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Summary

An adequate physician supply is important for the effective and efficient delivery of health care services and, therefore, for population health and the cost and quality of health care. Assessments of the adequacy of physician supply often focus on three dimensions of the physician population: its size; its composition (e.g., the mix between primary care and specialty physicians); and its geographic distribution. Policies that aim to alter physician supply generally focus on both current and future supply along these three dimensions because physician training is a lengthy process; therefore, changes implemented to alter supply do not have immediate effects.

Each of the three dimensions of physician supply is important for health care spending and for population health because physician clinical decisions affect approximately 90% of each health care dollar spent. In addition, as physicians provide health care services that, with some exceptions, cannot be provided by non-physicians, the size, composition, and geographic distribution of the physician population affects the amount and type of health care services available. A number of studies have found physician shortages overall, in certain specialties, and in certain geographic areas. The federal government pays for physician services, primarily through the Medicare and Medicaid programs, and supports physician training through a number of programs in various departments and agencies. Given current investments in physician services and the physician workforce, the adequacy of the current and future physician supply may be of interest to Congress.

The Patient Protection and Affordable Care Act (ACA, P.L. 111-148, as amended) may affect the demand for physician services, a major determinant of physician supply, because it expands insurance coverage to some of those previously uninsured. The ACA also includes provisions that may affect the size, composition, and geographic distribution of the physician population by supporting changes to physician training, compensation, and practice. Specifically, provisions targeting the number of physicians trained and their productivity may affect the size of the physician population. The composition of the physician population may be altered by provisions targeting the supply of primary care providers or specialties in shortage. Provisions addressing the diversity of the physician workforce and those incentivizing practice in rural or other underserved areas may affect the geographic distribution of the physician population. Finally, the ACA includes provisions that provide for data collection and evaluation of the adequacy of the workforce in general, and federal workforce programs specifically. Whether and how these provisions will affect physician supply is not yet known because some of these provisions have not been implemented yet, are temporary, will not have immediate effects, or rely on discretionary funding.

This report examines each dimension of physician supply, separately discussing current (and, where appropriate, future) concerns and relevant changes included in the ACA that may affect each dimension. The report then discusses workforce planning activities included in the ACA that may affect all three dimensions of supply.









Physician Supply and the Affordable Care Act




Introduction

An adequate physician supply is important for the effective and efficient delivery of health care services and, therefore, for population health and the cost and quality of health care. Assessments of the adequacy of physician supply often focus on three dimensions of the physician population: its size; its composition (e.g., the distribution of primary care and specialty physicians); and its geographic distribution. Policies that aim to alter physician supply generally focus on both current and future supply along these three dimensions because physician training is a lengthy process; therefore, changes implemented to alter supply do not have immediate effects.1

Each of the three dimensions of physician supply is important for health care spending because physician clinical decisions affect approximately 90% of each health care dollar spent.2 The size of the physician population partially determines the volume of health services provided and therefore costs, as physicians provide health care services that generally cannot be provided by non-physicians.3 The composition may affect spending because, as some researchers have found, areas with more specialists have higher health care spending.4 Similarly, the geographic distribution of the physician population can affect spending since in areas with too few physicians, there may be higher utilization of potentially costly emergency room services because more appropriate physician services are unavailable. In contrast, in areas with more physicians, individuals may receive unnecessary services, which can increase health care spending.5

The three dimensions of physician supply are also important for population health. Too few physicians—overall or in specific geographic areas—may result in delayed or foregone care that can worsen health conditions or lead to premature death because adequate and timely services were not obtained. Too many physicians can mean that additional health services are provided, which may increase the risk of adverse events or medical errors.6 The composition of the physician population also affects population health. A number of studies have found that areas with more primary care physicians have better health outcomes, including, for example, all-cause mortality, life expectancy, and self-rated health.7

The federal government supports physician services and training, which may make the adequacy of the current and future physician supply of interest to Congress. Specifically, the federal government pays for physician services, primarily through the Medicare and Medicaid programs. The federal government also supports physician training through a number of programs in various departments and agencies.8

On March 23, 2010, President Obama signed the Patient Protection and Affordable Care Act (ACA, P.L. 111-148, as amended), which may affect the demand for physician services; therefore, the new law may increase congressional interest in physician supply.9 The ACA may expand the demand for physician services by expanding insurance coverage to those previously uninsured and by expanding Medicaid eligibility to individuals who were previously ineligible.10 The ACA may specifically increase the demand for primary care physicians through increased coverage of preventive services by Medicare, Medicaid, and private insurance. The ACA also (1) authorizes increased funding or program changes for a number of programs that support physician training, (2) includes provisions to increase support for primary care,; and (3) appropriates funds to expand programs that encourage physicians to practice in certain geographic areas.11

This report examines each dimension of physician supply, separately discussing current (and, where appropriate, future) concerns and changes included in the ACA that may affect each dimension. The report then discusses workforce planning activities included in the ACA that may affect all of these dimensions of supply. The Appendix presents relevant ACA provisions, summarizes them, and indicates which of the dimensions of physician supply each may affect.

Size of the Physician Population

An appropriately sized physician population is necessary for an effective and efficient health care system. As noted above, too few physicians may mean delayed care, which can worsen health conditions and increase costs through greater hospital and emergency department use.12 Too many physicians can mean that individuals receive unnecessary health services, which may increase the risk of adverse events and increase costs.13

This section provides an overview of how the physician population is measured, considerations in determining its appropriate size, and debate around the appropriateness of its current and future size. It concludes with a discussion of the ACA's potential effect on the size of the physician population, including a discussion of provisions in the law that aim to increase the number of physicians or to improve physician productivity.

Measuring the Physician Population

The number of physicians in the United States may be measured in two ways: (1) absolute counts of practicing physicians and (2) ratios of physicians providing services to a specified population (e.g., per 10,000 or 100,000). For ratios, the population served may refer to the population receiving services at a given health care facility or the population residing in a specified geographic area.14 According to both of these measures, the physician population has increased since 1970. Specifically, according to the American Medical Association (AMA) Physician Masterfile, the major source of data on the physician population,15 there were 985,375 physicians in the United States in 2010.16 This represents a 195% increase from 1970 (see Table 1). The AMA also calculates physician-to-population ratios and found that this ratio increased by 98% from 1970 to 2010 (from 161 per 100,000 to 319 per 100,000).17 Despite the wide use of physician counts and physician-to-population ratios, some have criticized these measures because they do not take into account physicians' specialties or their geographic distribution, both of which may affect access to, and quality of, care.18



Table 1. Measuring the U.S. Physician Population, 1970 to 2010



Year







Total Physicians

Percent Change from Prior Decade

Physicians/100,000 Population

Percent Change from Prior Decade

1970

334,028

—

161

—

1980

469,679

41%

202

25%

1990

615,421

31%

244

21%

2000

813,770

32%

288

18%

2010

985,375

21%

319

11%

Total Change 1970 to 2010

195%

—

98%


Source: Adapted by CRS from Derek R. Smart, Physician Characteristics and Distribution in the US, 2012 Edition (American Medical Association, 2012).




