na­
tive Americans. 162 One study of preventable deaths 
indicated that for 12 causes, the mortality rate for 
African Americans was 4.5 times that of whites. 163 

Literature suggests that as Hispanic Americans 
become 1nore acculturated, their health status wors­
ens. There is an increase in tobacco usage and 
consumption of a less healthy diet. As their longev­
ity in the United States increases, their 1nortality 
and morbidity rates for certain diseases increase. 164 

As Hispanic Americans learn the English language 
and became assimilated into North American cul­
ture, the more likely they are to drink alcohol, 
smoke tobacco, and use illegal drugs. 165 

Minorities tend to practice 1nore in minor­
ity/underserved communities: The physician who 
comes from, has grown up in, or has experience in 
underserved com1nunities is more likely to consider 
practicing there. 166 A study of 1975 U.S. medical 
school graduates found that over half of all minor­
ity graduates entered primary care specialties and 
that significantly more minority graduates are lo­
cated in designated health workforce shortage areas 
(figure 13). Additionally, minority physicians saw 
proportionately 1nore Medicaid recipients than did 
their white counterparts, and physicians of a par­
ticular racial/ethnic background cared for dispro­
portionately more me1nbers of their own back-
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ground. 167 Minority physicians tend to practice 
more in minority underserved locations.168• 169· 170, 
171, 172 

For example, almost 45 percent of minority 
graduates of New York State medical schools in 
1989 indicated that they planned to practice in a 
socioeconomically deprived area, compared with 

Fig. 13 - Extent to Which Minority Physlcans Practiced in HMSAs, 
Medical School Graduating Class of 1975 
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Source: Keith, S .• BeU, R., Swanson, R. "Effects ol aHirmative action in medical schools: 
New England Journal of Medicine 313:1519-24, 1985. 

only 15.6 percent of all surveyed students. 173 Young 
minority physicians tend to locate in areas with 
large minority populations of their own ethnic 
group.114 

An analysis of data from the AAMC's Gradua­
tion Questionnaire (GQ), which focused on the plans 
or aspirations of graduating medical students and 
the realities of their subsequent practices, provided 
revealing information. The 1991 GQ indicates that 
34. l percent of underrepresented minorities plan to 
practice in underserved areas versus 7 .5 percent of 
all others. 175 Among the 1981-1983 GQ respon­
dents, I 00 percent of Mexican Americans were 
willing to practice among poor patients, although 
only 14.8 percent of this group subsequently had 
high percentages of patients whom they considered 
poor. More than 54 percent of African Americans, 
93.9 percent of whom indicated willingness to serve 
the poor, ultimately did serve a high percentage of 
patients that they considered poor. In another study, 
African Americans and Mexican Americans were 
more likely to follow through with initial plans to 
practice in primary care medicine than other racial/ 
ethnic groups.176 

Cultural and la nguage d ifferences: Culture 
is a learned system of beliefs and values that are 
transmitted from one generation to the next and 
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governs behavior in a number of domains, includ­
ing decisions to seek health care. People who share 
similar cultural patterns, values, experiences, and 
problems are more likely to feel comfortable with 
and understand each other.177 Minority health care 
providers are more l ikely to be culturally sensitive 
to their populations and to organize the delivery 
system in ways that better suit the needs of that 
minority population. Examples of th is include es­
tablishing evening clinic hours so that persons will 
not have to choose between work and a clinic visit, 
or recognizing that a system that is dependent upon 
telephone contact is destined to fa il because fewer 
than 50 percent of many minority households have 
telephones. 178 

Most members of the medical profession will 
encounter persons from different cultural and eth­
nic backgrounds. To treat the person effectively, 
the provider must understand how the person's cul­
tural values influence the provider/patient relation­
ship. For example, studies have shown that African 
Americans use eye contact in patterns that differ 
greatly from that of Europeans. Europeans tend to 
maintain eye contact while liste ning and to look 
away while speaking. African Americans tend to 
maintain eye contact while speaking and to look 
away while listening. 179 Among African Ameri­
cans, cultural influences may include greater toler­
ance of symptoms, necessitated by historically se­
vere economic and prejudicial barriers to care, or 
negative feelings about the health care system re­
sulting from access problems.180 According to one 
physician, hesitancy in seeking medical care has 
roots in slavery: access to medical care was a privi­
lege provided by the plantation owner. One did not 
abuse th is privilege, and one did not ask unless it 
was absolutely necessary. Slave men often de­
ferred to women and children for medical care. It 
was considered unmanly to be ill and to have to 
seek medical services.181 

Folk medicine is another important tradition of 
health care. Among African Americans, the prac­
tices are often termed voodoo, root work, or roots.182 

Many African Americans who might have visited a 
root doctor or other folk medicinalists in the rural 
South find themselves today treated by physicians 
who are not culturally sensitive to this practice. 
What is a cultural dilemma for the patient is a 
specific medical problem for the physician. The 
patient almost never volunteers to the physician 
that he or she believes that a hex or some external 
force is the cause of the illness. 183 Clearly, there is 
a need for greater information and communication 
between folk medicine practitioners and modem 
medical doctors. 184 
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The first comprehensive health survey of His­
panic Americans indicates that this group tends to 
visit the doctor less often than non-Hispanic whites 
and African Americans partly because of such cul­
tural factors as difficulty in speaking English, fear 
of medical technology, and, for illegal aliens, fear 
of deportation. 185 

Belief and value systems of many Hispanic 
Americans make the discussion of some sexual 
matters taboo. For example, alleged traditional 
roles like marianisma (the obedient and submissive 
Hispanic martyr) may preclude Hispanic women 
from suggesting that their mal e partners use 
condoms. Furthermore, the use of condoms is con­
sidered "unmacho" by some Hispanic and African 
American men. 186· 187 Such a state of affairs, if 
prevalent, could cause serious problems for AIDS 
education and prevention. When attempting to pro­
vide education and prevention activities in the His­
panic community, one must be aware that the Span­
ish language has certain nuances that must be un­
derstood and used properly. The standard message 
that would be appropriate for a white patient cannot 
be simply translated into Spanish without proper 
consideration of cultural appropriateness.188 

Native Americans, as mentioned previously, 
reflect extraordinary tribal, cultural, educational, 
and economic diversity. There are approximately 
200 languages and dialect groups within the Native 
American population.189 Because so many cultural 
differences exist between Native Americans and 
non-Native Americans, almost any cultural trait 
could be chosen to illustrate the differences. One 
example is that it is considered impolite for many 
Native Americans to look someone straight in the 
eye. Native Americans may say what they mean 
indirectly. Body language is very important and 
verbalization is often not necessary. 190 

It is often asserted that Native Americans are 
not competitive, but in fact aggressive public dem­
onstrations of competition are regarded as crude 
behavior. This could affect the perception of their 
pe1fonnance in medical school. 191 One illustration 
that demonstrates the clash of values between Na­
tive Americans in fonnal educational settings can 
be found in the anatomy lab. Navajos from the 
Southwest are prohibited from touching anything 
that is dead; therefore, cadavers pose problems for 
these students. Students must attend a ritual cer­
emony after touching cadavers to restore ham10ny 
within themselves. However, students from the 
Dakota nation do not have any aversion to cadav­
ers.1 92 
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Among the critical issues for Native Ameri­
cans is how to reconcile spiritual values and formal 
education. Native American medical students of­
ten face alienation and are looked upon by their 
people as being in the "white man's world." When 
these students return home, friends treat them dif­
ferently and many people do not know how to deal ' 
with them. 193 

Value systems differ between Native Ameri­
can and non-Native American cultures.194 Native 
American values extol a cooperative spirit, shared 
property (tribal lands), and living in the moment 
without inordinate emphasis upon future commit­
ments entailing punctuality. These values tend to 
be in direct opposition to the Western value sys­
tem. 195 Health education and promotion that is 
provided in accord with tribal values may do much 
to eliminate many of the medical problems that face 
Native American populations. 196 

Minority physicians as valuable leadership 
resource: Minority physicians represent not only a 
respected profession, but also leadership to their 
various communities. These individuals serve on 
local school boards, mayor's commissions, and in 
other civic and community roles . The 
underrepresentation of minorities in medicine means 
that many minority communities may be deprived 
of the much needed leadership that these profes­
sionals have traditionally provided to their commu­
nities.197 

Finding No. 4: 

Shortages exist in the specialties of general 
surgery, adult and child psychiat.ry, and 
preventive medicine and among generalist 
physicians with additional geriatrics 
training. 

General Surgery 

• The future growth in general surgical ser­
vices is likely to exceed the growth in the supply 
of general surgeons. Aging of the U.S. popula­
tion will increase demand for surgical services, 
and the number of physicians in general surgery 
is inadequate to meet a growing need for trauma 
care services and for surgical care in rural ar­
eas. The training curricula for general surgery 
need to be broad-based to ensure that graduates 
have sufficient knowledge and skills to manage 
the wide array of surgical problems that may be 
seen in rural and inner-city areas. 

In presentations to the Council ' s Physician 
Manpower subcommittee, the American College of 
Surgeons (ACS) pointed to independently derived 
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studies that indicated that there may be a deficiency 
of general surgeons during the next 20 years. 198 For 
example, a 1988 AMA report projected general 
surgery as one of few specialties in which the future 
growth in the utilization of services is likely to 
exceed the future growth in the supply of physi­
cians. The study projected that the number of 
general surgeons will increase by about six percent 
between 1985 and 2000, while utilization of the 
services provided by general surgeons will increase 
by an estimated 16 to 19 percent. That study based 
its utilization estimates on the demographic charac­
teristics of the population and historical data on 
utilization patterns given these characteristics. 199 

Another study indicated that, for general surgery, 
the projected increases in need over the next 20 
years will be substantially greater than the increases 
in physician supply.2rn> 

Fig.14- Percent of Physicians Graduating From U.S. Medical Schools 
1976 -1985 Practicing In Rural Counties in 1991 by Specialty 
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Contributing to the shortage, according to the 
ACS, wilJ be the growing need for trauma care 
services. Access to such services continues to be a 
problem, particularly in the inner-city and rural 
areas, where general surgeons bear a major respon­
sibility for emergency care and the organization of 
regional trauma centers. In particular, minority and 
rural populations suffer a disproportionate share of 
traumatic injuries. General surgeons, particularly 
in rural areas, are called upon to perf01m common 
procedures such as cesarean sections and basic or­
thopedic surgery. 

Based on findings of the College's Longitudi­
nal Study of Surgical Residents, as reported in the 
Socio-Eco11omic Factbook for Surgery, the total 
number of residents in all surgical specialties (in­
cluding general surgery and nine other surgical spe-
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cialties and subspecialties) has remained relatively 
constant over the past decade. Because of the 
increasing trend toward other surgical specialties, 
there has actually been a decrease in the number of 
residents training in general surgery.201 Further­
more, the percent of general surgeons who practice 
in rural areas may be declining. A study of the 
percent of physicians, by specialty, who had gradu­
ated from medical school between 1976 and 1985 
and were in rural practice in 1991, indicated a 
significant decline in the percentage of those who 
became general surgeons and practiced in rural ar­
eas in 1991 (figure14).202 

Adult and Child Psychiatry 

• The burden of psychiatric illness in both 
children and adults indicates a need for more 
psychiatrists and child psychiatrists. However, 
effective demand for psychiatric care is con­
strained by limited insurance coverage. 

Based on testimony and information, the Coun­
cil concludes that there are current shortages of 
both adult and child psychiatrists in the United 
States. These shortages are projected to continue. 

This conclusion is supported by reports that 
found requirements for adult and c hild psychiatrists 
to be substantially in excess of supply, both now 
and for the foreseeable future.203 In their presenta­
tions to the Council 's Physician Manpower sub­
committee, the American Psychiatric Association 
(APA) and the American Acade my of Child and 
Adolescent Psychiatry supported its conclusion that 
there is an inadequate supply for adult and child 
psychiatry.204

•
205 Pertinent information items and 

the conclusions of the APA are the following: 

• The previously-cited AMA report projected 
an increase of 19.1 percent in the utilization of 
psychfatrists ' services between 1985 and 2000, com­
pared with a projected supply increase of 14 per­
cent in the number of psychiatrists in this period. 

• After showing a generally upward trend dur­
ing most of the 1980s, the number of first-year 
residents in psychiatry is declining. In the late 
1960s, lO percent of medical students chose psy­
chiatry residency training. This dropped to 4.5 
percent in 199 1 and fell further to 3.7 percent in 
1992. 

• In child psychiatry, the number of residents 
rose steadily during the 1980s, but not enough to 
greatly close the gap between supply and need. 

• There are also problems to be addressed in 
the distribution of psychiatrists geographically and 
among work settings. 
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• The problems of image, cost, stigma, and 
length of training have contributed to this shortage. 

• There is no indication that the need for ser­
vices of child and adolescent psychiatrists will di­
minish. The factors that affect demand, such as the 
ongoing renewal of stigma, increasing public so­
phistication, and improving understanding result­
ing from research and advances, all indicate that the 
need for child and adolescent psychiatrists will in­
crease. However, effective demand is limited by 
insurance coverage. 

Preventive Medicine 

•Continued shortages remain in the field of 
preventive medicine, which includes specialty 
areas of public health, general preventive medi­
cine, occupational medicine, and aerospace medi­
cine. These physicians make significant contri­
butions to our Nation's year 2000 health objec­
tives. Although four qualified students apply for 
each training slot, the greatest barrier to train­
ing physicians in preventive medicine is the vir­
tual absence of GME funding. 

The Council reconfirms its conclusion reached 
in its first report that the earlier Graduate Medical 
Education National Advisory Committee 
(GMENAC) assessments of shortages in the area of 
preventive medicine remain valid. It notes the 
findings of a 1991 national survey of preventive 
medicine residency graduates that documents their 
significant contributions to national health objec­
tives. 

These graduates remain heavily committed to 
the field as 90 percent continue to work in public 
health or preventive medicine. Graduates partici­
pate in a variety of activities that combine clinical, 
research, policy, and administrative skills. Nearly 
70 percent of graduates are involved in direct pa­
tient care in public health-based maternal and child 
health, sexually transmitted disease, and tuberculo­
sis clinics. One-third manage programs in public or 
community health. The majority of preventive medi­
cine graduates (60 percent) are engaged in research 
and teaching activities in disease prevention and 
health promotion in their current positions.206 

One-fifth of preventive medicine residency 
graduates work in State or local health departments 
helping medically underserved populations. In car­
ing for these populations, it is particularly notewor­
thy that minority representation in preventive medi­
cine exceeds national averages for physicians. A 
recent survey shows that 43 percent of preventive 
medicine residents are women and about 18 percent 
belong to an underrepresented minority. 
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While the number of residents in training has 
paralleled the increases in the supply of physicians 
trained in preventive medicine since 1978, residency I 
program closures will bring the total number of ac­
credited preventive medicine residency programs back 
to the 1978-1979 level. Moreover, several other 
programs, particularly those based in State or local 
health departments, perceive themselves to be in seri­
ous j~~pardy . . overall, only 64 percent of Pre:enti ve ) 
Med1cme Residency (PMR) program capacity was 

1 
filled in 1989- l 990 despite the fact that the number 
of qualified applicants was about four times the available 
number of training slots. 

The major barrier in filling PMR positions is the 
lack of funding support for training and resident 
stipends. PMR programs piece together funding for 
residents from multiple sources, most of which are 
volatile and uncertain from year to year. Conven­
tional Medicare reimbursement for direct and indi­
rect graduate medical education costs is unavailable 
because the second and third years of training are not 
hospital-based and many of the residents' activities 
after the initial year do not involve direct patient care. 
Only 13 PMRs currently receive HRSA Title VII 
training grants as compared with 20 programs in 
1983. Subsequently, there has been a significant 
decrease in the number of graduates from programs 
that no longer receive these grants, and two PMRs 
have shut down after losing this source of funding. 
At least two more programs have determined that 
they will close after this year, bringing the total 
number of programs clown to nearly the 1978-1979 
level of 73.207 

A 1988 national survey of preventive medicine 
graduates highlighted the lack of information about 
preventive medicine residency training and careers 
available to medical students who eventually enter 
such training. Despite continued indications of a 
shortage of preventive medicine practitioners, con- 1 

siderable deterrents remain for medical students who 
seek to learn about the field.208 As the Council 
continues to assess national needs for physician workforce, 
it will further explore the important role of preven­
tive medicine physicians in analyzing the health of 
particular populations, organizing and implementing 
population-based health measures, and providing or 
ensuring that necessary preventive services are deliv­
ered. 

Geriatrics 

• Additional emphasis is warranted in the 
area of geriatrics, given the aging of the popula­
tion. Family physicians and general internists 
must be trained to provide comprehensive care 
for the elderly. Strategies should be developed 
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to train more generalist physicians and support 
those who are interested in pursuing additional 
training in geriatrics. 

The Council endorses its conclus ion made in 
its 1988 report that additional emphasis is war­
ranted in the area of geriatric medicine.209 At a 
panel presentation on Aging and Physician Man­
power given at the Physician Manpower subcom­
mittee in January 1990, participants assessed the 
current and future supply of physicians trained in 
geriatrics in view of demographic trends and the 
medical needs of the elderly. All presenters sup­
ported the need for more emphasis on increasing 
the supply of physician workforce in geriatrics. To 
provide both di rect care needed and the personnel 
to train the country's physicians, nurses, and other 
health professionals in the care of the elderly, about 
10,000 physicians with additional geriatrics train­
ing are needed. This is well above the 1,150 such 
physicians reported by the AMA in this specialty as 
of January 1989. 

