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FIELD HEARING
THE PHYSICIAN SHORTAGE CRISIS IN RURAL
AMERICA: WHO WILL TREAT OUR PATIENTS

TUESDAY, FEBRUARY 20, 2007

U.S. SENATE,
COMMITTEE ON HEALTH, EDUCATION, LABOR, AND PENSIONS,
Anchorage, AK.

The committee met, pursuant to notice, at 9 a.m., at the Loussac
Public Library, 3600 Denali Street, Anchorage, Alaska, Hon. Lisa
Murkowski, presiding.

Present: Senator Murkowski.

OPENING STATEMENT OF SENATOR MURKOWSKI

Senator MURKOWSKI. We'll call to order the field hearing for the
Health, Education, Labor, and Pensions Committee.

I'd like to welcome you all here this morning to talk about an
issue that is of great concern to us here in this State, and truly
to Americans across the country, particularly in those more rural
areas.

Just a little bit of process here before we begin this morning. We
do have a set witness list of invited participants that we have
asked to address this issue. I do believe that you should have re-
ceived a copy of that when you signed in. I do understand this
morning that there are some individuals who would like the oppor-
tunity to give their perspective on physician access here in the
State of Alaska. While we had not anticipated that, I would wel-
come the opportunity to hear your comments. So, the revised
plan—if you will—this morning, is that we’ll have the opportunity
for individuals to make a short statement at the conclusion of the
panelists’ testimony.

If you chose not to provide your statement orally here today, we
would encourage you to submit your statements in writing. They
will be made part of the Health, Education, Labor, and Pensions
Committee record. So, that will be part of the committee’s delibera-
tion as we take the issue up back in Washington, DC.

So, whether you choose to submit your comment here this morn-
ing, or in writing—your choice—we’ll hold the record open on this
for a 2-week period, so if you would like to submit those comments,
you may do so in writing.

Maggie Elehwany, who is just walking off here, is my legislative
assistant on healthcare matters, and she would be the contact per-
son for those of you who might have any questions as to the proc-
ess.

o))
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As I've indicated, this is a HELP Committee Field Hearing, I do
believe it’s probably the first such hearing that we’ve ever had in
this State. I am the first of Alaska’s Senators to serve on this com-
mittee, a committee of very important jurisdiction to all of us. So,
to have the opportunity this morning, as Alaskans, to put our com-
ments on the record for my colleagues back in Washington to see
and understand our situation, I think is very important. And I am
most appreciative to the Chairman of the committee, Senator Ken-
nedy, and the Ranking Member, Senator Enzi, for allowing us to
have this, this morning.

Now, some have asked me, “Well, why are we even having this
field hearing up here? What’s going on up in Alaska?” And, I will
start off by reading just a few snips from some e-mails that I have
received from constituents, and this is just kind of random sam-
pling out of the correspondence files as they come in.

Over the past year, the volume of e-mails, faxes, letters saying,
“I can’t find a doctor to care for me. I cannot find—I cannot get an
appointment as a Medicare-eligible patient, what do I do?”

I've got one here from a constituent here in Anchorage, who says,

“My mother has returned to Alaska to retire near her grandchildren, and has
had difficulty in the extreme in getting a doctor who will take her, as she is

a Medicare patient. My mother has made in excess of 100 calls to physicians
in Anchorage.”

Another woman from Anchorage writes,

“During the past year, I've tried to find a doctor that accepts Medicare. I used
the Anchorage Yellow Pages and called over 100 doctors, only to be told that
they won’t accept any more Medicare patients. I'll tell you ahead of time, we’ll
be going to the hospital emergency rooms to receive even the basic medical care
for colds and flu and other basic needs that could have been treated by seeing
a doctor at their established practice. This doesn’t sound like good fiscal man-
agement.”

Another letter, one that was actually reprinted in the Anchorage
Daily News from a person here in Anchorage, says “My friend’s
telephoned more than 80 doctors recently, and no one was accept-
ing new Medicare patients.” Another constituent from Kenai
writes,

“My mom has Medicare, and she had to wait 5 months to be seen by a neu-

rologist, because she’d been put on a waiting list to be seen, due to the fact that
she was a Medicare patient.”

E-mail after e-mail, fax after fax, phone call after phone call, say-
ing, “What do we do? Whom do I go to? How long is the list? What
can we do?” And so, it’s comments like these from constituents all
ov(eizr the State that has precipitated the need for this hearing
today.

And I will tell you, we will focus here today on the Alaska situa-
tion, but we must also keep in mind that, as we face the challenges
here, in Alaska, Americans across the country in rural parts of the
Nation are facing similar concerns.

Patients cannot access healthcare because of the dangerously low
shortages of healthcare providers. In just 20 years, 20 percent of
the U.S. population will be 65 years, or older, and this will be a
larger percentage than in any time in our Nation’s history. And
just as this aging population places the highest demands on our
healthcare system, we've got some experts that are predicting a na-
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tional shortage of 200,000 physicians. If that becomes a reality, 84
million patients will be without a doctor’s care.

There’s already a dozen States—including Alaska, now—that re-
port physician shortages. And the shortages exist in radiology, car-
diology, neurology, just to name a few, but the greatest shortages
persistently have been in primary care. In fact, the shortage of pri-
mary care physicians in rural areas of the United States represents
one of the most intractable health policy problems of the past cen-
tury.

So, the question is, Where are the doctors going? What’s hap-
pening out there? And we’re losing our doctors through attrition—
one-third of physicians are 55 years or older, and are likely to re-
tire just as this baby boom generation moves into its time of great-
est medical need. Additionally, for the last quarter of a century,
medical schools have kept their student enrollments virtually flat,
so we're not seeing the medical students coming out.

But, we're also losing our doctors to frustration. Low Medicaid
and Medicare reimbursement rates, coupled with complex regula-
tions and paperwork, leave physicians aggravated and disappointed
with the practice of medicine.

We'll hear from one of our witnesses this morning that Med-
icaid—which covers nearly one in five Alaskans, and one in three
Alaskan children, once again, will receive cuts in Federal dollars if
the temporary formula is not extended or made permanent.

The recent Federal reductions in Alaska Medicare reimburse-
ment rates have been so severe, that our physicians report reim-
bursement rates are only about 40 percent of the actual cost of
treating patients. Losing money by seeing Medicare patients has
meant that many, many physicians have stopped accepting Medi-
care patients entirely. And, this was reflected in the frustration of
some of the e-mails that I read to you.

We hear the stories from seniors all over the State who call phy-
sician after physician, but they can’t find a doctor who’s willing to
accept them. And, if you are lucky enough to find a physician, it
often may take weeks or months to get an appointment. And, when
faced with that kind of a delay, patients essentially have one of two
options—they go to the emergency room, or they don’t go at all.

In rural America, patients have long gone without care. Despite
the fact that one-fifth of the U.S. population lives in rural America,
only 9 percent of our Nation’s physicians are practicing in these
areas. Over 50 million of these rural Americans live in areas that
have a shortage of physicians to meet basic needs.

Physician recruitment in rural America is a problem. High stu-
dent debt often forces many students away from rural practice, and
into urban-specialty medicine. In Alaska, we know that the defini-
tion of rural here is a little bit different than in the Lower 48. But,
our definition of rural, and how we deal with that, and you com-
pound that with the physician shortage crisis, and the situation is
just magnified.

Right now, Alaska has the sixth lowest ratio of physicians to pop-
ulation in the United States. Once you go outside the Anchorage
area, we're dead last. In other words, outside of Anchorage, the
physician to population ratio is the worst in the Nation.
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Now, while we don’t have a medical school here in this State, we
do have two successful programs that have helped train Alaskans
as physicians, or to help bring doctors to the State. This is the Uni-
versity of Washington Medical School program, known as WWAMI,
we also have the Alaska Family Physician Residency Program.

But, despite the success of these two great programs, we recog-
nize the inadequacies in that each of them are far too small to
meet the population’s needs. In fact, the State has clearly recog-
nized the crisis that we are facing, and last year the University of
Alaska, in conjunction with the State, established a task force.
We’ll hear some of the details from that task force presented to us
today, and we greatly appreciate that.

The challenge that we face, that our seniors face, and others face,
who don’t have access to a doctor—it’s an unacceptable situation.
We must help current physicians stay in the practice of medicine,
and we must vastly increase our healthcare workforce.

Senator Stevens and I have been working together to fight for
fair Medicaid and Medicare reimbursement rates for Alaskan pro-
viders. I've introduced the Rural Physician Relief Act; this is a bill
that provides tax incentives for physicians to practice in our most
rural and our frontier locations. I'm also going to be introducing a
bill when we get back to Washington after this President’s Day re-
cess, this will be the Physician Shortage Elimination Act, and what
this will essentially provide for is to double the funding for the Na-
tional Health Service Corporation.

It will equally allow rural and underserved residency programs
to expand, by removing barriers that prevent the programs from
developing rural training rotations, and will create programs that
target disadvantaged youth in rural and underserved areas. Essen-
tially, it will create a pipeline to careers in healthcare. And finally,
to bolster the cornerstone of rural healthcare, which is the commu-
nity health center, through grants, and by allowing them to expand
their residency programs.

There’s a great deal that we must do, but today, this is my op-
portunity to hear from you about the specifics on the ground here
in this State, and again, so that I can take that back to Wash-
ington to help explain to others why we need to act, and act quick-
ly, as we address access to healthcare here in this State.

And with that introduction, I would like to bring up on the first
panel, we have Karleen Jackson, who is the Commissioner of the
State Department of Health and Social Services. Commissioner
Jackson has been very instrumental, as we have worked on Medi-
care and Medicaid issues, and I appreciate you coming this morn-
ing, Commissioner, up from Juneau to provide the perspective.

And, with that, if you would like to proceed.

STATEMENT OF KARLEEN JACKSON, COMMISSIONER, STATE
DEPARTMENT OF HEALTH AND SOCIAL SERVICES, JUNEAU,
ALASKA

Ms. JACKSON. Thank you, Senator Murkowski. I'd also like to
thank the committee for allowing Alaska to host this important
field hearing to talk about healthcare access in rural America.

My written testimony provides references to several important
facts that are in the written materials, many of which are out on
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the table, that outline the issues that compound the rural
healthcare crisis in Alaska, as you so eloquently explained in your
introduction.

Some of the facts, for example, there are just over 670,000 people
living across more than 570 square miles in Alaska. One hundred
and fifty-two thousand people in 230 villages and communities—in-
cluding our capital city—only are able to access services outside
their area by air or water transportation, weather and conditions
permitting.

The annual cost of recruitment of healthcare workers in Alaska
was over $24 million in 2005-2006, with $15 million attributable
to rural facilities. Average cost per physician hired were over
$74,000, with rural costs per hire 44 percent higher than urban.

Healthcare costs in Alaska are 70 percent higher than those in
the Lower 48. In 2004, 16 percent of rural Alaskan physician posi-
tions were vacant, and shortages are expected to increase over the
next 20 years, as the State’s population ages, and physicians retire.

As mentioned, the number of people 65 and older in Alaska is
projected to increase from 43,000 to 124,000 people between 2005
and 2025. This will exacerbate the problems created by the expira-
tion on January 1, 2006 of the Medicare Physician Reimbursement
Formula, that had helped encourage Alaskan physicians to accept
Medicare patients.

Medicaid provides healthcare coverage for nearly one in five
Alaskan residents, including almost one in three children, making
Medicaid the second-largest healthcare insurance payer in the
State. Alaska has the largest Native American population served
by Medicaid in the Nation, with 52,000, or nearly 40 percent Amer-
ican Indian or Alaskan Native enrollees in fiscal year 2005.

Alaska’s frontier and rural areas have the largest number of peo-
ple requiring Federal healthcare assistance. As a result, several
Federal funding issues will significantly compound the problems,
with access to healthcare in Alaska, unless they’re addressed by
Congress.

The Deficit Reduction Act of 2005, set the Alaska Federal Medi-
care Assistance Formula, or FMAP percent rate, at 57.58 percent
until September 30, 2007, at which time it reverts to the formula-
derived rate of 52.48 percent. However, the formula reduction does
not take into account Alaska’s high cost of care, especially for those
Alaskans living in areas of the State that experience Third World
conditions, and for which physician recruitment issues are exacer-
bated.

It is critical to the success of the Alaska-Denali Kid Care Pro-
gram, not only that Federal SCHIP be reauthorized, but also that
the funding formula be changed, so that Alaska is not dependent
on the redistributed funds from other States to ensure access to
healthcare for the one in three Alaskan children who rely on this
program.

And the Federal Continuing Resolution has had a negative im-
pact upon tribal healthcare corporations, by reducing funding for
some at a time when already high fuel prices are rising, resulting
in some corporations actually securing short-term loans to main-
tain services.
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In conclusion, the shortage of physicians in Alaska, particularly
in our rural and frontier areas of Alaska, must be addressed within
the context of our larger healthcare system challenges, including
shortages of other healthcare professionals and para-professionals,
and funding decreases across several Federal sources.

We appreciate Congressional support for efforts such as the Den-
tal Health Aid Therapist Program that helps Alaska meet our
healthcare needs, and Senator Murkowski, with you, to solve the
physician shortage crisis in our Nation and in our State.

Thank you for allowing us an opportunity to bring this issue to
the attention of the HELP Committee.

[The prepared statement of Ms. Jackson follows:]

PREPARED STATEMENT OF KARLEEN JACKSON

Thank you for allowing Alaska to host this important field hearing to discuss ac-
cess to healthcare in rural America. And, thank you, Senator Lisa Murkowski, for
your strong support for finding solutions to meet the healthcare needs of Alaskans,
particularly those living in rural and frontier areas of our vast State.

According to data from the Alaska Department of Labor and Workforce Develop-
ment, there are 670,053 people (Census Bureau and Alaska official estimates for
2006) living across the 570,374 square miles that make up our State. Connected by
a road system are 518,000 people—weather and conditions permitting—while
152,000 people in 230 villages and communities (including Juneau, our Capital city)
can only access services outside their area by air or water transportation

The Status of Recruitment Resources and Strategies (SORRAS II) report pub-
lished in June 2006 found the annual cost of recruitment of healthcare workers in
Alaska was over $24 million in 2005-2006, with $15 million attributable to rural
facilities. Average costs per physician hired were over $74,000, with rural costs per
hire 44 percent higher than urban.

These facts help to explain some of the reasons the healthcare costs in Alaska are
70 percent higher than those in the contiguous States of the United States. How-
ever, a number of studies and reports have been produced in the last few years to
help further quantify the scope of the challenges we face in creating an affordable,
accessible healthcare delivery system in Alaska.

In January 2006, University of Alaska President, Mark Hamilton and I commis-
sioned the Alaska Physician Supply Task Force to identify the current and future
need for physicians in Alaska, as well as strategies to meet those needs. The Task
Force Report, published in August 2006 identified that 16 percent of rural Alaskan
physician positions were vacant in 2004, with the shortages of physicians expected
to increase over the next 20 years as the State’s population ages and physicians re-
tire. The aging of Alaska’s population impacts our physician shortage in other ways,
as well.

According to the 2006 Long Term Forecast produced by the Lewin Group and
ECONorthwest, the number of people 65 and older in Alaska is projected to increase
from 43,000 to 124,000 between 2005 and 2025. This will exacerbate the problems
created by the expiration on January 1, 2006 of the Medicare physician reimburse-
ment formula that had helped encourage Alaskan physicians to accept Medicare pa-
tients. Inadequate Medicare rate reimbursements for physicians must be addressed
both to encourage physicians to come to Alaska and to support their ability to care
for elderly patients.

The Medicaid Program Review commissioned by the Alaska Senate Finance Com-
mittee and published in January 2007 reported that Medicaid provides healthcare
coverage for nearly one in five Alaskan residents, including one in three children—
making Medicaid the second largest health insurance payer in the State, while it
ranks third nationally. Furthermore, Alaska has the largest Native American popu-
lation served by Medicaid in the Nation, with 52,000 American Indian or Alaska Na-
tive enrollees in fiscal year 2005—representing nearly 40 percent of Alaskan Med-
icaid recipients.

Several Federal funding issues will significantly impact access to healthcare for
low-income Alaskans unless they are addressed by Congress. First, the Deficit Re-
duction Act of 2005 set the Alaska Federal Medicaid Assistance Percentage (FMAP)
rate at 57.58 percent until September 30, 2007, at which time it will revert to the
formula derived rate of 52.48 percent. However, the formula reduction does not take
into account Alaska’s high cost of care, instead considering only the relative per-
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sonal income of Alaska residents compared to the national average. A reduction in
Alaska’s FMAP rate would decrease the Federal Government’s ongoing contribution
and commitment to Alaska’s Medicaid program—requiring an estimated $37 million
in State general funds for the 9 months of State fiscal year 2008, and even greater
levels of State general funding in future years.

In addition to the FMAP rate decrease, it should also be noted that President
Bush’s 2008 budget proposal requests that Medicaid administrative funding be re-
duced to 50 percent. Some current administrative activities, such as Medicaid Man-
agement Information System (MMIS) procurement is funded at 90 percent Federal
Medicaid; with other administrative activities at 75 percent. Estimates are that a
drop to 50 percent in administrative funding would result in an additional loss of
$14 million for Alaska. Widely fluctuating matching proportions severely impact
budget stability for the department and hinder our ability to plan and fund future
healthcare services.

Federal SCHIP funds support Alaska’s Denali KidCare program—an important
component of Alaska’s healthcare system. However, it is critical to the success of
this program, not only that SCHIP be reauthorized, but also that the funding for-
mula be changed so that Alaska is not dependent on the redistributed funds from
other States to ensure access to healthcare for low-income children and families. Re-
authorization that does not address the inequities of the current funding formula
will severely disadvantage Alaska by reducing our ability to fund Denali KidCare.

The Federal Continuing Resolution (CR) that has funded Federal programs in lieu
of budget bills has had a negative impact upon tribal healthcare corporations. In
a usual year the annual Indian Health Service grant to tribes would increase by
1 to 2 percent and the payment would be received such that Alaska tribes could gain
interest on the grant amount. This year the CR provided installment payments to
tribes at Federal fiscal year 2006 level, which included a 1 percent rescission. This
decreased level of funding has resulted in many of the Alaska tribal health corpora-
tions securing short-term loans to maintain services, thus paying interest rather
than earning interest. Certainly, not all tribal fiscal challenges are a result of the
CR process—however, the current CR situation compounds other challenges such as
the very high cost of energy in rural Alaska.

Several efforts are underway to address the challenges Alaska faces in recruiting
and retaining physicians—especially in rural areas. For example, workforce develop-
ment strategies outlined in the Physician Supply Task Force report (2006) which
Congress could support include: Federal loan repayment programs which play a
major role in bringing doctors and other providers to Alaska; support for the Na-
tional Health Service Corps and the Indian Health Service; expansion of medical
school classes, and funding for residency programs and teaching hospital activities
can help improve Alaska’s recruitment opportunities as well as support the national
supply; and support for Senator Murkowski’s proposal for a tax credit for physicians
agreeing to practice in frontier areas would improve the situation for Alaska.

The Alaska Senate Finance Committee’s recently released Medicaid Program Re-
view (January 2007) provides useful guidance and information about policy and
funding options including potential 1115 Waiver options which are currently under
development to increase Alaska’s strategies for improving prevention and disease
management to save future healthcare costs.

Governor Sarah Palin, through Administrative Order No. 232 dated February 15,
2007, created the Alaska Health Care Strategies Council to develop an action plan
for Alaska to ensure access to quality, affordable healthcare. This Council will com-
pile and analyze the current components of the healthcare system in Alaska; review
the various planning reports compiled to address the gaps in service; develop short-
term and long-term statewide strategies to improve healthcare access, control cost,
and ensure quality of care; and draft performance measures to assess the success
of implementing those strategies. Public involvement and input will be included as
the Council prepares an action plan for the Governor and legislature by January
2008.

Finally, we appreciate the congressional support for the Alaska Native Tribal
Health Consortium’s Dental Health Aide Therapist program, as well as the funding
efforts that support the healthcare delivery system in Alaska including: HRSA fund-
ing for the Community Health Centers program, National Health Services Corps,
Rural Hospital Flexibility Program, Small Hospital Improvement Program, State Of-
fice of Rural Health, Outreach and Network Grants; USDHHS funding from the:
Centers for Disease Control and Prevention, National Institutes of Health, and
SAMHSA. These Federal funds work together to support rural health facilities, pan-
demic flu preparedness, obesity and diabetes management and prevention, fetal al-
cohol syndrome treatment and prevention, HIV/AIDS monitoring, oral health, car-
diovascular disease management, tobacco-related illness reduction, EMS services,
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Residential Psychiatric Treatment Centers, Behavioral Health Aides, suicide pre-
vention efforts, disease and risk surveillance, and State planning efforts to increase
healthcare coverage for the uninsured.

In conclusion, the shortage of physicians in Alaska—particularly in our rural and
frontier areas must be addressed within the context of our larger healthcare system
challenges—including shortages of other healthcare professionals and para-profes-
sionals and funding decreases across several Federal sources.*

*Sources: Alaska DHSS, Status of Recruitment Resources and Strategies 2005—
2006 (SORRAS II). June 2006; Alaska Physician Supply Task Force, Securing an
Adequate Number of Physicians for Alaska’s Needs. August 2006; Alaska Depart-
ment of Labor and Workforce Development, Alaska Population Estimates online at
wwuw.labor.state.ak.us.; Lewin Group and ECONorthwest, Medicaid Long Term
Forecast; and Pacific Health Policy Group, Medicaid Program Review, January
2007.

Senator MURKOWSKI. Thank you, Commissioner. I appreciate
your comments and the good work that you do in this area.

You’ve indicated the impact to the State—the financial impact to
the State—as a consequence of the Federal Medicaid Assistance
Percentage, the FMAP. And, as we look, the financial hit—you’ve
indicated it’s about $37 million in State General Funds this year,
but with the potential for an additional $14 million if, in fact, the
proposal should go ahead to do further reductions.

We can understand what the numbers look like on the ledger, we
know that that’s going to be a huge hit to the State. But, what does
that do within your Department, should the State have to assume
that financial hit, because of the reduction—what’s that going to do
to your budget, within the Department of Health and Social Serv-
ices?

Ms. JACKSON. Senator Murkowski, what it would do for our
budget in the Department, would have serious consequences for ac-
cess to care, and quality of care, for Alaskans. We've done, I be-
lieve, a pretty remarkable job over the last several years of tight-
ening up, as much as possible, every dollar that we spend, every
Medicaid dollar coming in, and at this point in time, those kinds
of reductions would mean reductions to services for Alaskans. And
when we look at those reductions in light of the physician supply
shortage, and other workforce development issues, the combination
is somewhat the perfect storm. That would mean that Alaskans are
not going to get the healthcare that they need.

Senator MURKOWSKI. So, in other words, if people think the situ-
ation is bad now, they can anticipate that it will be worse, should
these reductions continue.

Ms. JACKSON. That’s correct.

Senator MURKOWSKI. Let me ask about the task force that the
State commissioned with the University, to analyze the physician
shortage problems. The report is pretty specific in its conclusion
that there will be significant consequences for access, and for qual-
ity of care. But, do you also see that costs would continue to in-
crease, as a result of the squeeze, if you will, or the constriction to
access?

Ms. JACKSON. Absolutely. One of the biggest problems, and you
mentioned this in your introduction, is when people don’t have ap-
propriate healthcare—don’t have access to appropriate healthcare—
they wind up being seen in emergency rooms at a much higher cost
than they would otherwise be seen. And, so every dollar that we’re
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not able to put into preventive care costs us more money, in the
long run, when people have to be seen for those higher care costs.

Senator MURKOWSKI. And, I would imagine that many of our sys-
tems are already overwhelmed when it comes to providing that
level of service that is necessary in the emergency rooms.

Ms. JACKSON. That would be absolutely true.

Senator MURKOWSKI. As we look at the demographics of this
State, and recognize that we have an aging population—we'’re see-
ing the numbers of physicians dropping—is Alaska prepared to
meet its healthcare needs?

Ms. JACKSON. Senator Murkowski, I don’t believe we are. I be-
lieve it’s critical that we have these kinds of conversations right
now, the Governor is also—through Administrative Order—created
a Healthcare Strategies Council, which I believe will help us in the
next year to look at these issues. But, if we don’t address these
issues in the next few months, or at least the next year, I'm very
concerned about what that’s going to mean for health in Alaska.
And I know I'm not alone in that, and you’ll hear that from many
other people.

But it is a time when many things are converging to create a cri-
sis of healthcare for Alaskans.