Determining the Appropriate Size of the Physician Population








	Determinants of the Size of the Physician Population

Volume of Physician Services: Number of Physicians (e.g., number of medical schools and their class size, residency slots) x Productivity (e.g., hours worked, technology available, use of physician extenders)

Demand for Physician Services: A function of, for example, the age of the population, population health, insurance status, and patient preference.

Appropriate Size of Physician Population: Where Volume = Demand, the size of the physician population is appropriate.

Source: CRS Analysis of The Physician Workforce: Projections and Research into Current Issues Affecting Supply and Demand, U.S. Department of Health and Human Services, Health Resources and Services Administration, Bureau of Health Professions, December 2008.








When the volume of physician services available and the demand for physician services are equal, the size of the physician population is generally considered to be appropriate. Determining whether the size of the physician population is appropriate requires accurate measures of the number of physicians and the volume of services they provide, as well as demand for their services (see text box). The volume of physician services is based on the number of practicing physicians and their productivity. The number of physicians can be altered by changing the number of physicians trained, the number of physicians retiring, or both. Physician productivity is affected by factors such as the hours that physicians work, available technology, and the use of physician extenders.19 The demand for physician services is affected by the size, age, health, and insurance status of the population receiving services, among other factors.20 Policies that support the development of an appropriately sized physician population rely on measuring all of these components accurately, which can be challenging. In addition, as demand-side factors are often less amenable to policy intervention,21 many policies that aim to support the development of an appropriately sized physician population do so by targeting either the number of physicians or their productivity. The ACA includes provisions taking both of these approaches, and these are discussed later in the report.

Experts debate whether the size of the current physician population is appropriate; that is, whether the volume of services made available is equal to demand for those services (see text box for description of expert groups).22 The ACA and its potential to expand insurance coverage to a previously uninsured population adds to this debate. For example, the Association of American Medical Colleges (AAMC) and the U.S. Government Accountability Office (GAO) have both studied this issue. AAMC released a report in 2012 that compiled state workforce reports and found that 34 states documented current physician shortages or were anticipating future physician shortages.23 In another report, the AAMC estimated that partially as a result of the passage of the ACA there were 13,700 too few physicians in 2010.24 In contrast, in 2009, GAO25 examined the physician population serving Medicare beneficiaries and concluded that approximately 97% of beneficiaries had access to physician services and that between 2000 and 2008, the number of Medicare beneficiaries using physician services and the number of services per beneficiary increased.26 Some of the differences between AAMC and GAO estimates may result from differences in methodologies used to assess the adequacy of the physician population or because the GAO study focuses only on the Medicare population. Other experts have suggested that the current size  of the physician population is appropriate, and maintain that concerns about access to care result instead from the inefficient composition and geographic distribution of the physician population.27








	

Expert Groups That Evaluate Physician Supply

American Association of Medical Colleges (AAMC): Private, non-profit organization that represents U.S. accredited medical schools and some teaching hospitals. AAMC, through its Center for Workforce Studies, makes physician population projections and publishes studies that evaluate the physician workforce. See www.aamc.org.

Council on Graduate Medical Education (COGME): Federal executive branch advisory council that provides ongoing assessment of physician workforce trends and training. Group does not make physician population projections, but will evaluate existing projects and may make recommendations about federal policies affecting the physician workforce. See http://www.hrsa.gov/advisorycommittees/bhpradvisory/cogme/index.html.

Government Accountability Office (GAO): Federal legislative branch agency that evaluates federal programs including those that finance health care and support the physician workforce. Agency may make recommendations regarding the effectiveness of federal programs. Agency does not make physician population projections, but may evaluate existing projections. See www.gao.gov.

Health Resources and Services Administration (HRSA): Federal executive branch agency that administers health workforce programs including the National Center for Health Care Workforce Analysis that makes physician population projections and evaluates existing projections. See http://bhpr.hrsa.gov/healthworkforce/index.html.

Medicare Payment Advisory Commission (MedPAC): Federal legislative branch advisory commission that evaluates Medicare payment policy, including Medicare's financing of physician training. Agency does not make physician population projections, but may make recommendations about Medicare physician payment policy or Medicare's role in financing physician training. See www.medpac.gov.

National Health Care Workforce Advisory Commission: Federal executive branch advisory commission that evaluates and makes recommendations about the health care workforce. Commission uses data from the National Center for Health Care Workforce Analysis and evaluates health workforce programs across the federal government. See "ACA and Workforce Planning."








In general, over the past 30 years, concerns about the appropriateness of the size of the physician population have been cyclical. For example, in the 1980s and early 1990s, experts predicted that physician surpluses would emerge by 200028 based on the expectation that health reform would occur in 1993 and that the increased use of managed care organizations would restrict patients' access to physician services.29 Instead, when these conditions did not occur, concerns about physician shortages resulted based on the aging of the U.S. population, the aging of the physician workforce, and advances in medical technology that increased the demand for physician services.

Experts also debate whether, and to what extent, the size of the future physician population will be appropriate. The Health Resources and Services Administration (HRSA) and AAMC both predict future physician shortages. Specifically, in 2006, HRSA predicted that there will be between 55,000 and 150,000 too few physicians by 2020,30 while, in 2008, AAMC predicted that there will be nearly 124,400 too few physicians by 2025. 31 AAMC has since revised its estimates after the ACA to project a shortfall of 130,600 physicians in 2025.32 Others have speculated that the future supply of physicians may be adequate because of technological and practice changes that would create efficiencies and mean that fewer physicians would be needed. These changes include the increased use of electronic records, increased use of electronic communication between physicians and patients, and greater care coordination.33 As with differences in estimates of the appropriateness of the size of the current physician population, differences in estimates of the appropriateness of the size of the future physician population may result from the models' assumptions and limitations. These limitations include both models' assumption that, in the base year, supply is appropriate, an assumption which is debated. Both sets of projections also draw conclusions about the future demand for physician services based on assumptions about changes in medical technology, changes in physician productivity, and the aging population.34 Both HRSA and AAMC note that policy changes—such as the ACA—may affect the future demand for physician services, which may alter the direction or magnitude of their projections. However, predicting the timing, content, and effect of policy changes is difficult, which adds to the uncertainty of the projections.