It should be noted that family physicians and 
general internists are the two specialties already 
trained to provide comprehensive care to the eld­
erly. Both specialties have developed geriatrics 
fellowship programs that are accredited by the Ac­
creditation Council for Graduate Medical Educa­
tion (ACGME). Family physicians and internists 
who complete these programs are elig ible for cer­
tificates of added qualifications in geriatrics. The 
Council supports the development of strategies to 
train more generalist physicians and support those 
generalists who are interested in pursuing addi­
tional training in geriatrics. 

Finding No. 5: 
Within the framework of the present 
health care system, the current physician­
to-population ratio in the Nation is 
adequate. Further increases in this ratio 
will do little to enhance the health of the 
public or to address the Nation's problems 
of access to health care. Continued 
increases in this ratio will, in fact, hinder 
efforts to contain costs. 

•Efforts to solve problems of access to health 
care by increasing the total physician supply 
have been largely unsuccessful. A growing phy­
sician oversupply is projected, which will hinder 
efforts to contain costs. Consequently, the num­
ber of physicians educated should be reduced. 
Strategies to improve access to care should, in­
stead, focus on altering the specialty mix, racial/ 
ethnic composition, and geographic distribution 
of physicians. 
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The physician supply has grown rapidly over 
the past three decades. According to current pro­
jection analysis, it will continue to grow through 
2020. The number of active allopathic and osteo­
pathic physic ians has more than do ubled since the 
early 1960s and has grown significantly faster than 
the population. Between 1960 and 1988 the physi­
cian-to-population ratio increased by more than 70 
percent. The ratio is projected to continue to rise, 
from an estimated 225 in I 986 to 298 per 100,000 
in 2020.210 This will represent an increase in the 
number of allopathic and osteopathic physicians 
from an estimated 544,530 in 1986 to 875,800 in 
2020 (figure 15). 

International medical graduates (IMGs) have 
contributed to this supply. In the last two decades, 
IMGs have composed about one-fifth of the U.S. 
physician supply. Based on projections of the Bu­
reau of Health Professions (BHPr), the proportion 
is expected to decline from 21.4 pe rcent in 1986 to 
17.1 percent in 2020. However, the absolute num­
ber is expected to grow overall by 2020 (figure 
16) .211 

The sustained growth in physician supply is 
largely a result of policies made during the 1960s 
when policymakers had similar concerns about ac­
cess to basic health services as they do today. Most 
analysts were convinced that there was a dire short­
age of physicians.212 They assumed that increases 
in the total physician supply would be accompanied 
by greater numbers of generalist physicians and 
more diffusion into medically unde rserved areas. 

New legislation was adopted to increase fund­
ing for medical education and training. For ex­
ample, the Health Professions Educational Assis­
tance Act of 1963 provided construction funds and 
capitation grants to enlarge the class size in medical 
schools. In 1965, amendments to that act supported 
operating costs of the medical schools and created 
medical scholarships. The Comprehensive Health 
Manpower Training Act of 1971 s ubsequently au­
thorized capitation grants to increase medical school 
enrollments.213 These initiatives were effective in 
producing more physicians. From 1965 to 1975 the 
number of medical schools increased from 89 to 
l J 4, medical school enrollment grew by 70 per­
cent, and the number of graduates entering residen­
cies nearly doubled.2 14 

By the mid-to-late 1970s, concern had shifted 
to an emerging physician surplus. This culminated 
in the GMENAC report of 1980, which projected 
an oversupply of 70,000 physicians by J 990, rising 
to 145,000 by 2000. That study is considered by 
many to still be the most comprehensive examina­
tion of physician supply ever undertaken.2 15•21 6 
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Fig. 15 - Supply of Active Physicians (MD & DO) and Ratio to Population 
Actual 1950 - 1990 and Projected 2000 - 2020 
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Fig. 16- Projected Supply of International Medical Graduates (IMG) 
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Since the GMENAC report was published, 
health care researchers and policy analysts have 
debated whether there will in fact be a surplus of 
physicians. Some studies have suggested that the 
GMENAC study may have underestimated the sur­
plus of physicians, because a growing proportion of 
the U.S. population receives health care from HMOs 
and other forms of health care that utilize physician 
services at far lower rates than assumed in the 
GMENAC analysis.217·218 Other analyses indicate 
that the projected growth may be absorbed by lower 
physician productivity and by a long-standing trend 
in the U.S. population to consume physician ser­
vices at higher levels.219 

A second part of the debate is whether a physi­
cian surplus is likely to have adverse effects on the 
Nation 's health care system. Some studies show 
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that the expanding supply of physicians promoted a 
diffusion of specialists into nonmetropolitan areas, 
thereby increasing the rural population's access to 
specialty services during the l 970s.220·221·222 Ana­
lysts have also thought that the GMENAC recom­
mendation to decrease medical school enrollments 
could have a negative impact on efforts to increase 
the number of African Americans and othe r 
underrepresented minorities in the physician popu­
lation.223·224 Even if a physician surplus should 
have undesirable effects, they would likely be far 
less than the consequences of a physician shortage, 
especially during an epidemic, war , or other na­
tional emergency.225 

However, a physician surplus contributes to 
higher costs for health care,226·227·228·229 and greater 
competition among physicians could lead to "over­
doctoring" of patients and atrophy of physician 
skills.230·231 Perhaps most importantly, the increased 
supply has not translated into improved access to 
physician services. Despite the enormous growth 
of the physician population, they are in short supply 
in many parts of the country232· 233 and a significant 
portion of the population lacks access to needed 
care.234 The most recent PPRC report has a work­
ing assumption that the number of physicians ex­
ceeds, or will exceed, that requi red to meet national 
health needs.235 

Mindful of the policy debates concerning the 
adequacy of the aggregate physician supply and 
based on studies of both supply of and requirements ' 
for the physician workforce, the Council concluded 
in its 1988 report that " there is or soon will be an 
aggregate oversupply of physicians in the United 
States." At the same time, COGME noted the 
conflicting evidence as to whether an oversupply of 
physicians would necessarily lead to socially unde­
sirable consequences. It recommended that the 
Federal Government not attempt to influence the 
physician workforce supply in the aggregate. Rather, 
COGME urged the public and private sectors to 
focus their efforts on influencing such clearly iden­
tified problems as the geographic maldistribution 
of physicians, the continued underrepresentation of 
minmities in medicine, specialty shortages, and con­
cerns regarding quality of care.236 

However, a number of indications and studies 
since the first report point to the need to reduce the 
cunent rate of increase in the aggregate physician 
supply. For example: 

• Kletke, et al. , projected a 19-percent increase 
in the physician-lo-population ratio between 1985 
and 2000.237 They estimated in 1987 that immedi­
ate elimination of all new IMGs and a reduction of 
U.S. medical school enrollment by 5,000 would be 
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necessary to maintain a physician-to-population ra­
tio in 2000 similar to that of 1985. In fact, modest 
declines in U.S. 1nedical school enrollment did oc­
cur in recent years.238 However, these declines 
have been reversed by the current upswing in appli­
cants to these schools. 

• Contrary to the expectations of some, new 
entrance examinations for IMGs did not result in 
fewer IM Gs entering practice in the United States; 
the numbers are actually increasing. Although the 
number of IMGs in GME remained relatively con­
stant throughout the 1980s, the reported number of 
IMGs in first-year residency positions in 1990 in­
creased by 32 percent since 1989 to 3,540, or 19.3 
percent of all first-year residents.239 This increase 
occurred during a decline in the number of U.S. 
nationals trained abroad who returned to the United 
States for GME. 

• Considerable evidence indicates that further 
increases in physician supply are unlikely to en­
hance the health of the public. Wide ranges in 
physician supply exist in the United States with 
little evidence of differences in health outcomes. 
For example, physician density on the coasts ex­
ceeds that of the central and southern United States 
with no evidence of differences in health outcomes. 
Likewise, HMOs provide care with physician-to­
population ratios one-fourth lower than currently 
utilized by the overall U.S. health care system­
again with no evidence of differences in health 
outcomes.240. 241 

• Overall increases in physician supply also are 
unlikely to markedly improve access to care for the 
financially and geographically underserved. Mi­
nority groups and those of lower socioeconomic 
status have higher rates of morbidity and mortality 
and potentially can benefit most fron1 improved 
access to care. However, physicians, like other 
professionals, concentrate their practices in more 
affluent suburban and metropolitan locations. Com­
petition among urban specialists seems to have 
caused only 1nodest diffusion into rural areas. Only 
family physicians are distributed in rural and urban 
areas in proportions similar to the population at 
large, and interest in this specialty is declining.242 

Other specialties require larger populations to sup­
port a practice and, therefore, are more likely to 
practice in urban settings. Other solutions such as 
increasing the proportion of primary physicians, 
incentives for physicians to practice in underserved 
areas, expansion of the NHSC and itnplementation 
of universal health insurance are more likely to 
assist in meeting needs of underserved populations. 

• Evidence also indicates that further increases 
in physician supply may have adverse effects on 

27 

health care expenditures. Many economists con­
tend that increasing numbers of doctors leads to 
"increased doctoring." 243 At present, only one­
fifth of health care expenditures are paid directly to 
physicians, but physician itnpact upon health care 
expenditures is 1nuch greater. Each physician, in 
addition to direct services rendered, seeks consulta­
tions, orders tests and ancillary services, hospital­
izes patients, and writes prescriptions. Thus, some 
estimate that 70-90 percent of health care expendi­
tures are initiated by physicians. 244 While the ser­
vices provided by an individua1 physician might 
decrease in a setting of an oversupp1y of physi­
cians, aggregate services provided will increase. 
Evidence from the U.S., Canadian, and German 
health care systems demonstrates that increasing 
the number of doctors increases the number of ser­
vices provided and costs incutTed. 245, 246, 247, 248, 249, 
250, 251, 2s2. 253 Hughes' recent analysis of increasing 
health expenditures in Quebec provides convincing 
evidence that most of Quebec's increases can be 
explained by rapid increases in numbers of physi­
cians.254 Twenty-five years ago, most Western na­
tions perceived they had physician shortages. Now, 
many nations are concerned about escalating hea1th 
expenditures caused by an oversupply of physi­
cians.255 

The fiscal implications of increasing numbers 
of physicians become even more relevant in a sys­
tem that: 

•Values fee-for-service. 

•Already has an oversupply of physicians. 

• Has a high percentage of subspecia1ists. 

•Values patients' ability to self-refer to spe-
cialists. 

•Depends on subspecialists to provide signifi­
cant amounts of primary care. 

• Values technologies that specialists are 
uniquely trained to use. 

Each of these factors stimulates the growth of 
medical services and the cost of care. 

In all likelihood, the United States will follow 
the path of other industrialized nations in attempt­
ing to control health care expenditures. Mecha­
nisms to limit Medicare hospital expenditures in 
the form of prospective hospital reimbursement were 
initiated in 1983. Medicare volume performance 
standards soon will govern physician pay1nent. 
Expenditure controls ahnost certain1y will be initi­
ated by other third-party payers in efforts to control 
rising health care costs for the population below 
age 65. Even with cost containment measures, the 
experiences of Quebec and Ger1nany suggest that 
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services and expenditures will continue to expand 
as increasing numbers of physicians provide addi­
tional services and also exert powe1ful political 
force to increase aggregate expenditures.256• 257, 258• 

259 

The increases in health care expenditures asso­
ciated with increasing numbers of physicians in the 
United States will contribute to the inability of this 
Nation to provide solutions for the uninsured and 
the underinsured. 

Finding No. 6: 

T he Nation's m edical education system can 
be m ore r esponsive to public needs for 
more generalis ts, underrepresented 
minority physicians, and physicians for 
medica lly underser ved r ura l a nd inner -city 
a reas. 

• The Nation's system of undergraduate and 
graduate medical education, taking place in 141 
osteopathic and allopathic medical schools and 
in more than 1,500 institutions and agencies, has 
responded effectively to many of the Nation's 
health care needs. During the past 25 years, our 
Nation's medical education system has responded 
to public demands to increase the numbers of 
physicians, advance biomedical research, and 
develop new medica l technology. T hese responses 
have resulted in a doubling of the physician sup­
ply and the establishment of a biomedical re­
search and medical technology infrastructure 
that is unsurpassed. 

•Today, the medical education system must 
respond to the Nation's health care and physi­
cian workforce needs in the 21st century. These 
include the need for more minority and general­
ist physicians, more primary care research, and 
increased access to primary care, particularly in 
underserved rural and urban communities. 
Changes in the institutional mission, goals, ad­
missions policies, curriculum, faculty composi­
tion and reward system, and the site for medical 
education and teaching are necessary to respond 
to these needs. 

The Nation's undergraduate and graduate medi­
cal education system is entrnsted by society to un­
dertake important societal missions toward improv­
ing the health of the public including education, 
patient care, and research activities. During the 
past 25 years, the medical education system has 
responded effectively to public demands for more 
biomedical research, to increase the Nation's ca-
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pacity to train physicians, and for the development 
of new medical technology. 

In view of the crises and problems in the health 
care delivery system, the medical education system 
is challenged to respond to a specific additional set 
of health care needs in the 21st century. In this 
report, the Council identified deficiencies in physi­
cian composition, specialty mix, and geographic 
distribution that will significantly hinder efforts to 
ensure basic health care to all Americans. Specifi­
cally, the Council has identified the need for: 

• More generalist physic ians. 

• More underrepresented minority physicians. 

• More general surgeons, psychiatrists, and pre­
ventive medicine specialists, and family physicians 
and general internists with additional geriatrics train­
ing. 

• Fewer other specialists and subspecial ist phy­
sicians. 

• More physicians practicing in underserved 
rural and inner-ci ty areas. 

The Counci I also identified significant baITiers 
in our Nation's medical education financing and 
health care reimbursement system that hinder ef­
forts to correct these physician workforce deficien­
cies. Despite these barriers, numerous examples 
exist of medical schools, community hospitals, 
HMOs, and other teaching institutions or agencies 
that success fully recruit substantiall y more 
underrepresented minori ty students, graduate sig­
nificantly more generalist physicians, and have far 
more graduates practicing in rural and other 
underserved areas than the national average. Medi­
cal educators do have a sphere of influence in re­
sponding to societal needs and the leadership of our 
medical education system should be challenged to 
make a difference. 

What would be the elements of a medical edu­
cation system that are responsive to these societal 
physician workforce needs? This question is an­
swered in the following section. These elements 
can serve to assist medical educators, faculty, medi­
cal students and residents, policymakers, and the 
public to work toward a more responsive medical 
education system. 

Institutional Mission S tatem en t 

The institutional mission statement should rec­
ognize responsibility and accountability to societal 
needs for more gene rali st phys ic ians, 
underrepresented minority physicians, primary care 
research, and the provision of more primary medi­
cal care, particularly to underserved communities. 
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Institutional Strategic Plan 

The medical school's strategic plan should con­
tain quantifiable outcome measures for these soci­
etal needs, including the percentage of graduates 
choosing generalist careers, underrepresented mi­
norities who apply and matriculate, required educa­
tional experiences in communily and underserved 
settings, and graduates who practice in underserved 
areas. 

Recruitment, Admissions, and Retention 
Policies 

The medical school admissions policy, struc­
ture, and function should reflect the need to recruit 
and admit more students who are inclined to select 
the generalist disciplines. Studies indicate that the 
type of medical students admitted influences the 
profile of specialty choices of graduating students.260 

Therefore, the admissions process is critical in de­
termining the kind of physician produced and the 
specialty selected. Many educators recommend 
broadening the admissions criteria to select pro­
spective trainees more closely aligned and attuned 
to having the personal characteristics and aptitude 
sought in future primary care providers. One of the 
conclusions of the General Professional Education 
of the Physician (GPEP) report called for breadth 
and rigor in the natural and social sciences and in 
the humanities.261 According to some studies, ap­
plicants from rural areas and those who are older 
and married tend to select family medicine special­
ties. Furthermore, those who enter family medicine 
tend to have a balance of humanistic and scientific 
interests.262 

Medical school admissions commiltees should 
increase emphasis on the following characteristics 
in selecting potential candidates for admission: edu­
cational background in the social sciences/humani­
ties; communication skills; and applicants who are 
underrepresented minorities and/or from rural com­
munities. Schools should also use flexibility in 
considering results from standardized test scores 
such as the MCA T. Medical school student admis­
sion committees must have a more balanced repre­
sentation by including generali st phys ic ians, 
underrepresented minorities, and community repre­
sentatives. 