Senator MURKOWSKI. Well, we would look forward to hearing the
outcome from the Council that has been recently formed, and there
are many different entities, whether it’s the Task Force, or the
newly appointed Council. We're going to be speaking this afternoon
to the roundtable on healthcare that has been pulled together by
Commonwealth North. There are a great many entities that are
discussing the problem. But, we’ve got to get beyond the discus-
sions stage, and say, “How are we going to be answering some of
these concerns that we are highlighting?” So, I look forward to
working with you on this council, and sharing some of the informa-
tion that we gain.

Ms. JACKSON. Thank you, Senator Murkowski. I look forward to
that, too, and we hope that that will roll up all of the good plan-
ning that’s been done, and come out with an actual action plan for
Alaska.

Senator MURKOWSKI. Thank you. I appreciate you coming here
this morning, and providing us with your testimony.

With that, I would like to welcome to the second panel, Mrs. Rita
Hatch, who is with the Older Persons Action Group; Mr. Frank
Appel, who is Chair of the Alaska Commission on Aging; and I'm
also going to invite up Mr. Carl Berger, who is the Executive Direc-
tor of the Lower Kuskokwim Economic Development Council, out
of Bethel, Alaska.

And, you all don’t need to crowd on to one table there, if you
want to have more room, you may, but if you want to huddle to-
gether for warmth, I'm okay with that, too.

[Laughter.]

Again, I welcome you all to the committee, and I thank you for
your advocacy on behalf of Alaska’s seniors, and with that, Mrs.
Hatch, why don’t we begin with you?
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STATEMENT OF RITA HATCH, OLDER PERSONS ACTION
GROUP, INCORPORATED, ANCHORAGE, ALASKA

Ms. HATCH. Good morning, Senator, thank you for inviting me
here.

I'm a volunteer with the Older Persons Action Group, and I'm
well-versed in Medicare, Medicaid, Social Security and other senior
issues. And as such, I advocate for seniors in Alaska.

The most important issue facing seniors in Alaska today, is find-
ing a physician who will take the most new Medicare patients, you
know that. But what good is having a prescription drug program,
if you can’t find a doctor to write a prescription?

And what good is paying for Medicare Part B, which pays for
doctor’s services, if you can’t find a doctor to serve you?

With the assistance of some of the staff at OPAG, I have an on-
going telephone survey of medical facilities in Anchorage, to find
out which ones of them will take new Medicare patients. And I re-
ceive approximately 10 calls a week from seniors who don’t have
a doctor, and have tried and tried, and finally get around to calling
me, and the only thing I can tell them to do is to see a nurse prac-
titioner. I do have a list of nurse practitioners who take care of new
Medicare patients.

There’s only one clinic in Anchorage that I know of who is taking
new Medicare patients, and that’s the Anchorage Neighborhood
Health Center. The Providence Family Clinic can’t take any more,
they haven’t taken any more for months now. And, there are about
20 doctors that I know of, outside of the clinics, who are taking
new Medicare patients, of all of the doctors in Anchorage.

I have one senior who called me the other day—she’s still work-
ing, and she’s working for a big company who has insurance. But
she’s 65, and her doctor told her he will not take her. Even though
Medicare is secondary, he still won’t take her. So, I don’t know
what his reasoning is, because the insurance would pay most of it,
anyway.

Then I have another man who just called me the other day, he’s
63, and his doctor said to him the other day, “When you’re 65, I'm
not taking you any more.” And he just called me up and said,
“What is going on?”

So, this is the situation, I get people calling who bring parents
up from outside who tell me the same story, they can’t find a doc-
tor. Of course, my temporary solution is the nurse practitioners,
but I think there’s got to be something else. It seems to me the
State of Alaska should be offering incentives for doctors to come up
here, to practice up here, and not just in—well, we need them in
the rural areas, but we need them in Anchorage, too.

I have talked to people in other States, and we seem to be the
worst of them. Montana has the same problem, I don’t know what
other States do, but those are the two States who have a big prob-
lem, and it’s because of the low population, I guess.

But, it’s up to you, to get us some help here, please.

[Laughter.]

There aren’t many seniors in the audience today, besides me, and
I really don’t have a dog in this fight, because I'm a retiree from
the State, and I have good insurance, and I am a patient at An-
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chorage Neighborhood Health Center. But I'm here to advocate for
the people who don’t have any help.
[The prepared statement of Ms. Hatch follows:]

PREPARED STATEMENT OF RiTA HATCH

My name is Rita Hatch. I am a volunteer with the Older Persons Action Group.
I am well versed in Medicare, Medicaid, Social Security and other Senior issues and
as such, I advocate for seniors in Alaska.

The most important issue facing seniors in Alaska today is finding a physician
who will take them as new Medicare patients. What good is having a prescription
drug program in Medicare if you can’t find a doctor to write a prescription? What
good is paying for Medicare Part B, if you can’t find a doctor to treat you?

With the assistance of some staff at OPAG, I have an ongoing telephone survey
of the medical facilities in Anchorage, to ascertain, which of them will take new
Medicare patients.

I have one senior, who is still working and has insurance and she still can’t find
af%oct(])orﬁo treat her, although in her case, Medicare would be the secondary payer
of her bill.

I receive approximately 10 calls a week from seniors who are trying to find a doc-
tor who will accept them as new Medicare patients. As of today, there are about
20 doctors in Anchorage, who are still taking new patients.

Anchorage Neighborhood Center is the only facility still taking new Medicare pa-
tients and that facility is being overwhelmed. Providence Family Clinic is no longer
taking new patients.

My temporary solution is to offer the names of Nurse Practitioners, who are more
than capable of taking care of patients’ needs for meds and other physical problems.
I have a roster of about 10 PA’s, whom I currently recommend.

The problem as I see it, is that doctors charge too much for visits and Medicare
pays too little. Obviously Alaska needs more doctors, but it takes almost 10 years
for a new doctor to get into business in Alaska. One answer might be for the State
of Alaska to offer incentives to outside doctors to come and practice in Alaska. As
far as I know, this problem exists in every city in Alaska.

Senator MURKOWSKI. Well, I thank you. Not only for your testi-
mony, Mrs. Hatch, but I thank you for all that you do on behalf
of Alaska’s seniors. I know that through your efforts, through Older
Persons Action Group, you have provided a little bit of comfort as
you've tried to help match seniors with providers, and I appreciate
that.

I'll come back with questions to each of you, but let’s go to you,
Mr. Appel. Thank you for being with us this afternoon, and for
your work on the Alaska Commission on Aging.

STATEMENT OF FRANK APPEL, CHAIR, ALASKA COMMISSION
ON AGING, ANCHORAGE, ALASKA

Mr. APPEL. Senator Murkowski, I'm here to testify on the denial
of Medicare services as well, primarily by primary care physicians.
I am testifying as an individual who has been denied service, and
as Chair of the Alaska Commission on Aging.

Last summer, my primary care physician sent me a letter, stat-
ing that he would no longer provide Medicare-reimbursed services.
I had been with that physician for about 15 years. The reason stat-
ed was that the paperwork was too demanding. He sent along a
contract for me to sign, stipulating that I could continue obtaining
service, provided I pay for those services personally. I have de-
clined to sign that contract.

I have contacted a few primary care physicians, based on refer-
rals from friends, but I have been unsuccessful in finding a physi-
cian. I haven’t searched aggressively, because I had a physical last
May, however, I do have a prescription that cannot be renewed
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after April 1st, so I need to get a little bit more aggressive in my
effort. My wife has suggested that maybe I need to schedule an ap-
pointment for a physical at a clinic in Seattle.

Several weeks ago, a group of us were sitting around the table
at a Senior Advocacy Coalition Meeting, the subject was Medicare
services, service denials came up. I was astonished when three of
the five people who were present, who were over 65, said they had
been denied Medicare-reimbursed services, or were unable to find
a primary care physician who would accept Medicare patients.

During the last year, the Commission on Aging has received
many comments, and much anecdotal evidence that seniors have
been denied service, or have been unable to find a primary care
physician who will accept new Medicare patients.

They have been told by doctors, if they are not receiving ade-
quate reimbursement to cover their services. Seniors have told us
they have made many unsuccessful phone calls to obtain primary
care services. I have heard that seniors have increasingly turned
to the services of hospital emergency rooms, nurse practitioners,
and the neighborhood health clinics.

Recently, I talked to the Executive Director of the Anchorage
Neighborhood Health Clinic. She said the Clinic has been over-
whelmed recently by the numbers of seniors seeking Medicare and
Medicaid services.

Incidentally, most of these comments or complaints have come
from the larger communities in this State, the larger population
areas. I don’t know why that is occurring. I understand there’s a
shortage of primary care physicians in this State. That shortage
may be contributing to the problem.

Under these circumstances, I am concerned that the quality and
availability of Medicare medical services for seniors in Alaska is
declining, that seniors may have difficulty getting their prescrip-
tion filled if they cannot find a primary care physician who will
sign off on their refill.

Poor or inadequate healthcare may lead to illnesses, and more
costly long-term care, and the State and the Federal Government
may have to shoulder the burden of these costs. Seniors with re-
sources may decide to move to the Lower 48, where they can obtain
medical care, thus removing your economic benefit to the State.

I read a national editorial recently that suggested Medicare reim-
bursement rates were a form of price control, but that so far, it
hasn’t reduced the supply of medical services. With the elimination
of the Alaskan differential on Medicare reimbursement rates, we
may have reached the point where those controlled rates are reduc-
ing the supply of services in Alaska.

I think the issue is one of many healthcare-related problems we
have facing this Nation. We hear of such large numbers of unin-
sured citizens. We also read how increasing medical costs are be-
coming a burden to businesses.

I encourage the Senate to not only address the Medicare issue,
but examine some form of comprehensive medical coverage that
will deal with our broader healthcare problems. Thank you.

Senator MURKOWSKI. Thank you, Mr. Appel.
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And, let’s next go to Mr. Carl Berger, the Executive Director at
the Lower Kuskokwim Economic Development Council. Welcome,
good morning, and your comments, please?

STATEMENT OF CARL BERGER, EXECUTIVE DIRECTOR,
LOWER KUSKOKWIM DEVELOPMENT COUNCIL, BETHEL,
ALASKA

Mr. BERGER. Thank you, Senator Murkowski. And thank you for
the opportunity to speak at this meeting this morning.

I didn’t come with any prepared statement, I, in fact, just found
out about the location of this hearing about an hour ago. But, I
wanted to come because I've recently turned 65, and I had looked
forward to getting on to the Medicare program, I'm also a retired
State employee, although I continue to work at another job, and I
have a good medical coverage plan for working for the State of
Alaska, but I don’t have a G.P., I don’t have a physician. My physi-
cian that I have gone to for over 20 years, here in Anchorage, re-
tired, Dr. J. Caldwell. And I have not been able to find anybody
else to take his place.

I guess I have to say, lucky for me—I have a heart condition. So,
I'm seeing another physician whose specialty is, you know, seeing
me for my heart condition. But I'm just baffled by the fact that in
this State, you know, what physician in their right mind would
want to see me when they can only be reimbursed 40 percent of
their usual cost. That’s just, you know, it doesn’t jive at all with
the way things should be.

I was pleased to see that there was a program in place, up until
the beginning of this year, I believe, or last year, to allow for better
reimbursement to physicians. I pointed this out in a letter to you
and to the other members of the congressional delegation, that we
must do something about this. I'm not speaking only for myself, I'm
actually in pretty good shape, I do have medical insurance, but
there are other people in the bush who do not.

It’s difficult to find a physician, even at the Yukon-Kuskokwim
Health Corporation, because they are fully booked, as well. And as
a non-Native person, I'm not really eligible to be seen there, except
as an emergency situation. So I don’t think that’s the solution, ei-
ther. I'm willing to pay my way into Anchorage to see a physician.
But right now, I can’t find one, and that’s wrong, that needs to be
fsixed. Not just for me, but for a lot of other people around the

tate.

So, I guess I'll leave my comments at that, and be happy to an-
swer any questions you may have. Thank you for the opportunity
to speak.

Senator MURKOWSKI. Thank you. I appreciate the comments from
all three of you.

It’s one thing to have statistics, it’s another thing to have the
real stories on the ground. And whether they’re as unscientific as
a group of folks sitting around a kitchen table talking about what
has happened, in terms of denial to access—these are real-live sto-
ries, these are Alaskans that do not have access. And, it makes our
statistics all that more compelling.

Mrs. Hatch, let me ask you—you’d indicated that you kind of
conducted a telephone survey of the facilities in Anchorage to kind
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of determine who was accepting new Medicare patients. How long
ago was this? Or, are you still doing it now?

Ms. HATCH. This is ongoing.

Senator MURKOWSKI. You're still doing it now. And, that’s how
you have come to your number of-

Ms. HATCH. Well, there’s three questions we ask. We ask, Are
you taking new Medicare patients now? Are you taking new Medi-
care patients? Do you take assignment of Medicare? And we gen-
erally try to get the billing person, or whoever’s in charge of the
bills in the office. And we can call at 1 a.m., and they say, “yes,
they are taking new Medicare patients,” and you can call them
back in the afternoon to get another telephone number, or an ad-
dress, and they say, “no, we’re not taking them.” So, it’s incredible.

Senator MURKOWSKI. And, as you're kind of acting as a facilitator
for some of the seniors that you’re working with, you've suggested
that if they can’t get into a practitioner, that a nurse practitioner
is the next best option. But, what happens if their medical needs
go beyond what a nurse practitioner can provide?

Ms. HATCH. Nurse practitioners usually work with a doctor, and
they can usually get them in to see a doctor.

Senator MURKOWSKI. So, we're not seeing the same wall, then?

Ms. HATCH. There’s not the same wall. Because if a nurse practi-
tioner asks you to, you know, refers you to a doctor, theyll gen-
erally take them.

And that’s the same with specialists, too. If a doctor refers you
to a specialist, that specialist will generally take you.

Senator MURKOWSKI. Right.

Ms. HATCH. As a Medicare patient.

Senator MURKOWSKI. Mr. Appel, you’ve mentioned that you
have—through the Commission—been in conversation with many
seniors that are focused, and very concerned, on this same issue.
Is it fair to say that the situation that we’re seeing here in Anchor-
age is replicated around the State? Or, do you have conversations
with folks outside the Anchorage area?

Mr. ApPEL. Well, we’ve had conversations with people in some of
the smaller communities of this State—Ketchikan, Juneau, specifi-
cally—because we’ve held meetings there recently. And, it doesn’t
appear to be as much of an issue in those communities. And I can’t
speculate why that is, but it could be that those communities are
more insular or more intimate, and so physicians may be reluctant
to refuse services in a smaller community.

But, most of our comments come from the Rail Belt area—the
Matsu, Anchorage, and Fairbanks—the larger population areas.
But, we have not explored this issue in the rural community, so I
would hesitate to comment and say

Senator MURKOWSKI. Does the Commission on Aging do a similar
thing that Mrs. Hatch has described, in terms of trying to do an
assessment of who is available to take new Medicare patients? Are
you involved in that at all?

Mr. ApPEL. Well, we examined some of the State organizations.
At a meeting we had in November, one of the Medicare-coordi-
nating agencies for the State suggested they had a list of physi-
cians that accepted Medicare, but we found out that that was not
the case. And so we couldn’t—because we wanted to advise seniors
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where they could obtain services. So, we have been unsuccessful in
finding any kind of a list, or any kind of a method of identifying
physicians who take Medicare.

hSeOnator MURKOWSKI. Mrs. Hatch, do you want to weigh in on
that?

Ms. HATCH. Just another——

Senator MURKOWSKI. If you can put the microphone

Ms. HATCH [continuing]. That list that Frank is talking about,
it’s on the Medicare web page. And it’s doctors who have taken
Medicare, or are enrolled in Medicare. But that doesn’t mean
they’re taking new Medicare patients. So, the list is really worth-
less.

Also, I don’t know if you’ve had anything to do in Fairbanks, but
I've gotten reports in Fairbanks that doctors are asking for a $300
“retainer,” just to take you on as a Medicare patient.

Senator MURKOWSKI. Well, I had a series of Town Hall Meetings
last year on this issue of the physician shortage—one up in Fair-
banks, one on the Kenai Peninsula, and one down in Juneau—and
heard very similar comments and concerns about the access issue.

Mr. Berger, from the Bethel area—you’ve pointed out that your
situation might, perhaps, be a little bit different, but in terms of
access in the more rural parts of this State, I'm assuming that
you're not an isolated instance, that many are faced with the same
issues that you have described here this morning.

Mr. BERGER. I think they are. One thing I didn’t mention in my
earlier comments was the importance of the continuity of care.
Having a general practitioner for almost 25 years before he retired
was important to me. I worked hard to get my medical coverage
with the State of Alaska, it’s good coverage. But, it’s not much use
to me if I can’t find somebody who will see me on a regular basis.
I don’t want to have to skip around, from one doctor to a nurse
practitioner, to a physician’s assistant. I want to establish a rela-
tionship with a doctor that I can see on a regular basis. And if he’s
in Anchorage, so be it. If he’s somewhere else, that’s fine.

But I don’t want to have to be forced to go from one person to
another who doesn’t really know me, and never really does get to
know me and my medical situation. I think that’s very important.
And, as somebody who has established a career, and is now getting
ready to retire—having just turned 65—I'd like to look forward to
having good, reliable, steady care from a person, a physician, that
I can get to know and feel comfortable with, and who will take bet-
ter care of me than somebody who sees me once and never sees me
again. Or, maybe twice, or three times, and then I'm jumped to
somebody else, and then somebody else after that. And I think
there are other people in the bush that are in that same situation
that T am in.

Senator MURKOWSKI. I'm going to ask one last question of all of
you, and it will be the same question.

Given the array of issues and concerns that face us in Alaska
and in the Nation regarding healthcare, what is the biggest prob-
lem? What’s the biggest problem—is it access? Is it the cost? Very
briefly—what’s the biggest problem with healthcare from your per-
spective?

Mrs. Hatch, if you can speak into the microphone.
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Ms. HATCH. Access to doctors, I think, is the most important
thing. Because if you can’t find a doctor, what are you going to do?

Senator MURKOWSKI. Right. Thank you.

Mr. Appel.

Mr. ApPEL. Well, I think, certainly access to doctors by seniors
over 65 is a huge problem, but I think medical costs, in general,
having been spiraling, and so I see that as a problem as well.

Senator MURKOWSKI. Mr. Berger.

Mr. BERGER. I think it’s access to physicians, but I also think the
insurance companies who provide coverage to Alaskans, need to
have a better understanding of the cost of care here, and that it’s
higher. I often get my charges rejected, because they’re above the
usual customary charges. And then I ask my doctor—the heart doc-
tor that I can see—he says, “Oh no, there’s nobody in Alaska who
will provide this service at the rate they’re willing to reimburse.”
And that kind of makes me angry, you know, I pay for my health
insurance through my employment, and so I've challenged the in-
surance company to say, “Wait a minute, your usual and customary
charge isn’t really the usual and customary charge in Alaska,” and
you know what? They back right down. And so far I've had pretty
good results on getting them to reconsider and pay.

But that shouldn’t be necessary. Insurance companies that are
based in Seattle or somewhere else should be willing to pay what
physicians charge here, or what a service like an echocardiogram
costs in this State. Yes, you can get an echocardiogram done in Se-
attle, but do they really want to fly me down there? Oh, no, they
surely do not. But they want to pay for what an echocardiogram
costs in Seattle, not what it costs in Anchorage, or somewhere else
here in Alaska. So, that needs to be addressed, too. Thank you.

Senator MURKOWSKI. Very good. I appreciate again the testi-
mony, the perspective that you bring, and all that you are doing
individually, collectively, to help make a difference. As you point
out, we've got some real problems when it comes to access, when
it comes to costs, and how we explain our higher costs in the State.
So, thank you for what you’re doing, we’ll keep working on it as
well. Thank you for serving on the panel.

And with that, we will bring the next panel forward, and this is
the panel that has been asked to speak to the potential solutions
to the patient access crisis.

Having heard from users within the system about the problems
that we face, we now want to hear from some who would offer some
suggestions.

We will have Dr. Ross Tanner, Dr. Harold Johnston, Dr. Richard
Neubauer, Dr. Byron Perkins, Dr. John Coombs and Ms. Karen
Perdue join us at the table.

And for the audience, I'll give a little bit of background on each
of our panelists this morning. Dr. Ross Tanner is the President-
Elect of the Alaska State Medical Association; Dr. Harold Johnston
is the Director of the Alaska Family Practice Residency program,;
Dr. Richard Neubauer here in Anchorage is a doctor in internal
medicine; we have Dr. Byron Perkins, who is the President of the
Alaska Osteopathic Association; we have Dr. John Coombs, who is
the Associate Vice-President for Medical Affairs, and the Dean for
Graduate Medical Programs there, the WWAMI program; and we
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have Karen Perdue, Associate Vice-President for Health at the Uni-
versity of Alaska, and the one who will explain to us the details
and the findings from the Alaska Physicians Supply Task Force.

So with that, if we can move from you, Dr. Tanner, on down the
line and I will reserve my questions until all of you have had an
opportunity to present.

So, thank you for being here.

Dr. Tanner.

STATEMENT OF ROSS TANNER, PRESIDENT-ELECT, ALASKA
STATE MEDICAL ASSOCIATION, ANCHORAGE, ALASKA

Dr. TANNER. Good morning, Senator.

Senator MURKOWSKI. Good morning.

I'm going to ask everyone to make sure that that mike is pulled
pretty close up. I understand it’s been tough for some of the folks
in the back to hear. So

Dr. TANNER. As the first physician to testify, I'd like to request
Secret Service agents to protect my well-being before I leave here
today.

[Laughter.]

But I am the President-Elect of the Alaska State Medical Asso-
ciation, and as many of you know, the Alaska State Medical Asso-
ciation, or ASMA, represents physicians statewide, and is primarily
concerned with the healthcare of all Alaskans, and that’s all Alas-
kans—young, old, and middle-aged. And I don’t know how to define
old age, other than saying Medicare-age.

ASMA is also federated with the American Medical Association.
Welcome back to Alaska, it’s nice to see you again, and thank you
for the opportunity to address you today. It is, indeed, an honor to
be able to address the Senate Committee on Health, Education,
Labor, and Pensions.

Last week, I participated and represented the State of Alaska at
the AMA National Advocacy Conference in Washington, DC., which
addressed many of the concerns which we will discuss here today.

As President, I receive no remuneration for my services, or the
time away from my busy medical practice. So, why would anybody
want to become involved in organized medicine?

It is the progressive deterioration of access, as well as ineffi-
ciency of delivery of healthcare to the citizens of this State, and
also of people of other States, that—in the last 15 years, I believe
that this is continuing to worsen, and I believe the prognosis is
poor. This is shameful, given our intellectual and financial re-
sources we have as a Nation.

Today, I would like to provide you with a current assessment re-
garding Alaska’s chronic, and currently acute, shortage of physi-
cians, and to provide you with ASMA’s recommendations on how
you can help us address this critical situation that endangers the
healthcare of every Alaskan.

Currently, Alaska has a shortage of 30 percent of physicians, or
nearly 400 physicians. Alaska has 10 slots per year at the Univer-
sity of Washington Medical School program, participation with the
collaborative effort between the five States, the WWAMI program,
which is Washington, Wyoming, Alaska, Montana and Idaho.
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Alaska has only one residency program, the Alaska Family Medi-
cine Residency, which would train a maximum of 12 residents per
year. Alaska has a physician workforce that has more age than
most other States, and over the next 20 years, Alaska will need to
nearly double the number of physicians, just to keep pace with the
expected population growth. This requires a net increase of 50 phy-
sicians per year, given the projection of the number of physicians
who will leave practice, which will require approximately 100 phy-
sicians per year to be added to the workforce currently.

Alaska has experienced a large number of retired military, Medi-
care-eligible people, seeking treatment by private physicians due to
the deployment of Alaskan military physicians to the Middle East.
These numbers were developed by the Alaska Physicians Supply
Task Force that we heard about earlier. This Task Force was con-
vened by the University of Alaska President, Mark Hamilton, and
Alaska State Commissioner of the Department of Health and Social
Services, Karleen Jackson.

The Task Force reported their findings after working for at least
6 months in its report, “Securing an Adequate Number of Physi-
cians for Alaska’s Needs.” ASMA was represented on this Task
Force by our Executive Director, Mr. Jim Jordan, who is with us
today, and I believe that you all have been provided with this re-
port.

For Senators and people of this committee that come from larger
States, some of these issues may not seem that large, at face. How-
ever, when put in perspective to other States, the Alaska picture
is, indeed, grim. Alaska has the sixth lowest physician to popu-
lation ration in the Nation, as you earlier stated. Most physicians
practice within 100 miles of where they will complete their resi-
dency or specialty training.