ACA and the Size of the Physician Population

The ACA may affect both the demand for physician services as well as the volume of physician services available, and therefore may influence determinations of the appropriate size of the physician population. The ACA contains a number of provisions aimed at increasing access to insurance coverage, which could, in turn, increase the demand for physician services.35 HRSA notes that physician use varies by insurance status, with those who are insured using more services.36 This increase in demand for physician services would affect models assessing the appropriateness of the current and future size of the physician population (discussed above). As noted above, AAMC, among others, predict that the ACA will increase the need for physician services; therefore, it will require additional physicians to provide these services.37 For example, one study predicted that the ACA would require 8,000 more primary care physicians (discussed below) in 2025.38

As mentioned previously, the ACA also includes a number of provisions that aim to increase the volume of physician services available. In general, these provisions may achieve this goal by targeting (1) methods to increase the number of physicians trained or (2) methods to increase physician productivity by providing incentives to coordinate care or by increasing the number of non-physician providers trained.39 Coordinated care may increase the volume of physician services available by decreasing physicians' administrative duties and by increasing efficiencies in care delivery.40 Increasing the number of non-physician providers trained may increase the volume of physician services available because non-physician providers may substitute for, or augment, physician services.41


ACA Provisions Targeting the Number of Physicians Trained

The ACA includes three types of provisions that may increase the number of physicians trained, provisions that (1) modify federal Medicare payments for medical residency training, (2) authorize additional HRSA funding for medical residency training, and (3) authorize funding for additional medical residency training programs. The number of medical school graduates completing residency training determines the number of physicians because residency training is required to be a licensed physician able to practice independently.42 Therefore, because the federal government is the major source of residency funding, increased federal payments for medical residency training may increase the number of physicians.43 The Medicare program is the largest source of support for medical residency training, through Graduate Medical Education (GME) payments44 to teaching hospitals for residents training in accredited training programs.45 Medicare makes approximately $9.5 billion in payments to teaching hospitals annually, supporting about 90,000 residents and providing payments of more than $100,000 per resident in 2009.46  Medicaid, the Department of Veterans Affairs (VA), and HRSA also provide support or GME payments for medical residency training.47








	The Medicare GME "Cap"

The Balanced Budget Act of 1997 (P.L. 105-33) restricted the number of residency slots the Medicare program would subsidize. This restriction, also referred to as a "cap," is placed on each hospital that operates residency programs. Some believe that the cap limits the number of medical residents a hospital will train because hospitals at their cap must use non-Medicare sources of funding to support these residents. The evidence that it restricts the number of residents trained is mixed because the number of residency positions has grown since the cap was enacted; however, there is evidence that it slowed the growth of residency positions. There is stronger evidence that the cap affected the specialty composition of the physician population. Hospitals have generally created new positions at the fellowship level or positions in medical specialties because residents training in these fields are more likely to perform procedures that the hospitals can bill public or private insurance for performing. This may justify the hospital using its own revenue to support physician training.



Source: Edward Salsberg et al., "U.S. Residency Training Before and After the 1997 Balanced Budget Act," Journal of the American Medical Association, vol. 300, no. 10 (September 10, 2008), pp. 1174-1180.








Individual hospitals determine the types of training programs offered and receive Medicare payments based on the number of Medicare-approved residency training slots for residents in training and the size of the Medicare population the hospital serves. Medicare restricts the number of approved training slots (often called the Medicare GME Cap; see text box).Although the ACA does not remove this restriction,48 it does contain two provisions that may increase the number of residents trained by redistributing unused Medicare-funded residency training slots from hospitals not using them, or from hospitals that have closed, to hospitals seeking to train additional residents.49 Section 5503 of the ACA redistributes 65% of unused residency positions to hospitals that meet a number of criteria (e.g., are located in a state with a low resident-to-population ratio or a state that has a high proportion of its population living in Health Professional Shortage Areas [HPSAs]).50 As 75% of these redistributed residency positions must be used in primary care or general surgery, this section may also affect the composition of the physician population. Section 5506 requires the Secretary of HHS to develop a procedure to redistribute residency slots from closed hospitals.51

The ACA also includes provisions that may increase the number of non-Medicare-funded residents, specifically including residents funded by HRSA and through the ACA's Prevention and Public Health Fund (PPHF). Section 5508 provides grants to establish or expand primary care residency training in community-based settings (called teaching health centers) and appropriates GME payments for residents trained in these settings.52 In addition, Section 4002 establishes the PPHF to support investments in prevention and public health programs. This fund, which receives indefinite appropriations, received $750 million in FY2010, of which $167.3 million was used to fund an additional 889 primary care residents.53



ACA Provisions Targeting Physician Productivity

The ACA includes two types of provisions to increase physician productivity and thereby increase the volume of physician services available. The first type encourages care coordination, while the second type expands the non-physician provider workforce that may augment or substitute for physician services.

The ACA's care coordination provisions encourage health care providers to join accountable care organizations54 or to establish or expand medical homes, among other things. Medical homes, which provide integrated care to eligible patients, aim to better manage patients' chronic conditions by coordinating care across primary care physicians, specialists, and non-physician providers. The ACA includes many provisions to encourage care coordination including, among others:


	Section 3502 establishes a grant program to support care coordination through medical homes;55

	Section 2703 establishes a Medicaid option for states to permit Medicaid beneficiaries with chronic conditions to designate a medical home;56

	Section 3021 establishes a Center for Innovation within CMS to test a number of innovative physician payment approaches including the medical home;57

	Section 3022 establishes the Medicare Shared Savings Program to pilot Accountable Care Organizations (ACOs) in the Medicare program;58

	Section 3023 creates a pilot program in Medicare to provide payment incentives—through payment bundling or other methods—for coordinated care for hospitalized Medicare beneficiaries; and

	Section 3024 requires a demonstration program, within Medicare, to test payment incentives and service delivery models that use home-based primary care teams designed to reduce costs and improve health outcomes for Medicare beneficiaries.