In addition, the medical school admissions poli­
cies, structure, and function should reflect the need 
to recruit and admit more minority students in medi­
cal school. Studies consistently demonstrate that 
schools with explicit minority admissions policies 
and minority recruitment/retention sections are ef­
fective in increasing minority candidates. Persons 
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who staff these sections do not have to be from an 
underrepresented minority; however, it does help. 
The main ingredients appear to be leaders who: (1) 
are dedicated and committed to minority recruit­
ment and retention ; (2) recognize and are respon­
sive to the multifaceted needs of minority students 
(social, economic, educational , emotional, etc.); (3) 
provide appropriate support with high expectations 
for the students; and (4) provide mechanisms to 
enhance student self-esteem and self-worth.263 

Emphasis should be placed on the develop­
ment and support of programs that improve the size 
and quality of the minority applicant pool by focus­
ing on early intervention. The school should par­
ticipate in forums and networks involving students 
in high school, elementary school, and primary lev­
els, including kindergarten, to expose minority 
youngsters to health profossions role models, en­
courage their interests and pursuits in health, and 
provide networks of mentoring programs to assist 
and support students inclined toward health ca­
reers. 

The effect of dedicated mentors for youngsters 
who are interested in the health professions cannot 
be overemphasized. In fact, many underrepresented 
minority youngsters have never had the opportunity 
to meet and spend time with a health professional 
who is a member of their particular ethnic group. 
Studies have shown that the assistance of dedicated 
and sincere role models and mentors often has the 
greatest impact on whether a youngster will enter a 
particular career. Mentors should be obtained at 
the earliest possible age for the students.264 

Mentors need to continue to assist the student 
throughout their career. Partnerships among Fed­
eral, State, and local governments, private and busi­
ness organizations, educational institutions (includ­
ing school systems at all levels through medical 
school), and community and parent groups have 
been shown to be most effective in increasing mi­
nority/disadvantaged representation in the health 
professions. Finally, the school should provide 
ongoing support to ensure the successful progress 
of these students through their education.265 

Faculty Composition and Reward System 

With the exception of our Nation's osteopathic 
medical schools and teaching hospitals, most 
institution 's departments and facu lty composition 
need to be more balanced, with increased represen­
tation of generalist phys icians, minority physicians, 
primary care researchers and physicians, and other 
health care providers from community settings. 
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The traditional approach in recognizing stellar 
faculty is built upon excellence in biomedical re­
search and basic science publication, rather than on 
teaching excellence or contributions to primary care 
research. The emphasis on biomedical research 
and basic science funding through the NIH has 
contributed to the perspective that faculty from the 
highly specialized disciplines warrant special ac­
claim and distinction. With the relative paucity of 
funding for primary care research within the Agency 
for Health Care Policy and Research, generalist 
faculty with primary care research interests are un­
able to garner significant funding for the institution. 
Furthe1more, faculty who devote special efforts to 
teaching and mentoring students and residents do 
that at the expense of potential institutional income. 
Thus, institutional financial concerns in an environ­
ment in which funding for biomedical and basic 
science research is more plentiful than primary care 
research have tended to create a system that does 
not adequately reward generalist faculty. With a 
shift in perspective toward a more balanced appre­
ciation of the medical specialties, institutions should 
recognize accomplishments of faculty from the cog­
nitive-based disciplines as well. 

Cultural diversity among the faculty and bal­
anced representation of generalist physicians on 
institutional committees are needed to redirect the 
efforts of institutions toward addressing the unmet 
national health care needs. Little progress has been 
made in increasing the number of minority faculty 
members in U.S . medical schools. Although 1990 
Census Bureau data indicate that the total 
underrepresented minority population is approxi­
mately 21.9 percent, the representation of minority 
medical school faculty is approximately 3.2 per­
cent.266 Programs that have been successful in 
increasing minority applicants in the medical pro­
fession have demonstrated the importance of role 
models in the process.267 

Finally, institutions should involve larger num­
bers of community-based primary care physicians 
and other providers as preceptors, teachers, and 
role models for medical students and residents. They 
should give significant academic recognition and 
adequate reimbursement or other rewards (e.g., 
locum tenens coverage for continuing medical edu­
cation for their contribution). 

Medical Education Objectives 

Institutions should incorporate the most effec­
tive adult education techniques. Self-directed learn­
ing and problem-solving directed skills should be 
emphasized throughout the curriculum for students 
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to learn to acquire detailed information and to apply 
such knowledge effectively. Medical faculties 
should offer educational experiences that require 
students to be active, independent learners and prob­
lem solvers rather than passive recipients of infor­
mation. Some medical faculties have developed 
problem solving methods of teaching that require 
students to seek out, rather than to be given, infor­
mation. 268· 269· 270 These methods emphasize the 
formulation of hypotheses, the critical evaluation 
of data, and the integration and application of new 
knowledge to the analysis and solution of prob­
lems. Educators agree that encouraging students to 
strengthen their problem solving skills through in­
dependent learning will better prepare medical stu­
dents and residents to use the vast resources and 
technologies available in caring for their patients. 

Medical schools and residency training pro­
grams should emphasize effective communication 
skills to improve the doctor/patient relationship. 
The significance of mastering communication skills 
for an effective doctor/patient relationship to in­
crease patient compliance and cooperation cannot 
be over emphasized. Physicians must be skillful at 
talking and relating to patients as human beings and 
should understand all the personal, psychological, 
and social factors of the problems patients bring to 
physicians. 

Medical educators should progress beyond the 
view that teaching students and residents the tech­
nological content of medicine is the ultimate objec­
tive. Also of primary importance is the ability to 
relate effectively to patients. Such skills and abili­
ties are important attributes for all physicians, and 
positive experiences must be integrated into the 
educational program. Effective communication 
skills will increase the physician's physical diag­
nostic and therapeutic abilities and will help the 
physician relate to all aspects of patient care. Ef­
fective communication skills will also improve the 
physician's ability to educate his/her patients and 
their families or social units. 

The institution should provide mandatory 
multicultural awareness or sensitivity sessions for 
students, residents, and faculty. Recent studies that 
focus on race and racial attitudes indicate that there 
are differences in perceptions between the mem­
bers of the various groups, which interfere in the 
quality of life for the various groups. One report 
clearly showed that while African Americans and 
whites agree that prejudice is widespread, they view 
its effects differently.271 It is important to be aware 
of the practice of African American folk medicine 
and its impact on African American health.272 Sig-
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nificant differences exist among the Mexican Ameri­
can, Cuban, and Puerto Rican experiences. As 
Hispanics adopt more of the Western culture, their 
health tends to worsen (tobacco use rises, diets 
become worse, violence increases, alcoholism rises, 
etc.). 273 Native Americans have much of this same 
worsening of health conditions based upon their 
acculturation, yet health education in accordance 
with tribal values could help eliminate many medi­
cal problems such as diabetes, obesity, and hyper­
tension.274 With a population becoming increas­
ingly diverse, these sessions are essential for our 
Nation's future physicians. 

Medical Education Curricula 

The basic sciences should be incorporated 
within a clinical context throughout the medical 
school curriculum. Today, medical educators are 
reexamining how basic sciences are taught. The 
traditional model isolates the study of basic science 
in a purely academic setting in the early years of 
medical training. A more practice-relevant model 
is being used in some medical schools where stu­
dents begin their training with clinical experience 
followed by a thorough introduction to the basic 
sciences so that there will be a context to apply the 
technical and scientific information. These two 
contrasting models are often referred to as conven­
tional versus problem-based medical curricula, 
where problem-based learning teaches basic sci­
ence in the context of a clinical problem. Much of 
the rationale for problem-based learning focuses on 
its presumed ability to induce reasoning strategies 
that may be more effective for student learning.275 

Undergraduate and graduate medical educa­
tion cmTicula should include social , behavioral, and 
humanistic aspects of health and health care deliv­
ery. Instruction should be provided by facu lty, 
researchers, and clinicians in fields such as nursing, 
psychology, public health, medical sociology, medi­
cal education, health services delivery, and bioeth­
ics. The educational program should be designed 
to provide future health care providers with a bal­
anced educational cu1Ticulum that recognizes the 
social aspects of health care. 

The student and resident cu1Ticula and clinical 
rotations should emphasize the importance of team 
approaches to health care delivery. These ap­
proaches should include experience working as a 
team member with other health care professionals 
and training in utilizing the skills and expertise of 
physician assistants, nurse practitioners, nurses, 
pharmacists, public health professionals, social 
workers, and other health care personnel. 
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Physicians should know how to utilize the ex­
pertise of other health care providers and should be 
knowledgeable of available resources. In the cur­
rent era of special ization and subspecialization, the 
overall scope of "whole patient care" is sometimes 
overlooked. Doctors cannot practice effectively 
only from the narrow confines of their specific 
areas of expertise, but should, instead, recognize 
the significant contributions of other health care 
providers. Medical education training programs 
should reinforce the importance of team approaches 
in medical care throughout the curriculum. All 
physicians, but especially the primary care physi­
cian, must recognize and utilize the strengths of 
other health care providers, e.g., nursing staff, so­
cial work professionals, and others, as vital mem­
bers of the medical care team. 

Experimental primary care programs and cur­
ricula are offered that may help reach the identified 
goals. For example, such models emphasize gener­
alist and community-based training and focus on 
improving the effectiveness and productivity of the 
fourth year of medical school. Today, medical edu­
cators are considering innovative program curricula 
to provide greater exposure to the liberal arts and 
social sciences in training the general internist, gen­
eral pediatrician, and family physician. One ap­
proach identified as a B.S./M.D. pathway begins at 
the pre-doctoral level and introduces students to 
medicine in an integrated six-year medical cunicu­
lum from the first year of college to the completion 
of medical school. Another approach merges the 
fourth year of medical school and the first post­
graduate year, blending the educational objectives 
that are usually so clearly demarcated in the two 
settings. In traditional programs, the fourth year of 
medical school is often underutilized for training 
purposes. 

Undergraduate and graduate training programs 
should contain well-defined curricula, educational 
objectives, and evaluation methods to assess the 
effectiveness of the education experience. The 
evaluation should include outcome measures (e.g., 
numbers of residents who chose to practice in a 
rural community) to assess whether the training 
program addressed societal physician workforce 
needs. 

Expanding the Medical Education 
Teaching Environment 

Undergraduate curricula and clinical rotations 
should provide all students with a balance between 
hospital-based, subspecialty training and commu­
nity-based, primary care training. A much greater 



THIRD REPORT OF COGME 

proportion of medical training should be shifted to 
outpatient and community-based sites where the 
majority of medical care is provided. The commu­
nity-based educational experiences are developed 
and managed with significant community partici­
pation and involvement. 

Medical educators are recognizing the impor­
tance of the ambulatory setting in preparing medi­
cal students and residents for the routine practice 
environment. Education in community-based of­
fice practices teaches residents about continuing 
care, which includes health promotion and preven­
tive medicine, management of chronic disease, and 
development of personal interaction skills in caring 
for patients and their families. Education in the 
ambulatory setting is increasingly vi tal at both the 
medical student and the resident levels to properly 
prepare physicians to meet today's patient care 
needs.276 

Experience in ambulatory settings is critical 
for both primary care and nonprimary care special­
ties because of the predominance of such settings in 
health care delivery. Effective clinical training 
requires access to a patient population with the 
diseases and illnesses that would be seen in a rou­
tine practice. Undergraduate and graduate cur­
ricula that prepare future generalist physicians for 
community practice must provide training in the 
management of common acute and chronic medical 
conditions in such areas as office gynecology, der­
matology, orthopedics, and preventive medicine. 

In addition, medical educators are recognizing 
the importance of continuity of care experiences for 
the future generalist physician. By being assigned 
individuals or families to follow over time, medical 
students learn the more natural course of health and 
illness in community-based settings and the more 
common encounters that patients have with the 
health care system. In family medicine residencies, 
25 percent of the resident's entire time over the 
three-year training period is spent caring for his or 
her own panel of patients.277 Educators seeking to 
reverse the trend toward subspecialization in pedi­
atrics and internal medicine are emphasizing more 
time in continuity of care experiences, which tradi­
tionally encompass 10 percent less of their time. 
Recognizing this, primary care internal medicine 
and pediatric training grants administered by the 
Division of Medicine, DHHS, require applicants to 
demonstrate at least 20 percent of continuity of care 
time over a three-year period.278 Studies have dem­
onstrated that these primary care internal medicine 
and pediatric programs graduate significantly more 
generalists than the traditional training program.279 
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Academic Consortia 

Today, institutions are developing academic 
consortia to link together the various settings in 
which undergraduate and graduate medical educa­
tion is provided, including community hospitals, 
community health centers, HM Os, and public health 
departments. There have always been a variety of 
arrangements with institutions used in teaching pro­
grams. In most cases, these institutional agree­
ments are designed to meet the immediate needs for 
education and training. The term "consortium" 
refers to a structured and formal relationship among 
institutions designed to meet specific goals and 
objectives. It also implies centralized data collec­
tion, administrative processing, and decision mak­
ing factors to enable individual facilities to function 
as a collective unit. 

Functionally, consortia provide a forum for 
discussing and prioritizing health professions is­
sues related to the improvement of access to care. 
They also generate information on collaborative 
efforts and models for improved multidisciplinary 
training in primary health care settings. Because of 
their knowledge of the primary care needs of their 
area, the consortia provide a patchwork of resources 
to effectively serve the community while providing 
health care training within community-based ser­
vice delivery systems. 

Two viable examples of medical education con­
sortia exist in New York State and involve the 
University of Buffalo and New York Medical Col­
lege. These consortia were developed in an attempt 
to restructure the relationships among the hospitals 
and participating teaching institutions "to enhance 
the quality of education, improve efficiency, and 
make the system more responsive to current and 
future societal needs." In devising the general prin­
ciples that define a consortium, the New York State 
Council on Graduate Medical Education acknowl­
edged that the medical school, its affiliated teach­
ing hospitals, and other teaching sites should be 
recognized as equal members and should all share 
equally in making decisions about the conduct of 
the educational programs.280 

A consortium can define the educational needs 
of the trainees and determine the placement and 
allocation of educational resources accordingly. 
Furthermore, a consortium can coordinate adminis­
trative activities and even facilitate the coordinated 
development of curricula. 

Once the basic administrative arrangements are 
accomplished on the local level, the consortium can 
attempt to be responsive to more expansive needs 
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involving a region or State. Considering that 15 
percent of all residency positions in the United 
States are contained in New York State, administra­
tive decisions involving GME in New York have 
significant national influence and are closely 
watched. The Buffalo consortium plans to increase 
the proportion of residents training in primary care 
to 50 percent by 1993, achieve and maintain a 
minimum enrollment of 11 percent of 
underrepresented minorities in GME programs, and 
increase education and care in chronic illness and 
geriatrics. In addition, as part of its " Initiatives in 
Primary Care," New York State sponsors a variety 
of programs that are designed to increase the num­
ber of primary care physic ians in training and prac­
tice in underserved areas across the State. The 
success of these and other programs depends large! y 
upon the coordination of resources and collective 
efforts of institutions involved in the consortium. 

Area Health Education Centers 

Models of consortia can be found in the net­
work of Area Health Education Center (AHEC) 
p rograms, which covers over 40 States. Funded 
through a program administered by the Division of 
Medicine, AHECs bring together representation 
from the academic health science centers, including 
public health and primary health care delivery sys­
tems to assess and improve the distribution, supply, 
and quality of health personnel by encouraging the 
regionalization of educational responsibilities of 
health professions schools and training sites . They 
may work with other State-level efforts, such as 
primary care associations, rural health associations, 
and health departments. The networks include 
policy-makers such as members of the legislature, 
community leaders, and consumers of services to 
broaden the understanding of the area health needs 
and services. Most of the AHECs also have State or 
local financial support to ensure their viability. 

North Carolina: The North Carolina AHEC 
Consortium is a system of nine regional cen­
ters that were federally funded from 1973 to 
1983. It is now Stale and regionally supported 
wi th more than $30,000,000 annually. It is an 
academic consortium with full participation of 
and considerable input from the deans and fac­
ulty of the schools of Public Health, Nursing, 
Dentistry, and Pharmacy and all four medical 
schools in the State. Each medical school has 
developed a partnership in a designated geo­
graphic region wi th a community hospital des­
ignated and functioning as a regional educa­
tion and training center in affiliation wi th an 
academic health science center. In recent years, 
the North Carolina General Assembly has 
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looked to the AHEC to convene appropriate 
entities to explore State health workforce is­
sues related lo such diverse topics as mental 
health, nursing, and allied health. 

Although a formal statewide health con­
sortium is not in existence in North Carolina at 
the present time, the linkages and relationships 
are sufficiently identified in both the education 
and service sectors so that informal or ad hoc 
consortia are regularly meeting within the State 
to address health professions and service deliv­
ery needs. The professions represented in­
clude medicine, nursing, pharmacy, a llied 
health, public health, dentis try, and learning 
resources personnel. They part ic ipate in 
multidisciplinary teaching and provide consul­
tation and technical assistance to health practi­
tioners in the AHEC region. Prior to the North 
Carolina AHEC Program, 50 counties experi­
enced a worsening of physician-to-population 
ratio. Since the inception of the AHEC Pro­
gram, 86 counties have experienced an im­
proved physician-to-population ratio.281 

California: The California statewide AHEC 
Consortium was initiated in 1972 as the Cen­
tral San Joaquin Valley AHEC. Some years 
later, through Federal funding, it became a 
statewide endeavor that included the eight Cali­
fornia medical schools and a constellation of 
18 regional centers. The overarching policy 
entity was the California State Policy Advisory 
Committee, which met quarterly to review 
progress and resources allocation. With the 
stimulation of the statewide AHEC, numerous 
other colleges, universities, community col­
leges, hospitals, and clinics, 26 new degree­
gran ti ng nursing programs, and 48 residency 
training programs actively participate through 
a centralized planning consortium. This con­
sortium has been tied together by more than 
1,300 contracts written and or administered by 
the Fresno office. The California AHEC, in 
response to the tremendous need for Mexican 
American health professionals, founded the 
multidisciplinary Hispanic Medical Education 
and Training (HISMET) program, including 
the first Hispanic family practice residency, 
located at White Memorial hospital in Los An­
geles. 