Alaska has only one residency program with 12 slots of family
medicine residents. By contrast, as reported by the Texas Medical
Association, Texas has nearly 6,400 resident slots in multiple spe-
cialties. New York has over 15,000 slots, California has nearly
9,000 slots, and Pennsylvania has almost 7,000 slots—just for
residencies. If 12 slots were sufficient for Alaska’s roughly 650,000
population, that would mean in comparison, that Texas’ 6,400 slots
would be adequate for a population of 325 million people—very
much underserved.

Alaska has only 10 slots at the University of Washington Medical
School, coupled with the 12 family medicine residency slots, cannot
come anywhere near the growing need that our public and our citi-
zens of this State need. Alaska’s current physician workforce is not
sufficient to provide the clinical teaching resources necessary to ex-
parlld the residency program itself, for a wide variety of needed spe-
cialists.

An increase in the WWAMI Program, or additional slots through
other medical schools, will not provide any help for a minimum of
10 years, because of the duration of medical training that all of us
went through that are sitting at this table.

Recruitment costs in Alaska range anywhere from $60,000 to up-
ward to $200,000 per physician. I think you will agree that the cur-
rent physician workforce environment in Alaska is in a crisis, as
we’ve heard from patients, as well as youre hearing from physi-
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cians today. This is particularly true when taken in the context
that Alaska needs to recruit physicians from other parts of the
country at a time when there is also a nationwide shortage of phy-
sicians, and it’s projected to be between 80,000 to 200,000 physi-
cians—truly, alarmingly large numbers.

Before I outline what ASMA recommends for ways in which you
can help Alaskans get the healthcare they need and deserve, I
would like to briefly describe what we are doing at a State level.

For the past 10 years, ASMA has been instrumental in advo-
cating for legislation that would create and maintain an environ-
ment conducive to attracting, and most importantly, retaining phy-
sicians. Those successful measures include major liability reform in
1997, and again in 2005—and I want to thank you for that—enact-
ing an Alaska Bill of Rights, protecting patients, enacting fair con-
tracting provisions for relationships between physicians and health
insurers, enacting Health Insurance Prompt Payment Law, and en-
acting legislation that allows physicians to jointly negotiate with
insurers for everything but their fees.

These measures, as well as others, were critical for my decision
to come to Alaska. If you think it’s bad in Alaska, go to Washington
State—it’s worse. Since I've last left the area around Olympia,
there’s been 40 physicians leave since I've been here, for 2 years,
just in that one community. And before I got there, there were 50
physicians left in the preceding year. It’s worse.

Currently, ASMA—along with other key organizations, such as
the Hospital and Nursing Home Association, and the University of
Alaska—is acting as the catalyst to enact a bill to double the
WWAMI class size from 10 to 20 medical students. The State legis-
lature is expected to act on the bill in early 2007, so that in the
fall, a total of 20 qualified Alaskans can enter medical school at the
University of Washington.

ASMA is also exploring ways to develop long-term, sustainable
funding mechanism for physician education for qualified Alaskans.

Here’s what I think you can do too at the national level to help
Alaska—and patients in Alaska—and really, across the Nation. No.
1, enact a legislation that permanently, and I stress, permanently,
fixes the Medicare physician payment system so that it realistically
reflects the physician practice cost. With rising costs, coupled with
shrinking reimbursements, this leaves less quality time with your
doctor, if you even get it.

In general, I will need to see approximately 45 Medicare patients
in a day, that produces about the same revenue as 20 insured pa-
tients to equal each other. As an internist, I lack the ability to gen-
erate revenue by procedures, and am compensated for cognitive
and diagnostic abilities.

No. 2, if a patient is new to Alaska, or my patients turn 65 years
of age, it will be nearly impossible to find a primary care physician,
as we've heard today, eloquently placed by patients and our Com-
missioner. My own mother and father encountered this problem. It
is certainly nobody’s fault for turning 65 years of age.

Alaska reportedly has the second-fastest growing elderly popu-
lation, second only to Nevada. Continued year to year, uncertainty
created by the flawed sustainable growth rate, or SGR formulate,
has caused a lack of access to care for Alaska Medicare bene-



20

ficiaries. Medicare payments to physicians in Alaska represent 37
to 40 percent of the cost of opening our doors each day.

No. 3, we ask that you support and enact legislation that pro-
vides tax credits for young physicians to practice in frontier States,
such as Alaska. Your bill, S. 290, is such a bill. This will help Alas-
ka, and other frontier and rural States, to attract physicians.

No. 4, support and enact legislation that revamps the funding of
graduate medical education. Reforms need to be made that recog-
nize residencies, like the family practice residency, in Alaska, and
make them eligible for Federal funding support, as well as other
mechanisms that would encourage regional residencies between
States such as Alaska, Wyoming, Montana and Washington State.
Furthermore, the latitude to work with Canada is needed. Alaska
could work in conjunction with Canadian medical schools, or with
residencies in Western and Northwestern Canada to develop joint
residencies.

No. 5, develop programs to help medical students cope with the
enormous debt of going to medical school. Our best and brightest
students are being disincentivized from going to medical school due
to the tremendous educational debt associated with medical train-
ing. For public medical schools, it is an average of $125,000 per
student, and for private medical schools, it is approximately
$200,000 to go to school. For those bright students not deterred by
the debt, it is impacting their choice of specialty training. Many
physicians are choosing their career path, based on potential future
income.

So, now students are often going into more lucrative sub-special-
ties, than going into family practice or general internal medicine.
A way to remove these disincentives must be found.

Others here today will speak to many of these same issues that
I've mentioned, such as Dr. Johnson, on graduate medical edu-
cation, Dr. Neubauer on the practice of internal medicine, Dr. Per-
kins with primary care and family practice, and I hope the testi-
mony today by myself, and others, does not fall on deaf ears.

I would also imagine that it is a rare occasion when a specific
occupation, business, or trade comes and asks you to increase com-
petition. And, as I stated in the beginning, the physicians are genu-
inely concerned with the healthcare of all Alaskans.

I’'d be happy to address any questions you may have. Thank you.

Senator MURKOWSKI. Thank you, Dr. Tanner.

Dr. Johnston.

STATEMENT OF HAROLD JOHNSTON, DIRECTOR, ALASKA
FAMILY PRACTICE RESIDENCY, ANCHORAGE, ALASKA

Dr. JOHNSTON. Thank you, Senator. It’s a great pleasure to be
able to offer testimony to the committee. And I congratulate you on
all of the work that you've done to help us so far, here in Alaska,
with our healthcare crisis issues.

I'm the Director of the Alaska Family Medicine Residency, the
only graduate medical education program in Alaska, and I also
have had the distinct privilege to be the co-chair of the Alaska Phy-
sician Supply Task Force, whose report has been cited several
times so far today.
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I appreciate the remarks of Dr. Tanner, much of what he said
were things that I had intended to say, as well, so 'm not going
to repeat those. But, I want to emphasize a couple of points about
things that he said.

One, about physician education in Alaska—indeed, Alaska has
the lowest, per capita number of medical school slots in the United
States, we have the lowest number of residency slots in the United
States, we have the lowest acceptance rate of Alaskan medical stu-
dents, Alaska students into medical school, of any population in the
United States. And, the fact that we are so far behind is contrib-
uting to our crisis

Senator MURKOWSKI. Can you repeat that last one? We have the
lowest number of——

Dr. JOHNSTON. We have the lowest——

Senator MURKOWSKI [continuing]. Number of students being ac-
cepted into medical schools?

Dr. JOHNSTON. We have the lowest acceptance rate of students
going into medical schools. In other words, of all of the Alaska stu-
dents who apply to medical school, we have the lowest rate of ac-
ceptance.

Senator MURKOWSKI. Thank you.

Dr. JOHNSTON. Those facts are contributing greatly to the crisis
that we have in physician supply here. As has been stated, rural
areas are in tremendous shortage. In rural areas, and nonrural
areas, we have a lot of specialties that are in shortage, primary
care is in major crisis, particularly in Anchorage, general internal
medicine is in extreme and dire shortage, although many special-
ties are in shortage here, as well.

I believe that these problems are related to the consequences of
national trends. Many of those national trends are things that can
be affected by Congress, especially in the Medicare program, but
also in other ways.

One of the national trends is the national shortage. Years ago,
in the 1980s, multiple specialties societies, and the Council on
Graduate Medical Education—using flawed methodology—con-
cluded there would be a surplus of physicians. As a consequence of
that analysis, the Association of American Medical Colleges re-
duced the number of medical student slots that they were pro-
ducing—or reduced their growth rate, anyway, and Congress in
1997, capped the number of residency positions that were available
for funding in the United States.

About a year after Congress capped the number of residency po-
sitions, the light started to dawn that the analysis had been
flawed, and actually, in 2005 COGME reversed its position, and
stated that its previous analysis was wrong, and that actually we
were facing a shortage of physicians, and that the caps were a mis-
take. The Association of American Medical Colleges around the
same time, advocated an increase of medical student positions of 30
percent over what currently exists in the United States, in order
to start the valve—open the valve on the pipeline of physician pro-
duction.

Well, in Alaska, we have always been a net importer of physi-
cians. We don’t have much training capacity, as I stated before,
and so in order to supply ourselves with physicians, we have had
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to recruit them from the Lower 48. Well, when the Lower 48 has
a shortage of physicians, that makes the recruitment to Alaska in-
creasingly difficult, and part of the reason that we’re seeing the
cost of recruitment go up, and the cost of absent physicians go up
so high across the State, is because it is becoming more and more
difficult to get doctors in here. It used to be that the Indian Health
Service would assign commissioned officers to Alaska, and the mili-
tary had a different process of assigning physicians to Alaska—
many of Alaska’s physicians came from doctors who were in the
commissioned corps of the military, and then in their assigned ro-
tation, here, fell in love with Alaska and decided to stay after their
obligations expired.

Currently, that process is no longer effective in Alaska, because
the presence of the Indian Health Service in the commissioned
corps, and the military, has been reduced. The commissioned corps
has been reduced, the military has changed its policies, and so the
assignments are in a different mechanism that I don’t fully under-
stand, but it effects the ability of military physicians to enter pri-
vate practice in Alaska.

So, on one hand, the recruitment problem is partly due to the na-
tional shortage. That can be traced back to the training limitations
that have been posed by Congress.

Second, primary care shortage is due partly to the general physi-
cian shortage, but also to a great degree to the problem of getting
doctors to go into primary care. Student debt is very high, grad-
uating from medical school. And nonprimary care specialties pay
much better than primary care. Students are responsive, to some
degree, to the financial incentives that they experience as they
enter practice. And the effect of that has been to diminish the in-
terest in primary care by graduating medical students.

Part of the reason is the debt—part of the reason is that pay-
ments to primary care doctors are lower than payments to nonpri-
mary care doctors. The testimony earlier today from people who
have been trying to get Medicare patients into doctors has stated
that they don’t have much trouble getting patients into specialists.
But they have a terrible time getting patients into primary care
doctors. As a practicing physician, that’s my experience, as well.
When I have—as a primary care doctor—made a diagnosis, and ad-
vised the patient to seek surgery, or a specialty services, I can refer
them to one of my specialty colleagues, and unfailingly get that pa-
tient in to be seen. But, getting the patient in the door of the pri-
mary care office is the big, big problem.

One big problem for Alaska, now, is related to these caps on
residencies. We know what works. Our family medicine residency
program has been a stunning success. We graduate 12 residents
per year—we will be graduating 12, we’re in the growth phase now,
right now we’re graduating 10 per year—but in another 2 years,
we’ll be graduating 12 per year. Seventy-five percent of our grad-
uates practice in Alaska. Fifty-five percent of them practice in a
rural community. If you count Alaska practice, rural practice, or
underserved practice—such as an Indian health service, or commu-
nity health center as a target—95 percent of our graduates practice
in one of the socially desirable target practices. We know how to
do it. And we’re doing a good job of it. But, we can’t do enough,
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because they have caps. Our residency program, in 2 years, we’ll
be training 36 residents at a time, but our cap for Federal payment
is at 22. We can’t get that cap lifted, and consequently, the pro-
gram is running at a very large deficit, which has been sustained
by the private business that sponsors it, not by the government or
the society as a whole.

We also need lots more residencies in Alaska. Family medicine
is not the only specialty we need. We desperately need residencies
in several other specialties which could easily be started in Alaska.
There are plenty of talented doctors to teach, and plenty of inter-
esting patient cases to learn from. I think our experience in the
family medicine program indicates we could be very successful in
recruiting students from other schools to come to Alaska to train,
but none of these programs can start in this State, because there’s
no Federal money to pay for the resident FTEs.

Most of the other specialties, besides family medicine, can only
be well-trained in a large community, like Anchorage. And, hos-
pitals in large communities like Anchorage are capped. So, we need
to have relief of these resident FTE caps, in order to initiate a
funding stream that can start training programs for the other doc-
tors.

I think that as we look into the future of physician shortages in
Alaska, we have to move forward on all fronts—the Physician Sup-
ply Task Force identifies a number of them, and Dr. Tanner has
identified most of them in his comments. We have to move forward
on the front of retention so that we can keep the doctors we have
practicing longer, and happier, we need to move forward on the
front of recruitment, because that’s the short-term way of getting
doctors into the State—if we start recruitment efforts now, we’ll be
able to get doctors soon.

But, those two efforts are not going to be enough, in the long
run. We have to also start training our own doctors in much larger
numbers, because as the competition for physicians gets tighter
and tighter around the United States, unless we’re training our
own, we are always going to be unable to attract the doctors that
we need for this State.

With that, I'll conclude my testimony, and answer your ques-
tions.

Senator MURKOWSKI. Very interesting comments, thank you, Dr.
Johnston.

And next, let’s go to Dr. Richard Neubauer. Welcome, and good
morning.

STATEMENT OF RICHARD NEUBAUER, INTERNAL MEDICINE,
ANCHORAGE, ALASKA

Dr. NEUBAUER. I'm very pleased to give this testimony.

Besides being a general internist here in Anchorage, I also serve
on the Board of Regents for the American College of Physicians,
which is the second-largest physician group in the country, rep-
resenting about 120,000 general internists, and other internists.
Second only to the American Medical Association.

As I listen this morning, it struck me that one thing that hasn’t
been said is how much joy there is in being a doctor. You know,
I really love my job, I enjoy being a general internist, it’s a wonder-
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ful job—perhaps the best job in medicine. And it’s a real tragedy
that we have to be here talking about the delivery of medical care,
or the lack of access to medical care, in the way we are.

So, just prefacing my remarks, I think that this is very, very im-
portant.

While there are shortages in many specialties in medicine, it’s
the shortage of primary care physicians—and, specifically, general
internists—that concerns me the most. In my view, these areas of
medicine are actually near collapse, both here and nationally. And
are critically threatened, unless there are prompt actions that are
taken to reverse these current trends.

When I graduated from medical school at Yale University in
1976, and then did my internship and residency at the University
of Michigan from 1976 to 1979, the majority of my classmates
wanted to be internists of one sort or another.

Nowadays, that’s very different. And, the majority of medical
school graduates want to pursue careers in radiology, ophthal-
mology, anesthesia or dermatology, because these areas of medicine
have a kindlier lifestyle, better pay, and are perceived to have bet-
ter prestige than what I do right now. This is especially tragic, I
think, because with an increasing elderly population, the need for
general internists who are skilled in the management of complex
medical problems is increasing, and will continue to increase. And,
I think the testimony that’s been given earlier today testifies to
that, as well.

After leaving my residency training and completing a scholarship
obligation with the Indian Health Service in Wyoming, I came to
Alaska in 1981, and have been in practice here since. When I start-
ed my career, I typically cared for 10 or 15 hospitalized patients,
took many admissions from the emergency room, and worked, as
Wellll, full-time in my office, and didn’t get home until really late at
night.

Over 25 years of practice, I've watched as many of my colleagues
in internal medicine have retired, moved away, or moved on to
other things. With very few exceptions, as these physicians have
left their practices, they have been unable to find young physicians
to take their place, and have simply closed their doors. And, with
that, their patients have been scattered to the wind, hopefully to
find other doctors, oftentimes not being able to.

And, nowadays, when this happens here in Anchorage—espe-
cially if these patients are covered by Medicare, they can’t find doc-
tors to care for them.

An example of that was, a physician in my office who retired ear-
lier this year, and we've literally had patients coming to the front
desk in tears, trying to find a physician to care for them. And we
try to help with that, as much as we can, but it’'s very limited,
given limited manpower capabilities.

The reason for this is because these patients have very complex
problems, that take a lot of time to take care of properly. And
frankly, the reimbursement for seeing them does not even cover the
overhead of operating an office.

So, as has been said by others, these patients are destined to use
the emergency room for their primary care, and that’s both inex-
pensive and inefficient. And, oftentimes, these patients may also
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neglect their problems until they become more far advanced, and
are thus either harder, or impossible, to treat.

Right now, unfortunately, there’s virtually no financial incentive
for a young primary care physician, in internal medicine, to come
start a private practice in this city. The remuneration for their ef-
forts would simply not be enough to justify the work involved, and
the overhead of operating an office.

Starting in the mid-1990s, in Anchorage and elsewhere, there
was an advent of a new area of medicine called “hospitalice medi-
cine,” this is internists who only work in the hospital, and this
even further changed the dynamics of care in Anchorage, and
around the country.

Right now, in general, internists who are coming out of training
programs are only interested in getting hospitalice, and not oper-
ating in an office. This is, again, due to the high overhead of office
practice, the burden of unreimbursed work in an office, and the
threat of punitive audits, the long hours, constant need to be on-
call, and low compensation, in general, for the work in our current
reimbursement system.

With the ascendancy of hospitalice practice, this has certainly
benefited functionality of inpatient care, but it has, unfortunately,
come at the expense of promoting a further decline—critical de-
cline—in the interest of providing long-term management in ambu-
latory or outpatient settings.

Right now, in Anchorage, by my count—and I could be off a little
bit on this—there are about 18 general internists working in office
settings, and by comparison, there are approximately 30 cardiolo-
gists in Anchorage. And this is just not a healthy mix.

A sad truth is that if [—at age 57, not quite 65, but getting
there—were to become incapacitated, or otherwise leave my prac-
tice, it’s highly unlikely that anyone would be around to take my
place, and my patients would be without a physician.

Let me just present an example from my own practice of how co-
ordination of care of a patient by primary care physicians can re-
sult in better outcomes, and lower costs, but is actually not reim-
bursed by the current system.

I currently care for a man in his fifties who, tragically, has had
a series of strokes and heart attacks at a very young age. He suf-
fers with congestive heart failure, but with modern medical man-
agement, has lived with these conditions for a number of years,
whereas in the past, he probably would have been dead by now. He
also has diabetes, hypertension, many psychological issues that
have complicated his care. And I share his care with a cardiologist,
but for quite some time, he was visiting the emergency room on a
regular basis with chest pain, was often admitted to the hospital
at great cost, and with no particular benefit to his care.

By intervening and allowing him open telephone access to my
nursing staff, to the physician assistant, who I recently hired to
help me, and having him come to my office for frequent reviews of
his medications with my staff, we’'ve been actually able to avert
most of his emergency room visits.

This was done with low-cost office visits, unreimbursed time in
person and on the telephone with him, and the monetary savings
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to the system were tremendous. Whereas the monetary benefit to
my office was modest.

What can be done about these problems? I think both here and
in Alaska and nationwide, a further study of the manpower needs
for primary care services is sorely needed. In my view, the current
methods that CMS uses to track access to care are very blunt tools
that, just frankly, don’t reflect reality. It’'s my view that a robust,
primary care presence in our country will require a restructuring
of the payment systems in a way that reflects the importance of
primary care services, with recognition that much of what we cur-
rently do is unreimbursed.

I think management fees, above and beyond traditional fee-for-
service reimbursement, would be one step, at least, in recognizing
the value of primary care of the patient, and needs to be strongly
considered.

I think new models of care, such as the advanced medical home
concept proposed by the American College of Physicians, has prom-
ised to increase the attractiveness of internal medicine as a career.
This model relies heavily on electronic medical records to improve
the functionality and accountability of practices, and to improve the
delivery of preventive services, but the implementation of this tech-
nology, namely electronic health records, has been hampered by
high cost, and difficulty of deployment in busy offices.

We do have an HER, Electronic Health Record alliance here, that
has been formed by the APS, the Alaska Physicians and Surgeons,
the Alaska Chapter of the American College of Physicians, and the
State Medical Association to try and address this, and we’re trying
to get funding for a pilot program here to see how we could imple-
ment these records better.

I think medical training programs need to be re-designed to en-
courage students to consider careers in internal medicine, and pri-
mary care, but that has not been happening in a concerted fashion,
partly due to entrenched interests, and perverse incentives. And
this certainly needs to change.

As has been said, students are burdened with so much debt com-
ing out of medical training, that they’re pushed into higher paid
specialties by necessity. In an effort to fill positions that graduates
of American medical schools are not interested in, as a Nation,
we’ve been robbing other countries of their own talented physi-
cians, but importing foreign graduates, and this is certainly not a
good, long-term global strategy.

In summary, I think we stand at a critical time in the design of
delivery systems within our medical communities. Certainly, inac-
tion at this time will have very predictable results. A lopsided sup-
ply of physicians in very high paid specialties, coupled with access
to care problems for patients who want the guidance of a physician
to coordinate their medical care.

There are things we can do to positively shape the future, but
this will require, I think, courage and conviction, and I certainly
applaud your efforts in this regard.

I'll conclude by asking that the HELP committee require a study
and report on ways that the Federal Government can increase the
attractiveness of primary care, including consideration of programs
to eliminate or reduce student debt, for those who go into primary
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care, redesigning Federal support for medical education, to expose
medical students to well-functioning models of community-based
primary care, and changes in Federal reimbursement policies to
support the value of primary care.

Thank you very much.

Senator MURKOWSKI. Thank you, Dr. Neubauer. I appreciate
your testimony.

And, let’s move over to the other table here, we have Dr. Byron
Perkins, the President of the Alaska—I was going to say, it’s not
the American Osteopathic Association, you're the Alaska rep for
the American Osteopath.

STATEMENT OF BYRON PERKINS, AMERICAN OSTEOPATIC AS-
SOCIATION, PRESIDENT OF THE ALASKA OSTEOPATHIC
MEDICAL ASSOCIATION, ANCHORAGE, ALASKA

Dr. PERKINS. That’s correct. Thank you, Senator Murkowski.

Senator MURKOWSKI. Thank you, and welcome.

Dr. PERKINS. I am Byron Perkins, and I am a practicing osteo-
pathic family physician here in Anchorage, and I am the President
of the Alaska Osteopathic Medical Association, AKOMA.

I've had the privilege of working in Alaska 4 years in Nome, and
7 years with the Alaskan Native Medical Center, and now in pri-
mary care/private practice in Anchorage.

I'm honored to be here today representing the American Osteo-
pathic Association, and AKOMA. The AOA represents the Nation’s
59,000 osteopathic physicians, and over 12,000 osteopathic medical
students, and we applaud your interest in this very timely discus-
sion, and important issue.

Much of my testimony will echo the findings of the Alaska Physi-
cian Supply Task Force Committee. We applaud their work, we
were able to participate in testimony on their efforts. Much of my
testimony will echo some of the testimony already presented.

The AOA recognizes that many communities in the United States
face limited access to physicians, and physician services. We've
heard that today, this is especially true in rural and frontier com-
munities, and really so in Alaska. And for more than 130 years,
AOA has been dedicated to training and educating the future phy-
sician workforce. We have a tradition of turning out primary care
physicians. More than 65 percent of our students, physician grad-
uates, practice in primary care, and that trend has been historical.

In Alaska, there are 115 licensed osteopathic physicians, 77 of
those physicians practice in primary care, roughly 69 percent. They
practice in diverse communities, from places like Barrow, and
Bethel and Craig and Klowak, Nome, Gotsebu, and Anchorage/
Fairbanks, Juneau.

Over the past 15 years, the osteopathic profession has enjoyed
tremendous growth. We are currently one of the fastest-growing
professions in healthcare. Since 1990, the osteopathic physician
numbers have increased 67 percent, there are currently about
59,000 osteopathic physicians in the United States, we are still a
minority in physician groups. About 6 percent of all physicians in
the United States are osteopathic physicians.

As our membership grows, the AOA is refocusing our efforts on
our core mission, which is training physicians who are capable and
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willing to provide high-quality care to our Nation’s neediest popu-
lations, particularly in primary care.