As noted above, the ACA also includes provisions to increase the number of non-physician providers trained59 whose services may substitute for, or augment, physician services, thereby increasing the volume of physician services.60 For example, Section 5301, in addition to providing support for primary care physician training, provides support for physician assistant training.61 Other examples include Section 5509, which establishes a new program to support the clinical training of advanced practice nurses, and Section 10501(e), which authorizes a new program to support Family Nurse Practitioner training.




Composition of the Physician Population

The composition of the physician population is an important determinant of access to care and health care costs. There are two main concerns about the composition of the physician population: (1) that the distribution of primary care and specialty physicians has resulted in primary care shortages and an oversupply of specialty physicians, and (2) that, despite excess specialists overall, there are shortages in certain specialties. In 2010, the physician population consisted of more than two-thirds specialists and less than one-third primary care physicians.62 Some experts suggest this composition is not optimal, a suggestion that is generally consistent with research that examines the effects of the composition of the physician population on health.

Research suggests that primary care is correlated with improved health outcomes and decreased costs. For example, researchers have found that each additional primary care physician lowers the risk of death and that patients who have a regular primary care physician have lower overall health care costs.63 Similarly, in more targeted studies of the Medicare population, the supply of primary care physicians was found to correlate with reduced mortality (although associations with other health outcomes were weaker).64 Internationally, those countries with more primary care physicians have better overall population health as measured by indicators such as infant mortality, child health, and all-cause mortality.65

In contrast, research on the effects of more specialists on health outcomes is less clear. For example, a meta-analysis comparing specialty to primary care found that while some studies concluded that specialists provide better care for certain diseases, others found no differences or better outcomes from primary care physicians.66 Other studies have found that specialty supply has little effect on infant mortality or on all-cause mortality.67 Researchers have suggested that the current distribution of specialists and primary care physicians may be linked with a number of adverse health outcomes, including higher mortality rates in areas with more specialists.68

With respect to shortages in certain specialties, several have been documented (e.g., in cardiology, dermatology, emergency medicine, and neurology), often by studies conducted by specialty professional associations. These associations may have an interest in publicizing shortages and minimizing oversupply;69 therefore, determining which specialties are in shortage based only on these studies may be challenging. However, some specialties, such as general surgery, geriatrics,70 the pediatric subspecialties,71 and psychiatry,72 have more widely acknowledged shortages73 and have targeted federal programs to address these shortages.74

This section discusses primary care supply, as well as factors deterring entry into primary care practice. It then summarizes ACA provisions that aim to address these factors through a number of mechanisms. It concludes with an overview of ACA provisions targeting shortages in specialty areas.


Primary Care Supply and Factors Influencing Primary Care Supply75

As noted previously, the U.S. physician population presently is approximately one-third primary care physicians (see text box for a discussion of primary care definitions)76 and two-thirds specialists, a distribution that experts suggest is not optimal. In 2010, the most recent year for which data on the physician population are available, there were 304,687 primary care physicians (31% of all physicians)77 practicing in the United States, which HRSA has estimated is approximately 7,000 too few primary care physicians.78 The Council on Graduate Medical Education (COGME) recommends that the percentage of U.S. primary care physicians be raised "to at least 40 percent."79 This rate would be more comparable to that of other industrialized nations such as Australia, Canada, and France, which have closer to a 50-50 split between primary care and specialty physicians.80 COGME also recommends changing the composition to help avert predicted future primary care shortages.81 Experts also suggest that the ACA's focus on care coordination and preventive care will require additional primary physicians, which may worsen primary care shortages after the ACA is fully implemented. For example, one study suggests that the ACA's insurance expansions would increase primary care shortages by an estimated 8,000 primary care physicians in 2025. This would be in addition to 43,000 more primary care physicians who are needed to care for a larger and older population.82 In contrast, another study suggests that there may not be future primary care shortages. 83 Their analysis suggests that this shortage will not occur because the ACA encourages delivery system reforms to coordinate care; 84 and there may be increased use of non-physician providers and of electronic health records, which would lessen the needs for additional primary care physicians.85








	What Is Primary Care?


	GAO and COGME define primary care as family medicine, internal medicine, and pediatrics.

	HRSA uses different definitions of primary care. For the National Health Service Corps (NHSC)—the loan and scholarship program that places providers in shortage areas—it defines primary care as family medicine; general internal medicine; general pediatrics; geriatrics; obstetrics and gynecology; and psychiatry. However, for the primary care loan program, it defines primary care as family medicine; internal medicine; osteopathic general practice; pediatrics; combined medicine/pediatrics; and preventive medicine.

	CMS, for GME funds, and MedPAC define primary care as family medicine, geriatrics, internal medicine, obstetrics and gynecology, and pediatrics.



Sources:

GAO: U.S. Government Accountability Office, Primary Care Professionals: Recent Supply Trends, Projections, and Valuation of Services, 08-472T, February 12, 2008.

COGME: COGME 20th Report.

HRSA: NHSC definition at http://nhsc.hrsa.gov/loanrepayment/pdf/2011nhsclrpguidance.pdf, and primary care loans definition at http://www.hrsa.gov/loanscholarships/loans/primarycare.html.

CMS: Section 1886(h) of the Social Security Act.

MedPAC: 2009 MedPAC Report.








Altering the composition of primary care physicians and specialists would require an increase in the number of primary care physicians. Experts have identified three main barriers to primary care entry and practice:


	The majority of medical school and residency training occurs in hospital settings, where there are fewer primary care role models and a greater orientation toward specialty care. Role models and exposure are important factors in specialty choice;86 therefore, hospital-based training may influence medical students toward specialties. Prior research has found that medical students exposed to federal programs that promote primary care, such as those authorized by PHSA Title VII, during their training are more likely to enter primary care.87

	There are large and growing salary differences between primary care physicians and specialists. The average salary for a primary care physician was $193,000 in 2009, while the average specialist salary was $302,000.88

	Primary care physicians often have uncompensated care coordination duties and other administrative burdens that specialty physicians do not have. For example, in managed care, primary care physicians serve as gatekeepers determining access to specialists. Studies have also found that these responsibilities distract primary care physicians from providing patient care89 and deter students from entering primary care specialties.90



In general, policy options included in the ACA that aim to alter the composition of primary care and specialty physicians seek to do so by increasing primary care supply through mitigation of one or more of these three barriers.