Virginia: In 1988, the Commonwealth of Vir­
ginia convened a Primary Care Pol icy Forum 
of State policymakers, medical providers and 
educators, public and private sector organiza­
tions, and representatives from rural and urban 
areas of Virginia. The Forum developed a 



THIRD REPORT OF COGME 

fi ve-point plan that included: (I) establishing a 
physician loan repayment plan; (2) strengthen­
ing the State Medical Scholarship Program; (3) 
increasing Medicaid reimbursement for primary 
care physicians; (4) establishing a primary care 
center construction fund; and (5) developing a 
statewide AHEC program. This is probably 
the most broadly based formal statewide con­
sortium among the AHECs. It is also a strong 
recognition of the nexus between primary care 
training and public health training. 

In 1990, the Federal Government funded the 
Virginia statewide AHEC Consortium . It in­
cludes all three medical schools in the State. 
Two important features should be noted: the 
AHEC is part of an overall State health plan, 
and it is one of the first statewide efforts to 
look at financing issues as well as the status of 
the uninsured. It also includes agencies such 
as the Primary Care Association and the State 
Health Department to closely l ink legislative 
planning to a body that more totally represents 
health issues in a comprehensive way. The 
Virginia statewide AHEC effort is an example 
of a forum that can more appropriately address 
health professions workforce education and 
training as they relate to the overall health 
services delivery within the State. 

The major strength of a consortium lies in the 
direct access to shared resources and allocation 
of such agreed upon goals. A significant and 
ongoing challenge is getting diverse institu­
tions to submit to extensive structural rear­
rangement and reorganization to meet the col­
lective local or regional physician workforce 
needs. Specific funding needs to be avai lable 
to allow institutions and agencies to build such 
consortia arrangements that link and rational­
ize the current disarticulated systems of under­
graduate and graduate medical education. 
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Chapter Ill - Finding No. 7: Barriers to Change -
New Directions 

Finding No. 7: 

The absence of a national physician 
workforce plan combined with financial 
and other disincentives are barrier s to 
improved access to care. 

• There is no national physician workforce 
plan for the United States to meet the current 
and projected future health care needs of the 
American people. In addition, there is no coor­
dinated financing strategy and integrated medi­
cal education system to implement such a plan. 
Instead, such critical policy issues as the aggre­
gate physician supply and specialty mix are the 
result of a series of individual decisions made by 
the 126 allopathic and 15 osteopathic medical 
schools and nearly 1,500 institutions and agen­
cies that currently sponsor or affiliate with GME 
training programs.1

•
2 The medical education fi­

nancing and health care reimbursement systems 
create significant disincentives to students who 
wish to become generalists, physicians who wish 
practice in underserved areas, and to the provi­
sion of basic primary and preventive services to 
all Americans. 

The six findings in the previous section iden­
tify the deficiencies in the current physician 
workforce supply and the medical education sys­
tem. Correcting these deficiencies is essential if 
our Nation is to build a physician infrastructure to 
meet the health care needs of all Americans. 

What will it take to recruit more 
underrepresented minorities, train more general­
ists, and encourage their diffusion into medically 
underserved areas? The answer to the question is 
complex because many structural factors are in­
volved. Before recommendations can be made, an 
understanding of the following major barriers to 
change are necessary: 

• The absence of a national physician workforce 
plan and system. 

• A lack of consensus on who delivers quality 
primary medical care. 

• Disincentives in the reimbursement system. 

• A biomedical research- and subspecialty-ori­
ented medical education. 

• Disincentives in the accreditation, certifica­
tion, and licensure system. 

• Disincentives in the medical education fi­
nancing system. 

Many of the policies that led to the current 
system were enacted in the 1950s and 1960s. They 
were derived from a national consensus on the need 
to train more physicians, increase biomedical re­
search, and improve the quality of medical educa­
tion and practice. These policies built a system of 
biomedical research and medical technology, and a 
subspecialty and biomedically advanced physician 
workforce supply that is, arguably, the best in the 
world at what it is designed to do. However, the 
same structural factors reinforced a set of disincen­
tives for maintaining a physician workforce needed 
to deliver basic primary care and preventive ser­
vices to this country. A brief description of these 
major structure forces, and how they reinforce each 
other, are summarized in this section. 

Absence of a National Physician 
Workforce Plan and System 

In America there is no national physician 
workforce plan or system. Aggregate physician sup­
ply and specialty mix results from a series of inde­
pendent and individual decisions by medical schools, 
hospitals, and medical students, which are discon­
nected from each other or from local physician 
workforce needs. The absence of a master plan to 
determine the number and mix of residency slots 
distinguishes the U.S . GME system from the Cana­
dian system where 50 percent of physicians are 
generalists and the United Kingdom system where 
70 percent of physicians are generalists. 

In Canada, the provinces have targeted a goal 
that 50 percent of graduates should enter primary 
medical practice. For the most part, this objective 
has been maintained through the government's con­
trol of residency positions, medical immigration, 
and resource allocation.3 Of these three factors, the 
determination of the mix of residency slots by each 
province has been, by far, the most effective factor 
in the production of more primary care physicians. 
In Canada, physician workforce planning and the 
concomitant reallocation of residency positions has 
been a long process extending over many years .4•5 
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National Physician Workforce Commission: 
In recent tin1es, the Nation has not had an ongoing 
council or commission on physician workforce sup­
ply and requirements except for GMENAC and 
COG ME. 

In 1976, the Graduate Medical Education Na­
tional Advisory Committee (GMENAC) was cre­
ated administratively, i.e., without legislation, by 
the Secretary of the then-Department of Health, 
Education and Welfare (DHEW). GMENAC re­
ported only to the Secretary of DHEW and re­
mained in existence for only five years, until the 
release of its landmark final report in 1980. The 
charge to GMENAC was to advise the Secretary 
regarding five national health planning issues: 

• The number of physicians required to meet 
health care needs. 

•The most appropriate specialty distribution of 
these physicians. 

• How to achieve a 1nore favorable geographic 
distribution of physicians. 

• Appropriate ways to finance graduate inedi­
cal education. 

• Strategies to achieve the recommendations 
formulated by the Committee. 

COGME faces very sitnilar issues, and some 
have viewed COGME as a successor. Sin1ilarities 
exist in membership composition and use of staff 
fro1n DHHS. However, differences between the 
two bodies are key and significant: statutory autho­
rization and the amount of financial support. 

COGME was created by Congress and has a 
statutory authorization in Title VII of the Public 
Health Service Act. Unlike GMENAC, COGME 
reports simultaneously to Congress and the Secre­
tary of DHHS. In addition, COGME's legislation 
includes a 10-year life span, in contrast with an 
initial two-year charter for GMENAC, renewed 
piecemeal before GMENAC was finally phased out 
after five years. 

Conversely, a major advantage for GMENAC 
was the amount of resources available. GMENAC 
had about 25 professional analysts and support staff 
and about $5 n1illion in total financial support. 
COGME-related expenditures in six years have been 
more limited with budgets around $100,000 annu­
ally and five staff. 

The Physician Payment Review Con1mission 
(PPRC) is an advisory committee created by Con­
gress to advise on Medicare financing policy. While 
the PPRC is generally charged with advising Con­
gress on methods to reform physician payment un-
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der the Medicare program, it was recently given the 
additional responsibilities to "review and consider 
the number and practice specialties of physicians in 
training and payments under Medicare for GME 
costs" and to study pay1nent incentives under Medi­
care and Medicaid to increase patient access to 
primary care and other physician services in large 
urban and rural areas. 

Like COGME, the PPRC meets in public fo­
rum, receives public input, and has a 1nix of staff 
and contract support for its activities. Unlike 
COGME, it reports only to Congress. However, 
the most important difference between the two is 
that PPRC spends about $3 million annually and 
has about 25 professional and support staff. 

The need for a national-level commission deal­
ing with the physician workforce is directly related 
to the need to pull together the disparate forces 
affecting and supporting the GME system in the 
United States. Because of the marked frag1nenta­
tion in the governance, accreditation, certification, 
and financing of GME enterprises, and the cu1Tent 
difficulty and inability to 1narshall a national health 
workforce policy under the current circumstances, 
an adequately staffed and funded national commis­
sion is needed to effectively itnple1nent and moni­
tor the attainment of the recommended physician 
workforce goals for the Na ti on. 

Current State physician \vorkforce activi­
ties: A key recom1nendation included in this report 
is to encourage Slates to establish State or regional 
Physician Workforce Con1n1issions to study physi­
cian workforce needs and set workforce goals for 
their respective areas. Through the co1laboration 
between these State Co1nmissions and the proposed 
National Physician Workforce Con1mission, resi­
dency slots and funding could be allocated to GME 
entities to attain both State and national goals. 

This reco1nmendation reflects the Council's 
view that responding to policy issues of physician 
supply, recruitment, and specialty distribution must 
involve and be responsive to State and regional 
workforce needs and efforts. Indeed, virtually ev­
ery State has enacted so1ne form of legislation to 
counter trends that have produced physician geo­
graphic and specialty maldistribution and difficul­
ties in access to care.6 The following sumn1arizes 
some of these activities: 

•Twenty-five States have task forces, recruit­
ment centers, rural health boards, etc., aimed at a 
1nore balanced distribution of physician workforce 
in specialty practices and in geographic areas.7 Many 
of these States have formed State workforce con1-
missions, several of which have been charged with 
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studying the physician specialty needs in the State 
and for providing recommendations for GME fund­
ing.8 

• Thirty-one States offer n1edical education 
loans or scholarships to physicians with service 
obligation payback options. 

• Seven States provide for grants to be awarded 
to students, residency programs, and physicians to 
encourage pritnary care practice in shortage areas. 

The following three State Commissions have 
been in operation for the last several years and arc 
presented as illustrations of what can be in1ple­
mented to respond to issues of physician supply, 
specialty mix, and GME funding at the State level. 

New York: In 1987, the New York State 
Council on Graduate Medical Education was estab­
lished by Executive Order of the Governor. This 
Council was charged with providing guidance to 
State policymakers regarding the co1nposition, con­
tent, supply, and distribution of physician training 
programs in New York State. Its charter called for 
the Council to consist of at least 12 inembers ap­
pointed by the Governor, representing health pro­
fessional, hospital, and public interests. 9 The Coun­
cil was asked to consider the following: 

•The relationship of teaching hospitals to medi­
cal schools. 

• GME prognuns including the composition, 
supply, and distribution of residency pro grains, sub­
specialty programs, and subspecialty training. 

• Efforts to increase the number of minority 
physicians in training in New York and to improve 
the training of physicians who will serve in 
underserved areas of the State and will serve popu­
lations with special health needs. 

• The number and specialties of physicians 
needed in New Yark State. 

• Policies and progra1ns to increase the training 
of primary care physicians and of physicians in 
nonhospital settings. 

•Promotion of high-quality, residency and train­
ing programs. 

In its first year, this Council concentrated on 
three topics: the develop1nent of GME consortia, 
the training of primary care physicians, and minor­
ity participation in GME. Many of its subsequent 
activities have been spent in implementing its goals 
and recommendations developed for its first report 
in these three areas. 

In its first report, the New York State Council 
concluded that the effective administration of GME 
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requires a collaborative relationship, or consortium, 
among a medical school, affiliated hospitals, and 
other teaching sites. It recom1nended that demon­
stration projects be developed to assist institutions 
within the State to develop these consortia. 10 As a 
result of the Council's subsequent activities, two 
consortia are currently operational and more are in 
various stages of develop1nent. 11 

The New York Council's first report also rec-
01nmendcd that a inajority of all residency posi­
tions in each consortium be in the primary care 
specialties. To accomplish this, it advocated changes 
in the State methodology for funding the costs of 
GME to encourage an increase in the percentage of 
residents training in primary care. In subsequent 
reports it recommended various initiatives needed 
in developing well-organized, attractive primary 
care practice sites in underserved co1nmunities. 

In response to this Council's recommendations, 
the New York State Legislature provided that, in 
1992, the methodology for reimbursing the indirect 
costs of GME be changed to give greater weight to 
physicians in training in primary care specialties 
and in emergency and preventive medicine. The 
weighting system is budget-neutral, with no spe­
cialty weighted at less than 90 percent of what it 
otherwise would have been rein1bursed (see be­
low). 

In addition, the legislature created several new 
progra1ns to protnote pri1nary care services, espe­
cially for underserved populations. Combining these 
progra1ns with existing primary care efforts, the 
State Department of Health has established a com­
prehensive New York State Prin1ary Health Care 
Initiative. This initiative includes progra1ns to en­
hance rei111burse1nent for primary care services and 
to support practice site developtnent. 12 

New Jersey: In 1977, the New Jersey Legisla­
ture created the Adviso1y Graduate Medical Educa­
tion Council (AGMEC). lls charge was to make 
recommendations to the New Jersey Board of Higher 
Education regarding: 

• Support through Federal, State, and private 
funds of GME programs in private nonprofit and 
public hospitals in the State. 

•The development and implementation of new 
GME programs that meet the needs of the citizens 
of the State. 

• Establishing standards for participation by 
New Jersey hospitals. 

• Detennining the number and types of hospi­
tals meeting the needs of the State. 
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• Reviewing applications and making awards 
to support GME programs relevant to the needs of 
the citizens of the State. 

The Council consists of 15 members, 11 ex­
officio and 4 appointed by the Governor. The ex­
officio members represent the State 's medical 
schools, allopathic and osteopathic medical com­
munities, State hospital association, and various 
State agencies concerned with GME. The four 
appointees include three public members and a medi­
cal resident. 

AGMEC has made considerable progress in 
implementing the legislative mandate for which it 
was established. ln an advisory capacity to the 
State 's Department of Health, it has led to controls 
on the number of residents and residencies within 
New Jersey, the introduction of mechanisms to 
monitor the growth of GME, and changes in reim­
bursement for GME. It plans to continue its work 
in 1992 in building a comprehensive data base on 
which to build a State GME workforce plan and 
developing a credible and pub! icly defensible meth­
odology for allocating resources available to GME 
according to program quality and New Jersey health 
care needs. 13 

California: The California Health Manpower 
Policy Commission was created in 1973. Unlike 
New York and New Jersey, this commission deals 
only with fami ly practice. Principal functions in­
clude determining where in the State unmet priority 
needs for fami ly physicians exist and making rec­
ommendations to the State Office of Statewide 
Health Planning and Development concerning the 
funding of famil y practice programs. 

California does not have workforce and fi­
nancing regulatory programs such as New York 
and New Jersey. Instead, considerable efforts have 
been made to foster the training of more primary 
care physicians, notably through support under the 
Song-Brown Act of 1973 of 24 family practice 
residency programs, which are training 499 family 
medicine residents at the present time. However, in 
mid-1992, the State Legislature passed legislation 
that would require that 20 percent of University of 
California slots be reserved for family medicine 
residents and another 30 percent for other primary 
care physicians. The goal is that 50 percent of 
medical graduates of the University of California 
enter primary care residency training. 14 While the 
future of this legislation is unclear, the long history 
of this issue and the involvement of the State legis­
lature suggests continued pressures in California to 
set and reach a goal of training 50 percent of physi­
cians to practice generalist medicine. 

Lack of Consensus on Who Delivers 
Primary Medical Care 

Unlike the health care system in many othi 
countries, the United States does not clearly defo 
the primary care physician in terms of role, regar· 
or reimbursement. Canada, the United Kingdor 
and many Western European countries clearly di 
tinguish between general ist physicians and consul 
ant specialists. 15 The patient traditionally sees 
generalist for all conditions. The generalist serve 
as the entry point into the system and the coord in: 
tor of care and will temporarily refer to a consul ta 
as needed. The elements of primary medical Ca' 

and the competencies of a generalist are previous 
mentioned. The generalist physician temporari 
refers the patient to a consultant when indicated a 
maintains continuity of care. 

In these countries, generalists usually compo! 
about one-half of all practicing physicians. Tl 
role of the generalist as the entry point into ti 
system and the nonprimary care specialist ar 
subspecialist as consultant tends to be reinforced t 
system characteri stics, including the structure 1 
the medical education system, referral and relatirn 
ship patterns, and the physician payment system. 