Many experts believe that we are in a shortfall, we in Alaska
have made the same conclusion—we are in a physician shortage.
If we begin to work on that effort now, we can make a difference,
as we begin to educate and train a larger number of physicians in
the immediate near future.

The time it takes to educate and train a physician is anywhere
from 7 to 14 years, and that means anybody starting in school
today won’t be available to serve for at least 7 years, particularly
in primary care. And due to the time education requirements for
future physicians, we believe a concerted effort must be made now,
and that is what most of my testimony is referencing today.

Today, one in five medical students in the United States is in os-
teopathic medical school. Currently, there are 23 colleges of osteo-
pathic medicine, operating on 26 campuses. There are two addi-
tional colleges that will open within the next 2 years, bringing the
total number of colleges to 25, operating on 28 campuses. In 2007,
those colleges will graduate approximately 3,000 new physicians,
by 2008, approximately 3,500 physicians, and by the year 2015, we
are projecting 5,000 new physicians per year.

We, in Alaska, are especially proud of the Pacific-Northwest Uni-
versity of Health Sciences, projected to open in the year 2008 in
Yakima, Washington. This has been a collaborative effort, and by
the five Northwestern States, and the associations in those States,
we believe the opportunity to participate in this will give us more
direct influence on the number of students, and the type of stu-
dents that will be referring and matriculating to this facility. I'm
optimistic that when it begins operating, it will be a direct contrib-
uting factor to Alaska’s physician workforce, in the future. And
that recommendation did come forward in the Physician Supply
Task Force recommendations.

Medical schools, and colleges of osteopathic medicine tradition-
ally place significant emphasis on an applicant’s academic achieve-
ment. We agree with this, but we also believe that medical school
should be looking at the whole person, that is something that is
traditionally done in the osteopathic applications process. Particu-
larly, when a student from Alaska, or from a rural community, is
evaluated—they should meet all of those academic requirements,
but at the same time, there is something desirable about placing
a student from a rural community into a medical school.

If two students are equally qualified, we would encourage schools
to matriculate students from the rural communities. Much of the
same testimony has come forward.

Additionally, our medical education system must increase its ef-
forts to promote both primary care specialties, and experience in
rural practice locations. It’s already been testified to by Dr. John-
ston and Dr. Neubauer. The role of the family physician and the
internal medicine physician generalist is less glamorous, less re-
warding financially, and yet I would echo what Dr. Neubauer said,
this is the greatest thing in the world to do. I love my work, I
wouldn’t trade it for anything, I am blessed to be an osteopathic
physician.
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The issues facing our Nation’s rural healthcare system are com-
plex, and there are no easy answers. The AOA recommends five
policy changes that we believe will lead to improved access to phy-
sician services, and increase the availability of U.S.-trained physi-
cians. And, I would like to list those now.

No. 1, the Congress should consider eliminating the cap on avail-
able, and funded, residency positions in the United States. Dr.
Johnston spoke to this, there are currently, approximately 96,000
funded residency positions. The number of funded residency posi-
tions has been static since the 1990s, when the Balanced Budget
Act of 1997 put a cap on residency positions. This severely limits
our ability to increase the residency positions available here, in
Alaska—not just Alaska, all of the Pacific Northwest.

The AOA encourages Congress to either remove or increase the
caps on the number of funded, graduate medical education training
slots, as established by the Budget Act of 1997. This past week,
legislations were introduced in the Senate that would accomplish
this goal. The Resident Physicians Shortage Reduction Act of 2007,
increases the cap adjustments for teaching hospitals in eligible
States, where there is a demonstrated shortage of resident posi-
tions. Alaska is 1 of 24 States that would benefit from this legisla-
tion, and AOA supports this legislation, and urges all Senators to
go sponsor this important bill.

We would, in that vein, support the Physician Shortage Elimi-
nation Act that you referenced in your opening statement. I think
it’s the right direction to move.

No. 2, in addition to expanding the training capacity at existing
teaching hospitals, we feel desperately, the need to create new
training hospitals at new hospitals. There is the known adage that
most physicians will end up practicing within 100 miles of where
they do their postgraduate training. With the limited number of
postgraduate sites—not only in Alaska, but in the Pacific North-
west, that limits the number of recruitment opportunities we have
in bringing qualified physicians to Alaska. And, as previously testi-
fied, we are always recruiting from outside, we can’t produce
enough at our current levels to sustain our needs.

Currently, a majority of allopathic and osteopathic residency
training programs exist in or near the major metropolitan cities.
Dr. Tanner talked about the large number in the State of Texas.
And, while those current programs continue to excel at producing
high-quality physicians, they don’t adequately distribute physicians
to communities across the Nation, and particularly to places like
Alaska.

A major obstacle often preventing the establishment of new resi-
dency training programs, are the costs associated with startup. The
AOA proposes the creation of a new program that would assist
communities, and rural hospitals, in their efforts to establish new
residency training programs.

Under the Physician Workforce and Graduate Medical Education
Enhancement Act, the Secretary would be directed to establish an
interest-free loan program, whereby hospitals committed to start-
ing a new allopathic or osteopathic residency program, would se-
cure startup funding to offset the initial startup costs. Congress
would be asked to allocate adequate money to establish and fund
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the program. To be eligible, a hospital would demonstrate that they
do not currently operate a residency training program, and they
must commit to operating a residency program in one of the five
medical specialties of primary care—family medicine, internal med-
icine, pediatrics, OB/GYN, and possibly, general surgery. Hospitals
securing a loan under the program would be obliged to repay the
total sum, without interest, to the Secretary.

I was just at a meeting last weekend in Portland, the Northwest
Osteopathic Conference of States, and there’s a small hospital in
eastern Oregon who is attempting to start a rural, community-
based family practice residency program. And they were there with
their CFO, and their hospital administrator, and two of their physi-
cians, basically trying to find out how they were going to come up
with the funding to make this work. The desire is there, the need
is there. They can’t supply their physician staff resources, and they
thought with residency training, not only could they grow their
own, but they could help offset some of the local physician short-
ages that already exists. Startup costs are prohibitive. As Dr. Har-
old Johnston said earlier, our residency program has been oper-
ating at a deficit since its inception.

I would say that the Alaska Family Medicine Program has been
very kind to us, as an osteopathic professional. They have sought
our participation from the beginning, and just last year, hired an
osteopathic Physician Director of Medical Education, and that pro-
gram is now a dually-certified program, so osteopathic medical stu-
dents can do their residency training at the Family Practice Pro-
gram and get dual certification from the AOA. And, we are cur-
rently, the only operating osteopathic-approved training program in
the entire Northwest, at Providence Hospital.

No. 3, Congress should enact legislation that would establish, in
statute, clear and concise guidance on the use of ambulatory, non-
hospital sites in graduate medical education programs. While the
majority of physician training takes place in the hospital setting,
it should not be limited to this setting. We need to do more to ex-
pose medical students—and resident positions—to different prac-
tice settings during their training years. And the Alaska Family
Medicine Residency Program has done an excellent job of providing
that opportunity.

In 2002, the Centers for Medicare and Medicaid Services began
administratively altering the rules. Began denying the time that
residents spend in nonhospital settings. As a result, hospitals are
being forced to train all residents in the hospital setting, elimi-
nating the valuable, educational experiences offered in the non-hos-
pital training sites. Additionally, some teaching hospitals may be
forced to eliminate programs, as a result of the current CMS poli-
cies.

Allowing hospitals to receive payments for the time resident phy-
sicians train in a nonhospital setting is sound educational policy,
and a worthwhile public policy goal that Congress clearly man-
dated. Additionally, it would be good for us in rural communities.

No. 4, Congress should amend the tax code to allow practicing
physicians in rural communities an annual tax credit equal to the
amount of interest paid on their student loans. Last year, Senate
bill 2789 was introduced, directly addressing tax credits in that re-



31

gard. I believe you sponsored that legislation. We supported that
as an association, and we would support that type of legislation in
the future.

We believe this proposal is a direct incentive to young physicians,
and would assist in the recruitment and retention of physicians in
rural communities.

Additionally, Congress should revise current scholarship, and
loan payment programs, to allow physicians to fill their commit-
ment on a part-time basis, as with the National Health Service
Corps.

No. 5, Congress should reform the Medicare Physician Payment
Formula, by eliminating the sustainable growth rate, and replacing
it with a more equitable, and predictable, payment structure. This
testimony has already been brought forth. Additionally, Congress
should make permanent provisions that establish a floor of 1.0 for
their work, geographic practice cost indices, and provide a 5 per-
cent add-on for services provided by physicians, in recognized Medi-
care-scarcity States, which Alaska certainly is.

Again, we thank you for focusing your attention on this impor-
tant issue. The AOA, and the AKOMA and our members stand
ready to assist you and the committee, as you develop policies aim-
ing at improving access to physicians and physician services. I look
forward to your questions.

[The prepared statement of Dr. Perkins follows:]

PREPARED STATEMENT OF BYRON PERKINS, DO

Senator Murkowski and distinguished members of the committee, my name is
Byron Perkins. I am a practicing osteopathic family physician in Anchorage and cur-
rently serve as the President of the Alaska Osteopathic Medical Association. I am
honored to be here today representing the American Osteopathic Association (AOA).
The AOA, which represents the Nation’s 59,000 osteopathic physicians and over
12,000 osteopathic medical students, applauds the committee’s interest in examining
this very important issue. Access to physicians and other healthcare services for
people residing in rural and other underserved communities is a serious problem.
The AOA believes that access to physician services in rural and other underserved
communities can be improved by increasing training and workforce opportunities
along with developing new programs that aid in the recruitment and placement of
osteopathic and allopathic physicians.

We recognize that many communities in the United States face limited access to
physicians and physician services. This is especially true in rural and frontier com-
munities. We applaud the efforts made by State governments, the Federal Govern-
ment, Members of Congress, and rural communities to increase physician access for
their citizens. However, like you, we believe much more should be done.

For more than 130 years the AOA and the osteopathic profession has been dedi-
cated to educating and training the future physician workforce. Consistent with our
mission, we remain committed to producing primary care physicians who will prac-
tice in rural and other underserved communities. This mission has been a tenet of
the profession since it’s founding in the late 1800’s. Today, more than 65 percent
of all osteopathic physicians practice in a primary care specialty (family medicine,
internal medicine, pediatrics, and obstetrics/gynecology). In Alaska, there are 112
osteopathic physicians. Seventy-two of these osteopathic physicians practice in a pri-
mary care specialty, 59 are family physicians [Maps 4 and 5]. Nationwide, more
than 100 million patient office visits are made to osteopathic physicians each year.

Over the past 15 years the osteopathic profession has enjoyed tremendous growth.
We are one of the fastest growing professions in healthcare. Since 1990 the number
of osteopathic physicians has increased 67 percent. Currently, there are 59,000 os-
teopathic physicians in the United States. The number of osteopathic physicians in
the United States is projected to exceed 90,000 by 2015. Osteopathic physicians rep-
resent 6 percent of the current U.S. physician workforce and over 8 percent of all
military physicians.
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Throughout our history, the osteopathic profession has placed an emphasis on pri-
mary care and rural service. Our commitment to these goals is reflected in our
membership and in the mission statements of the Nation’s colleges of osteopathic
medicine. Our emphasis on primary care and rural practice is reflected by the fact
that currently 22 percent of osteopathic physicians practice in a designated medi-
cally underserved area (MUA) (Map 1). As our membership grows, the AOA is re-
focusing its efforts on our core mission—training physicians who are capable and
willing to provide high quality care to our Nation’s neediest populations.

The issues facing our Nation’s rural healthcare system are complex. We do not
suggest that there are easy answers, but we do believe that change in some policies
would increase our ability to meet these needs.

The following pages outline several recommendations. These recommendations
would improve the ability of the AOA and our allopathic colleagues to meet the
needs of rural and other underserved communities. We believe that the implementa-
tion of these recommendations will allow the U.S. medical education system to meet
its responsibilities of training physicians who will provide quality healthcare to all
populations regardless of their geographic location.

PHYSICIAN WORKFORCE

Many experts now believe that the United States will face a shortfall in its physi-
cian supply over the next 20 years. While academic and policy experts debate the
needs and expectations of the future physician workforce, the AOA recognizes that
we must begin to educate and train a larger cadre of physicians, now.

The time it takes to educate and train a physician is, at minimum, 7 years. This
means that a student accepted in the matriculating class of 2007 will not enter the
physician workforce until at least 2014. Due to the time required to educate and
train future physicians, we believe a concentrated effort must be focused on increas-
ing the Nation’s physician education and post-graduate training capacity over the
next 5 years. If handled appropriately, the country could increase the physician
workforce dramatically by 2020.

Reliance upon the J-1 Visa program is neither the most effective nor the most de-
sirable way to increase physician supply in rural communities, although we recog-
nize that the program can provide short-term relief. The J-1 program is not capable
of meeting the physician workforce needs of our Nation and should not be promoted
for this purpose. Yes, a few States and communities have physician services as a
result of the J-1 program. However, thousands of rural communities remain without
physician services. The AOA supports increasing our capacity by adopting policies
that encourage larger numbers of U.S.-educated and trained physicians to practice
in rural and underserved areas. An increase in U.S.-educated and trained physi-
cians, if properly selected and trained, will lead to a more predictable and reliable
physician workforce and is more likely to produce larger numbers of physicians who
will practice in rural communities.

Today, one in five medical students in the United States is enrolled in a college
of osteopathic medicine. Fifty percent of the students enrolled in the Nation’s col-
leges of osteopathic medicine are women. Currently, there are 23 colleges of osteo-
pathic medicine operating on 26 campuses (See Map 2). There are two additional
colleges that will open within the next 2 years, bringing the total number of colleges
to 25 that are operating on 28 campuses. In 2007, these colleges will graduate ap-
proximately 3,000 new osteopathic physicians. In 2008, the number of graduates
will increase to 3,500. By 2013 the number of osteopathic physicians graduating
from colleges of osteopathic medicine is projected to reach 4,500. Assuming a pre-
dictable growth pattern, the osteopathic profession should produce approximately
5,000 new physicians per year beginning in 2015.

The current colleges of osteopathic medicine, and those set to open in the future,
are located in regions that historically have had limited access to physician services.
Currently, there are three colleges of osteopathic medicine in Appalachian region,
one in Las Vegas and one developing in Denver—two of the Nation’s fastest growing
communities, three colleges in the States of Missouri and Oklahoma, and Yakima,
Washington—which aims to meet the needs of several Northwest States including
Alaska. The location of current and future colleges of osteopathic medicine reflects
the osteopathic profession’s commitment to rural and underserved communities.

In Alaska, we are especially proud of the Pacific Northwest University of Health
Sciences (PNUHS) in Yakima, Washington, which will begin classes in 2008. Along
with my colleagues in Alaska, I am optimistic that PNUHS will begin contributing
to Alaska’s physician workforce in the near future. The AOA urges the Alaska legis-
lature to develop new programs that encourage a significant number of Alaska resi-
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dents to pursue their medical education at the PNUHS College of Osteopathic Medi-
cine.

INTERNATIONAL MEDICAL GRADUATES

The U.S. healthcare system is widely recognized as the most advanced in the
world. The rapid development of new diagnoses and treatments outpaces those in
other countries. We are the world’s leader in medicine and medical technology. In
this role, we should share our expertise with the world. For this reason, the AOA
supports the continued acceptance of international medical graduates (IMGs) into
the U.S.-graduate medical education system. By training international physicians,
we can improve the healthcare delivery systems around the world by improving the
quality of the physicians. However, this transfer of knowledge and skills cannot take
place if international physicians do not return to their home countries.

The United States should not be an importer of physicians. The majority of inter-
national physicians should come to the United States to train and then return
home. The “brain drain” in many countries is well documented. Many countries lose
their best and brightest young physicians to the United States and other English-
speaking countries. International physicians should come here to train and should
not be encouraged to stay upon completion of their training. In fact, we should re-
quire that they return to their home countries and practice medicine for an ex-
tended period of time before they are eligible to petition for a visa, J-1 or otherwise.

In 2006, almost 9,000 IMGs participated in the National Residency Matching Pro-
gram (NRMP). Of these applicants, approximately 6,500 were not U.S. citizens and
2,500 were U.S. citizens who attended a foreign medical school. Almost 50 percent
of all IMGs match to first year residency positions. In 2006, the total number of
IMGs who matched to first year positions increased to 4,382.

Of the 6,500 IMG participants who were not U.S. citizens, 3,151 (48.9 percent)
obtained first year positions. 2006 was the fifth consecutive year that the number
of non-U.S. citizen IMGs matching to first year positions increased. Of the 2,500
U.S. citizen IMG participants, 1,231 (50.6 percent) were matched to first year posi-
tions. 2006 was the third consecutive year that the number of U.S. citizen IMGs
matching to first year positions increased. The total number of IMGs filling first
year residency positions will be much higher than the approximate 4,400 who se-
cured positions through the NRMP. Many IMGs are able to secure residency train-
ing positions outside the match.

RECRUITMENT AND PLACEMENT

Medical schools and colleges of osteopathic medicine traditionally place significant
emphasis on an applicant’s academic achievement—grade point average, under-
graduate degree program, and scores on the Medical College Admission Test
(MCAT). While we would never suggest that the academic standards required for
admittance be lowered, we do recommend that the Nation’s medical education insti-
tutions begin evaluating “other” factors. An evaluation of the student’s life, includ-
ing an evaluation of where the student was raised, attended high school, and loca-
tion of family members, provides an indication of where a future physician may
practice. For example, an applicant from Manhattan, New York is less likely to
practice in a rural community than an applicant from Manhattan, Kansas. If the
two applicants are equally qualified, we should encourage our schools to matriculate
the student from Manhattan, Kansas, an individual more likely to return to rural
Kansas once education and training is completed.

Our medical education system must increase its efforts to promote both primary
care specialties and experience in rural practice locations. Over the years, the role
of the rural family physician became less glamorous than that of the urban sub-
specialist. Far too many medical school students want to be an “ologist” instead of
a general surgeon, family physician, general internist, or pediatrician. Our Nation’s
healthcare system needs specialists and subspecialists, but we need far more pri-
mary care physicians. Our medical education system must place greater emphasis
on educating and training primary care physicians and general surgeons. These
physicians are more likely to practice in a rural or small community hospital and
are far more likely to practice in rural America.

The AOA believes that programs funded and operated under Title VII of the Pub-
lic Health Service Act are essential to achieving the goals outlined above. Over the
past 5 years, title VII programs have seen a dramatic decrease in both support and
funding. We urge Congress to reverse this trend and place greater emphasis on
these important programs.
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INCREASE TRAINING CAPACITY

Currently, there are approximately 96,000 funded residency positions in the
United States. The number of funded residency positions has been static since the
late 1990’s when Congress, as part of the Balanced Budget Act of 1997, placed a
limit or “caps” on the number of funded residency slots any existing teaching pro-
gram may have.

The residency caps were established at a time when the general consensus was
that the country had an adequate supply of physicians. We now recognize this is
not correct. The residency caps established by the BBA limit the ability of teaching
hospitals to increase training programs, thus preventing responsible growth capable
of meeting our future physician workforce needs. The AOA encourages Congress to
either remove or increase the caps on the number of funded graduate medical edu-
cation training “slots” as established by the Balanced Budget Act of 1997.

This past week, Senators Harry Reid and Bill Nelson introduced the “Resident
Physician Shortage Reduction Act of 2007.” This legislation authorizes the Secretary
of the Department of Health and Human Services (HHS) to increase the number
of residency cap positions for which Medicare payments will be made if certain cri-
teria are met. The increases or cap adjustments target teaching hospitals in eligible
States where there is a demonstrated shortage of resident physicians. States would
be considered to have a shortage of resident physicians if its ratio of allopathic and
osteopathic physicians training in ACGME or AOA approved residency and/or fel-
lowship programs is below the national median number per 100,000 population. Ac-
cording to current statistics, the national median number of resident physicians per
100,000 population is 25. Teaching hospitals in 24 States would be allowed to in-
crease their FTE cap under the proposed formula.

The AOA supports this legislation and urges all Senators to cosponsor this impor-
tant bill. Furthermore, we call upon the Senate to approve this legislation this year.

IMPROVE RURAL TRAINING PROGRAMS

There is an old saying in medical education circles that physicians will practice
within 100 miles of where they train. While the validity of this saying either in a
world that is limited to the United States’ borders or alternatively in an era of
globalization is unproven, its message rings true. Physicians are more likely to prac-
tice in settings where they have the most experience. While a majority of physician
training takes place in the hospital setting, it should not be limited to this setting.
We need to do more to expose medical students and resident physicians to different
practice settings during their training years.

A valuable component of graduate medical education is the experience of training
at nonhospital ambulatory sites. These sites include physician offices, nursing
homes, and community health centers. Ambulatory training sites provide an impor-
tant educational experience because of the broad range of patients and conditions
treated and by ensuring that residents are exposed to practice settings similar to
those in which they ultimately may practice. This type of training is particularly
important for primary care residency programs since a majority of these physicians
will practice in nonhospital ambulatory clinics upon completion of their training.
This training also is essential to improving access to care in rural communities.

Congress has long recognized that a greater focus should be placed on training
physicians in rural and other underserved communities. In the 1990s, Congress
began to fear that the current graduate medical education payment formula discour-
aged the training of resident physicians in ambulatory settings. This opinion was
based upon the fact that the payment formula only accounted for the resident train-
ing time in a hospital setting.

Through the Balanced Budget Act of 1997, Congress altered the payment formula,
removing the disincentives that existed for training in nonhospital settings. We ac-
complished this goal by allowing hospitals to count the training time of residents
in nonhospital settings for the purpose of including such time in their Medicare cost
reports for both indirect medical education (IME) and direct graduate medical edu-
cation (DGME) payments.

This change in the payment formula was designed to increase the amount of
training a resident physician received in nonhospital settings, enhance access to
care for patients in rural and other underserved communities, provide an additional
education experience for residents who are considering practicing in rural commu-
nities, and provide a recruitment mechanism for rural and underserved commu-
nities in need of physicians.

The program appeared to be working as intended. However, in 2002 the Centers
for Medicare and Medicaid Services (CMS) began administratively altering the rules
and regulations in respect to this issue. As a result, CMS intermediaries began de-
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nying the time residents spent in nonhospital settings. In many cases, hospitals
were forced to repay thousands of dollars as a result of this administrative change
in regulations.

Many Members of Congress urged CMS to work with interested parties to resolve
this issue by developing new regulations that clarify the appropriate use of nonhos-
pital settings. Unfortunately, these conversations have not produced policies that
meet the original intent of Congress as established in 1997. As a result, hospitals
are being forced to train all residents in the hospital setting, eliminating the valu-
able educational experiences offered in nonhospital training sites. Additionally, some
teaching hospitals may be forced to eliminate residency programs entirely as a re-
sult of current CMS policies.

Allowing hospitals to receive payments for the time resident physicians train in
a nonhospital setting is sound educational policy and a worthwhile public policy goal
that Congress clearly mandated in 1997. Additionally, it is good for rural commu-
nities.

DEVELOPMENT OF NEW TEACHING HOSPITALS

In addition to expanding the training capacity at existing teaching hospitals, we
desperately need to create new training programs at new hospitals. Currently, a
majority of allopathic and osteopathic residency training programs exist in or near
the major metropolitan cities on the east coast, west coast, and Great Lakes region.
While the current programs continue to excel at producing high quality physicians,
they do not adequately distribute physicians to communities across the Nation.

As we outlined previously, it is well documented that physicians establish prac-
tices near the location of their training program. Assuming this to be true, the Na-
tion desperately needs new training programs in many States, especially those in
the Midwest, Southwest, Northwest, and Rocky Mountain regions. By providing
greater number of residency training programs in these areas, the physician work-
force shortage could be reduced greatly for many States.

A major obstacle often preventing the establishment of new residency training
programs are the costs associated with the creation of such programs. Under cur-
rent law, a hospital starting a new residency program is not eligible for direct grad-
uate medical education (DGME) or indirection medical education (IME) funding
until they have filed their initial cost-report with the Centers for Medicare and Med-
icaid Services (CMS). Initial cost reports are filed following the completion of the
first year the residency program is in operation. The first payments from CMS to
hospitals with new residency programs typically occurs around 16 to 18 months
after the program is started. This financing arrangement presents challenges for
hospitals that operate on narrow margins, especially community hospitals that lack
adequate reserve funds to offset the financial commitments associated with starting
a new residency program.