ACA and the Composition of the Physician Population

A number of provisions in the ACA may influence the composition of the physician population, and specifically primary care supply, by (1) authorizing programs that may increase exposure to primary care content in physician training, (2) requiring increased Medicare and Medicaid payments for primary care providers, and (3) providing incentives to coordinate care. In general, these provisions aim to remove or lessen some of the factors noted above that deter physicians from entering and practicing primary care.91 In addition, the ACA includes provisions that provide support for training of specialists identified as being in shortage. This part summarizes these provisions.


ACA Provisions Targeting Primary Care Supply


Primary Care Content in Physician Training

The ACA targets primary care content in physician training through changes to (1) PHSA Title VII programs that support physician training in primary care and (2) the Medicare GME program.

ACA Section 5301 reauthorizes PHSA Section 747, "Primary Care Training and Enhancement," which provides grants or contracts to support medical students, residents, and faculty in primary care.92 The ACA amends this program to increase support for primary care training programs; to provide traineeships to students, residents, and faculty; and to support the development of innovative academic units in primary care.93 Under this program's authority, HHS, through the PPHF, is supporting additional primary care resident training beginning in July of 2011 for five years (see "ACA Provisions Targeting the Number of Physicians Trained").

In addition, the ACA authorizes a new program that may encourage physician training in community-based settings. Section 5508(a) authorizes grants to support the development or expansion of teaching health centers—community-based, ambulatory, patient care centers that operate a primary care residency program.94 Section 5508(b) permits National Health Service Corps (NHSC) providers,95 who often fulfill their service commitment in teaching health centers, to count teaching time toward their NHSC service requirement. Section 5508(c) appropriates GME payments for teaching health centers, which are in addition to GME payments received from other sources (e.g., Medicare or the Children's Hospital GME program). Although HRSA did not provide funding to operate teaching health centers in FY2011, FY2012, or the first six months of FY2013, it awarded GME funds to teaching health centers in FY2011 and FY2012, and intends to award funds in FY2013.96

The ACA also makes a number of changes to Medicare GME payments that may encourage primary care training. Section 5503 of the ACA redistributes 65% of unused residency positions to hospitals that meet a number of criteria and requires that 75% of these redistributed residency positions be used in primary care or general surgery. It further requires that hospitals receiving additional positions maintain their pre-redistribution level of primary care residents. The ACA requires changes to how the Medicare program counts time spent by residents in non-hospital (i.e., community-based) settings to increase payment for time spent in these settings, which may remove a barrier experts have identified as reducing primary care exposure in training.97 Section 5504 amends Medicare GME payment rules to count resident time spent in non-hospital settings for direct and indirect GME payments, provided that the hospital incurs most of the costs of the residents' stipends and other benefits while in the non-hospital setting. Section 5505 permits hospitals to count resident time spent at conferences and seminars in non-hospital settings for GME payments.



Primary Care Physician Payment

As noted above, primary care physicians, on average, earn less than specialty physicians, and these pay differentials may discourage entry into primary care practice. The ACA contains two provisions that require increased payments for certain primary care physicians providing specific primary care services to Medicare and Medicaid beneficiaries. Section 5501 establishes a new Medicare 10% bonus payment for physicians who meet specific requirements and provide certain primary care and general surgery services.98 These new payments were effective January 1, 2011, and will remain in effect for five years. Section 1202 of HCERA requires increased Medicaid payments to primary care physicians in 2013 and 2014, to the generally higher Medicare payment rate.99



Care Coordination by Primary Care Physicians

As discussed above (see "ACA Provisions Targeting Physician Productivity"), the ACA includes a number of provisions to encourage care coordination, for example, through medical homes. Relevant the ACA provisions include Sections 3502, 2703, 3021, 3023, and 3024 and have been summarized previously (see "ACA Provisions Targeting Physician Productivity"). ACA Section 5405 may also facilitate care coordination by authorizing a new grant program to educate and support primary care providers about care coordination, chronic disease management, and preventive medicine. In addition, Section 3503 authorizes a new program to establish medication management programs that involve a multidisciplinary group of providers (including physicians) in order to improve the treatment of chronic disease and to reduce costs.




ACA Provisions Targeting Shortages in Specialties

The ACA includes a number of provisions to increase the number of physicians practicing in specialties that have identified shortages. ACA Section 5203 authorizes loan repayments for pediatric medical, surgical, and mental health subspecialists (including psychiatrists) in return for providing care in a medically underserved or health professional shortage area (HPSA).100 As noted previously, pediatric subspecialists are a group of specialists generally considered to be in shortage.101 The ACA includes two provisions that may encourage training and practice in general surgery—a specialty in shortage because an increasing number of medical residents training in general surgery are pursuing subspecialty training in a surgical subspecialty.102 Section 5501 establishes a new 10% Medicare bonus payment for general surgeons who perform certain surgeries in a HPSA.103 Section 5503, discussed above, redistributes 65% of unused Medicare residency positions to hospitals that meet certain criteria, and requires that 75% of the redistributed residency positions be used in primary care or general surgery.104 The ACA also includes provisions that authorize training in geriatrics and behavioral health, two areas where experts agree there are shortages.105 Section 5305 authorizes grants to increase physician training in geriatrics, including grants for fellowship training, training in chronic care management, and short-term training in geriatric-related topics. Section 5306 authorizes grants for programs to increase the mental and behavioral health workforce, including psychiatrists. Grants may be used to support internship and residency training in child and adolescent psychiatry or behavioral pediatrics.





Geographic Distribution of the Physician Population

The geographic distribution of physicians is an important determinant of health care access, quality, and cost. Physicians are distributed differently across the United States; specifically, researchers have found large regional variations in physician supply, with some areas having a 50% surplus of physicians and others having a 10% deficit.106 Experts suggest that both over- and undersupply may be problematic. In high-supply areas, the population may receive unnecessary and excess care,107 whereas in low-supply areas, the population may receive little or no care because of long wait times or long travel distance to providers.108 Rural areas, in particular, experience physician shortages; however, some urban areas, specifically areas with economically disadvantaged populations, may have shortages as well.109

This section discusses physician shortages in specific geographic areas. It begins with a discussion of Health Professional Shortages Areas (HPSAs) and Medically Underserved Populations/Areas (MUA/Ps). The federal government uses these designations to determine areas and populations that have heath professional shortages (including physician shortages). Designated areas are eligible for a number of programs—some of which were amended or created by the ACA—that aim to increase the number of health professionals in a specific geographic area. Given the use of HPSA and MUA/Ps for guiding federal policies that seek to lessen geographic shortages of health professionals, it is necessary to understand this designation when discussing the geographic distribution of the physician population. The section also discusses some reasons why geographic areas may have physician shortages, and the ACA provisions that may affect the geographic distribution of the physician population. Although areas with an excess of physicians are of concern, federal policies tend to focus on increasing access in shortage areas, and in rural areas in particular.