In the United States, three medical special 
groups are broadly trained, practice, and recei1 
continuing education to deliver quality primai 
medical care: family phys icians, general internist 
and general pediatricians. The training progran 
differ in some significant ways. First, family phys 
cians are trained to provide primary medical care· 
all ages and both sexes, pediatricians are trained · 
care for children and adolescents, and internists a 
trained to care for adults and the elderly. Secon 
the career pathways are different. While more th< 
95 percent of students who enter three-year fami 
medicine residencies enter practice as generalist 
recent survey data indicate that 40 percent of tho: 
plannin g careers in pediatrics expect 1 

subspecialize, and at least 60 percent of those pla1 
ning on careers in internal medicine expect · 
subspecialize. 16 However, studies suggest that tho: 
who remain generalists have competencies and prn 
tice styles more similar to each other than to the 
subspecialty colleagues.17 

The issue has sometimes been complicated t 
the lack of consensus whether other specialists wt 
are not trained in the generalist competencies c< 
and should deliver quality generalist care. F1 
example, Aiken, et al. , suggested that many type 
of specialists provide primary care, based on ti 
concept of "princ ipal care" encounters from a stuc 
in the late 1970s. 18 Principal care was characte 
ized by continuity of care in that the patient h< 



THIRD REPORT OF COGME 

been seen before, was a regular patient, and re­
ceived the majority of hi s or her care from that 
physician.19 In this concept, pri ncipal care is attrib­
uted to physicians in many spec ialt ies and 
subspecialties whether they were trained for and 
received continuing education in primary care or 
not, e.g., medical and pediatric subspecialists (car­
diologists and hematologists); obstetricians/gyne­
cologists; and surgeons. Persons who are cared for 
by these nonprimary care trained physicians may 
believe they are receiving the broad essential ele­
ments of primary care they need, as defined in 
Chapter II. 

The need for a more rational health care sys­
tem that separates primary care functions from more 
specialized care and generalist physicians from con­
sultant specialists and subspecialists is increasingly 
being recognized as an essential part of health pro­
fessions and health care reform. A recent article 
evaluated studies on the role of the primary care 
provider at the entry point into the health care sys­
tem. The studies document the important role they 
play as patient advocate and coordinator of appro­
priate and quality care.20 

In more than 90 percent of all HMOs in the 
United States, generalist physicians serve as the 
entry point into the system. However, for the most 
part in the United States, patients may seek primary 
medical care from any kind of specialist. Countries 
that heal th policymakers point to as models with 
features to emulate, including Canada and others, 
have decided that seeing a nonprimary care special­
ist or subspecialist in a narrow discipline with an 
undiagnosed complaint or for ongoing care is not 
good for the patient or the health care system. 

Fig. 17 - Income of U.S. Physicians - Percent of Average Physician 
Income for General I Family Practice, Internal Medicine, and Pediatrics * 
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lource: AMA, Center for Health Policy Research, Socioeconomic Characteristics of Medical Practice, and 
1arller editions. 
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Reimbursement System Disincentives 

The traditional health care insurance system, 
reimbursed on a fee for service basis, has several 
disincentives for the provision of primary and pre­
ventive care. Up-front deductibles and copayments 
discourage individuals from seeking primary care. 
Most traditional plans do not discourage persons 
from seeking primary care from a subspecialist nor 
a subspecialist from providing such care. Many 
counseling and screening services are omitted from 
Medicare and other reimbursement systems. Al­
though the new Medicare Fee Schedule based on a 
resource-based relative value scale may have some 
effect, insurance plans still reimburse procedural 
services provided by subspecialists at a higher level 
than the cognitive services provided by general­
ists. 21 

Consequently, generalists earn considerably less 
than subspecialists. In addition, the income differ­
ential has widened over time (figure 17), and reim­
bursement is Jess in rural areas. All of these pro­
vide disincentives to become a generalist or to prac­
tice in a rural area. A thorough analysis of reim­
bursement system incentives and disincentives for 
primary care is beyond the scope of this report and 
is addressed by others, such as the PPRC. How­
ever, correcting these imbalances is essential to 
encourage more future physicians to become gener­
alists. 

Biomedical Research and Subspecialty­
Oriented Medical Education System 

The enormous growth and expansion in U.S. 
medical schools during the past 30 years was fueled 
in large measure by Federal funding for biomedical 
research. Most of the Federal funding available to 
medical schools supports highly specialized areas 
of biomedical research. To compete for such fund­
ing, schools naturally gravitate toward accomplish­
ments in this area, often to the detriment of more 
cognitive and generalist specialty areas. Conse­
quently, the medical education environment is bio­
medical research and subspecialty oriented. 

As a result of these incentives, the number of 
basic science and subspecialty-trained medical 
school faculty has increased dramatically as com­
pared with community-based, practicing general­
ists, such as family physicians and general inter­
nists. Today, the number of medical school faculty 
in basic science departments is seven times greater 
than the number of family physicians (figure 18). 
Although the numbers of internal medicine and 
pediatric faculty are large, an increasingly larger 
proportion of them are subspecialists. Only I 0 of 
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the 126 pediatric department chairmen today are 
general pediatricians. Only 2 of the 126 medicine 
department chairmen today are general internists. 
Twenty medical schools in the Nation still do not 
have Departments or Divisions of Family Medi­
cine. In contrast with allopathic medical schools, 
osteopathic general practice/family medicine is the 
predominant clinical specialty in the faculty of 
schools of osteopathic medicine (figure 19). Not 
surprisingly, almost 60 percent of osteopathic gradu­
ates practice as generalists as compared with 33 
percent of allopathic graduates. 

Disincentives in the Accreditation, 
Licensure, and Certification Systems 

Medical school accreditation: The system of 
accreditation for the Nation's medical schools rein-

Fig. 18 - U.S. Medical School Faculty - Number of Full- Time 
Faculty by Department 
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Source: "Undergraduate medical education." Journal of the American Medical Association 248:3246, 1982 and 266:914, 1991. 

Fig. 19 - Osteopathic Schools of Medicine - Full· Time Faculty 
by Discipline, 1990 - 1991 (Percent) 
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forces the current orientation of medical schoo 
curricula. The Liaison Committee on Medical Edu 
cation (LCME) accredits our Nation 's allopathi· 
medical schools based on review standards in tho 
LCME Manual of Structure and Functions. How 
ever, the LCME standards do not prov ide for parit: 
for family practice with other major specialties, i.e. 
internal medicine, obstetrics/gynecology, pediatric~ 
psychiatry, and surgery. In addition, the standard 
stress the need for medical students to be educate1 
in the basic sciences, which historically discour 
aged innovative primary care programs that ed~ 
cate first-year students in community-based pri 

mary care settings.
22 ~ 

Recently proposed changes to LCME standar 
recognize the need for a better balance betwe 
generalist and subspecialist training and for mot 
ambulatory training. A proposal now under consi 
eration would specifically encourage medic 
schools to offer experiences in family medicin 
general internal medicine, and general pediatric 
another would have added family medicine to th

1 

list of req uired core clerkships. Adoption of such 
proposal should help foster generalist training in al 
medical schools. Others are already proceedin. 
along these lines: the Robert Wood Johnson Foun 
elation is offering grant support to medical school 
to expand generalist curricula, and schools that hav 
considered themselves to be research-oriented an· 
not appropriate for training generalists are now be 
ginning to emphasize primary care training.23 

State licensure: In order to practice, a medi 
cal school graduate must be licensed by a State. 1 

principal requirement for a license is the satisfac 
tory completion of the State's examination require 
ments. Most U.S. medical school graduates hav 
satisfied this requirement with the two-part Na 
tional Board of Medical Examiners (NBME) ex 
amination, which is now being replaced by th 
United States Medical Licensure Examinatio 
(USMLE). Because of their key role in licensun 
these examinations are also perceived to set stan 
dards for medical school cmTicula. In additior 
many schools require students to pass one or bot 
levels of these exams in order to complete medic~ 
school and receive the M .D. degree. 

The first part of the NBME, usually take 
after the second year, focuses almost exclusive! 
on basic science. The second part, taken after th 
fourth year, is clinically oriented. The question 
for the second part are developed by question 
writing boards representing clinical specialtiei 
This NBME format has reinforced the notion th~ 

the first two years of medical school should focu 
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on basic sciences and the last two on specialties 
other than primary care. The new USMLE exam 
can potentially influence med ical schools to alter 
their curriculum more toward primary care. The 
NBME has indicated that future examinations will 
include more primary care questions, including 
the establishment of a family practice writing board, 
which, unlike other specialties, does not exist for 
family practice.24 

Residency program accreditation and board 
certification: The accreditation of GME or resi­
dency programs and the certification of candidates 
who have completed the training and other require­
ments have also been driven by priority attention to 
the specialties and subspccialties. The Accredita­
tion Council for Graduate Medical Education 
(ACGME), which reviews and accredits residency 
and subspecial ty programs, works through the 24 
specialty-based Residency Review Committees 
(RRCs). At the same time, 23 individual , indepen­
dent specialty boards examine and certify special­
ists and subspecialists. The specialty boards are 
represented by the American Board of Medical Spe­
cialties (ABMS). 

The number of core specialty categories re­
viewed by ACGME and the number of primary 
("general") certificates granted by the boards have 
remained relatively stable, having increased only 
from 22 to 26 in 26 years. The number of accred­
ited subspecialty program categories, however, has 
increased steadily, from three in 1966 to 42 in 1988 
and 54 in 1992. The total number of categories of 
subspecialty certificates issued by specialty boards 
has also increased s ince the mid-1960s, from 10 in 
1965 to 67 in 1992. 

It is probably not coincidental that research 
advances in modern medicine in the 1970s and 
1980s, the infonnation explosion, and the major 
achievements in technology and equipment, have 
correlated with the sharp increase in the number of 
subspecialty areas approved and certificates given. 
Accreditation or certification of a new specialty or 
subspecialty has turned largely on whether it repre­
sents a sufficiently new and well-defined medical 
content area, such as critical care medicine, and/or 
a distinctly specialized skill such as cardiovascular 
surgery or transplantation. 

As indicated earlier, subspecialty training is 
supported and reinforced throughout the medical 
education continuum as well as in the practice set­
ting. Some argue that the only way to achieve 
balance among the specialties is for the ACGME 
and ABMS to take aggressive and even regulatory 
stances to curb the proliferation of subspecialty 
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areas rather than passively allow the numbers to 
steadily increase. Officials of the ABMS counter 
that the public 's interest is best served with assur­
ance of certified competencies among practitioners. 

At its meeting in June 8-9, 1992, ACGME 
acknowledged the need to examine the issue of 
increased subspecialization and voted to impose a 
one-year moratorium on the recognition of new 
subspecialty areas, pending further study. The 
Chairperson of ACGME stated that the organiza­
tion is responding to public and professional con­
cerns that medicine is being excessively fragmented 
and that more generalists and fewer subspecialists 
are needed to deliver care.25 

GME Financing System and Disincentives 

Background: GME is the training provided to 
post-medical school graduates for them to reach an 
acceptable level of competence in medical practice, 
which cannot be reached through undergraduate 
medical education and the allainment of the M.D. 
degree alone. At least one or two years of GME is 
the minimum required for licensure in nearly all 
States. GME is made up of multi year programs in a 
specialty or subspecialty designed to lead to certifi­
cation by the relevant medical specialty board, after 
other requirements such as successful board exami­
nation are met. Nearly all GME programs are 
accredited , either by ACGME in the case of 
allopathic medicine or by the American Osteopathic 
Association in the case of osteopathic medicine. 

GME programs are predominantly sponsored 
by and based in teaching hospitals. The major 
source of revenues for hospital-based GME pro­
grams is payment to hospitals for patient care ser­
vices. (The faculty, another key component of 
GME, is also financed primari ly by payments for 
patient care services, as described below.) How­
ever, payments to hospital s by most payers, notably 
excepting Medicare, do not currently separate or 
identify portions for medical education. Because of 
this, and because education activities of residents 
cannot be clearly separated from their services ac­
tivities, GME support must be implicit in hospital 
revenues from all sources.26 

A related issue is the commingling of GME 
funds with other hospital revenues. Because these 
funds are not tracked separately, hospitals can sup­
port GME in a largely discretionary manner.27 One 
result is that residency program d irectors are gener­
ally not aware of the amount of GME funds pro­
vided through the hospital, and must negotiate for 
hospital support, often in the context of hospital 
service needs. 
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As noted, Medicare under its prospective pay­
ment system (PPS) makes separate payments for 
medical education (see below). Some of these 
payments (see Medicare indirect payments, below) 
represent a budget neutral shift of GME funds from 
nonteaching to teaching providers. These ap­
proaches explicitly address the concentration in 
teaching institutions of a portion of tota1 health 
services payments to supp01t GME. (GME expen­
ditures are probably less than two percent of all 
health care expenditures but represent a much higher 
percentage of payments to the relatively small num­
ber of teaching hospitals.328) Some are concerned 
that other payers may not share a view that these 
higher payments are a way for society to pay for 
GME. 

Two components of GME costs are frequently 
defined: those that can be attributed to medical 
education in hospital accounting systems; and the 
less identifiable increases in hospital operating costs 
that cannot necessarily be tied to medical education 
and must be estimated with data fro1n n1ultiple 
teaching and nonteaching hospitals. The current 
parlance for these definitions is dominated by Medi­
care, which calls the first "direct" costs and the 
second "indirect" costs. However, other definitions 
may be used that alter and may even reverse the 
Medicare definitions (see below). 

Direct cost financing: Total spending for 
GME direct costs, as Medicare would define them, 
is very large. Bureau of Health Professions staff 
have estimated that total direct GME costs in 1990 
were about $4. 7 billion. These costs were covered 
by a combination of all third-party revenue sources 
including Medicare and Medicaid and line items in 
the budgets of Federal, State, and local government 
agencies including the Depa1tment of Defense and 
Veterans Administration.29 The pro1ninence of pa­
tient care revenues in GME financing is suggested 
by data from the Council of Teaching Hospitals 
(COTH) of the AAMC, showing that the large non­
Federal teaching hospital members of COTH that 
reported such data received about 86 percent of 
resident stipends and benefits from patient care 
revenues in 1989-1990. This percentage is likely to 
be higher in non-COTH teaching hospitals because 
many COTH hospitals are State or municipal insti­
tutions with, on average, large State or local appro­
priations. More comprehensive data from 1979 
showed that over 90 percent of resident stipends 
were covered by patient care revenues, compared 
with less than 80 percent as reported by COTH at 
that time. 30 

Medicare direct cost financing: Prior to the 
implementation of the PPS, Medicare direct medi-

cal education (DME) reimbursement was part of 
overall cost rein1burse1nent to hospitals by Medi­
care. When the PPS was implemented beginning 
with hospital cost-reporting years occurring in FY84, 
DME payments and some other cost components 
initially were paid as cost-reimbursement pass­
throughs. However, the Consolidated Omnibus 
Budget Reconciliation Act of 1985 (COBRA) 
changed the DME pass-through, effective for cost­
reporting periods beginning on or after July I, 1985, 
from cost reimbursement to per-resident amounts 
based on each hospital's FY84 base year costs and 
updated by the Consumer Price Index. 

The COBRA legislation also attempted to de­
crease Medicare D:ME suppo1t for subspecialty train­
ing, by placing limits on full Medicare payment for 
residency training to that required for certification 
in an initial board plus one year, to a inaximum of 
five years, with an exception for geriatric training 
for up to two years. Subsequent years are paid at 
one-half of the full per-resident payment rate. The 
combination of initial certification plus one year 
and the 0.5 rate thereafter still provides substantial 
support for some programs, e.g., 1.5 of the two 
years required for most internal medicine subspe­
cialty fellowships. COBRA also phased out Medi­
care GME payment for !MG residents who have 
not passed the Foreign Medical Graduate Examina­
tion in the Medical Sciences (FMGEMS) or other 
exaininations administered by the Educational Com­
mission for Foreign Medical Graduates (ECFMG) 
such as the ECFMG examination or the Visa Quali­
fying Examination (VQE). This may have had 
little effect since IMGs have had to pass these tests 
in order to undertake GME in any case. 

In response to concerns about financing train­
ing in ambulatory settings, the Omnibus Budget 
Reconciliation Act (OBRA) of 1986 provided for 
Medicare payment to a hospital for DME in a 
nonhospital setting if the hospital incurs all or sub­
stantially all of the costs of the training program. 
However, there continues to be no provision for 
Medicare financing of GME costs not incu1red by 
hospitals. 

Indirect cost financing: Indirect costs are the 
additional operating costs of hospitals associated 
with the training of inten1s and residents. They 
probably include the increased use of tests and 
ancillary services in the educational process and a 
greater severity of illness. These costs are posi­
tively correlated with teaching intensity as mea­
sured by the ratio of the number of residents per 
bed. Again, only Medicare nationally pays sepa­
rately for these costs, although some State Medic­
aid programs identify either or both direct and indi-

51 
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Table 1 - Medicare Expenditures for Direct and Indirect Medical Education' 
Fiscal Years 1984-1992 (In millions) 

Fiscal Direct Med Ed .. lndirec Total 

Year CME Other Total Med Ecf .. Med Ed 

1984 $ 371 $ 123 $ 494 $ 285 $ 779 

1985 $ 641 $214 $ 855 $ 740 $1,595 

1986 $ 870 $290 $1,160 $1,300 $2,460 

1987 $ 964 $32 1 $1,285 $1,470 $2,755 

1988 $ 975 $325 $1,300 $2,020 $3,320 

1989 $1,030 $340 $1,370 $2,260 $3,630 

1990 $1,073 $4 17 $1,490 $3,065 $4,555 

1991 $1,110 $370 $1,480 $3,325 $4,805 

1992 $ 1,200 $400 $ 1,600 $3,600 $5,200 

*Renects the expenditures for DME and IMEA only in hospitals phased into the PPS, and of the IMF.A on the Federal share portions of the 
PPS payment. Excludes Maryland and New Jersey, which lrnve experimental hospital payment waiver systems. Purt-ycar costs in FY84 
because initial hospital phase-ins took pince throughout the year effective with the beginning of individual hospitnl cost-reporling years. (PPS 
implementation took place in individual hospital cost-reporting years that bcgim in a specified Federal fiscal yea1·. Thus, if a hospital's cost­
reporting year began in July, a provision effective for a given Federal fiscal year [which begins each Octoher I ] was not fully effective until 
the end of the next June some nine months into the next t'ederal fiscal year.) Excludes hospitals in New York and Massachusetts from FY84 
and PY85 estimates due to reimhursement waivers that expired in t'Y85, partly includes them in FY86, and completely includes them in FY87 
and following years. 
**Through 1989, DME is made up of approximately 75 percent supporting physician GME ("OME"), and 25 percent supporting nursing and 
allied health programs ("Other"). The latter is estimated to have risen to 28 percent in 1990 but fell back to 25 percent in 1991 an<l 1992 due to 
statutory chru1ges in programs allowed. 
•••Estimated expenditures for IMEA 10 teaching hospitals un<ler the PPS. Paid only on the federally determined (IJRG-base<l) share of 
hospital payments, not the hospital-specific cost share. Sec Table 2. 
Source: Health Care Financing Administrntion, 1988 and 1992. 

rect cost payments as they begin to consider how to 
deal with issues of specialty mix in G ME programs 
within their States (see below). There is no way to 
estimate the total amount paid nationally for indi­
rect costs. 