The AOA is working with Members of Congress to develop a new program that
would assist community and rural hospitals in their efforts to establish new resi-
dency training programs. Under the “Physician Workforce and Graduate Medical
Education Enhancement Act,” the Secretary would be directed to establish an inter-
est-free loan program whereby hospitals committed to starting new osteopathic or
allopathic residency training programs could secure startup funding to offset the ini-
tial costs of starting such programs. Congress would be asked to allocate adequate
money to establish and fund the program.

To be eligible, a hospital must demonstrate that they currently do not operate a
residency training program, have not operated a residency training program in the
past, and that they have secured preliminary accreditation by the American Council
on Graduate Medical Education (ACGME) and/or the American Osteopathic Associa-
tion (AOA). Additionally, the petitioning hospital must commit to operating an
allopathic or osteopathic residency program in one of five medical specialties or a
combination of these specialties: family medicine, internal medicine, emergency
medicine, obstetrics/gynecology, or general surgery.

A hospital may request funding to assist in the development of a residency train-
ing program. We suggest that the financing be limited to no more than $1 million.
Funding could be used to offset the costs of residency salaries and benefits, faculty
salaries, and other costs directly attributable to the residency program.

Hospitals securing a loan under the program would be obligated to repay the total
sum, without interest, to the Secretary. Hospitals would have two repayment op-
tions—repayment in full or repayment through a financing mechanism. The AOA
looks forward to working with Members of the U.S. Senate on this concept and is
optimistic that this type of a program would enhance the disbursement of physicians
to communities in need.
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EXPAND PROGRAMS THAT PROVIDE INCENTIVES FOR RURAL PRACTICE

There are numerous existing programs that provide scholarships and loan repay-
ment for physicians who choose to practice in rural communities. These programs
include the National Health Service Corps, Public Health Service, Indian Health
Service, and many programs operated by State governments. The AOA supports
these programs and encourages Congress to continue funding them at levels that
facilitate greater numbers of physicians practicing in rural and other underserved
communities.

Additionally, we believe that some consideration should be given to allow physi-
cians to participate in the programs on a part-time basis. There are numerous com-
munities that need physician services, but they may not need them full time. We
believe that modifications should be made to Federal loan repayment and scholar-
ship programs that allow participants to repay on a part-time basis in exchange for
a longer term of service. For example, if a physician participates in the National
Health Service Corps and agrees to a 3-year commitment in a rural community—
why not allow the physician the option of committing to 4 or 5 year’s service on a
part-time basis. We believe this would encourage more physicians to participate in
these valuable programs without jeopardizing the underlying mission.

The AOA also proposes a change in the tax code that would provide physicians
practicing in designated rural communities with a tax credit equal to the amount
of interest paid on their student loans for any given year that they practice in such
a community, or until their loans are paid in full. Under current law, individuals
may deduct up to $2,500 in interest paid on student loans from their Federal income
taxes. However, the income thresholds associated with this provision often prevent
physicians from qualifying. Our proposal would provide a direct link between prac-
tice location and the tax credit. A physician practicing in rural Wyoming who pays
$8,000 in interest on her student loans in year one would get an $8,000 tax credit
for that year. The program would continue until the physicians had retired her stu-
dent loan debt or when she departed the rural community. We believe that this pro-
posal provides a direct incentive to young physicians and would assist in the recruit-
ment and retention of physicians in rural communities.

IMPROVE THE ECONOMICS OF MEDICINE

The current practice environment physicians face is challenging. Over the past
decade escalating professional liability insurance premiums, decreasing reimburse-
ments, and expanded regulations have made the practice of medicine more frus-
trating for all physicians. These issues are compounded in rural communities where
physicians are often in solo practice or small group practices, unable to benefit from
economies of scale that larger group practices in urban areas enjoy.

According to a 2004 Health Affairs study, more than half of all practicing physi-
cians are in practices of three or fewer physicians. Three-quarters are in practices
of eight or fewer. They face the same economic barriers as every other small busi-
ness in America. Costs associated with staff salaries; health and other benefits,
basic medical supplies, and technology, all essential components of any business,
continue to rise at a rate that far outpaces reimbursements. When facing deep re-
ductions in reimbursements at the same time that their operational costs are in-
creasing, it is safe to project that most businesses will not be able to continue oper-
ation. While most businesses increase, or have the ability to increase, their prices
to make up the differential between costs and reimbursements, physicians partici-
pating in Medicare cannot.

e Physician Payment—Since 2001, Medicare physician payment rates have fallen
greater than 20 percent below the Government’s measure of inflation in medical
practice costs. In 2002, physicians’ payments under Medicare were cut 5.4 percent.

e If the projected cuts are implemented, the average physician payment rate will
be less in 2007 than it was in 2001. Additionally, two provisions included in the
Medicare Modernization Act (MMA), which provide increased reimbursements for
physicians in rural communities, will expire over the next 2 years.

e In 2002, physician payments were cut by 5.4 percent. Congress acted to avert
payment cuts in 2003, 2004, 2005, 2006, and 2007 replacing projected cuts of ap-
proximately 5 percent per year with increases of 1.6 percent in 2003, 1.5 percent
in 2004 and 2005, and 0 percent in 2006 and 2007. Even with these increases, phy-
sician payments fell further behind medical practice costs. Practice costs from 2002
through 2006 were about two times the amount of payment increases. The long-term
projections are even more startling. Under the current formula, physicians face cuts
of greater than 30 percent over the next 8 years.

e Since its inception in 1965, a central tenet of the Medicare program is the phy-
sician-patient relationship. Medicare beneficiaries rely upon physicians for access to
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all other aspects of the Medicare program. This relationship has become com-
promised by dramatic reductions in reimbursements, increased regulatory burdens,
and escalating practice costs. These projected cuts come at a time when the number
of Medicare beneficiaries is projected to grow from the current 43 million to more
than 71 million. Additionally, since many healthcare programs, such as TRICARE,
Medicaid, and private insurers link their payments to Medicare rates, cuts in other
systems will compound the impact of the projected Medicare cuts. Medicare cuts ac-
tually trigger cuts in other programs.

e Additional cuts in Medicare physician payments threaten Medicare bene-
ficiaries’ ability to access to physician services. These access problems are com-
pounded in rural communities where the loss of a single physician can equate to
no access for beneficiaries in that community. These problems will only increase if
additional cuts are implemented.

e Furthermore, reduced payments hamper the ability of physicians to purchase
and implement new technologies in their practices. According to a 2005 study pub-
lished in Health Affairs, the average costs of implementing electronic health records
was $44,000 per full-time equivalent provider, with ongoing costs of $8,500 per pro-
vider per year for maintenance of the system. This is not an insignificant invest-
ment. When facing deep reductions in reimbursements, it is safe to project that phy-
siclians will be prohibited financially from adopting and implementing new tech-
nologies.

e Physician payments should reflect increases in practice costs. Now is the time
to establish a stable, predictable, and accurate physician payment formula that re-
flects the cost of providing care.

e Congress must act to reform the Medicare physician payment formula. Contin-
ued use of the flawed SGR formula will have a negative impact upon patient access
to care. Additionally, Congress should act to extend expiring provisions that provide
incentives to physicians in rural communities. The Medicare Modernization Act
(MMA) altered the Medicare physician payment formula by establishing a 1.0 floor
for the work geographic practice cost indices (GPCI) under the Medicare physician
fee schedule and created a 5 percent add-on payment for physicians practicing in
recognized Medicare physician scarcity areas. The MMA reversed years of inequities
in payments between rural physicians and those in larger urban communities. Con-
gress extended the 1.0 floor for the work GPCI as part of the “Tax Relief and Health
Care Act of 2006” (H.R.6111). However, both the GPCI and Medicare scarcity provi-
sions expire on December 31, 2007 unless Congress acts. We believe that these are
essential and positive Medicare payment policies that should be extended, if not
made permanent. Both provisions will enhance beneficiary access and improve the
quality of care available.

e Medical Liability Reform—As you know, the Nation’s medical liability system
is broken. In recent years physicians across the Nation have faced escalating profes-
sional liability insurance premiums. According to the National Association of Insur-
ance Commissioners (NAIC), between 1975 and 2002 medical liability premiums for
physicians increased, on average, 750 percent. These premium increases are related
directly to an explosion in medical liability lawsuits filed against physicians and
hospitals and the rapid increase in awards. The Government Accountability Office
(GAO) confirms this. In a 2003 report, the GAO stated that losses on medical liabil-
ity claims are the primary driver of increases in medical liability insurance pre-
miums.

e As a result of a broken medical liability system patients face reduced access to
healthcare, the overall costs of healthcare increases, and the future supply of physi-
cians is threatened. Many physicians no longer provide services that are deemed
high-risk, such as delivering babies, covering emergency departments, or performing
certain surgical procedures. This crisis also impacts primary care physicians, espe-
cially those in rural areas who are often the only physician practicing in a commu-
nity. As a result, patients have seen a decrease in the availability of physician serv-
ices. Additionally, the medical liability crisis has a significant impact upon the ca-
reer choices of future physicians. In a recent poll conducted by the AOA, 82 percent
of osteopathic medical students stated that the cost and availability of medical li-
ability insurance would influence their future specialty choices, while 86 percent
stated that it would influence their decision on where to establish a practice once
their training was complete. This trend in career choices is disturbing and will have
a long-term impact upon the healthcare delivery system in the years ahead.

SUMMARY

Again, the AOA appreciates the opportunity to share our views on this important
issue. We remain committed to working with Congress to enact legislation that will
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ensure access to quality physician services for all Americans, regardless of where
they reside. In closing we would like to highlight five recommendations made in our
testimony that we believe will lead to improved access to physician services, in-
crease the availability of U.S.-trained physicians, improve the quality of training for
future physicians, and improve the recruitment and retention of physicians in rural
communities.

1. Congress should consider eliminating the cap on available and funded residency
positions in the United States. This cap hinders the ability of osteopathic and
allopathic medical schools to educate and train larger numbers of physicians. To
meet the healthcare needs of our growing population we must have the capacity and
financing to train a larger number of physicians. The AOA supports the “Resident
Physician Shortage Reduction Act of 2007” and urges the Senate to approve this leg-
islation in 2007.

2. Congress should establish and fund a new interest-free loan program to assist
in the creation of new residency training programs at hospitals that have not oper-
ated teaching programs previously. By expanding opportunities to new hospitals,
Congress can facilitate the training of physicians in new geographic regions that
currently have limited access to physicians.

3. Congress should enact legislation that would establish, in statute, clear and
concise guidance on the use of ambulatory nonhospital sites in graduate medical
education programs. If enacted, it will preserve the quality education of resident
physicians originally envisioned by Congress in 1997.

4. Congress should amend the tax code to allow physicians practicing in rural
communities an annual tax credit equal to the amount of interest paid on their stu-
dent loans. We believe that this proposal provides a direct incentive to young physi-
cians and would assist in the recruitment and retention of physicians in rural com-
munities. Additionally, Congress should revise current scholarship and loan repay-
ment programs to allow physicians to fulfill their commitment on a part-time basis.

5. Congress should reform the Medicare physician payment formula by elimi-
nating the sustainable growth rate and replacing it with a more equitable and pre-
dictable payment structure. Additionally, Congress should make permanent provi-
sions that establish a floor of 1.0 for the work of GPCI and provide a 5 percent add-
on for services provided by physicians in recognized Medicare scarcity areas.
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Colleges of Osteopathic Medicine

dsabangton

# PHWU-COM
b tantaoa Norts Dabetn -
}’ regen 4 it
Souith Dhxots’
-
IATUCOM-CA [ TRYULOM., TR
i e H L * ) oo
catiorma Catornad KCUMB-COM S ATSUI
Hirsng KCoMm
WesternU/ *‘FUNCOM Higpus
comMp 7 ¢ OsU:
MWUI CQM
TN b e JIPCOM. ki i o
ATSUI
MESA *
s UNTHSCFWI
TCOM
College Classifications
W Operating ColiegeiBranch 26) SU-COM
Bl Coliege Under Developmen (1}
’ Initial Stages of Planning (1) T a—

{No Colieges in Alaska or Hawai)

[Map 2] Colleges of Osteopathic Medicine

Osteopathic and Allopathic Residency and Intemship Programs

FUTRICAN BRTCOPATHIE ARSBCATEN.

Data Sources: A0A Department of Qual % i < R 108 ﬁ
O Resaareh t5oaas W Alopathic residency locations (801) Maps Crested by
o Peton Consulting
Warch, 2006

[Map 3] Osteopathic and Allopathic Residency and Internship Programs



40

112 Alaska Osteopathic Physicians

Number of Osteopathic Physicians
. in Each City
& 2-4
I 5-10
® n-3s
counties

e rre— Pwton Conguiing
Data Source: AOA Department of Quality and Research May

[Map 4] Osteopathic Physicians in Alaska

72 Primary Care Osteopathic Physicians
in Alaska

EDA

S oo (3 P,

o o,
‘Osteopathic Physicians

Number in Each Specialty

A Emergency Madicine (6)
@  Family Practice (59)

H Intemal Medicine {7)
gz

G tIFRy

&
Map Created by
e Paten Consting
Data Source: AOA Department of Quality and Research May 20, 2008

[Map 5] Primary Care Osteopathic Physicians in Alaska

Senator MURKOWSKI. Thank you, Doctor.
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Next, let’s go to Dr. Coombs, University of Washington School of
Medicine. Tell us a little bit about WWAMI this morning.

STATEMENT OF JOHN COOMBS, ASSOCIATE VICE-PRESIDENT
FOR MEDICAL AFFAIRS, ASSOCIATE DEAN FOR REGIONAL
AFFAIRS, RURAL HEALTH AND GRADUATE MEDICAL EDU-
CATION, UNIVERSITY OF WASHINGTON, SEATTLE, WASH-
INGTON

Dr. CoomBs. Thank you, Senator Murkowski. And I want to also
express my appreciation on the part of the HELP Committee—
Health, Education, Labor, and Pensions—for inviting testimony
today from the WWAMI program. I want to try to summarize some
of my written comments that I have brought forward, in the inter-
est of also having questions that you might bring forward, and to
address beyond what we have said today.

What is really remarkable to me is that when I began at the
WWAMI Program at its inception, actually, 35 years ago, I was a
practicing rural family physician in a very small community in
north-central Washington, a National Health Service Corps volun-
teer, and someone who now has built upon that experience to con-
tinue to pledge our efforts, in terms of the University of Wash-
ington School of Medicine and WWAMI, into meeting future needs
for physicians practicing in those areas.

In your opening comments, you mentioned that the size of the
rural population in the United States is roughly about 21 percent
of our total population. In the WWAMI area, that number, actually,
is 35 percent, and in Alaska, it’s greater than 50 percent of the
population of the State of Alaska, who live in rural communities,
and in Wyoming, Montana and Idaho, the number is even greater
than 50 percent. So, this is a significant issue, in terms of the
WWAMI Program.

The thing I want to emphasize today, is the success of the
WWAMI Program has been, really, predicated by partnership. The
partnership that has existed between the Alaska State legislature,
and the other legislatures across the five States among the institu-
tions of higher education, such as the University of Alaska, Anchor-
age. Also, among practicing physicians, such as the Alaska State
Medical Association and the volunteerism that goes forward to
teach our students and residents. Also, among the hospitals within
the State, who have put forward resource and energy to allow for
the training of future physicians within those areas, as well as di-
rect support for programs such as residency training. And also,
among the partnership that exists between WWAMI and the Fed-
eral Government. And that really is the issue that I'd like to spe-
cifically center on today.

Over the course of the past decade, the number of physicians en-
tering family medicine from the WWAMI Program has gone from
36 percent of the graduating class, to this year, an anticipated 12
percent. Similarly, during that time, primary care has dropped
from over 60 percent, to now just greater than 38 percent. As a
consequence, as you can see, the shortage that we’re facing, we're
not directing physicians in the way that we intend to, which is to-
ward careers in primary healthcare.
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And why is this? Many of these issues have been mentioned
today, but the mounting student debt, the shortage of really a crit-
ical unit in terms of being able to have adequate physicians within
isolated communities, as well as large, urban communities. In addi-
tion to the absence of adequate applicants to residency programs
who have done their training in the United States, which now,
across the Nation, is less than 49 percent of U.S. medical school
graduates now fill our Family Practice Residency Programs, as an
example.

This is a significant issue. What can we do about this, in terms
of the restoration of this in terms of the Federal partnership that
we have within WWAMI? First of all, we need to restore and en-
large support for student debt relief. I think the National Health
Service Corps—and particularly, I was pleased in your opening
comments to hear you say, “the relationship between academic
training programs, and community health centers”—there needs to
be a stronger community/academic partnership which is developed
that will allow for the training of family physicians, primary care
internists, general pediatricians, general surgeons, and psychia-
trists within settings such as that, to meet future needs, and access
to care for people in isolated areas.

The second thing is, that we need to fix the overall healthcare
delivery system to create greater incentive for primary care physi-
cians, and this has been mentioned by my colleagues who have tes-
tified before.

At the present time, the financial incentive, or disincentive, to
enter into primary care is very remarkable, in terms of the onus
that this places upon medical students who are now facing, on our
situation, $94,000 debt from people who graduate from the
WWAMI Program who are from Alaska, in comparison to $125,000
that was mentioned earlier from public medical schools, and be-
tween $150,000 and $200,000 from private medical schools.

We need to maintain and to incent training for primary care, and
the essential specialties. And to do this, I want to make 8 points
from the Federal perspective, that would help.

First, is to eliminate caps for these primary care specialties in
areas such as the critical things such as general surgery, and psy-
chiatry. To enable hospitals and people who support graduate med-
ical education, to build additional capacity in that respect.

Second, not to allow for further reduction, and to restore reduc-
tions in Medicare and Medicaid that support graduate medical edu-
cation, and medical education in general. This also includes the ap-
propriated funds for pediatric training, and graduate medical edu-
cation, which are currently scheduled for substantial reduction in
this year’s considerations.

We need to increase the training for opportunities for residents
in the critical needs specialties, and to build upon things—even in
States like Alaska that do not, perhaps, have their own programs—
we need to be innovative in terms of placing general surgeons, psy-
chiatrists and internists, such as we have done in the State of
Idaho, for instance, through the WWAMI Program, to bring them
to Alaska as well, and to create innovative programs that will allow
us to do that.
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We need to restore title VII funding. Currently that is pegged
with the budgetary considerations to basically be eliminated this
year. And this is something which supports our residency training,
our medical student training, our faculty development, and a num-
ber of other areas which are essential, as far as the success that
WWAMI has created over the course of the past 35 years.

We need to restore the Health Careers Opportunities Program,
HCOP, so that we can take people who come from underserved
communities such as many of the areas in Alaska, to bring them
to medical school, and to bring them into the health professions.
Currently, in Dr. Johnston’s program, there are two people who
have participated in the HCOP Program within WWAMI who are
now residents here. But, that program now has been eliminated.
And so, what are we going to do to reach out to Alaska’s commu-
nities, to bring people to healthcare careers in the future, and to
just tell them, simply, “You can do it.” And we’re here to help them
make that happen.

We need to expand funding for the National Health Service
Corps Scholarship Program, which has been very effective. Dr.
Johnston was also a National Health Service Corps volunteer, and
someone who was brought into medicine through that mechanism.
We need to restore funding for the Bureau of Health Professions,
for the Center for Health Workforce Studies across the country,
such that we can evaluate innovative programs and estimate the
needs. That has now been eliminated over the course of the past
2 years, through the Bureau of Healthcare Professions.

And, finally, I want to come back to creating this academic com-
munity health center alliance, where we can begin to have training
programs within these CHCs, to be able to bring trainees to them,
and to actually create the success that I think can be done in that
respect.

This is a long list of things, in terms of the Federal support. But,
it is something that I want to return to the fact that, partnership
has been the thing that has led to the success of WWAMI.

I've provided in my written testimony, information which is
available to you, and other members of the HELP Committee, in-
cluding our continuum of medical education, which really brings
out all of the programs which rely upon Federal support in terms
of their continuance. Much of which, now, has been eliminated.

Finally, now, I just want to briefly touch upon the success that
WWAMI has created. The Program has been successful, not only
because of this partnership, but it’s bringing incredibly capable stu-
dents from States such as Alaska into the opportunity to achieve
publicly-supported medical education. We're joined today, if they
could stand, by the students who are currently in the pipeline of
WWAMI from Alaska, who are going to be the future of healthcare
delivery in Alaska.

[Applause.]

For every student who just stood, there are six other qualified
students who could be here today, if there was just the resources
to be able to bring them into the pipeline. And also, to be able to
enlarge upon the graduate medical education programs that exist
within the State.
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The student return rate for WWAMI is 61 percent who return to
WWAMI to practice medicine. This is a remarkable thing, espe-
cially when you look at the State of Alaska, where 47 percent of
those who start in the State of Alaska return, but 84 percent of the
positions, the 10 positions per year, are filled by students who have
graduated from WWAMI, who return to the State to practice.

The second thing is that WWAMI is very cost-effective. Our tui-
tion, the $15,900 per year, is $4,000 below the National average for
public medical schools. And so, not only is that something that is
cost-effective, but also, the total cost of educating students of—
what seems like an enormous amount of money—of $57,000, is far
below the average of $60,000 to $120,000 nationally, to educate
medical students.

We’ve been fortunate to be named the number one primary care
medical school in the United States by U.S. News & World Report,
for the last 13 years. No. 1 in family medicine, number one in rural
health. But, I think the critical issue is, we need to have the sup-
port of all of the partners to be able to continue to do this.

We've been fortunate that through the program, such as Dr.
Johnston’s Family Practice Residency Program, 77 percent of the
350 residents who are part of that Program, have returned to prac-
tice in WWAMI. And, among those, 30 percent in communities of
less than 25,000, 15 percent in communities of less than 5,000. So,
we need to continue to be able to innovate.

So, I'd like to just conclude by saying, again, thank you very
much to the HELP Committee for allowing me to come and testify,
and share with you some of the success of WWAMI, but also, to en-
courage us to return to the partnership that has made us success-
ful, and has benefited the people of, not only the State of Alaska,
but across the WWAMI region, and the Nation, in terms of the
preparation of future family physicians, and physicians in other
specialties.

Thank you.

[The prepared statement of Dr. Coombs follows:]

PREPARED STATEMENT OF JOHN B. CooMBS, M.D.

My name is John Coombs and I am a physician on the faculty at the University
of Washington School of Medicine. As a family physician and pediatrician and as
a member of the Dean’s office, my responsibilities include the oversight of the
WWAMI Program.

Today it is my privilege to testify before you from my leadership position in the
WWAMI Program. As I will outline below, WWAMI (Washington, Wyoming, Alaska,
Montana, Idaho) has accomplished much in its nearly 35 years of serving the region.
From a Federal perspective, I can say that we have only been able to accomplish
this record with continuing Federal support. We have partnered with the Federal
Government all along the way and I want to begin by thanking this committee and
the programs it funds for the support you have given to WWAMI over the years.

At the end of my testimony, I will suggest specific ways that we together can rein-
vigorate our partnership. Recent years have seen a decline in Federal support for
what we do. While we appreciate the realities of the Federal budget, I hope to con-
vince you that your investments in support of medical education are key to man-
aging the physician crisis in rural America, the subject of this hearing.

WWAMI stands for Washington, Wyoming, Alaska, Montana and Idaho. The Uni-
versity of Washington School of Medicine is the only medical school and academic
medical center within this five-State area. The region comprises approximately 27
percent of the total land mass of the United States. The approximately 10 million
people in the region constitute 3 percent of the population in the United States.
Thirty-five percent of the people living within this five-State region live in rural
communities. This year we are celebrating the 35th anniversary of WWAMI, and
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are acknowledging the remarkable interstate partnership that has been developed
to allow for public access to medical school for the citizens of the five States. This
has only been possible through the cooperative relationship between the people of
the five States and the medical school. This is a relationship which has evolved be-
tween institutions of higher education, physicians in practice, hospitals, and the
State legislatures as we work together to support, in an enduring fashion, this re-
markable partnership.

In each of the past 14 years, the University of Washington School of Medicine and
the WWAMI Program have been recognized by U.S. News & World Report as the
No. 1 Medical School in the United States in primary care as well as in rural health
and Family Medicine. Though the program began with a focus solely on training
medical students, our evolution has been toward the development of a continuum
of educational services (represented in the attachments as the “WWAMI Edu-
cational Continuum”) that begins before medical school and extends into community
service. It has also evolved into the creation of graduate medical education programs
that have allowed for graduates of WWAMI to continue on with their training with-
in the five-State area in family medicine, pediatrics, internal Medicine and psychi-
atry. In 2002, the Association of American Medical Colleges recognized WWAMI
with its prestigious Outstanding Community Service Award, applauding the part-
nership between the UWSOM and communities within WWAMI.