Health Professional Shortage Areas and Medically Underserved Areas/Populations

The federal government designates some areas as HPSAs or areas or populations as medically underserved (MUAs/MUPs) because these areas/populations have physician or other health provider shortages. These designations make an area eligible for federal programs that may lessen these shortages. This section discusses the definition of HPSAs and MUP/As and some of the federal programs for which these areas are eligible.

HPSAs are areas with provider shortages in primary medical care, dental, or mental health, and may be located in urban or rural areas. Specific population groups (e.g., populations with unusually high needs for health services, as indicated by measures such as the poverty rate and the infant mortality rate) and specific facilities (e.g., a community health center, or a facility operated by the Indian Health Service) may also be designated as HPSAs.110 The HPSA designation is considered to be the most restrictive designation of physician undersupply;111 specifically, an area may be designated a primary care HPSA if it has a full-time equivalent primary care physician ratio of at least 3,500 patients for each primary care physician or has a ratio of between 3,500 to 3,000 patients for each primary care physician and has a population with high health care needs. Given this restrictive definition, it is possible that areas, populations, or facilities may have physician shortages without being designated a HPSA. The federal government also designates areas and populations as being MUAs or MUPs. This designation takes into account both the services available in a given area and population characteristics, such as the economic, linguistic, and cultural barriers a population may face.

Policies that aim to change the geographic distribution of the physician population often do so by trying to reduce the number of HPSAs or MUA/Ps. As the number of primary care physicians is one of the criteria used to designate HPSAs and MUA/Ps, one way to reduce their number is to increase primary care supply.112 In addition, the majority of physicians in underserved areas (and, in particular, in rural areas) are family medicine physicians who provide primary care to individuals of all ages. However, there are documented family medicine shortages,113 and fewer medical school graduates are choosing to enter this field.114 Given the relationship between the HPSA/MUA/P definition and primary care, policies and programs that encourage primary care, and in particular, family medicine, may be of greater benefit to areas with few physicians.

Areas designated as HPSAs are eligible for a number of federal programs that seek to bring providers to shortage areas and lessen the costs associated with providing medical care in a shortage area. For example, HPSAs are eligible for NHSC providers. The NHSC provides scholarships and loan repayments to health professionals (including physicians) in return for service in a HPSA for a specific period of time.115 Physicians in HPSAs are also eligible for Medicare bonus payments,116 and certain facilities in MUAs may be designated as federally qualified health centers (FQHCs) that are eligible for higher Medicare and Medicaid reimbursements.117 Areas and populations designated as MUA/Ps may be eligible for, or given preference in, certain federal programs, such as health workforce programs authorized by Title VII of the PHSA.118



Why Geographic Shortages May Exist

Physician shortages in certain geographic areas may result from aspects of physician training. As discussed above, aspects of physician training may also influence specialty choice. This section discusses how the content of physician training may influence where physicians choose to practice. Specifically, the majority of medical training occurs in teaching hospitals, which are usually located in urban areas. The location of training may thereby influence the geographic distribution of physicians because students generally practice near their training site.119  There is also evidence that student and resident educational experiences ultimately influence individuals' career choices;120  therefore, training concentrated in teaching hospitals may discourage practicing in non-hospital settings. Researchers have found that medical residents who spend part of their training in community health centers—a type of FQHC—are more likely to practice in these settings after completing their residency.121

Some researchers have also suggested that medical students' racial and ethnic and geographic (i.e., rural, urban, or suburban) origin may influence where these students choose to practice after residency.122 These researchers have suggested that medical students from underrepresented groups and those from rural areas are more likely to provide care to the medically underserved. They recommend that medical schools consider these characteristics in their admission policies and that educational programs be developed to recruit and retain students more likely to provide care to the underserved.123

Recent research has found that medical students are increasingly considering lifestyle factors, such as the amount of on-call time, when choosing where (and which specialty) to practice.124 Physicians practicing in shortage areas may face lifestyle challenges not present in areas with more physicians. For example, physicians in shortage areas may be more isolated (either geographically or from colleagues to collaborate with), may care for a large population, and may feel the strain of always having to be available for emergencies (i.e., may have more on-call time). These lifestyle considerations make practicing in a shortage area less attractive to newer physicians, thereby contributing to the geographic maldistribution of the physician population.



ACA and the Geographic Distribution of the Physician Population

The ACA includes provisions that may expand the number of NHSC providers available to serve in shortage areas, increase the diversity of the physician workforce, and increase physician training in shortage areas. It also includes provisions to revise the criteria used to designate HPSAs and MUPs, which may affect the geographic distribution of providers by changing the areas eligible for incentives such as the NHSC.


ACA Provisions Targeting the NHSC125

The ACA authorizes program changes to the NHSC that may encourage NHSC providers to serve as faculty at teaching health centers, increase loan repayment amounts, and increase provider flexibility. As previously discussed, Section 10501(n) permits NHSC clinicians to count teaching time as part of their NHSC service requirement, increases loan repayment amounts, and permits NHSC clinicians to work-part time in exchange for an extended service requirement. Teaching time at NHSC sites may be important for teaching health centers (see "ACA Provisions Targeting the Number of Physicians Trained") because many teaching health centers rely on NHSC clinicians who might be reluctant to participate in resident training if this time did not count toward their NHSC service requirement. Part-time service may make NHSC participation more attractive to younger providers who are interested in achieving work-life balance, which may help recruit or retain NHSC providers.126 The ACA also increases amounts authorized for appropriation for the NHSC. Specifically, Section 5207 authorizes increased discretionary appropriations for the NHSC. In addition, Section 10503 requires that $1.5 billion be transferred—between FY2011 and FY2015—from the Community Health Center Fund (created in this section of the ACA) to support the NHSC. These transferred funds were initially required to be used to increase program funding above the FY2008 appropriation level; however, this requirement was removed for FY2011 in P.L. 112-10.127 Although funding in FY2011 and FY2012 was above the FY2008 appropriation, the Community Health Center Fund was used to replace discretionary appropriations to the NHSC, which were reduced in FY2011 and eliminated in FY2012.128 Although FY2013 appropriations have not been finalized, under the six-month Continuing Resolution, no discretionary funds were appropriated to the NHSC.129



ACA Provisions Targeting the Diversity of the Physician Workforce

The ACA includes provisions that authorize programs that aim to increase the diversity of the physician workforce. Prior research has found that the current physician population is less diverse than the U.S. population. In addition, research has found that individuals from racial and ethnic minorities are more likely to practice in underserved areas.130 Consequently, the federal government supports programs to increase the racial and ethnic diversity of medical students and faculty.