Medicare financing of indirect costs: The 
indirect medical education adjustment (IMEA, also 
called the "teaching adjustment") is the method 
under the PPS to compensate teaching hospitals for 
the higher operating costs associated with GME 
act1v1t1es. Other payers may use other methods, 
such as group rates, to pay higher amounts to teach­
ing hospitals. 

Although the Medicare indirect adjustment is 
complex and includes other factors in addition to 
medical education, reimbursement is triggered by 
the number of filled residency slots. Under Medi­
care, teaching hospitals receive an additional per­
case payment of 7.7 percent for every 0.1 in their 
ratio of interns and residents per bed (IRB). Be­
cause the IME percentages become quite large in 
major teaching hospital s, a large portion of major 

teaching hospital reimbursement comes from the 
IMEA. In FY92, the IMEA accounted for over 20 
percent of major teaching hospital Medicare PPS 
payments.3 1 

The IRB ratio is based on counting all interns 
and residents in a teaching hospital setting, even 
those falling outside the DME time and training 
limitations. It includes podiatry and dental resi­
dents because these are physicians under Medicare. 
It includes residents in hospital ambulatory teach­
ing settings, but does not include those in nonhospital 
settings. 

In response to concerns over ambulatory train­
ing, COBRA required that interns and residents 
assigned to hospital outpatient departments be 
counted in determining a hospital's IMEA. An 
IMEA is not currently extended to nonhospi tal fa­
cilities even while the teaching hospital is reim­
bursed for nonhospital DME costs. 

Estimated Medicare 1myments for direct and 
indirect GME: Tables I and 2 show estimated 
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Table 2 - Medicare Expenditures for Indirect Medical Education' 
Fiscal Years 1984-1992 (in millions) 

Hospital-
Fiscal Indirect Medical Federal Specific 
Year Education Factor .. . .. Share Share £.\pe11dit11res 

1984 11 .59% 25% 75% $ 285 

1985 11 .59 50 50 $ 740 

1986 11 .59 50 50 

8. 1 •••• 55 45 $1,300 

1987 8.1 75 25 $1,470 

1988 8.1 100 $2,020 

1989 7.7 ..... 100 $2,260 

1990 7.7 100 $3,065 

1991 7.7 100 $3,325 

1992 7.7 100 $3,600 

*Estimated expenditures for JMEA to teaching hospitals under the PPS. Paid only on the fcdernlly determined (DRG-bascd) share of hospital 
payments, but not on the hospital-specific cost share. which was increased in teaching hospitals in other ways. Maryland and New Jersey 
excluded due to experimental hospi tal payment waiver systems. Part-year costs in FY84 and 1985 because initial hospital phase-ins took place 
throughout the year effective with the beginning of individual hospi tal cost-reporting years. Excludes hospita ls in New York and Massachu­
sett5 from FY84 and FY85 estimates due to payment waivers that expired in FY85, part ly includes them in FY86, and completely includes 
them in FY87 and following years. 

••Percentage for the first 0.1 in a fonnu la based on the number of 0.1 th IRBs to yield a percentage of the Federal share added to it in paying the 
hospital. 

***Percentage of the l'ederal (DRG-based) share in the hospital's combined pay111e111 rate; the companion percentage is the hospital's specific 
historical allowable costs. Since the !ME is paid only on the Federal share, !ME expenditures increased from FY84 through FY88 as the share 
increased from 25 percent to 100 percent over the period. Thus, IME expenditures increased when the !ME factor decreased p rimarily because 
of this factor. The actual transition of these shares over time lags behind that indicated for the Federal fiscal years because of the lag between 
the beginning of the Federal fiscal years and the hospital cost-reporting years (see footnote to Table I). 

**** The IME factor and Federal share both changed effective May I , 1986. 

*****Effective October I, 1988. 

Source: Health Care Financing Administration, 1988 and 1992. 

Medicare expenditures for the IMEA for FY84 
through FY92. Table 2 also includes the changes in 
the IMEA percentage factors over this period. It 
should be noted that these are only PPS payments 
and do not include the portions of payments that 
were still made under the previous reasonable cost 
reimbursement method . The PPS was phased in 
over a two- to four-year period, and the apparent 
rapid increase in GME payments in the early years 
of the PPS is due to th is. In 199 1, the estimated 
$4.8 billion in direct and indirect GME amounted 
to about seven percent of the $69 bi llion spent 
under Part A in that year.32 

Medicare financing of GME in prepaid 
health plans: Medicare reimburses prepaid health 
plans or HMOs on behalf of enrolled Medicare 
beneficiaries through either cost reimbursement con­
tracts or risk-based contracts.33 In the case of a 
cost-reimbursement HMO, a hospital used by and 

reimbursed on behalf of the plan is paid und1 
current Medicare hospital payment rules, almo 
always by the Medicare fiscal intermediary (FI 
Accordingly, these teaching hospitals receive d 
rect and ind irect GME payments in the same way< 
all teaching hospitals, and hospital-related ambul; 
tory teaching facilities receive a portion of Med 
care GME reimbursements as well. Policy issm 
regarding teaching costs in a cost-reimburseme1 
HMO have apparently not ariscn.34 

However, risk-based HMO's receive a con 
prehensive payment for providing hospital and ph: 
sician services to eligible Medicare enrollees. Th 
payment is based on us ing the geographic area 
average Medicare Part A and Part B beneficiai 
costs to determine the adj usted average per capi 
cost (AAPCC) for the area. The AAPCC is th{ 
adjusted according to the HMO 's enrollee profile 
determine that HMO's monthly payment. Dire 
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and indirect GME costs arc not specifically entered 
into the calculation, but are auto1natically included 
in the area's hospital costs as incorporated in the 
AAPCC. No additional payments or adjustments 
are n1ade to HMOs for GME activities. Because 
the payment rate reflects the area's outlays for ser­
vices, geographic areas with 1nore and more inten­
sive teaching hospital services will have a higher 
AAPCC base irrespective of the HMO's GME ac­
tivities. 35 

As a result, GME reimbursement in risk-based 
HMOs is treated differently than in other Medicare 
providers including cost rei1nbursement HMOs. 
Thus, while Medicare GME funds are paid to teach­
ing providers, risk-based HM Os receive GME funds 
only incidentally, unlabeled, and only in proportion 
to the level of teaching hospital services in the area. 

This appears to result in a relative financial 
disincentive for risk-based HM Os to engage in GME 
activities or to use teaching hospitals. The strength 
of this disincentive 1nay vary with the overall level 
of teaching activity in the AAPCC area. This disin­
centive would becon1e increasingly important as 
larger nun1bers of Medicare beneficiaries enroll in 
risk-based plans. At the present time, two-thirds of 
the 2.255 million Medicare beneficiaries in HMOs 
are enrolled in risk-based plans.36 

Faculty financing: Faculty financing falls 
outside the scope of this report, but was discussed 
extensively in the Council's first report. 37 How­
ever, it should be noted that specialty differentials 
in reitnbursements for physician services may 1nark­
edly affect the atnount of financial support for a 
faculty and depart1nent. The lower rei1nbursements 
for primary care specialties and the greater time 
spent in ea111ing thetn appear to greatly disadvan­
tage the financing of prin1ary care faculty and de­
partments and their influence in medical education 
institutions and faculty practice plans (FPPs). The 
picture is complicated by the fact that two Medicare 
funding streams are available for paying faculty: 
payments to faculty by the hospital for teaching 
time, which would have been built into the direct 
supervisory costs by Medicare Part A; and pay­
ments to faculty for patient care services by Medi­
care Part B. The hospital payments are based on a 
labor 1narket rate and are lower for prima1y care 
faculty. 

Financial disincentives to prhnary care train­
ing: A significant amount of Federal funds are 
directly or indirectly associated with 1nedical edu­
cation and training. Most funding for GME is 
provided through payn1ents for hospital inpatient 
services. Thus it is difficult for ambulatory facili-
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tics and entities other than those owned or operated 
by hospitals to secure financing for the additional 
costs of operating in the presence of a teaching 
program. 

At the sa1ne time, higher reitnbursernents are 
made to faculty as well as practicing physicians in 
specialties that emphasize procedural services and 
inpatient care. Primary care programs in contrast 
emphasize nonprocedural skills and the use of am­
bulatory settings for almost all patient care. Be­
cause pay1nents to faculty for physician services 
are an important component of financing faculty 
and departments, those departn1ents with 1nore 
highly reimbursed faculty are at a relative advan­
tage in program financing. For the sa1ne reason, the 
present financing system decreases the attractive­
ness of the prin1ary care disciplines as a choice for 
eventual practice. 38 

The information available on financing resi­
dency training programs strongly suggests prob­
lems in supporting GME in the primary care spe­
cialties, especially family medicine. Each of the 
major sources of financing for family 1nedicine 
residency programs-physician services to patients, 
hospital support, and public dollars-provides about 
one-third of training program revenues.39 Rev­
enues from physician services are very unlikely to 
exceed one-third of program costs, and hospitals 
are unlikely to pay a bigger share because pritnary 
care programs do not generate much revenue for 
them. In addition, there are notable variations among 
fatnily practice residency training programs in the 
amount of inco1ne from each of these sources, which 
further suggests uncertain patterns of financing for 
this specialty.40 

Because pritnary care is largely an ambulatory 
practice, the overall pattern of its reimbursement 
tends to be lower. There is generally less third­
party coverage of atnbulatory care. Third-party 
plans usually do not cover certain services typical 
of ambulatory care, such as prevention or counsel­
ing. Payment levels are frequently lower for simi­
lar or identical services in ambulatory settings as 
con1pared with inpatient settings. Historically, re­
quiren1ents that patients share a portion of pay-
1nents for services have tended to be greater for 
a1nbulatory services, reducing the an1ount of third­
party income to the outpatient setting. In addition, 
many outpatient clinics provide care to individuals 
who have no insurance. 

Similar differentials produce different incen­
tives for hospitals to help finance thetn. Evidence 
from one academic n1edical center suggests that the 
a1nount of hospital revenues generated per resident 
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was substantially less for family practice than for 
internal medicine or pedialrics programs, and much 
less than for departments of surgery.41 Less infor­
mation is available on financing GME in internal 
medicine or other primary care specialties, and little 
has been written about funding residency training 
programs specifically in nonprimary care special­
ties . 

In addition to revenue concerns, ambulatory 
education is more inefficient and costly because of 
increased time demands on faculty and other staff 
in relation to the volume of care delivered, not to 
mention the time spent by patients in receiving 
care. There is often insufficient space for confer­
ences and small group discussions in clinics, and 
there are few incentives to build adequate teaching 
space there. Teaching in ambulatory settings may 
be economically disadvantageous in competitive 
environments. This contrasts with inpatient teach­
ing in wh ich patient time and the volume of patient 
services are less affected by teaching and there is a 
less adverse effect on revenues relative to costs. 
Costs of teaching in ambulatory settings are further 
increased when medical student education is in­
volved. 

Obviously, major changes must take place if 
there is to be a balanced production of generalist to 
special ty-based physicians. Shifts in the direction 
and emphasis of such financing could have a g reat 
potential to shape the output of residency training 
in the United States. Past recommendations of 
COGME and several current inil iatives at the State 
level seek to effect changes through shifts in GME 
payment policies. 

Previous COGME recommendations on 
GME financing: As noted, the first COGME re­
port covered this subject in considerable deplh, but 
the Council wishes to reemphasize ils indications in 
that report that the financing of GME be less tied to 
inpatient hospital care. The Council also does not 
intend its recommendations in this area to increase 
the costs of GME through "add-on " payments. 
Rather, it recommends a redistribution of current 
GME payments to ambulatory seltings not spon­
sored by hospitals in such a manner that total 
amounts are not increased. 

DHHS proposals: The Administration 's FY9 l 
budget included a proposal to increase the amount 
of DME reimbursement going to primary care resi­
dency programs. Unl ike weighting approaches that 
have been proposed in the past or are in operation in 
New York State, the FY9 I budget proposed reim-

bursing primary care residency training at 240 per 
cent of national average resident salary costs, anc 
nonprimary care residency training at 140 percen 
of those costs. This would have had the effect o 
reimbursing the primary care programs at the na 
tional average of the cunent DME funding excep 
that it would have excluded hospital payments tc 
teach ing physicians. (Part B payments would no 
be affected.) Nonprimary care programs woulc 
have received reduced DME amounts. 

The proposal was not passed by Congress anc 
was not repeated in the President's FY92 budget 
However, the President's Comprehensive Healt 
Reform Program stated that "GME payments shoul 
be reshaped to help ensure that teaching hospita 
meet the Nation's needs for primary care phys 
cians in the next century. Teaching hospitals shoul 
be encouraged through payment policy to shift t 
primary care/specialist training mix back towar 
more sensible ratios that will produce more prima 
care physicians. ,,42 

State Initiatives in GME Financing and 
Allocation of Residency Positions 

The following discusses certain State initi~ 
tives to shape the output of GME. 

New J ersey: New Jersey takes a regulator: 
approach through its all-payer plan, under whicl 
the New Jersey State Department of Healtl 
(NJDOH) regulates hospital payment rates of al 
payers except Medicare. NJ DOH data indicate tha 
GME financing under this plan amounts to $35( 
mill ion, or about six percent of the State's $5.! 
billion in hospital expenditures. New Jersey's defi 
nitions of direct and indirect are roughly reversec 
from those of Medicare. " Direct" costs in Nev 
Jersey are the additional costs of having residents 
presumably because of an increased number of tests 
etc. , and are paid by a percentage added to th< 
hospital's payment rate. "Indirect" costs are th< 
salaries, overhead, and administrative costs of resi 
dents. 

New Jersey's d irect rates currently are deter 
mined by a factor based on the number of resident: 
and types of programs. The number of resident: 
was added to the computation of the factor in 1992 
Because these rates are tied to the hospitals ' cost: 
of the residency programs, nonprimary care resi 
dency programs, such as orthopedic surgery, re 
ceive higher direct rates than primary care pro 
grams, e.g., family practice residency programs 
which have shown very low costs. Having this kine 
of specialty differential is being reexamined.43 
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In response to a belief that residency training 
was growing faster than needed, New Jersey capped 
the number of medical residency slots that the sys­
tem would reimburse at 2,556 beginning in 1985. 
This is seen as a starting point for addressing future 
change in numbers and types of programs and has 
led to the implementation of a reallocation progran1 
for controlled growth of GME programs and a shift 
toward primary care residency training. Few posi­
tions have been freed up for reallocation, however. 
Only pritnary care programs are being considered 
for receiving reallocated slots. Nevertheless, the 
actual number of slots has increased to 2,739, sug­
gesting a willingness of some programs to fund 
slots independently of non-Medicare third-party 
payers. Because the allowed number of residents 
was added to the direct cost computation in 1992, 
the financial penalty for having residents above the 
cap has been greatly increased.44 

The New Jersey all-payer system has required 
that all payers except Medicare pay hospitals at 
rates determined by the NJDOH. However, this 
appears to conflict with section 514 of Title I of the 
Employee Retirement Income Security Act of 1974 
(ERISA), which comprehensively exempts certain 
"self-insuring" employee benefit plans from any 
State regulation. A U.S. District Court case has 
found that New Jersey's hospital rate-setting sys­
tetn is not enforceable for such payers.45 Officials 
in the New Jersey government, legislature, and 
health care industry are actively engaged in exam­
ining next steps.46 

New York: New York State also has a regula­
tory approach with an all-payer system. Its applica­
bility for ERISA payers apparently has not yet been 
challenged.47 Unlike New Jersey, New York does 
not allocate residency positions, but relies on finan­
cial incentives to shift the 1nix of residency training 
toward primary care. 