The material that I have provided to you as part of this testimony is the current
Executive Summary of Activities in the States of Alaska and Wyoming over the past
12 months. The insert to both of these reports provides a State map, which allows
for visual representation of communities where the WWAMI program is based with-
in the States. In addition, on the back of the map page is a pictorial representation
of the WWAMI Educational Continuum. This material will give the reader an in-
depth glimpse of exactly what WWAMI does within the States of Alaska and Wyo-
ming.

Overall, the outcomes of the program are substantial. Sixty-one percent of our
medical students have returned to practice within the five-State WWAMI area. This
compares favorably to the national average return rate (for all medical schools) re-
turn rate of 41 percent. In addition, over the course of the past 20 years, approxi-
mately 40 percent—55 percent of graduates have entered into residencies in primary
care (national average, 7 percent—10 percent). Over a similar timeframe, 15 percent—
30 percent of WWAMI graduates have chosen to establish practices in rural and
medically underserved areas. Hence, WWAMI ranks highly among the States with
regards to return of graduates to practice within the communities where they
trained. Similarly, WWAMI ranks highly in providing well-trained physicians ready
for primary care careers in rural and medically underserved communities. The Fam-
ily Practice Residency Network, which is affiliated with the University of Wash-
ington and brings together 17 Family Practice Programs across the five States (one
of which is here in Anchorage), has a return rate of 77 percent of graduates to prac-
tice within the five-State area. Of these graduates, 30 percent practice in commu-
nities of less than 25,000 and 15 percent in communities of less than 5,000 people—
most often in communities that are medically underserved and/or rural. Additional
information is provided on the State-specific Fact Sheets that are attached to this
testimony in conjunction with the Executive Summary Reports.

The WWAMI Program is remarkably cost-effective. The total cost to States aver-
ages between $45,000-$55,000 per student, per year for medical student education
within WWAMI. This compares favorably to national averages of $60,000 and
$120,000 per student, per year in medical schools in States outside of the WWAMI
region. In addition, the tuition that is paid by students at the University of Wash-
ington School of Medicine is $15,900 per year, approximately $4,000 less than the
national average among publicly supported medical schools. This cost effectiveness
is consistent with one of the original 1970 goals of the WWAMI Program which was
to assist WWAMI States in avoiding duplicative capital costs and the expenses of
hiring new faculty. The WWAMI Program would not have been able to accomplish
this without cooperation of universities such as the University of Alaska-Anchorage
and the University of Wyoming in Laramie. It truly has been an enduring and effec-
tive partnership.

The above summarizes the accomplishments of WWAMI. Now let me focus on
some of the challenges we face in preparing the future rural health workforce.

Over the course of the past 5 years, WWAMI has seen a drop in student interest
in selecting residencies in primary care. We have gone in 1996 from approximately
36 percent of students entering into family practice to approximately 12 percent es-
timated this year. This remarkable decline has resulted from a variety of factors in-
cluding rising student debt, student interest in assuring that there will be adequate
time for personal as well as professional pursuits and changes in the healthcare de-
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livery system. As we look to the future, the effect of this decline in student interest
in primary care will be devastating for rural and medically underserved commu-
nities.

Looking deeper into the underlying reasons as to why this drop has occurred, we
cite the following issues:

e Reduced student interest in primary care.—Long hours, limited pay, and re-
duced personal time have discouraged students from pursuing careers in primary
care. There is frustration among many students that the current healthcare delivery
system does not allow the students, once they become doctors, to pursue the prin-
cipals of primary care, which include continuous patient-centered, comprehensive,
compassionate, and coordinated care. The prevailing practice of primary care at the
present time also discourages students away from primary care because of the lim-
ited time and infrastructure upon which to implement exceptional management of
chronic diseases. This is of particular concern with an aging population and the in-
creased incidence of chronic disease among the elderly population. Contributing to
this reduction in student interest is also the increasing requirement for more posi-
tions in the current healthcare delivery system in the United States. The Associa-
tion of American Medical Colleges now recommends that there be a 30 percent in-
crease across the country in the number of medical students we train. With this in-
creased demand, students now have many other options in healthcare that allow
them to direct their interests away from primary care.

o Increasing Student Debt.—Over the past decade there has been a remarkable
increase in student debt upon graduation from medical school. The national average
is currently $125,000 per student from public schools, and $150,000+ from private
schools. Students in WWAMI from Alaska currently graduate with $94,000 debt per
student, with 100 percent of graduating students incurring debt. Over the past 6
years, this is up from $50,000 per student with approximately 75 percent of stu-
dents graduating with debt.

e Loss of Federal funding at the University of Washington School of Medicine/
WWAMI.—The following factors have contributed to undermining of support for our
programs that are aimed at enhancing student interest in careers in primary care.

e Loss of title VII funding. This loss has led to cuts in residency training in pro-
grams in Alaska and Wyoming, reduced support of Family Medicine Student
Training Programs, the loss of residency faculty development fellowships, and
reduced support for the underserved pathway within WWAMI.

Loss of the Health Careers Opportunity Program (HCOP) Grant funding ($1.2
million over 2 years) at the University of Washington. This has led to a severe
reduction in our summer UDOC Program which is designed to encourage stu-
dents from medically underserved areas to follow their interests in health ca-
reers.

o Loss of Center of Excellence for Native American and Native Alaskan funding.
Over the past 2 years, $647,000 has been cut from this program. At the
present time, three WWAMI graduates from this program are residents at the
Anchorage Family Practice Residency Program, an affiliate of the University
of Washington Family Practice Network. A similar loss in Center of Excel-
lence funding in Montana occurred in Pharmacy.

Loss of funding for the WWAMI Center for Health Workforce studies and the
Rural Health Research Center. These programs fund the creation of vital
sources of information (across WWAMI and the Nation) concerning the pro-
grammatic effectiveness in rural programs. In addition, they inform us con-
cerning workforce needs in rural areas. Funding here has been reduced in the
last 2 years from approximately $2 million per year to $0.6 million per year.
This has resulted in our staff declining from 21 researchers to six within our
Department of Family Medicine.

o Reduction of support for National Health Service Core Scholarships.

o The creation of caps on Graduate Medical Education (GME) funding as a result
of the Balanced Budget Act of 1996.—This has imposed a freeze on GME positions
within the WWAMI area. Across the five States, the number of GME positions per
100,000 population is far below the Nation’s average per State of 34 positions per
100,000 population. In WWAMI, this number is closer to 15 positions per 100,000.
Currently the State of Alaska has only 4 residency positions per 100,000.

e Perpetuations of GME losses currently proposed in the President’s fiscal year
2008 budget.

e Medicare IME (Indirect Medical Education) payment reduction, a proposed
cut from the GME payments that are attached to the Medicare Advantage
Plan payments. There is also a potential proposed cut (as recommended by
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MedPac) of an 18 percent reduction in the IME portion going from 5.5 percent

to 4.5 percent.

Proposed Medicaid cuts, including the elimination of GME payments cur-

rently provided within Medicaid payments to hospitals. If this is allowed to

occur, the anticipated impact will be a loss across the country of $1.76 billion
over the next 5 years.

e Nearly complete elimination of title VII—The President has proposed that
title VII funding be reduced from $185 million in fiscal year 2007 to $10 mil-
lion in fiscal year 2008. This is a perpetuation of significant reductions in title
VII over the past 6 years.

o Reduced support for payoff of student debt by reduction of funding for the Na-
tional Health Service Core from $125 million in fiscal year 2007 to $116 mil-
lion in fiscal year 2008.

e Children’s Graduate Medical Education appropriation reduction from $297
million to $110 million (a 63 percent reduction).

All of these reductions (and proposed reductions) have significantly influenced the
ability of WWAMI and other similar programs across the country to continue to sup-
port the preparation and training of physicians to practice in rural and medically
underserved areas and to achieve our remarkable outcome record. To successfully
turn this around, interventions will be required in which we enhance student inter-
est in primary care and support the continuation and expansion of programs like
WWAMI.

I would strongly recommend that this committee consider support of the following
Federal initiatives as a way to restore efforts on the part of programs such as
WWAMI. This will assist us in continuing to provide effective medical education
programs that are consistent with the workforce needs within the five States, and
across the Nation.

Specifically, I would recommend the following measures be considered and taken:

o Address the reduction in student interest and create financial incentives to enter-
ing primary care residencies and practice. To successfully do this over time, the re-
imbursement for primary care physicians and physician practices will need to be en-
hanced far above where it is today. This reimbursement and support for primary
care practices (such as the institution of measures to create medical homes for all
patients, electronic medical records, and the establishment of evidence-based ap-
proaches to disease management among others) will need to occur. Specifically,

e Encourage the increased number of medical students in training by increas-
ing the Nation’s medical school capacity consistent with the AAMC’s rec-
ommendation of a 30 percent increase. Within the WWAMI States, we are
currently anticipating an increase of 22 percent in seats for medical students
over the course of the next 2 years. This includes 10 additional seats from
the State of Alaska, 6 seats from the State of Wyoming, and 20 seats within
the State of Washington. In addition, discussions of increases in seats for
me({dical students are currently underway in Montana, and to a lesser degree
in Idaho.

e Encourage students to enter primary care residencies through tuition support
programs like the National Health Service Core to offset the increasing
amount of student debt, and to reduce financial disincentives to entering into
primary care.
Restore Federal support for educational programs for physicians in training,
giving particular attention to those programs that address the shortage of
doctors in rural and medically underserved areas. This can be best done by
restoration of title VII, HCOP and Center of Excellence Funding. We should
also direct assistance to medical schools and residency training programs that
promote (and are held accountable for) physicians entering practices in pri-
mary care and other needed specialties (such as general surgery and psychi-
atry) particularly in medically underserved areas.
Eliminate caps within the Medicare Program for primary care residency posi-
tions and rural track programs in specialties needed in rural America. Be-
sides family medicine, general internal medicine and general pediatrics, this
should also include innovative programs in rural track training in general
surgery and in psychiatry. Many of these programs may be urban-based in
addition to having rural locations in the program.

e Expand training opportunities in rural and medically underserved commu-
nities. This should include the support for graduate medical education pro-
grams which combine urban and rural training (such as in rural track train-
ing). Enhance the supply of future accountable rural practitioners and in-
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crease access to rural and medically underserved citizens to top quality
healthcare. Current examples of this in WWAMI include:

1. The continuation of rural track training with the WWAMI Family Med-
icine Network.

2. The development (currently being considered) for rural track training
in general surgery.

3. Support for rural-track psychiatry programs such as our programs
based in eastern Washington, Idaho and Wyoming. This last example is of
particular importance given the burgeoning problems in mental health, in-
cluding meeting the needs of veterans who have returned from National
Guard duty to rural communities over the past 10 years.

o Continued support for Area Health Education Center (AHEC) funding and pro-
grams that promote recruitment of high school students into health careers.—Pro-
grams such as the AHEC currently in place within WWAMI provide infrastructure
and allow physicians in training to do community-based rotations in rural and medi-
cally underserved areas. This support needs to continue.

e Encourage programs that promote educational relationships between Community
Health Centers (CHCs) and academic medical centers.—Within WWAMI we are cur-
rently exploring community academic linkages that would allow for increased edu-
cational opportunities within CHCs that serve rural and medically underserved pop-
ulations. CHCs are rapidly becoming the greatest provider of primary care in rural
and underserved urban communities, yet the supply of physicians to meet this need
is far below demand. This would allow for greater opportunities to train students
and residents within CHCs, and would help to alleviate the workforce shortages
that challenge the CHCs.

e Restore funding for the Office of Rural Health Policy, Rural Health Research
Centers and the Bureau of Health Profession Centers for Health Workforce Study
across the country.—The absence of funding for these programs has severely limited
our ability to evaluate and assess efforts that are currently in place to craft innova-
tions that address many of the needs that I have addressed today. In addition, fund-
ing for the Nation’s Centers for Health Workforce Studies (CHWS) (which has been
completely eliminated within the Bureau of Health Professions) needs to be restored
such that regions can have at hand the ability to assess current workforce needs.

In conclusion, it has been my privilege to present this information to you today
and to provide, in a short period of time, advice to policymakers and leaders as to
how we might best face the future challenges of providing for physician needs with-
in rural and medically underserved communities. The University of Washington
School of Medicine and WWAMI have long appreciated the support provided by the
10 U.S. Senators serving our five-State region, along with your colleagues from the
House of Representatives. WWAMI stands ready to build upon this remarkable
partnership. We will need your continued help and support in order to accomplish
this task.

I look forward to answering questions that you might have around specific issues.
I pledge to you to continue to provide support to this committee and your staff as
we move ahead in the Federal agenda to support educational solutions to future
workforce needs within the United States.

Thank you for your attention.

Senator MURKOWSKI. Thank you, Doctor, and I appreciate you
making the introduction of the young men and women who are in-
volved in the program now. It’s a delight to have you here. I hope
you're hearing the message that we need you.

And with that, let’s go to Karen Perdue, the Associate Vice-Presi-
dent for Health at the University of Alaska, who has been coordi-
nating the Task Force Report. And, I would like to note that a full
copy of the Task Force Report will be included as part of the com-
mittee record.

So, with that, Ms. Perdue.
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STATEMENT OF KAREN PERDUE, ASSOCIATE VICE PRESIDENT
FOR HEALTH, UNIVERSITY OF ALASKA, ANCHORAGE, ALASKA

Ms. PERDUE. Thank you, Senator Murkowski. Again, I echo the
appreciation that you have, the attention that you’ve given to this
issue. Not only today, but in the last couple of years.

What I want to say, and I want to be brief, myself, because I do
know that we need to have a dialogue, but Alaska has always had
a physician shortage. I think those of us who have grown up here
know that this is not a new phenomenon that we are facing.

So, the question that we were interested in, at the University of
Alaska, in partnership with the State Health Department was,
what’s changed? Why is this—why are patients—anecdotally, we
heard so much more access problems—has there been a change in
the reimbursement climate? Are expectations of consumers higher?
Do we have fewer physicians overall? The solutions for all of these
things are quite expensive. The public investments that are needed
for correcting the problems are expensive. So, I think it’s been im-
portant to take the time to study the issue, and to give policy-
makers such as yourself, verifiable information that you can rely
on. And, I do believe this Report does do that.

The Report—the Task Force was appointed by the President of
the University, and the Commissioner of the State, of our State
Health Department. Half of the people on it were physicians, and
half were not. And I think that was important, because we all came
with our own questions, and our own sets of information.

We spent half of our time looking at the numbers, because—be-
lieve it or not—it’s not that easy to determine how many physicians
we actually have in our State, given the fact that we have many
physicians who are retired, or who aren’t actively practicing, this
question of the military has been brought up—you know, so how
many people are actually caring for patients?

I think the conclusion of the Task Force was—by the way that
number was about 1,343 physicians was what we determined were
practicing. I think the determination of the Task Force was that we
do have a shortage. Frankly, the shortage wasn’t as great as many
of us expected, numerically, when we walked in the door. But, we
are going to have a growing shortage, and that, I think, was the
revelation of the Task Force that was probably most compelling. If
we do nothing, if we do not act in a very aggressive way, we will
have a growing crisis.

It is expensive to do nothing. We have learned from reports that
we saw that—and we’ve heard earlier, over $24 million in costs are
borne by our healthcare system, just the ones we’re able to docu-
ment—in recruiting temporary workers, and in the cost of recruit-
ment and vacancy. One hundred and twenty five thousand dollars
is spent to replace a physician in our State. Those are costs, those
are funds that could be going into the remedies for the shortage,
if we could just get ahead of the game.

So, the Physician Supply Task Force, of course, concluded that
we needed immediate action, but probably—to reach an adequate
supply by 2025, which was the planning horizon we used—that we
would have to add a net of 59 physicians a year. Now, that doesn’t
seem like much when you look at the number, but it has to be
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every year. Each year, until 2025. This is a 50 percent increase in
what we are gaining now.

So, what do we need to do? We need a sustained and strategic
set of actions, and there’s no one thing that will solve this problem,
and that is, of course, a very complicated thing in public policy, be-
cause I think it’s a tendency to look at a problem, address it in one
way, and then say, “OK, I've got to go on to another issue.” And,
I say to our legislature, State legislature and our policymakers—
this is not a short-term assignment that we’re taking on. It’s a very
big job.

So, we recommended policies in four areas, and we’ve mentioned
most of them here, so I won’t go over them in detail, but I will go
over them, in general.

We have to increase the in-state production of our Alaskans who
go to medical school. We've heard about the WWAMI Program, we
looked at those numbers, we concur that that program is extremely
effective, and we’re very lucky to have it. We need more slots. We
said that we actually wanted 30 slots, 20 slots is—going from 10
to 20 slots is what’s in front of the Legislature today, but I think,
in the long run, we would like to go beyond that, in the Task Force
Report we mention that. I think there’s a need to keep our eye on
that ball, because the University of Washington faces this pressure
from every State. So, we need to act with due diligence on that.

And, of course, the residency program, we looked at that, those
numbers, they were very effective, and we need more residency
training.

Dr. Johnston gave us quite a lot of sobering information about
how hard it is to create a residency program, how many sick people
you need, and how much quality assurance you must have. So, it’s
not going to be an easy task, and it’s not going to be cheap. But,
it is definitely a highly effective way, later on in medical training,
to get doctors in our State.

And finally, we looked at the issue of other medical schools, be-
cause we do have Alaskans who go to other medical schools. And
Dr. David Head, who was on our Task Force, was particularly in-
terested in this question, because he went to school at the Univer-
sity of Arizona. We used to have, through WHICHE, an arrange-
ment where Alaskan students could participate in a subsidized
way. And we believe that that should, that kind of an arrangement
should come back to our State, but we also believe it should have
a service obligation. And the poor record of return, in the old days,
I think was related—in our view—to the fact that we didn’t have
such a service obligation.

Of course, all of that’s a long timeline, so simultaneously, we
must be beefing up the recruitment of physicians in our State. And,
we believe that there should be a centralized place in State govern-
ment where recruitment of physicians is something that people do
when they get up every morning. In other words, theyre not actu-
ally recruiting the physicians, but they're assisting the practices,
the communities, the hospitals, and perhaps the legislative bodies
in making this more effective.

Legislation, such as the ones that you sponsored—the loan repay-
ment or the tax incentives—these are also effective for that recruit-



51

ment phase, once the student has finished their medical school,
and we found that was very important.

Also, we have a very strong commitment to mid-levels in our
State—nurse practitioners, and physicians assistants, the Univer-
sity of Alaska trains them, we feel that that’s important to main-
tain and to enhance.

And, finally, the area I want to touch on, the third area, was the
medical pipeline that you’ve mentioned. The University of Alaska
is very serious in assisting in the math and the science and the in-
terest of young people in getting into medical careers, and particu-
larly, to become physicians.

We have—the University of Alaska, over the last 5 years, has
beefed up their medical education and pipeline programs. And
through title VII, we gained many different competitive grants, to
work on this area. We lost $1.4 million in effort last year, when
Congress defunded that title VII, those title VII programs.

These are programs out in communities helping our students,
and also working on rotations, and clinical placements for students
in rural settings.

We are really anxious to work with your office and your legisla-
tion to strengthen title VII funding, I think that will have a long-
term effect. Alaska does now have its own AHEC, and the partners
in that Area Health Education Center include the Yukon/
Kuskokwim Health Corporation, the Family Practice Residency,
and the Fairbanks Memorial Hospital. These are organizations that
will be going out every day and working on these problems.

So, Senator Murkowski, thank you very much for hearing about
the Physician Task Force Report. We do believe that this can be
turned around. We do believe—we’re Alaskans, so we have to be-
lieve that we can solve these problems, that it’s not hopeless. But,
we will have to keep our eye on the ball, and we will have to do
many things at one time.

[The prepared statement of Ms. Perdue follows:]

PREPARED STATEMENT OF KAREN PERDUE

Thank you for inviting me to participate in this field hearing on the important
topic of the physician shortage and its impact on access to medical care in Alaska.
In my current position at the University of Alaska, I work on a daily basis to “grow
our own” healthcare professionals. These professionals are needed to fill the thou-
sands of healthcare positions vital to the health of our Alaskan communities.

Recently, I also had the pleasure to be appointed by Secretary Leavitt as a mem-
ber of the National Advisory Committee on Rural Health and Human Services and
in that capacity I look forward to working on a national solution to the growing cri-
sis of the shortage of health professionals, including physicians, in rural America.

The University of Alaska is playing a critical role in meeting the workforce needs
of one of Alaska’s most important industries. My comments are organized into the
following areas:

(1) Documenting Alaska’s Health Workforce Needs

(2) Alaska’s Physician Supply Task Force

(3) Expanding and Strengthening Health Workforce Programs

(4) Recommendations

DOCUMENTING ALASKA’S HEALTH WORKFORCE NEEDS

The development and maintenance of the health workforce requires resources—
resources to understand needs, develop strategies, and implement programs.

Federal funding to understand the health workforce, to track fluctuations and
gaps over time, has been limited, but we have accomplished some important efforts.
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Over the past 5 years, the University of Alaska has successfully partnered with
the Alaska Department of Health and Social Services to support some health work-
force assessments. The resultant data clearly point to huge gaps in Alaska’s health
workforce. Demand exceeds supply in almost every health profession.

Through 2010, the U.S. Department of Labor predicts that the top 30 fastest
growing jobs in the Nation will be in the field of allied health. This finding is mir-
rored in Alaska, where 30 percent of the jobs created in the past 5 years are in
healthcare. Further, the healthcare jobs in Alaska make up 8.3 percent of the wage
and salary employment, and that may continue to grow as the population ages rel-
ative to the Lower 48 and Alaska develops more comprehensive services.

The Status of Recruitment Resources and Strategies (SORRAS) study commis-
sioned by the State of Alaska’s Department of Health and Social Services and con-
ducted by the Alaska Center for Rural Health at UAA (Alaska’s AHEC), documented
recruitment expenditures for 13 health occupations, including oral, behavioral and
physical health.! Specific occupations included: physicians, pharmacists, physician
assistants, nurse practitioners, nurses, dentists, hygienists, psychiatrists, clinical
psychologists, masters-level therapists, and licensed clinical social workers.

The 2006 study documented a staggering $24 million spent by Alaska’s hospitals,
community health centers, and tribal health facilities in recruiting providers for
their most recent fiscal year. Of that sum, $12.9 million or 54 percent is attributed
to itinerant providers.

This $24 million is lost to direct patient care, driving up the cost of doing busi-
ness, compromising continuity of care and forcing organizations to make decisions
on the allocation of precious resources. Equally important, the salaries to itinerant
providers represent an economic loss to the communities, as itinerant providers do
not buy homes or otherwise invest in the local economy.

Focusing on those occupations in the study that are supported by the National
Health Service Corps, we know that respondent organizations spent an average of:

o $126,782 for the recruitment of each physician (MD or DO);
e $25,655 for the recruitment of each physician assistant and nurse practitioner;

and
e $35,542 for the recruitment of each dentist.

The University of Alaska is now commissioning the Alaska Center for Rural
Health to conduct a statewide Health Occupations Vacancy Study, looking at vacan-
cies for over 100 occupations in Alaska’s hospitals, nursing homes, tribal health or-
ganizations, behavioral health facilities, public health nursing, school districts, med-
ical clinics, dental clinics, pharmacies, rehabilitation (PT, OT, Speech) clinics, diag-
nostic imaging clinics and medical laboratories. The resultant data will inform our
program planning efforts.

PHYSICIAN SUPPLY TASK FORCE

Alaska has historically experienced a shortage of physicians, but stories from pa-
tients, providers and health policy experts seemed to point to a worsening problem.

That is why in January 2006, University of Alaska President Mark Hamilton,
along with Commissioner Karleen Jackson empanelled a group of experts to take
the first ever comprehensive look at Alaska’s physician supply. The report of the
panel, issued in August 2006 paints a challenging picture of the job in front of us:
to address a current and looming physician shortage in our State. If we do not act
quickly, we will face an evergrowing crisis.

The Alaska Physician Supply Task Force called for immediate action to increase
the supply of physicians in Alaska. In order to reach an adequate supply of physi-
cians by 2025, Alaska needs to add a net of 59 physicians per year, every year,
starting immediately. This is a 50 percent increase in new physicians.

While these numbers may seem small at first blush, they are daunting consid-
ering the following:

o It takes between 7-10 years to train a physician.

e Only 10 Alaskans a year are currently admitted to the Alaska/University of
Washington Medical School Partnership known as WWAMI. The seats have not
been expanded since the program’s inception in 1971.

e Alaska has only one Residency program—a common tool for recruiting new phy-
sicians.

e Competition for physicians across all disciplines will increase as shortages occur
across the Nation.