Section 5401 reauthorizes the Centers of Excellence program funded in Section 736 of the PHSA. The program supports activities related to increasing the diversity of the health professions workforce, including efforts that encourage underrepresented minorities to enter health professional education and programs to assist these individuals during their studies. Section 5402 authorizes increased appropriations for scholarship, loan repayment, and fellowship programs that provide funding to students and faculty from disadvantaged backgrounds to pursue health professions education.



ACA Provisions Targeting Rural Practice

The ACA includes provisions to encourage training in rural areas specifically, and in HPSAs or MUAs in general. The law also authorizes a new program to recruit medical students from rural areas and to provide training in rural settings in order to encourage rural practice. Prior research has found that medical students who have participated in similar programs are more likely to practice in rural areas after completing their training.131

The ACA authorizes programs that may connect physicians in HPSAs and MUAs, which may reduce isolation and increase contact with colleagues. As isolation and lack of colleagues are commonly cited barriers to practice in underserved and shortage areas, programs to reduce these barriers may affect the geographic distribution of physicians. Section 5403 amends the Area Health Education Center (AHEC) program. These centers aim to address workforce shortages by supporting physician recruitment and retention from medically underserved populations and those from rural and medically underserved areas. AHECs sponsor programs for students, faculty, and providers, including programs for medical students and medical residents. The ACA authorized an expansion of the AHEC program to include new grants to medical and nursing schools to develop these programs. The ACA also authorized increased appropriations for the AHEC program and noted that it is the sense of Congress that every state have an AHEC. In addition, Section 5403 authorizes new grants to provide continuing educational support to health providers in underserved communities. Such efforts may involve distance learning, conferences, and telehealth.

The content and location of training are important determinants of where physicians ultimately practice. Programs that encourage rural and community-based training may influence the geographic distribution of the physician population; therefore, the ACA includes a new program that trains students who are likely to practice in rural settings.132 Section 10501(l) authorizes a new program to award grants to medical schools to recruit and provide focused training and experiences to students likely to practice medicine in underserved rural communities. The program aims to recruit students most likely to enter into rural practice133 and includes rural-focused training experiences while in medical school. The ACA also authorizes teaching health centers, which may increase medical residency training in underserved areas (see "ACA Provisions Targeting the Number of Physicians Trained").



ACA Provisions Amending HPSA and MUP Designation Criteria

The ACA requires that the criteria used to designate HPSAs and MUPs be updated in response to concerns that these criteria were outdated and that some areas designated as HPSAs may no longer have shortages.134 Section 5602 requires the HHS Secretary to establish new methodology for designating MUPs and HPSAs and to publish a final rule by July 1, 2011.135 Although HHS has been working since 1998 to develop new methodology, it has not been implemented.136





ACA and Workforce Planning

Some experts have argued that lack of workforce planning has contributed to current physician supply concerns and that federal programs supporting the physician workforce are not coordinated.137 GAO has also noted that lack of data hamper efforts to evaluate programs funded under PHSA Title VII.138 Such data may be necessary for comprehensive workforce planning. Concerns about lack of planning and coordination and lack of data to evaluate programs existed prior to the ACA, but the ACA may exacerbate these concerns because it expands federal support for the health care workforce. The ACA includes provisions to increase workforce planning and collect data needed to support these efforts.

The ACA includes provisions that may increase workforce planning at the federal and state levels. Section 5101 establishes the National Health Workforce Commission to evaluate and make recommendations about the health care workforce (including physicians). The commission was appointed by GAO in September of 2010 and is required to review health care workforce supply and demand and make recommendations on national priorities and policies. Commission members are required to make reports to Congress and to review reports from the state workforce development planning grants and from the National Center for Health Workforce Analysis (see below).139 Section 5102 authorizes grants for states to undertake health care workforce development.140

The ACA also requires additional data collection on health workforce programs and establishes a federal center to undertake health workforce analysis to support the new commission. Section 5103 requires HHS to establish a National Center for Health Care Workforce Analysis141 and to establish State and Regional Centers for Health Workforce Analysis. Section 5103 also requires longitudinal evaluations of individuals who have received support (education, training, or financial assistance) from grants awarded under PHSA Title VII. The section authorizes increased grant amounts for this purpose and requires PHSA Title VII advisory groups to develop performance measures and guidelines for longitudinal evaluations for the programs they advise.



Concluding Observations

The current and future physician supply may be inadequate. Some experts suggest that there are too few physicians overall, too few primary care physicians specifically, and that physicians are inadequately distributed throughout the United States. The ACA may intensify some of these concerns; specifically, although the ACA includes a number of provisions that aim to alter physician supply, it is not yet known whether and how these provisions will affect physician supply. Many of the programs established by the ACA have not yet been implemented, and others may not have immediate effects. In addition, some the ACA programs are temporary, and many rely on discretionary funding.142




Appendix. ACA Provisions That May Affect Physician Supply



Table A-1. Physician Supply and the ACA













	ACA Section Number

	ACA Section Description

	Section May Affect the Size of the Physician Population

	Section May Affect the Composition of the Physician Population

	Section May Affect the Geographic Distribution of the Physician Population




	




	2703







	Section permits state Medicaid programs to offer the option for Medicaid beneficiaries with chronic conditions to designate a medical home.

	




	√







	




	√







	 





	




	3021







	Section establishes a Center for Medicare and Medicaid Innovation within the Centers for Medicare & Medicaid Services (CMS) to test innovative physician payment approaches including the medical home.

	




	√







	




	√







	 





	




	3022







	Section establishes the Medicare Shared Savings Program to pilot Accountable Care Organizations in the Medicare program.

	




	√







	




	√







	 





	




	3023







	Section creates a pilot program in Medicare to provide payment incentives—through payment bundling or other methods—for coordinated care for hospitalized Medicare beneficiaries.

	




	√







	




	√







	 





	




	3024







	Section requires a demonstration program, within Medicare, to test payment incentives and service delivery models that use home-based primary care teams designed to reduce costs and improve health outcomes for Medicare beneficiaries.

	




	√







	




	√







	 





	




	3502







	Section requires the Secretary of the Department of Health and Human Services (HHS) to provide grants or contracts to establish care coordination through medical homes for Medicare beneficiaries.