The New York State Department of Health 
(NYSDOH) has the responsibility of determining 
the reimburse1nent rates for each hospital. Al­
though its definitions of direct and indirect costs are 
sitnilar to Medicare's, total direct and indirect reitn­
burse1nents are 1nore equal, at about $800 million 
each. The total $1.6 billion for GME represents a 
higher proportion, over 15 percent, of approximately 
$8 to $9 billion in New York annual hospital reim­
bursements.48 It should be noted that the GME 
payments are incorporated into a con1plex rate struc­
ture that may make it difficult for hospitals to deter­
mine how 1nuch they receive for GME. 

New York upweights the !ME, not the DME, 
for primary care residency progra1ns. Based on 
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recommendations by the New York State Council 
on Graduate Medical Education, the IME is cur­
rently upweighted by a factor of 1.5 (150 percent) 
for allopathic family/osteopathic general practice, 
primary care (by National Residency Matching Pro­
gram designation) internal medicine and general 
pediatric residency programs, and general internal 
medicine and general pediatrics residency programs 
that have received PHS Title VII grants in the past 
five years. Other pediatric residencies and added 
training in geriatrics are upweighted by a factor of 
1.27. E1nergency medicine and preventive medi­
cine programs arc upweighted by a factor of 1.1 and 
other internal medicine programs by 1.0 (i.e., no 
change). All other specialties and subspecialties 
are weighted by a factor of 0.9, i.e., a slight de­
crease.49 

To discourage hospitals from raising their GME 
funding by increasing the number of residents, the 
!ME is paid only on the hospital's number of resi­
dents and beds as of September and January 1990, 
respectively.50 

The determination of which care residency pro­
grams are pritnary is shifting from meeting NRMP 
and PHS criteria as indicated above to an applica­
tion process that involves review by the New York 
State Council. 51 

The NYSDOH has a demonstration project with 
the Buffalo Graduate Medical and Dental Educa­
tion Consortium in which the consortium pools 
DME and !ME payments from all payers. The 
hospitals remit their DME and !ME payments to the 
consortium to centralize the payroll for all residents 
and create a fund to help 1neet conso1tium goals in 
primary care, geriatrics, and minority recruitment 
and retention.52 
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Chapter IV - Findings, Goals, and Recommendations 

Findings and Goals 

An adequate supply, mix, and distribution of 
physicians and other health professionals are needed 
to ensure basic and essential health care to all citi­
zens. Deficiencies in the Nation's physician 
workforce and medical education, training, and fi­
nancing system as well as the Nation's health care 
reimbursement system, significantly hinder our abil­
ity to achieve this fundamental goal. The Council 
recommends the following measures which, if 
implemented, would establish a national physician 
workforce plan and infrastructure to meet the 
Nation's basic health care needs in the 21st century. 

1. Finding: The Nation has too few generalists 
and too many specialists. 

Goal: The United States should move to­
ward a system in which 50 percent 
of physicians practice in the gener­
alist disciplines of family practice, 
general internal medicine, and gen­
eral pediatrics. Consequently, at 
least 50 percent of residency gradu­
ates should complete a three-year 
training program and enter prac­
tice as generalists. 

2. Finding: Problems of access to medical care 
persist in inner-city and rural areas 
despite large increases in the number 
of physicians nationally. 

Goal: All primary care shortage areas 
should be eliminated and dispari­
ties between the metropolitan and 
nonmetropolitan distribution of 
physicians should be reduced. 

3. Finding: The racial/ethnic composition of the 
Nation's physicians does not reflect 
the general population and contrib­
utes to access problems fo r 
underrepresented minorities. 

Goal: The racial/ethnic composition of the 
physician population should reflect 
the overall population's diversity. 
The Nation should adopt the goal 
of the Association of American 
Medical Colleges to double the 
number of first-year entering 
underrepresented minority medi-

cal students from 1,500 to 3,000 by 
the year 2000. 

4. Finding: Shortages exist in the specialties of 
general surgery, adult and child psy­
chiatry, and preventive medicine and 
among generalist physicians with ad­
ditional geriatrics training. 

Goal: The percentage of physicians 
trained and certified in the specialty 
fields of general surgery, adult and 
child psychiatry, and preventive 
medicine, and the percentage of 
family physicians and general in­
ternists with additional geriatrics 
training should be increased. 

5. Finding: Within the framework of the present 
health care system, the current physi­
cian-to-population ratio in the Nation 
is adequate. Further increases in this 
ratio will do little to enhance the health 
of the public or to address the Nation's 
problems of access to health care and 
will, in fact, hinder efforts to contain 
costs. 

Goal: The aggregate allopathic and os­
teopathic physician-to-population 
ratio should be maintained at cur-
rent levels. 

6. Finding: The medical education system can 
be more responsive to public needs 
for more generalists, underrepresented 
minority physicians, and physicians 
for medically underserved rural and 
inner-city areas. 

Goal: Undergraduate and graduate medi­
cal education should increase its 
emphasis upon meeting regional 
and national physician workforce 
needs. 

7. Finding: The absence of a national physician 
workforce plan combined with finan­
cial and other disincentives are barri­
ers to improved access to care. 

Goal: In order to improve access to care, 
a national physician workforce 
plan, infrastructure, and approach 
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should be established that combines 
financial and other incentives and 
disincentives to achieve national 
physician workforce goals. 

Recommendations for the 
Nation 

An adequate supply, mix, and distribution of 
physicians and other health professionals is needed 
to ensure basic and essential health care to all citi­
zens. Deficiencies in the Nation's medical educa­
tion financing and health care reimbursement sys­
tems significantly hinder our ability to achieve this 
fundamental goal. The Council recommends the 
following measures which, if implemented, would 
establish a national physician workforce plan and 
infrastructure to meet the Nation's basic health care 
needs in the 21st century. 

National Physician Wol'lcforce poals 

l. The Nation should adopt the following 
overall national physician workforce goals to en­
sure the proper supply, mi x, and distribution of 
physicians needed to ensure access to basic and 
affordable health care for all Americans. 

a. The provision of health care in the United 
States should be based upon a system in which 
50 percent of physicians practice in the gener­
alist disciplines of family practice, general in­
ternal medicine, and general pediatrics. 

b. All primary care shortage areas should be 
eliminated and disparities between the metro­
politan and nonmetropolitan distribution of phy­
sicians should be reduced. 

c. The racial/ethnic composition of the physi­
cian population should reflect the overall 
population's diversity. The Nation should adopt 
the Association of American Medical Colleges' 
goal of increasing the number of first-year en­
tering underrepresented minority students from 
l ,500 to 3,000 by the year 2000. 

d. The percentage of physicians trained and 
certified in the specialty fields of general sur­
gery, adult and child psychiatry, and preven­
tive medicine should be increased. 

e. The percentage of family physicians and 
general internists who receive additional train­
ing in geriatrics should be increased. 

f. The aggregate allopathic and osteopathic 
physician-to-population ratio should be main­
tained at current levels. Consequently: 
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- There should be no increase in the aggre­
gate number of first-year enroLlments in U.S. 
medical and osteopathic medical schools. 
At the same time, medical schools should 
maintain and expand their commitment to 
recruiting minority students and training 
generalists. 

- The total number of entry residency posi­
tions should be limited to the number of 
U.S. allopathic and osteopathic medical 
school graduates plus I 0 percent (excep­
tions should be made for exchange visito1 
international medical graduates). 

Physician Workforce Infrastructure 

2. Congress should establish a National Phyl 
sician Workforce Commission to develop and re~ 
ommend the necessary policies to attain the n'\ 
tional physician workforce goals, project and mon~ 
tor physician workforce trends, and revise thl 
workforce goals and policies as necessary. Thi 
new entity should: 

a. Serve in an advisory capacity to the Secre 
tary of DHHS and all appropriate congres 
sional committees with jurisdiction involving 
undergraduate and graduate medical education: 

b. Make recommendations on Federal and other 
financing of medical education. 

c. Have broad representation, including physi­
cians, medical educators, students, residents, 
and representatives of hospitals, HMOs, com­
munity health centers, business, labor, govern­
ment, third-party payers, and consumers. 

d. Have an adequate State and regional physi­
cian workforce data base from which to evalu­
ate trends and make recommendations. 

e. Have sufficient staff and funding to permit 
its effective operation. 

f . Coordinate its recommendations with the 
Physician Payment Review Commission and 
the Prospective Payment Assessment Commis­
s ion. 

g. Replace COGME and assume its charge. 

3. States should be encouraged to establish 
State or regional Physician Workforce Commis­
sions to study physician workforce needs and trends 
and set workforce goals. The State Commissions 
should have broad representation of key leaders in 
medical education, and representatives of profes­
sional communities, hospital s, HMOs, community 
health centers, business, labor, government, third­
party payers, and consumers. 
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4. The National Physician Workforce Com­
mission should be responsive to the workforce needs 
identified by State Commissions and develop a 
mechanism to facilitate cooperalion and collabora­
tion between itself and the State and regional enti­
ties. 

5. General principles thal should be consid­
ered by the National Physician Workforce Com­
miss ion include the following: 

a. The national workforce plan could be imple­
mented through local, State, and regional aca­
demic consortia. Each academic consortia 
might include one or more medical schools, 
teaching and community hospitals, community 
health centers, HMOs, and educational institu­
tions from primary school through college. 

b. Under this plan, residency positions and 
GME funding should be allocated based on 
State and regional workforce needs and na­
tional goals for aggregate physician supply, 
minority recruitment, and specialty distribu­
tion. 

c. All payers should contribute to GME, in­
cluding Medicare, Medicaid, private insurers, 
self-insured employee plans, and HMOs and 
other managed/coordinated care systems. 

d. The funds from the Public Health Service, 
Health Care Financing Administration, and pri­
vate sources should be utilized to assist in meet­
ing overall physician workforce goals. 

Financing the Physician Workforce Plan 

6. A multifaceted incentive/disincentive ap­
proach should be used to achieve these workforce 
goals. The net impact of any financing strategy 
must, therefore, be to support the following goals: 

•To increase the number of underrepresented 
minorities recruited. 

•To increase the number of medical graduates 
entering generalist medical practice to at least 50 
percent and concurrently decrease the percentage 
who choose subspecialties. 

•To increase the number of general surgeons, 
adult and child psychiatrists, and preventive medi­
cine specialists. 

• To increase the number of family physicians 
and general internists receiving additional training 
in geriatrics. 

• To eliminate primary medical care shortage 
areas. 

61 

Financing stralegies must address undergradu­
ate and graduate medical education, as well as the 
physician praclice setting. The following is one 
approach toward achieving these goals. The Coun­
cil expects to continue to study additional options 
as part of its future work. 

A. Undergraduate Medical Education 

7. Each medical school should establish and 
attain objectives for the composition and specialty 
mix of its graduates in support of the above nalional 
goals. 

8. Financial incentives must be realigned to 
reward medi cal schools for recruiting more 
underrepresented minorities and for graduating more 
future family physicians, general internists, and gen­
eral pediatricians. The major revenue sources of 
undergraduate medical school budgets are Federal 
and State funds and income generated from faculty 
practice plans. Federal and State strategies Lo in­
crease minority representation and the production 
of generalists must focus on these funding streams. 

9. Primary care scholarships and/or low in­
terest rate loans should be established for students 
who commit themselves to generalist careers. Fund­
ing would have to be repaid if the graduate chooses 
a nonprimary care specialty or subspecialty. 

10. Public and private incentives should be 
increased to assisl medical schools in raising the 
minorily applicant pool, selecting more minorities, 
retaining more minority students, and expanding 
the number of minority faculty. 

a. Funding to the DHHS Centers of Excel­
lence program should be increased to reward 
medical schools for demonstrated excellence 
in educating minority medical students. 

b. Funding to the DHHS Health Careers Op­
portunity Programs should be increased, and 
the program expanded to secondary schools, 
such as magnet high schools, with expertise in 
preparing underrepresented mfoority youngsters 
for the health professions. 

c. A national minority recruitment/counseling/ 
advisory clearinghouse should be established to 
assist and better prepare potential medical school 
applicants from underrepresented minority popu­
lations. 

cl. The private sector should be encouraged 
to support the nationwide replication of pro­
grams that have been successful in increasing 
the minority applicant pool. 
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e. Active collaboration among major medical 
groups, such as the American Medical Associa­
tion, Association of American Medical Col· 
leges, National Medical Association, Associa­
tion of American Indian Physicians, and the 
InterAmerican College of Physicians and Sur­
geons, should be encouraged with the goal of 
increasing minority recruitment and retention. 

11. Government should assist medical schools 
in developing a critical mass of faculty in the gener­
alist disciplines. This critical mass of strong aca· 
demic faculty will assist in providing an educa­
tional milieu that fosters selection of a primary care 
specialty. 

a. Funding through the National Institutes of 
Health and the Agency for Health Care Policy 
and Research should be increased for research 
in primary care, health services delivery, and 
patient care outcomes, as well as for the devel­
opment of research faculty in the primary care 
disciplines. 

b. Title VII grants to assist in the development 
of Departments of Family Medicine should be 
maintained and new funding should be made 
available to assist in strengthening Divisions of 
General Inte1nal Medicine and Pediatrics. 

c. Physician payment reform must continue and 
should be extended to private payers to co1Tect 
the imbalance between the income generated by 
generalist and subspecialist faculty practice 
plans. 

12. Government should assist medical schools 
in their efforts to increase education in ambulatory 
and community settings. 

a. Title VII grants for predoctoral education 
should be expanded to assist medical schools 
in enhancing education in the primary care 
specialties. 

b. Legislation for Area Health Education Cen­
ters should be modified and expanded to facili· 
tate community-based primary care education 
for medical students at every medical school. 

B. Graduate Medical Education 

13. The number of Medicare and other funded 
first-year entry residency positions should be capped 
at 10 percent more than the number of U.S. allopathic 
and osteopathic medical school graduates. 

14. Financing strategies should support the 
goal that at least 50 percent of medical graduates 
should complete a three-year residency program 

62 

and enter generalist practice and that the percentage 
who choose subspecialties should concurrently de­
crease. The following is one approach toward these 
goals: 

a. Medicare direct and indirect GME payments 
should be limited to residency training for ini­
tial certification or five years, whichever is 
less. Residency programs in preventive medi­
cine should also receive Medicare GME pay· 
ments. There should be exceptions to initial 
certification limits for training in child psy­
chiatry and geriatrics. 

b. Increased direct medical education (DMEY 
pay1nents should be allocated to fa1nily prac-J 
tice residency progra1ns. J 

c. Increased DME payments should be allo-i 
cated to inte1nal medicine and pediatric resiJ 
dency programs that develop an agreed-upo~ 
curriculum that specifically prepares graduatei~j 
for primary care practice. These increase 
payments will reimburse programs for th 
hig~er costs of training in the pritnary car~i 
setting. 

d. Incentive salaries should be made available· 
to residents in family practice, internal medi­
cine, and pediatrics, who sign a contract indi­
cating their intention to complete their three­
year program and enter generalist practice, with 
a year-by-year payback for those who choose 
to subspecialize. 

e. Because residents in allopathic family prac­
tice and osteopathic general practice programs 
are more likely to remain generalist physicians 
and practice in needy rural areas than other 
physicians, incentives to increase the number 
of family practice and osteopathic general prac­
tice residents should be a high, short-term pri· 
ority. 

f. Because of the significant decline in inter­
nal medicine and pediatric graduates complet­
ing three-year residencies and entering gener­
alist careers and the concurrent growth in those 
choosing to subspecialize, both disciplines are 
strongly encouraged to review their workforce 
needs for generalists and subspecialists and to 
develop curriculum and training opportunities 
commensurate with those needs. 

15. To facilitate the expansion of ambulatory/ 
outpatient GME and to encourage innovative pro­
gram development and growth, all approved GME 
programs, including those based in community set­
tings, should be eligible for Medicare direct and 
indirect GME reimbursement. 
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16. Changes in the Medicare portion of GME 
financing should be budget neutral. Savings in 
direct and indirect GME from capping slots and 
eliminating payments beyond the initial certifica­
tion or five years (with the previously noted excep­
tions) should be directed to: 

a. Training conducted in primary care ambu­
latory/community training sites. 

b. Innovative programs to train generalist phy­
sic ians for rural and urban medically 
underserved areas. 

c. Innovative programs to increase minority 
representation in the physician workforce pool. 

17. Financing strategies should support the 
goal of increasing the percentage of residency gradu­
ates in the specialty fields of general surgery, adult 
and child psychiatry, and preventive medicine, and 
the percentage of family physicians and general 
internists with additional geriatrics training. In 
addition to the previously mentioned approaches: 

a. Incentive salaries should be made available 
to residents who sign a contract indicating their 
intention to complete their program in the above 
fields, with a year-by-year payback for those 
who choose to train and practice in another 
specialty or subspecialty. 

b. Increased direct GME payments should be 
allocated to general surgery programs that con­
tain an agreed-upon cmTiculum that specifi­
cally prepares graduates for general surgical 
practice, especially in rural and inner-city ar­
eas. 

c. Increased direct GME payments should be 
allocated to adult and child psychiatry pro­
grams. 

d. Preventive medicine residency training pro­
grams should receive Medicare GME reim­
bursements for the entire three-year period. 
(Currently, Medicare payments are made only 
for residents in their clinical training year, which 
takes place only in the first year.) 

18. Primary care residency programs provid­
ing substantial training in urban or rural underserved 
areas or serving a substantial percentage of medi­
cally underserved populations should be reimbursed 
for generalist residents under Medicare DME at a 
higher rate. 