1http:/ | nursing.uaa.alaska.edu [ acrh [ projects/report _sorras-05-06.pdf.
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Sustained and strategic action is needed to meet the growing shortage of physi-
cians. No one strategy will meet the need. The Task Force recommended improve-
ments in four areas (selected strategies listed):

(1) Increase the in-state production of physicians by increasing medical school
slots and graduate medical education opportunities in Alaska.

e Increase State-subsidized medical school positions through WWAMI.
e Support and enhance residency training in Alaska.
e Support, with service obligation, Alaskans attending other medical schools.
(2) Increase recruitment of physicians.
o Create a statewide entity with resources to help communities with recruit-
ment.
e Provide recruitment incentives like loan repayment and tax incentives to phy-
sicians who practice in rural communities.
(3) Expand and support programs that prepare students for medical careers.

e Support college prep programs in math and science, internships, scholarships.
e Support Alaska’s AHEC, which is a system devoted to attracting and retain-
ing Alaskans into health careers.

(4) Increase the retention of physicians by improving the practice environment.
e Practice environment index.

EXPANDING AND STRENGTHENING HEALTH WORKFORCE PROGRAMS 2

The University of Alaska recognizes the growing demand for health careers aca-
demic programs and continues to innovate to make programs available throughout
Alaska, and in communities where people reside.

Growing Enrollments: In the last 5 years, enrollment in health programs at the
University of Alaska increased by 66 percent and the number of our graduates has
grown by 55 percent.

Expansion of Distance Education: Training Alaskans in their communities for
Alaska’s thousands of good healthcare jobs is the only long-term solution to short-
age. However, until recently, Alaska’s vast geography has been a barrier to the cre-
ation of learning cohorts. That changed in 2004 with the formation of the Health
Distance Education Partnership.

In its first 3 years of operation, the Health Distance Education Partnership has
created over 50 distance-delivered courses covering eight occupational areas, serving
over 1,000 students. Distance is not a barrier to learning. It is the future of its de-
livery.

National exams show that students taught by distance in nursing perform equal
or out perform their own campus peers.

Doubled Nursing Supply: In 2002, the University/Industry Task Force established
the goal of doubling the number of basic nursing graduates (AAS and BS programs)
from the UAA School of Nursing by 2006. This goal has been met and exceeded,
growing from an annual graduation of 96 to 215 students. Industry partners have
given more than $4 million so far to support the expansion. Further, those industry
partners also provide clinical rotation space in their hospitals. Nursing education is
available in 11 Alaskan communities, enabling students to learn in the communities
where they live.

Alaska WWAMI Program Expansion: Alaska WWAMI students are able to spend
3 of their 4 years of medical school in Alaska. This corresponds with the validated
research that people practice where they are trained. The University of Alaska
strongly supports the expansion of the Alaska WWAMI program, expansion from 10
to 20 first-year students in the coming year. The Legislature is currently consid-
ering this expansion.

Strengthening Mid-level Academic Programs: Alaska has and should maintain a
higher ratio of mid-level providers (advanced nurse practioners and physicians as-
sistants) to physicians than the national average. The University of Alaska offers
Nurse Practitioner education through the School of Nursing and a Physicians As-
sistant Completion Program in collaboration with the University of Washington’s
MEDEX Northwest Physician Assistant Program. These programs should be
strengthened and supported.

Alaska Area Health Education Center (AHEC) Program: Because Alaska does not
have a stand alone medical school, in September 2005, Alaska’s School of Nursing
became the first in the Nation to have an Area Health Education Center (AHEC).
All other AHEC programs in the country are housed in Schools of Medicine. Funded

2 University of Alaska Health Programs: Pathways to Alaska Health Careers.
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by the DHHS Health Resources and Services Administration,? the program is re-
sponsible for strengthening the health workforce via collaborations with regional
partners, called AHEC Centers.

The Alaska AHEC supports strengthening the physician workforce, and does so
with the following activities:

e Support of a summer program encouraging high school youth into medicine and
other fields;

e Support of the WWAMI R/UOP Program, a summer experiential rotation for
first year medical students;

e Support of clinical rotations for medical students throughout Alaska;

e Representation of the UW WWAMI Medical School on the AHEC Board of Di-
rectors; and

e Alaska Family Practice Residency serves as a host institution for the South
Central AHEC Center.

e Fairbanks Memorial Hospital and the Yukon Kuskokwim Health Corporation
also house AHEC centers.

RECOMMENDATIONS

The Federal Government has a critical role to play in addressing the physician
supply issue. We make the following additional recommendations:

First, we applaud Senator Murkowski’s Physician Shortage Elimination Act,
which proposes to:

e Double funding to the National Health Service Corps;
e Expand current medical residency programs;

e Reauthorizes some title VII programs; and

e Bolster Community Health Centers.

Second, we strongly support the preservation of AHEC funding and other relevant
Federal programs under title VII.

The University of Alaska system is severely hampered in its efforts to improve
the volume and distribution of health workers due to Federal cuts that occurred in
fiscal year 2006 and are being sustained in fiscal year 2007. Broadly referred to as
Title VII of the Public Health Service Act, and housed in DHHS Health Resources
and Services Administration’s Bureau of Health Professions, these competitively
awarded grants to the University of Alaska are collectively valued at $1.4 million
per year and included:

o Geriatric Education Centers, to train physicians and other health workers in the
provision of geriatric care;

e Health Careers Opportunities Program, to expose youth from disadvantaged
backgrounds to careers in medicine and other health fields;

e Health Education and Training Centers, to expose village high school students
to careers in health, including medicine; and

e Quentin Burdick Rural Interdisciplinary Training, to support interdisciplinary
clinical rotations in geriatrics and behavioral health.

All these efforts came to a halt when Congress defunded large parts of title VII
last year.

Alaska’s AHEC provides a golden opportunity to build a statewide system of pro-
grams that work on the ground to recruit, train and retain Alaskans into health ca-
reers. Funds for this program should be enhanced.

Third, we support Federal legislation to address the rural physician shortages like
the recently introduced Senate bill 498, Medicare Rural Equity Act, introduced by
Senator Collins and Senator Feingold, which provides:

e Rural representation on the Medicare Payment Advisory Commission;

e Funding for quality demonstration projects in health information technology;

e Funding for hospital-based clinical rotations in underserved areas; and

e Elimination of the geographic physician work adjustment factor in the Medicare
physician fee schedule.

Fourth, we recommend the U.S. Department of Labor include the health industry
in list of “high growth fields.”

Senator Murkowski, we look forward to working with you as you introduce the
Physician Shortage Elimination Act and thank you for your leadership in addressing
the physician shortage crisis in Alaska and our Nation.

3http:/ /| bhpr.hrsa.gov [ ahec/
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Senator MURKOWSKI. Thank you, Karen. You do point out the re-
ality, for as long as most of us have been in Alaska, we've had a
physician shortage issue, and it just depended on what part of the
State that you were from, as to how acute it was.

But, I think we’re hearing a different level of concern now. The
second panel, listening to Mrs. Hatch’s comments, Mr. Appel, and
then Mr. Berger. The need is very immediate. And very real. When
you have to make 100-plus phone calls out of the Yellow Pages to
find somebody that will take your mother, we have very serious
and immediate concerns that we must address.

In listening to the very distinguished panel we have here in front
of us, we recognize that so many of these solutions are long-term
solutions. We talk about the need to grow our own, and Dr. John-
ston, I so appreciate what the residency program is doing, Dr.
Coombs, what we’re able to take advantage of with the WWAMI
Program. But, we recognize that, for these young people, from the
time that they’ve indicated an interest in going into medicine, and
going into a program, it’s going to be a few years before we’re going
to see them working for any of you.

So, the first question that I would throw out to those of you prac-
ticing, currently, or the others—how do we make sure that Mr.
Berger finds a physician? And I know, I appreciate there are no
easy answers, there’s no one single solution, but let’s, for discussion
purposes at this moment, talk to the short-term. Is there anything
that we can do for the short-term, while we work harder for the
long-term solutions to do more about growing our own? Mr. Tan-
ner, Mr. Neubauer, Mr. Perkins, anybody have any good short-term
solutions?

Dr. TANNER. I came to Alaska 2 years ago after an inability to
sustain a practice in the State of Washington. So, a lot of the peo-
ple have been here a long time, I'm relatively new to the State, I
got nominated to—as President of the Alaska State Medical Asso-
ciation—things develop very quickly.

My experience within, as a general internists—I specialize pri-
marily in the field of diabetology, and also lipidology, which is pre-
ventative cardiology, basically, there’s not really a defined specialty
within that. But, the complexity of the patients that I see everyday,
it’s very time-consuming.

In order to make a practice work in the State of Alaska, you'd
have to average seeing a patient every 7 minutes. I can’t say
“hello” in 7 minutes, let alone, review medications, and “Oh, by the
way,” you know, you've got multiple problems.

In 1 year, before I got here, with my mother being my recep-
tionist, my wife being my office manager, and being very efficient
at managing my office, in 1 year, my net income was nothing. It’s
hard to believe that I could make more money working at Chuck
E. Cheese, than I could actually operating in a practice. There’s a
conflict between the doctor and the patient—that the doctor and
patient are being thrown into, in that in some way we’re looking
like the bad guys—that we’re not accepting patients. And in any
trade, when you increase the cost of doing business—my recep-
tionist needs benefits, my office manager now needs to have a sal-
ary for her children. My nurse needs to have a salary—as every-
thing is going up and reimbursements are going down, what that
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means is, you need to see more and more patients, and that time—

the valuable time that you spend with your doctor where you sit

gown and analyze what is exactly going on—is going out the win-
ow.

So, in order for me to stay financially soluble, I need to be paid
for what I do—just like the electrician, just like the plumber, just
like anybody that has a trade that they offer.

And so, as the reimbursements continue to go down, and con-
tinue to be threatened to be cut even further, it’s going to get
worse. And, you just have to pay for what you're getting, and
there’s a value to things and goods that are delivered in other pro-
fessions, but this is a right that everybody should have, is going to
the doctor. And, I'm with the fellow from the western part of the
State, in Bethel, in saying you need to have that continuity, that’s
why I went into internal medicine.

I actually was groomed, you know, when I was going through my
program, “Oh, youre really, you know, youre a good doctor, we
want you to be a cardiologist, we want you to be a
gastroentologist,” always this push to be a sub-specialist. No, I
want to be a general internist. I like the continuity of knowing pa-
tients over a number of years. But, you do get disincentivized be-
cause you're not being paid. And then you hear a lot of doctors that
are upset, and daily focus on this. And it’s like, you know, I do
have the best job in the world. To sit down with a patient and
make a difference in their lives and saying, if I have the time—and
it’s not a narcissistic thing—I can prevent you from having many
devastating things happen in your life.

And it impacts other things, I talked to a fellow coming back
from Washington, DC., when I saw you, he’s over 65 years of age,
and I say, “What do you do for a doctor?” And he goes, “I just go
to the emergency room.” I mean, that is not an appropriate way of
handling—but he says he has no choice.

So, the money’s being spent elsewhere, when really, the money
should be spent with the primary care doctors. And, I'm the cheap-
est thing that Medicare can spend their money on. Labs are very
expensive. One hour with a cardiologist, doing a procedure—ex-
tremely expensive. Going to the emergency room—extremely expen-
sive. But, the total cost for me, in a year, is probably less than
$500, and I can prevent a lot of those things from happening.

So, that’s how you immediately can fix it—is we have to be paid.
And, it’s not a greed thing, I don’t have a bunch of money in a
room, I just go run into and jump in every day

[Laughter.]

Dr. TANNER [continuing]. It is a problem of being able to keep the
doors open to my practice because I can’t pay everybody, and then
the bureaucracy that goes along with insurance companies, and
getting things authorized and those things—it takes staff, just to
get things authorized through an insurance company. My author-
ization should be me signing my name on a prescription, that’s my
authorization.

Senator MURKOWSKI. You point out that a doctor has the—cer-
tainly the right to be compensated, just as an electrician or a
plumber, and I don’t think that if a plumber were to have expenses
of 100 percent, he would accept compensation at 40 percent, and
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yet that’s what we’re asking of those docs who do see the Medicare
patients.

Dr. Neubauer, do you want to jump in? Short-term solutions.

Dr. NEUBAUER. Yeah, I think that partly the answer depends on
what your definition of short-term is. If you mean, in the next cou-
ple of years, I think it’s likely that things are going to get worse
before they get better. Because there’s—it’s almost like a perfect
storm right now—the capacity in private practice, to add new phy-
sicians here who do what I do, is very limited. And partly that is
because general internists in this town have—as a rule—pared
down their practices to bare bones. You know, they work in small
offices that have very little capacity to add another physician, and
they’ve pared down their expenses, in an effort to survive, so that
they can keep going.

So, the surge capacity in the private world is very limited right
now.

You know, I think that in the sort of longer short-term, there’s
more hope. And that is that I think there’s a lot of willingness on
the part of young people coming up and training to do the work.
I'd be interested in what the students here would say, but I think
the attractiveness of being a doctor—I mean, you know, seeing pa-
tients, thinking, trying to solve their problems—is great. And the
push to go into fields of medicine that are highly technical, highly
compensated, is primarily a financial one.

I think there would be a much more even spread of what people
went into, if there weren’t these gigantic differences in what a
highly paid technical physician makes, versus somebody who does
what I do, and what Dr. Tanner does, which is sit in an office and
think. You know, it’s a lot of fun to think, and it does a lot of good,
and I think there’s a lot of attractiveness to it. It’s a different kind
of work than reading an echocardiogram, or sitting and reading x-
rays all day—which is also very important. But, I think there
needs to be a bigger spread of what people go into. And right now,
there’s a tremendous push to go into the higher paid things.

One thing that I think needs to happen is for there to be a con-
tinuity of things, that when a physician leaves practice, that some-
body else wants to come and do their work and take it over, not
just have it end. And that, unfortunately, has been the model here,
as I mentioned in my testimony. It’s a huge tragedy, when I see
a physician retire here, and, as I said, close their doors, charts go
in storage, patients scattered to the wind. That’s absolutely wrong.
There should be a willingness of somebody young to come and take
on that practice, and right now, there’s just no incentive to do that.
It’s not looked at as something of value.

And I can cite to you example after example of physicians who
have left here over the last 25 years I've been observing and that
that has happened. It’s an extreme tragedy.

Senator MURKOWSKI. Let’s just focus on the recruitment issue for
a second, because that’s—as you point out, an area where we’re not
able to provide for the continuity of care that I think we would all
like to see. When you have somebody who’s retired, or you've got
an expanding medical practice, and you've got room to take on
more, if you could find the physician to come in.
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I understand that here in Anchorage, where we’ve got our only
rheumatologist in the State, we've got one rheumatologist who’s
been trying to retire for years, but he can’t do it because there’s
nobody who will step up and take his practice, and his commitment
to his practice is such that he doesn’t want to leave them in the
lurch.

But, yet at some point in time you’ve got to have that backfill,
if you will, you've got to have those reinforcements to step up.

When we did the Town Hall meetings last year, the stories that
I was hearing about the medical practices that had been looking for
18 months to fill a slot for an internist, 2 years to fill a slot for
aﬁl in?ternist—what else are we doing wrong that we can’t attract
them?

Part of it, as I recall, was the great lure of coming to Alaska, and
the adventure of being here. But, I guess the adventure of being
in Alaska, is outweighed by the fact that you might not be able to
afford your Alaskan adventure, is that still our situation?

D(i'. NEUBAUER. Well, you know, I think more money is always
good.

Senator MURKOWSKI. Money always helps.

[Laughter.]

Dr. NEUBAUER. And I think that is one solution, honestly. But,
I think there are a few others. I think that Electronic Health
Records have great promise. I think that if an office has a robust
Electronic Health Record, that’s a saleable point for somebody com-
ing in, wanting that practice. And, I think in general, across the
country, it’s almost expected for young physicians, the few that are
going into primary care practices right now, to want that and have
it as a requirement.

So, I think that’s very important. And, that’s something that, I
mean, this is a wealthy State, we should be supporting physicians
in ways that we can, by giving them subsidies to put in place Elec-
tronic Health Records, and I mean the physicians who are in prac-
tice now. Because I think that would not only be a recruitment
point, but also something that would make it much more likely
that when they leave practice, that somebody would be there to
take their place.

So, more money, and Electronic Health Records, that would be
a good start. And, I think, increasing the pipeline of people coming
in is extremely important. I mean, if there’s nobody interested in
taking the job, you're sunk in the water. So, you have to have peo-
ple coming up in the pipeline who want to be there.

But, then you have to incentivize for them to want to do that,
and be able to do that. Because, I think, when you’re saddled with
$150,000 to $300,000 of debt, you're not going to do what I do for
a living. It’s, you've already bought two houses before you’re going
into practice.

Senator MURKOWSKI. Dr. Coombs.

Dr. CoomMmBs. Well, I'd like to make a couple of comments. First
of all, I think we’ve heard from the panel, but also I think the stu-
dents in the audience would agree that they are going into medi-
cine because of the fact that they want to make a difference. That
they are very happy with a professional life and the kinds of things
that they can do for others, that’s not the issue.
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I think the issue is dealing with the stark realities that we enter
into, in terms of both—two things. First of all, once you have a
shortage of people, then you never have enough to be able to meet
the needs, and that is something that preys upon your private life,
in addition to your professional life. Especially in isolated, small
communities.

The second thing is, dollars. Fund it, and they will come. If you
look at, as an example, two things that I'll give you an example
of—in Washington State where I practice, currently private insur-
ance pays up about $56 per relative value unit to take care of a
patient. Medicare pays about $36. Medicaid pays about $22. It’s im-
possible to meet the overheads, which are now 60 to 70 percent in
a primary care office, to be able to provide for just the care that
you have to provide, and the staff that you have to provide to
achieve that.

In addition to that, you have debt, and other considerations. So,
the unfortunate thing, is that students and many professionals now
run into the stark reality, which is something where they have to
do something which really is survival mode, in terms of the ability
to keep the door open, to allow patients to come in the door. And
that means, restricting the patients that they see.

It’s not something that’s part of the Hippocratic Oath. It is not
something that we went into medicine to do. It’s just reality.

Senator MURKOWSKI. I'm going to go a little out of line here, a
little unorthodox for a hearing, but I'm going to ask some of you
students who are part of the WWAMI Program, what would
incentivize you to stay here in the State, to go into the areas of—
as Dr. Neubauer has indicated—into the primary care, internist
areas? What’s it going to take to keep you here, to provide the level
of service that we would like to see for Alaskans? And, if I can just
ask you to stand if you want to share a thought with us, and speak
loudly so that we can pick you up on record.

What have we got? Probably better if you could come up to the
mike; you don’t even need to get fancy.

MELISSA. My name’s Melissa, and part of it for me is, you know,
I'm facing $100,000 of debt, and that’s really scary. I want to know
that I'm going to be able to, you know, pay that back. And, for me,
it does come down to money, and being able to deal with my loans,
and sort of having help with assisting that, and incentive programs
to come back here.

Senator MURKOWSKI. Where are you from, Melissa?

MELISSA. I'm from Eagle River.

Senator MURKOWSKI. We want you to come back.

MELISSA. I want to come back. I mean, Alaska is a great place
to grow up, so I'd love to come back here, so hopefully it will work
out.

Senator MURKOWSKI. OK, we’ll work on that.

Who else has a—what would allow you to continue to stay here
in Alaska?

Ross BALDWIN. Ross Baldwin from Kenai, Alaska.

I'm actually not too concerned about the whole debt thing, be-
cause I'm interested in surgery, and I'm going to get a lot of dirty
looks right now.
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But, one thing that does concern me, as these guys addressed
over here, and I actually got to spend some time working under Dr.
Perkins—he’s an amazing guy—but, the lack of residency programs
in the State, or that feed into residency programs in the State, is
a huge concern for me.

If I want to do a surgical residency, which is roughly 7 years, 6
or 7 years from my understanding—I can’t be in Alaska for those
6 or 7 years. So——

Senator MURKOWSKI. So, 7 years, you're gone.

Ross BALDWIN. Right.

Senator MURKOWSKI. What happens if you fall in love with some-
body who doesn’t want to come back to Alaska? What do we do to
make sure that we can have residency programs for somebody like
you?

Ross BALDWIN. I don’t have any excellent solutions, because I
don’t have enough knowledge about residency programs at this
point.

[Laughter.]

Senator MURKOWSKI. Then we're just going to have to hope that
you find a young woman here.

Ross BALDWIN. Right.

Part of the problem is that we have a small population base, and
a lot of the surgical residencies are uncomfortable with putting for-
ward a residency program with that small patient base.

I think that there’s some innovative solutions out there, I'm not
qualified to offer any of those, but I definitely think that there
could be something done to increase residencies, not just in the sur-
gical area, but beyond basic family practice. Internist residency, I
think, would be an excellent addition to the State.

And also, just to kind of give you some additional perspective
from our community. I grew up in Kenai, and I went to a clinic
there where there was a primary care physician, and he just closed
his doors, and there’s no one coming in to replace him. The need
is real, it’s very, very real.

So, thank you for your time.

Senator MURKOWSKI. Thank you, Ross.

The statistics that we have out there are so troubling, though,
when you recognize that the majority will stay in practice, what is
it, within 100 miles of where they have done their residency. So,
that just automatically precludes so many of the young Alaskans,
if you're going to go outside for 6 or 7 years to do that residency.

What do we do, Dr. Johnston?

Dr. JOHNSTON. Well, I think there’s, really logically, only a cou-
ple things that can be done. The range of possibilities is not huge.
We can have residencies here in Alaska, or we can have branches
of residencies here in Alaska. And, really, those are about the only
two ways that you’re going to have that final phase of graduate
training in the State.

The data that you cited that depends on specialty a little bit—
but around 70 percent of residency graduates practice within 100
or 150 miles of where they train—are based upon graduates of full-
fledged residencies, where the resident does their whole 3 years in
that program, such as our program here in Alaska.
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There are other possibilities where residencies in other States,
such as Washington, could have residents rotate in Alaska for a pe-
riod of time, as a way for us to make them fall in love with the
State, so that after they graduate from their residency in Wash-
ington they would want to come up here and practice. I don’t know
that there’s any data on how effective that is in attracting people
to ultimately practice in the State, maybe Dr. Coombs knows more,
because he’s involved with graduate medical education on a larger
scale than I am.

But the University of Washington, WWAMI program has pro-
posed to us, on several occasions, to try to develop those kinds of
programs with the idea that it would allow Alaskans an oppor-
tunity to do at least some of their surgical residency here in their
home State. If that’s going to keep them from falling in love with
a woman from Washington, I don’t know. But, maybe we can have
a parade of young ladies there that

[Laughter.]

Senator MURKOWSKI. That’s not going to be part of our medical
solution.

Dr. Coombs.

Dr. CooMBs. I'd just like to make a comment on Dr. Johnston’s—
I was in Boise, Idaho last week, and we were just establishing a
psychiatry residency, actually, in Idaho, that will be shared 2 years
in Seattle, 2 years in Boise, which is a combination between the
Boise V.A. and the two downtown hospitals in Boise.

We’ve had success, since 1991, with psychiatry residency like
that model in Spokane, and I know Senator Murray is on your com-
mittee, where we’ve had 2 years Seattle, 2 years Spokane—64 per-
cent of its graduates have gone into practice in the Greater Spo-
kane area, 84 percent in eastern Washington. And mental health
is a huge issue in that respect. I know that’s something that, in
Idaho, they're delighted to see that.

In general, internal medicine, we have had a program, again, in
conjunction with the Boise V.A.—I mention the V.A., because the
V.A. right now is in the process of increasing by almost 1,000 resi-
dency slots nationwide, in terms of increasing the amount of resi-
dency positions which are supported. I'd love to see that come to
fruition here in the Greater Anchorage area, to engage the V.A. in
terms of residency training.

But our internal medicine program, again, based at the Boise
V.A., has been responsible, with over 80 percent of its graduates
going into practice within the WWAMI area, including within the
State of Idaho, 57 percent. So, those are general, internal medicine,
primary care, and total medicine residents. There are models, it’s
a matter of having, I think, the flexibility within the GME process
to be able to do that. Not only in funding, but also in the accredita-
tion cycle.

Senator MURKOWSKI. Now, Dr. Johnston, you had mentioned
that Alaska has the lowest number of students coming, of being ac-
cepted into the medical schools, if I remember that recap.