	




	√







	




	√







	 





	




	3503







	Section authorizes grants for medication management programs that involve a multidisciplinary group of providers (including physicians) in order to improve the treatment of chronic disease and reduce costs.

	 


	




	√







	 





	




	5101







	Section establishes the National Health Workforce Commission to evaluate and make recommendations about the health care workforce (including physicians).

	




	√







	




	√







	




	√










	




	5102







	Section authorizes grants for states to undertake health care workforce development.

	




	√







	




	√







	




	√










	




	5103







	Section requires HHS to establish the National Center for Health Care Workforce Analysis and to establish State and Regional Centers for Health Workforce Analysis. The section also requires longitudinal evaluations of individuals who have received support (education, training, or financial assistance) from grants awarded under the authority of Title VII of the Public Health Service Act (PHSA).

	




	√







	




	√







	




	√










	




	5203







	Section authorizes loan repayments for pediatric medical subspecialists and pediatric mental health subspecialists who provide care to a medically underserved or health professional shortage area (HPSA).

	 


	




	√







	




	√










	




	5207







	Section permanently authorizes the National Health Service Corps (NHSC) program and authorizes discretionary appropriations for the program.

	 


	 


	




	√










	




	5301







	Section authorizes the HHS Secretary to make grants to support primary care training including primary care residency training and programs to increase primary care content in medical school and residency training. Section also authorizes programs to support physician assistant training.a

	




	√







	




	√







	 





	




	5305







	Section authorizes grants or contracts for geriatric workforce development including support for fellowship training in geriatrics and support for training in chronic care management. Section also authorizes support for short-term training programs in geriatrics.

	 


	




	√







	 





	




	5306







	Section authorizes grants for internship and residency training programs in child and adolescent psychiatry and behavioral pediatrics that are establishing or expanding internships or other field placements.

	 


	




	√







	 





	




	5401







	Section authorizes the Center of Excellence programs that provide grants to support activities related to increasing the diversity of the health professions workforce, including efforts that encourage underrepresented minorities to enter health professional education and programs to assist these individuals during their studies.

	 


	 


	




	√










	




	5402







	Section authorizes increased appropriations for scholarship, loan repayment, and fellowship programs that provide funding to students and faculty from disadvantaged backgrounds to pursue health professions education.

	 


	 


	




	√










	




	5403







	Section amends the Area Health Education Program (AHEC) to authorize new grants to medical and nursing schools to develop new AHECs. AHECs aim to address workforce shortages by supporting physician recruitment and retention in rural and medically underserved areas. Section also authorizes grants to provide continuing education programs to support health providers in underserved communities.

	 


	 


	√




	




	5405







	Section authorizes a new grant program to educate and support primary care providers about care coordination, chronic disease management, and preventive medicine.

	 


	√

	 





	




	5501







	Section requires the Medicare program to increase payments to primary care physicians that provide certain primary care procedures by 10%. The section also requires that the Medicare program provide a 10% bonus payment to general surgeons that perform certain surgeries in a HPSA. Both payment increases are effective between January 1, 2011 and January 1, 2016.

	 


	√

	√




	




	5503







	Section requires CMS to redistribute 65% of unused Medicare-funded residency positions to hospitals that meet a number of criteria (e.g., are located in a state with a low resident-to-population ratio or a state that has a high proportions of its populations living in a HPSA). The section further requires that 75% of these redistributed residency positions be filled by residents training in primary care or general surgery,

	√

	√

	√




	




	5504







	Section requires that CMS count resident time spent in community based settings for purpose of Medicare Graduate Medical Education (GME) payments.

	√

	√

	 





	




	5505







	Section requires that CMS permit hospital to count resident training time spent in conferences and seminars while in community-based settings for Medicare GME payments.

	√

	√

	 





	




	5506







	Section requires the Secretary of HHS to develop a procedure to redistribute residency slots from closed hospitals.b

	√

	√

	√




	




	5508







	Section authorizes grants to establish or expand primary care residency training in community-based settings—such as federally qualified health centers (FQHCs)—called teaching health centers. Section also appropriates GME payments for residents trained in these settings.

	√

	√

	√




	




	5509







	Section requires the HHS Secretary to establish a Medicare-funded graduate nurse education demonstration project to provide clinical training of advance practice nurses.

	√

	 


	 





	




	5602







	Section requires the HHS Secretary to establish new methodology for designating medically underserved populations (MUPs) and HPSAs.

	 


	 


	√




	10501(e)

	Section requires the HHS Secretary to establish a demonstration program to train family nurse practitioners to serve as primary care providers at outpatient facilities such as FQHCs.

	√

	√

	√




	1050l(l)

	Section authorizes grants to medical schools to recruit and provide focused training and experiences to students likely to practice medicine in underserved rural communities.

	 


	 


	√




	10501(n)

	Section permits NHSC providers to count teaching time in teaching health centers (see Sec. 5508 above) towards their NHSC service requirement. Section also increases annual loan repayment amounts and permits NHSC providers to work part-time in exchange for an extended service requirement.

	√

	√

	√




	10502

	Section creates the multi-billion dollar Community Health Center Fund and transfers $1.5 billion, to be appropriated from FY2011 to FY2015, to the NHSC.

	 


	 


	√




	1202c

	Section requires the Medicaid program to pay primary care physicians the generally higher Medicare payment rates for certain primary care services. This higher payment rate is effective 2013 and 2014.

	 


	√

	 








Source: CRS Analysis of the Patient Protection and Affordable Care Act (ACA, P.L. 111-148) as amended by the Health Care and Education Reconciliation Act (HCERA, P.L. 111-152). The two laws are collectively referred to in this table as "ACA."

Notes: The table only includes section summaries that relate to physician supply. More complete section summaries can be found in the series of CRS reports related to the ACA at http://www.crs.gov/Pages/subissue.aspx?cliid=3746&parentid=13. HHS has promulgated regulations to implement a number of provisions in the table; however, the table does not list all regulations. Rather, regulations are only noted in this table if these regulations affect the three dimensions of physician supply.

a. FY2010 funds appropriated by the Prevention and Public Health Fund (ACA Sec. 4002) were used to support additional primary care residency training and additional physician assistant training.

b. The regulations promulgated to implement this section, 75 C.F.R. § 72129, may redistribute residency positions from closed hospitals in ways that may affect the composition and geographic distribution of the physician population.

c. Section number refers to the HCERA.
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