C. Practice Environment 

19. The economic incentives to enter general­
ist fields must be increased and incentives to spe-
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cialty practice must be reduced by extending physi­
cian payment reform to include all third-party pay­
ers. 

20. Partial loan forgiveness should be provided 
for residents entering practice as family physicians, 
general internists, and general pediatricians. 

2 1. Solutions must be found to reduce the ad­
ministrative burdens in medical practice imposed 
by the third-party payers. These burdens are pri­
mary causes of the increasing disillusionment among 
generalist physicians in practice. 

22. Tort refo1m must be implemented to re­
duce malpractice ban"iers to the provision of needed 
primary care services, such as prenatal care. 

23. Major incentives in Medicare and Medic­
aid reimbursement should be implemented to en­
courage physicians to provide primary care ser­
vices to underserved rural and urban populations. 
These additional payments would assist in offset­
ting the heavy burden of unreimbursed care pro­
vided by physicians in these settings. 

24. Federal and State programs, including the 
NHSC Scholarship and Loan Forgiveness Program, 
must be maintained, enhanced, and expanded to 
address the relative undersupply of physicians in 
rural and inner-city areas. Such programs should 
be maintained indefinitely in the most severe short­
age areas that have little likelihood of attracting 
physicians. 

25. Physicians in shortage areas are over­
worked, isolated, and frequently overwhelmed by 
the complex business of medicine. Systems of 
health care delivery and professional support will 
enhance attractiveness of primary care in shortage 
areas. 

Specific Recommendations for 
Medical Educators 

The attainment of these workforce goals will 
require a partnership between government and the 
medical education system, which comprises medi­
cal schools, hospitals, and other educational institu­
tions and agencies. It will require government to 
establish and implement a national workforce plan 
with a set of goals, a rational educational infrastruc­
ture, and a financing mechanism, as previously rec­
ommended. It will also require the commitment 
and leadership of our Nation's medical educators. 
The following recommendations describe the 
Council's vision of a medical education system that 
is responsive to our Nation's physician workforce 
needs in the 21st century. 
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Mission Statement and Strategic Plan 

26. The institution's mission statement recog­
nizes responsibility and accountability to societal 
needs for more generali st physicians, 
undenepresented minority physicians, primary care 
research, and the provision of more primary medi­
cal care, particularly to underserved urban and rural 
communities. 

27. The strategic plan contains quantifiable 
outcome measures for these soc ietal needs, includ­
ing the percentage of: 

a. graduates choosing generalist careers; 

b. underrepresented minorities who apply, 
matriculate, and graduate; 

c. required educational experiences in com­
munity and underserved settings; and 

d. gradu ates choosing to practice 111 

underserved rural and urban areas. 

Recruitment, Admissions, and Retention 
Policies 

28. The medical school's admissions policy, 
structure, and function reflect the need to recruit 
and admit more students who are inclined to select 
the generalist disciplines of family practice, general 
internal medicine, and general pediatrics. 

29. The medical school's admissions policies, 
structure, and function reflect the need to recruit 
and admit more minority students in medical school. 

a. The school establishes a minority recruit­
ment/retention section with underrepresented mi­
nority participation, or individuals committed to 
the goals, and minority participation on the admis­
sions committee. 

b. Emphasis is placed on the development 
and support of programs that improve the size and 
quality of the minority applicant pool by focusing 
on early intervention. The school participates in 
forums and networks involving students in high 
school, elementary school, and primary levels, in­
cluding kindergarten, to expose minority young­
sters to health professions role models, encourage 
their interests and pursuits in health, and provide 
networks of mentoring programs to assist and sup­
port students inclined toward health careers. 

c. The school provides ongoing support to 
ensure the successful progress of these students 
through their education. 
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Faculty Composition 

30. The institution's departments and faculty 
composition arc more balanced, with increased rep­
resentation of generalist physicians, minority phy­
sicians, primary care researchers and physicians, 
and other health care providers from community 
settings. 

31. The institution's system of advancement 
and tenure rewards faculty with demonstrated ex­
cellence in teaching in the same manner it recog­
nizes excellence in biomedical research. 

32. The institution involves large numbers of 
community-based primary care physicians and other 
providers as preceptors, teachers, and role models 
for medical students and residents and gives sig 
nificant academic recognition and adequate reim 
bursement or other rewards (e.g., locum tenens cov 
erage for continuing medical education for thei 
contribution). 

Medical Education Objectives 

33. The institution incorporates effective adult 
education techniques in its curriculum. Self-di­
rected learning and problem-solving directed skills 
are emphasized throughout the curriculum for stu­
dents and residents to learn to acquire detailed in­
formation and to apply such knowledge effectively. 

34. The institution emphasizes effective com­
munication skills to improve the doctor/patient re­
lationship. 

35. The inst itution provides mandatory 
multicultural awareness/sensitivity sessions for stu­
dents, residents, and faculty. 

Achieving a More Integrated and Balanced 
Medical Education Curriculum 

36. The basic sciences are incorporated within 
a clinical context throughout the undergraduate cur­
riculum. 

37. Undergraduate and graduate training in­
cludes social, behavioral, and humanistic aspects of 
health and health care delivery. Instruction is pro­
vided from faculty, researchers, and clinicians in 
fields such as nursing, psychology, public health, 
medical sociology, medical education, health ser­
vices delivery, and bioethics. 

38. Undergraduate and graduate training em­
phasizes the importance of team approaches to health 
care delivery. They include experience working as 
a team member with other health care professionals 
and training in utilizing the skills and expertise of 
nurses, pharmacists, pub I ic health professionals, 
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social workers, and other health care professionals 
and ancillary personnel. 

39. Experimental primary care programs and 
curricula are offered that may help reach the identi­
fied goals. Such models emphasize generalist prac­
tice and community-based training. The effective­
ness and productivity of the fourth year of medical 
school should be examined. 

40. Undergraduate and graduate training con­
tains well-defined curricula, educational objectives, 
and evaluation methods, including outcome mea­
sures, to assess the effectiveness of the education 
experience. 

Expanding the Medical Education 
Teaching Environment 

41. The curricula and clinical rotations pro­
vide all students and residents with a balance be­
tween hospital-based, subspecialty trnining and com­
munity-based, primary care training. A much greater 
proportion of medical training is shifted to outpa­
tient and community-based sites where the majority 
of medical care is provided. 

42. The community-based educational experi­
ences are developed and managed with significant 
community participation and involvement. 

43. Academic consortia are developed to link 
together the various settings in which undergradu­
ate and graduate medical education are provided, 
including community hospitals, community health 
centers, HMOs, and public health departments. 
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Appendix - Assumptions of Illustrative Modeling 
Scenarios of Physician Supply Projections to 
Conform to COGME's Goals 

In this report, COGME has developed several 
specific goals and recommendations which, if imple­
mented, would reduce the rate of growth in the 
physician supply and change the specialty distribu­
tion. The BHPr physician supply projections model 
was utilized for projections based on extrapolation 
of cunent trends. (For a detailed description and 
analysis of basic forecasts from this model, see The 
Eighth Report to the President and Congress on the 
Status of Health Personnel in the United States, 
1992.) 

The model was also utilized in an illustrative 
manner, referred to as the "goal-oriented" scenario, 
to obtain greater insight into the types of changes 
that might have to be made in medical and osteo­
pathic enrollments, IMG entry, and specialty selec­
tion to achieve illustrative goals not necessarily 
approved by COGME. 

Projections of Present Trends 

The following represented the outcome of 
present trends as cunently projected by the BHPr 
physician supply projection model: 

l. If present trends continue, the total num­
ber of active M.D. and D.O. physicians will in­
crease from 601,000 in 1990 to 875,950 by 2020. 
The physician-to-population ratio would continue 
to rise from 240 to 298 per 100,000 duri ng that 
time. The total number of M.D. physicians would 
increase from 572,900 in J 990 to more than 811 ,000 
by 2020, and the M.D. physician-to-population ra­
tio would continue to rise from 229 to 276 per 
100,000 (figure 20). The number of osteopathic 
physicians for 1990 was estimated at 28, I 00, or 4.7 
percent of the active physician supply, and is pro­
jected to increase to 64,360, or 7.3 percent, of the 
total active supply in 2020. 

2. If present trends continue, only one-third of 
all practicing allopathic and osteopathic physicians 
will be generalists, i.e., general/family physicians, 
general internists, and general pediatricians by the 
year 2020 (figure 21). This projection assumes that, 
without any policy intervention, 59 percent of medi­
cal school classes will enter family practice, internal 
medicine, and pediatrics in PGY-1 over the next 
several years, and that by PGY-10, only 30 percent 
wi ll be in generalist careers. 

Goal-Oriented Supply 
Projections 

The following assumptions a nd the resulting 
implications for the "goal oriented" exercise are 
illustrative and should not be construed as repre­
senting specific measures that must be implemented 
for the Council 's goals to be achieved. 

Assumptions for the Aggregate Supply 
Projections 

l. The M.D. growth in the physician supply 
will approximate U.S. population growth between 
1995 and 2020, so that the projected 1995 M.D. 
physician-to-population ratio of 242 M.D.s per 
100,000 persons will be obtained in 2020. A de­
cline in the numbers of first-year enrollees in U.S. 
medical schools and permanent immigrant physi­
cians newly licensed each year are necessary to 
produce this result. 

2. If the number of first-year enrollees and 
consequent graduates in U.S. medical schools must 
decline in order to obtain the above goal, the per­
centage reduction in the number of osteopathic 
graduates will not exceed the percentage reduction 
in the number of M.D. graduates. 

3. The total number of allopathic first-year 
GME positions will equal the number of U.S . 
allopathic medical school graduates plus 10 per­
cent. The increment is to make additional first-year 
residency positions available for Canadian medical 
school graduates, fifth pathway students, IMGs, 
etc. 

4. The approximately 800 exchange visitor 
IMGs in first-year residency positions are not in­
cluded in the I 0 percent limit because most are 
required to return home after completing their train­
ing. The approximately 160 who obtain waivers 
and remain are factored into both the current pro­
jections and the exercise. 

Assumptions for the M.D. Specialty Supply 
Projections 

1. Fifty percent of U.S. medical school gradu­
ates and IMGs in 1997 and beyond will be trained 
in and enter primary care practice so that by 2006 
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Fig. 20 - Growth in the MD and DO Physician Supply 
Basic and COGME Physician Projections 

Unadjusted Physician Supply -. 

- Adjusted Physician Supply 

I I I 

400 

200 

0 

1990 1995 2000 2005 2010 2015 2020 
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and beyond, 50 percent of those in PGY-10 will be 
in primary care. 

2. Of the 50 percent in primary care, half the 
number will become family physicians. 

3. The number of general ped iatricians will 
grow at not less than the rate of the general popula­
tion between 1993 and 2020. 

4. General internal medicine will make up 
the difference between 50 percent and the FP share 
plus the pediatrics share in PGY- I 0. 

5. The number of general surgeons will growl 
at the rate of population growth plus 10 percent 
between 1993 and 2020. 

6. The numbers of child and adult psychia­
trists will grow at the rate of population growth plus 
10 percent between 1993 and 2020. 

7. The number of general preventive medi­
cine physicians will grow at the rate of the popula­
tion plus 50 percent between 1993 and 2020. 

Assumption for the D.0 . Specialty Supply 
Projections 

Osteopathic graduates will train and practice in 
specialties in similar proportions as they have in the 
recent past-60 percent primary and 40 percent 
nonprimary care. 

Results of the Goal-Oriented 
Aggregate Supply Projections 

The following are the results concerning the 
impact of the above assumptions on medical and 
osteopathic school enrollments, IMG entry, physi­
cian supply, and special ty selection and distribu­
tion : 

1. To maintain the M.D. physician-to-popu­
lation ratio at the estimated 1995 level of about 242 
per I 00,000, the projected physician supply would 
have to decrease by about 101,670 from the current 
2020 projection of 875,950. The total M.D. supply 
would rise to 7 I 3,000 by 2020; with the D.O. sup­
ply included, the total number of physicians would 
rise to 774,300 in 2020. 

2. Because of fas ter growth in the number of 
D.O.s, the total physician-to-population ratio in this 
scenario would still grow slightly, from 254 in 
1995 to 263 in 2020. 

3. Limiting the number of available first-year 
allopathic residency slots to 10 percent above the 
currently forecasted number of U.S. allopathic medi­
cal school graduates under the goal-oriented sce­
nario would yield about two-thirds of the 101,670 
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Fig. 23 - U.S. Medical School Class of 2000 
PGY - 1 Residents: Basic 
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decrease for 2020. This decrease reduces the num­
ber of slots for physicians other than graduating 
sen ior students from over 5,000 (filled by over 
3,000 additional residents in 1990) to 1 ,475. As is 
the case now, these slots would be fi lled by gradu­
ating Canadian students, U.S. physicians other than 
graduating seniors, fi fth pathway students, U.S. and 
foreign national IMGs, etc. 

4. The remaining one-third of the 10 1,670 
decrease would require a reduction in medical and 
osteopathic school class size. In this scenario, first­
year emollment in allopathic and osteopathic med i­
cal schools would have to decline by 9. l percent 
over the nine-year pe1iod beginning in 1991, level­
ing off in the year 2000 and remaining at that level 
through the year 2020. This translates to a decline 
from 17 ,071 allopathic first-year enrollees in 1991 
to 15,500 in 2000, and from 1 ,974 to 1,796 osteo­
pathic enrollees in this period. 

5. Without a reduction in medical school class 
size, it appears that the goal cannot be attained 
without totally eliminating the I 0-percent incre­
ment in first-year residency slots. 

Alternative Measures of Physician 
Supply- Full-Time Equivalent Physicians 

The number of hours that physicians work each 
week varies with such demographic characteristics 
as age and gender. Thus, changes in the demo­
graphic composition of the physician supply affect 
the amount of physician services available to the 
U.S. population. To examine the effects of the 
projected changes in the demographic composition 
of the physician supply on available physician ser­
vices, a current and projected full-time equivalency 
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measure of physician supply was developed using 
data recently developed by the AMA. (For a full 
description of the methodology and data util ized, 
see Physician Supply and Utilization by Specialty: 
Trends and Projections, published by AMA Center 
for Health Policy Research in 1988.) 

Using 1986 as a base year so that the full -time 
equivalent (FfE) counts are equal to the tradition­
ally defined headcounts of physician supply for that 
year, projections were developed for 2020 using 
FfE measures for both the COGME goal-oriented 
scenario as well as that based on extrapolating from 
current trends. The FfE projections for both sce­
narios are lower than their respective headcount 
supply projections, due to a projected decrease in 
the average amount of time that physicians work. 
The decrease is the result of increasing proportions 
of older physicians and particularly female physi­
cians projected, who currently work fewer hours 
per week than the physician population as a whole. 

The projected number of FfE physicians un­
der both scenarios range from 28,000 to 30,000 
fewer than the respective headcount suppl y projec­
tions. While substantial in size, the differences as a 
percent of their base are relatively small , ranging 
from 3.4 to 3.6 percent. 

Results of the Goal-Oriented 
Specialty Mix Supply 
Projections 

I. Even ifCOGME's initiative begins in 1993 
with a mix of 70 percent of fi rst-year allopathic 
residents entering residency training in family prac­
tice, internal medicine, and pediatrics, so that 50 
percent of all residents will be practicing as gener­
alists by PGY - I 0, only 43 percent of all practicing 
physicians will be generalists in 2020 (figure 22). 
The 50-percent goal will not be attained until some 
time between 2020 and 2030. 

2. To reach even th is mix in th is set of illus­
trative projections, a significant change in the cur­
rent trends would have to occur. For example, for 
U.S. medical school classes: 

• The percentage of fi lled family practice resi­
dency positions will have to increase from 1 1 per­
cent to 26 percent, or by 2,000 addi tional fi lled 
positions. 

• The percentage of internal medicine gradu­
ates choosing generalist careers will have to in­
crease from 34 percent to over 50 percent. 

• The percentage of pediatric graduates choos­
ing generalist careers will have to increase from 72 
percent to over 80 percent. 
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Fig. 24 - U.S. Medical School Class of 2000 
Graduate Vear 10: Basic 
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Fig. 25- U.S. Medical School Class of 2000 PGV - 1 Residents: 
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Fig. 26 - U.S. Medical School Class of 2000 Graduate Vear 10: 

General 
Preventive 

Medicine 
0.3 % 

All Other 
38.2 % 

General 
Surgery 

4.5 % 

Psychiatry 
7.0 % 

COGME Goal Oriented 

Famlly 
- --- - Practice 

25.0 % • 

General 
Internal 
Medicine 
15.8 % • 

General 
Pediatrics 
9.2 %. 

* Family Practice + Internal Medicine + Pediatrics TOTAL - 50 % 

70 

3. To reach the mix of SO-percent general­
ists, a SO-percent increase in filled preventive medi­
cine positions and 10-percent increase in psychiatry 
and general surgery filled positions, significant 
changes will be necessary in the distribution of 
specialties for future medical school classes, as il ­
lustrated in the pie charts for the PGY-1 and PGY-
10 years for the U.S. medical school class of 2000 
for both the current ("basic") and "goal-oriented" 
projections (figures 23, 24, 2S, and 26). 
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