Ms. Perdue, we recognize, and our Task Force has been looking
at the shortage, is—from the University perspective, should we be
doing more to encourage, at the high school and the college level,
the interest in getting into this healthcare pipeline? I mean, we ac-
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knowledge that we don’t have a lot of folks here in the State, but
our reality is that we should be doing a little bit better about grow-
ing our own, but if we don’t have people that are interested in get-
ting in that pipeline at all, it’s going to be tough to achieve what
many of you have suggested. Are we pursuing that, at all, through
the University?

Ms. PERDUE. Well, the University, as I mentioned, has been fo-
cusing on beefing up all of its healthcare opportunities, from nurs-
ing to

Senator MURKOWSKI. You’ve been very successful with the nurs-
ing component.

Ms. PERDUE. Correct. So, we find the interest is there, but we
find that the need for the math skills, and the science skills and
so on, you know, really must be taken care of, hopefully not after
the student starts to apply for the program. In other words, there
are summer opportunities, and if you can’t get those programs in
your high school, they can be supplemented—those are all things
that many of the title VII programs that we talked about, are
meant to enhance in our State. Not that that’s solely the responsi-
bility of the Federal Government—certainly the school districts and
the University working together have a need for that.

Because it’s not only for students going into medical careers, it’s
engineering, and other areas where we need those technical skills.
But, we need those internships, we need those summer programs,
we need that exposure for rural students, and urban students
alike. And we are very anxious to do more of that.

Senator MURKOWSKI. I've got a whole host of questions, I could
keep you here all afternoon, but we only have the hearing room
until noon today, and we do have some additional folks that have
indicated they would like a couple minutes at the microphone, so
I want to give them that opportunity.

I think it was you, Dr. Tanner, who mentioned that with the re-
cent military deployment there has been even further pressure on
the local practitioners to pick up the patients of those who were
being seen by some at the medical unit there at Elmendorf. Can
you give me a little bit more in terms of background on that, and
how it has affected the practice here in the area, and the pres-
sures?

Dr. TANNER. What I can respond to is what happens in my office,
and people calling my office daily. And it seems, we get more ques-
tions with regard to taking some of the military-sponsored insur-
ances as they’re supplemental insurances, as well as, the numbers
have increased since we've seen the conflict in the Middle East.
The specific numbers, I'm not sure of.

Senator MURKOWSKI. Any—Dr. Neubauer, are you getting the
same inquiry?

Dr. NEUBAUER. I'm not sure. What I do know is that my office
gets, probably 10 to 20 calls a day for new patients that want to
come into my practice, and the others in my office, and we take
some of those.

One of the things, just to mention, that I think that there’s a tre-
mendous willingness on the part of doctors to try and do the right
thing. You know, I think there have been a number of doctors in
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Anchorage that have opted out of Medicare altogether, and that’s
not healthy when you have such a small number of doctors.

Tri-Care, I'm not sure what’s going on with taking Tri-Care pa-
tients right now. But, I do know that between all of the patients
seeking care, there’s just no way that primary care doctors who are
here can do all of what needs to be done.

Senator MURKOWSKI. Do I understand correctly that, if you are
going to accept Medicare patients, you basically have to opt-in or
make a statement that you will be accepting those patients, and
you essentially make that statement on an annual basis. And if you
decide at the beginning of 2007 that you are not going to be taking
any Medicare patients, you may not take any for the duration of
that year?

Dr. NEUBAUER. There’s three ways you can handle the Medicare
program. One, is by being a participating physician, which means
that when you see a Medicare patient, you can’t bill the patient at
all, you bill the Medicare program and are reimbursed directly
from Medicare.

You can be what is called a nonparticipating physician, which is
kind of a misnomer. And what that basically means is that when
you see a Medicare patient you can bill the patient, and you’re al-
lowed to bill them up to the Medicare-allowable rate, which is actu-
ally a little bit more than you get if you just get paid by Medicare.
And you can collect from the patient, and then the patient can col-
lect from Medicare to be reimbursed part of that fee.

And, so it’s not really nonparticipation, it’s just a different kind
of participation. And then you can opt-out, which means you do all
the things to basically say, “I'm going to have nothing to do with
the Medicare program,” and then you can bill the patient whatever
you want. And that’s something—as I say, I think—two physicians
that I know of, two internists in Anchorage have done.

That’s pretty extreme, and basically, I know in my patient popu-
lation, that would essentially disenfranchise most of my patients.
I mean, I have a few wealthy patients who could pay, you know,
huge fees if I wanted to charge them, but most of my patients are
just struggling along, and so, I just, frankly, couldn’t do that to
them.

But, there are a few physicians who have taken that route, just
kind of in disgust, I think, over what’s going on.

The 40 percent number is real—I've just looked at what my
charges are versus what I get from Medicare, and it’s 40 percent.
And, I can tell you, it’s very, very difficult. I mean, we struggle on
a day-to-day, month-to-month basis to just pay the bills. And I
don’t make an extravagant salary at all. So, it’s just very difficult
to run a business that way. In fact, it’s getting more difficult, and
it may get close to impossible, if it gets worse.

Senator MURKOWSKI. Dr. Tanner, and then I want to ask Dr.
Johnston a question.

Dr. TANNER. One thing is that, there are physicians that can opt
out, but the patient can’t opt out. If you turn 65 years of age, you
have to take Medicare as your primary unless you are full-time em-
ployed.
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There are patients that would like to opt-out and use their State
benefits as an insurance, to be their primary carrier, but they don’t
have that opportunity.

The other thing is there’s a misconception amongst a lot of pa-
tients that, if they have a deductible that it pays the physician the
difference between the routine fees and Medicare fees. And that’s
not allowed. There, it’s paid at the hospital, they pay their labs, but
the secondary insurance pays nothing to us. And so, just a couple
things where they're, they could—actually just allowing patients to
opt-out of Medicare would eliminate some patients off the Medicare
roll, so to speak, and then——

[Applause.]

Dr. TANNER [continuing]. And then allowing Medicare to allow a
secondary insurance to pay the difference and just those two things
right there would allow the physicians, actually, to incorporate
Medicare back in their practice. Because it may come close to what
we normally would be paid by insured patients, but it allows a lit-
tle bit more flexibility rather than just making everybody do it.
Thank you.

Senator MURKOWSKI. Very good point.

Dr. Johnston, I wanted to ask you about the caps. You had men-
tioned that—if we were able, if we could remove those caps that
are in place—were we to do so, how many new residents could we
bring into the residency training program?

Dr. JOHNSTON. Well, currently our residency program is planned
around having 36 residents, that’s 12 per year for a 3-year pro-
gram, and our cap is about 22. We can’t really—we’re already oper-
ating at a substantial deficit.

If the caps were lifted so that we could count all 36 of our resi-
dents, that would just about fix the biggest part of our current def-
icit.

The controlling factor—if there were no caps at all—the control-
ling factor and the size of the residency would be such things as
teaching opportunities, the size of the facility where the residents
practice and train, and those sorts of things.

You know, just off the top of my head without planning it, I
would say our program could probably go to maybe 15 per year
from the 12 that it is now, which would be a significant increase.
But the interesting thing about lifting the caps, would be then it
would create the opportunity for us in Alaska to start opening
other residency programs. You know I have a pro forma that I'm
going to be discussing about starting a psychiatry residency pro-
gram here. A general internal medicine residency would be some-
thing that could easily be done in a place like Providence, because
we have the quality teachers, we have the quality physicians and
we have the patient base. Parts of a surgery residency could be
done here in Alaska. A pediatric residency would be possible. But
we can’t do any of those now because residency education is so ex-
pensive, that without a funding stream to support, no institution
is going to go out on a limb and start a residency program. Right
now Providence Hospital, the only sponsoring institution for a resi-
dency in Alaska, is losing $2 million a year to keep our program
going. They’re not going to start another program that’s going to
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lose them another $2 million a year, so they have to have a funding
stream.

And so the caps—my feeling is that if our residency program as
it is now or slightly larger—operates for a number of years, we will
be satisfying the need for primary care, for family physicians for
Alaska. Because we're the biggest residency program in the North-
west, in the WWAMI region right now. We're the biggest family
medicine residency program of all the WWAMI States. But we're
not going to solve the physician problem in Alaska by just pumping
out more family doctors. We have to be able to produce the other
specialties that are really needed in the State and we can’t even
touch that until we can get the caps lifted.

Senator MURKOWSKI. Well, and when we figure we need 59 new
physicians a year for—through the year 2025 to just become on par
with the population-to-physician ratio in the Lower 48. Even add-
ing those additional slots, it just seems like you can’t get ahead of
the wave here.

Dr. TANNER. Can I comment briefly on a question you asked ear-
lier, which is what can we do immediately to fix the problem? And
the problem seems to be that there just aren’t doctors out there
that want to come to Alaska, and join Dr. Neubauer or the other
practices that are, that would be able to recruit and have these
physicians if they were around.

I think the problem is that shrinking supply nationally—and in
a world of a shrinking national supply—you have to be extremely
competitive in order to be able to draw the few that are available
to your place as opposed to having them practice somewhere else.
We're not very competitive in recruitment right now. Because the
people who are trying to recruit are docs, like Dr. Neubauer who
are in small offices. They don’t have the resources just to keep
their doors open hardly, let alone advertise, go on trips to residency
programs in the other parts of the United States to solicit, pay re-
cruitment sign-on bonuses, guarantee the salary for the first couple
years, pay the recruitment trips where they come up and interview
and meet the docs and everything—they don’t have the resources
to do that. So we’re totally noncompetitive in that.

Some of the hospitals are stepping up to that plate trying to help
out. Their budgets for that are very limited as well. If you want
an immediate solution to the problem of physician shortage, we
have to get organized and get aggressive about a recruitment proc-
ess and that has to be done on a much larger scale than the indi-
vidual practices. Which is one of the reasons that the Physicians
Supply Task Force made a recommendation for a statewide office
to help support those activities. But that’s going to have to be fund-
ed, because there’s a significant amount of cost that goes into those
kinds of activities. And if anything can be done on the Federal level
to help fund that I think that would be very beneficial.

Senator MURKOWSKI. Very constructive.

Excellent comments. I appreciate the input from each of you. It’s
quite apparent that there is passion at all levels, whether within
your respective practice or what you’re doing to cultivate those phy-
sicians who will be serving us.
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But I appreciate, again, all that you have provided us with here
today, in terms of your insight and the possible solutions, both
long- and short-term. I thank you.

And we now will have an opportunity for individuals to make
very brief comments. I'd ask that you try to limit your comments
to no more than a couple minutes. And I realize you may feel that
that’s not fair because these folks had a good opportunity to
present theirs, but I do want to be able to hear from everyone.

I do have a sign in sheet that we will follow off of. The first per-
son that we will hear from is Diane Holmes. The second is Diane
DeSanto, and then we will go to Jenna Lundy. So if those of you
who are not on a list wish to testify, I would just ask that you line
up there toward the back.

Ms. Holmes, welcome.

Ms. HOLMES. Senator, my comments are of course directed to
you, but also if they’ll stick around, to the WWAMI students.

I'm a detail person and I do have some solutions that I hope you
will hear me out including how to get or keep people here, good
medical people here.

There’s unnecessary shortcomings to this system. The first situa-
tion I'd like to bring to your attention is that Medicare regulations
actually cause higher costs. I am discouraged from getting lab work
at the cheapest, but quality, lab in this town because Medicare—
I can not submit Medicare forms, because my lab will not submit
Medicare forms—and the regulations that might allow me to be re-
imbursed are beyond ridiculous.

Why can’t the reimbursement procedures be streamlined so that
I can submit my $35 lab fee that gives me three times the amount
of tests than a somewhat similar one at the hospital? Granted, I
was not a Medicare patient at the time. However, there is a page
in the Medicare Web site, and I have an outdated form that should
allow me to submit my claims and be reimbursed myself, but it is
so ridiculous. I can not do this until 15 months have passed. There
needs to be something done so that I can do this myself.

Regarding the web information, you’re not the webmaster and I
won’t bore you with the details, but it is inaccurate, and I could
do a much better job, and I hope you will put me to the right per-
son.

Are you aware about the contracts? There are doctors in this
town who require their Medicare customer to sign a contract to be
seen. I'm told by my secondary insurance——and by that I mean
the company, actually the State, secondary insurance that pays the
paltry 20 percent of the remaining Medicare allowable fee—that if
I sign a contract they will not pay that 20 percent. I don’t know
how they’re going to find out if I have paid that or not, but, and
I don’t even know if I can submit to Medicare after I have paid
that, but these are things that need to be looked into.

No. 3, the bill. There’s a bill that the doctors could charge me 115
percent of what is allowable for a Medicare CPT code procedure.
Why can’t I just pay the difference between that and the regular
bill, as you just heard some of the doctors say? I could get my miles
and submit my own claim.

[Applause.]
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I have been doing that for a long time, and as long I have the
grey matter to fill out the forms, why not let me? And if by doing
this, this would allow some Medicare customers to be seen by the
doctors because those of us that may be able to pay the full dif-
ference, can. And we would be, then, a regular paying customer.

And the last thing I'd like to say, how do you get more doctors
to stay here? I'm afraid you have to look beyond medicine. You
have to look as to what makes a healthy community, and a healthy
person. And that is, we want to make a livable city so that these—
I call them kids, they are pretty young—will want to come back.
We need a walkable city, and we have to make sure that we have
a city that has good northern climate land use designs.

And it’s very appropriate right now because we have title 21
coming up and this Administration and the people in Juneau can
do an awful lot to making good northern city communities, particu-
larly with the $93 million sitting there now to be given probably,
unfortunately to Anchorage for a bridge to nowhere, very soon.

Senator MURKOWSKI. Thank you Ms. Holmes.

Diane Santo. Oh, okay.

Welcome Mr. Jesse.

Mr. JESSE. Thank you, Senator. Again, our appreciation for hold-
ing this hearing. Diane DeSanto, unfortunately, had to go back
down to the Mayor’s office.

Well, certainly this is an issue for many of us, particularly
around psychiatry and particularly around children’s psychiatry.
Listening to the testimony about doing residencies and partial
residencies, all of those opportunities I think are very positive. If
we could set that sort of thing up in Alaska, particularly now with
our Bring the Kids Home initiative, where we are building in-state
capacity and partnership with the University on workforce issues—
I think if we are able to develop that kind of a connection between
those people that have these skills and are interested in serving
this population—I think this could be a very positive thing. Cer-
tainly the Mental Health Trust Authority would be interested in
partnering and developing that kind of residency program within
the State.

So with that, good luck, and thank you very much.

Senator MURKOWSKI. Thank you, we appreciate what you do with
the Mental Health Trust Authority.

Next we have Jenna Lundy, and following Jenna we have Chad
Whitaker, and then Wayne Westburg.

Ms. LUNDY. Senator Murkowski, I'm really nervous, but thanks
for letting me speak. I'd like to respond first of all that I do not
think that there’s a quick fix.

I have here a teacher orientation book from 1968 that was pro-
duced by the Bureau of Indian Affairs. My family came to Alaska
at that time and let me just read for a moment, the section on vil-
lage health states,

“The teacher plays a major role in disease prevention. Good health practices
are learned chiefly in the school. The teacher has an obligation to become ac-
quainted with prevalent health problems, and methods of prevention. Medical
personnel should be consulted, and practical health routines developed, which
can be observed in the home as well as in school. Some common health prob-

lems: eye and ear infections, respiratory ailments, skin infections, dental cav-
ities, stomach and intestinal disorders.”
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Any of you that practice medicine in this room today knows that
those are the things that the people in our villages face now. So
next year will mark 2008. In 40 years, this list has not changed.
Forty years. Is there a quick fix?

And then this report that, actually I just browsed through while
I was sitting here, but one of the other concerns that I have just
from comments that were made—it says real clearly here that
healthcare workers who grow up in a rural location are more likely
to be recruited to rural practice. Can we, indeed, bring people from
the Lower 48 to places, perhaps Anchorage, perhaps Girdwood—
but can we bring someone to Bethel where I grew up? Can we
bring someone to Hooper Bay? Can we bring someone to the Village
of Napakiak, to Fairbanks, to Tok where I was last week, but only
because I had canceled the previous trip because it was 52° below?
How do we bring someone from the States to practice medicine in
a place like Tok where it does, you know, reach 52° below? Anchor-
age is pretty mild. Homer, the Kenai—pretty mild climates.

We have trouble maintaining physicians out in rural Alaska. We
don’t have any, at all. The wait time is 3, 4, 6 months out before
someone can see a specialist.

I recently had a very, very close friend who went to ANMC here,
in Anchorage, and was not referred to a specialist, because her con-
dition wasn’t chronic. When Dr. Neubauer spoke of a person in his
practice who retired, that person came to this lady’s aid, and be-
cause he was willing to do—come out of retirement—that woman
is alive, today, literally. He saved her life.

But, that isn’t actually what I came to—what I asked to speak
to today. I'm an educator by training, and so I can also relate to
being paid for the services that you’re providing, equitably. And I
do understand that there are many physicians that go into the
practice of medicine not merely because of the amount of money
that they’re going to make, but because of the human service that
they’re going to provide.

Out in the Bethel area, we are blessed with Dr. Carpenter, who
is a dentist. He did fall in love with Bethel, he did fall in love with
the people of the YK Delta, and he chose to stay there and serve
those people.

Dr. Breneman, I'm sure that there are other doctors that could
be listed, from around the State—but those people have either
passed on, or they've retired. And, these young people that are sit-
ting here—I hope that they are going to step into those shoes.
When I hear of the young man that’s from Kenai, I hope that he
chooses to go back to practice in Kenai.

I know the allure of the States, as I keep saying, but the allure
is great. And many of our retirees are leaving, also, because it’s
great. But, I would like to say that two of my colleagues are here
with me, and we work with Head Start, and we work with an orga-
nization that has 24 Head Start programs across the State, and we
have five early Head Start programs. We serve 161 children in the
early Head Start program—that’s birth to three. And, of those 161
children, only 64 of them are up to date on their well-child
screenings. And, I have numbers and statistics that I won’t go on
and on about, but thank you for listening.
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Senator MURKOWSKI. Thank you, I appreciate it. Thank you for
giving us that rural perspective.

Jed Whitaker, followed by Wayne Westburg.

Mr. Whitaker.

Mr.WHITAKER. Thirty-one cents of every healthcare dollar goes to
the paperwork and administrative costs of a healthcare system con-
voluted by insurance. The high cost of healthcare is due to the inef-
ficiency and greed of the insurance industry.

You are quoted as saying we are facing a physician shortage cri-
sis in Alaska. Your solution, like any good Republican, is to give
a tax cut of $1,000 a month to doctors to entice them to service
Alaska. Doctors, who are already in the highest income bracket,
bribed to practice medicine in Alaska. Solid Republican rhetoric,
because Republicans understand bribes.

Solid Republican rhetoric that asks us to support the war crimi-
nal in the White House, and the trillion dollar costs of fighting a
war that cannot be won, fighting a people who did not attack
America. Rhetoric that says, “Support the troops,” with one tongue,
while the other tongue cuts Veterans’ benefits, and Medicare. Rhet-
oric that eliminates the Estate Tax, a tax which frees just one fam-
ily, the Waltons, heirs of Wal-Mart, a $32 billion windfall, with one
tongue, while the other tongue cuts Medicare by $28 billion. Solid
Republican rhetoric that would have us believe that tax cuts for
the rich are good for the country, while the cost of going to college
has risen 35 percent in the last 4 years. Rhetoric that opposes a
living minimum wage, let alone a minimum wage that could pay
for the cost of attending medical school. Solid Republican rhetoric
that equates military might with national security, while the
health of Americans—the real national security—fails.

The annual cost of the war in Iraq is approximately $120 billion
a year. Supplemented by sole-source contracts, to Christian right
private army corporations, like Blackwater, and friends of Cheney,
like Halliburton, who approach a total cost, to date, of close to a
trillion dollars. A trillion dollars to fight a war that cannot be won,
killing a people who did not attack America. That $120 trillion a
year could pay for universal healthcare, for all Americans, not just
Alaskans. It could also pay for a free college education, and the cost
of medical school for at least two—if not more—people from every
village and city in Alaska.

If you are really serious about solving a physician shortage crisis
in Alaska, stop funding the War in Iraq, and start funding a pro-
gram to help the people of Alaska become doctors.

To have this hearing today, you did not do your job. There was
a nonbinding resolution opposing the escalation of the War in Iraq.
You didn’t even—you weren’t even there to vote, to allow that de-
bate to continue. Shame on you.

That is the reason why we have a shortage. We are not investing
in our people. Instead, we are conducting wars that are illegal and
immoral all across this world at a tremendous cost. Giving tax cuts
to the rich, and creating big budget deficits. And now, with the
Democrats pay-go, all the ideas that were presented to you by all
of the esteemed panelists cannot be funded—cannot be funded—be-
cause the Democrats are going to insist that the budget be bal-
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anced. And the only way that you're going to be able to balance
that budget, is to end the War in Iraq.

Senator MURKOWSKI. Thank you, Mr. Whitaker.

Mr. Wayne Westburg.

WAYNE WESTBURG. Thank you for being here, Senator.

I'm 68 years old, and I work full-time, and I've, in the last 6
months, had an interesting education. My doctor in—and I'm sorry,
some of this is redundant, but I think it’s worth emphasizing—my
doctor informed me he was retiring. Consequently, I've spent about
the last 6 months calling clinics, doctors all around town, and have
found that nobody—virtually nobody—is taking new Medicare pa-
tients.

And, I don’t believe it’s because of the workload. Being the indi-
vidual that I am, I got into some intense questioning of office per-
sonnel and that—I never really did get through to talk to a doc-
tor—and the reason that they’re unable to accommodate new Medi-
care patients is pure and simple, money. That, and a second issue
is paperwork, and the bureaucratic hassle of trying to collect from
Medicare, which apparently is quite a problem, also.

I even offered, naively, to pay the difference. I feel that’s a right
that we should have, and they can’t legally accept any additional
payment for Medicare-reimbursed services.

Interestingly, I just had a colonoscopy, and I had no problem
finding a specialist to do it, who would handle, who would take
Medicare. I'm in the process of shopping for new knees, and I have
no problem coming up with specialists to do that stuff. It would ap-
pear that the problem is Medicare payment on general practi-
tioners. And, I hesitate to use the term discriminatory—I don’t
know if it’s purposeful, but for some reason, they’re just not reim-
bursing the GPs what they need, and the constant statement is, “It
doesn’t even cover our overhead.”

Now, I have actually come up with a solution to the problem, and
it may be one that more and more seniors are going to have to
take, and that is, I've gotten with a nurse provider. And I'm very
happy and very satisfied, and they’re enthusiastic, and appear to
be very knowledgeable. And that appears to be a workable alter-
native.

The only other thing that I would say is, and I've complained to
AARP and whoever else I could think of, but this is a situation
which—I consider myself to be a well-read individual, and I walked
right into it, 3 years after I was 65 years old, not knowing about
the issue, and it appears that—from the calls that I've made
around, that the issue, or the problem, is well-known nationwide,
it’s just that very few people are talking about it, or addressing it.
And that’s all I have to say. Thank you.

Senator MURKOWSKI. Thank you, Mr. Westburg, I appreciate
that. I think you’re right. I think a lot of people get to that Medi-
care-eligible age, and realize that this is a problem that’s been out
there, but they just were simply not aware of it, and now they're
in the middle of it.

I want to thank all of you for being with us this morning. We
were scheduled to be out at noon, and it’s noon straight up, so
again, I want to thank you. There are some others who have indi-
cated that they would like to submit testimony, and again, as I in-
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dicated this morning, we’ll keep the record open here for several
weeks for you to do that. I think we’ve received some written testi-
monyd already this morning, that will be included as part of the
record.

Senator MURKOWSKI. But, I appreciate the perspective that so
many of you have lent, whether it’s from the consumer perspective,
or whether from the provider perspective. And again, to those of
you who are part of the residency program, part of the training
program now, we welcome you, we thank you for your commitment
to serve, and we wish you well. And we do, plead with you, to come
back. We need you here.

And with that, we’ll conclude the hearing.

[Additional material follows.]
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EXECUTIVE SUMMARY

The Alaska Physician Supply Task Force was commissioned in January 2006 by
the President of the University of Alaska and the Commissioner of the Department
of Health and Social Services to address two questions:

1. What is the current and future need for physicians in Alaska?
2. What strategies have been used and could be used in meeting the need for phy-
sicians in Alaska? Strategies of interest are:

e programs to attract and prepare students for health careers;
e medical school opportunities;

e graduate medical education; and

e recruitment and retention of physicians.

The Task Force has met regularly and drawn on a wide variety of sources of infor-
mation, including public participation. The consensus of the Task Force is that this
report represents the best answer possible to these questions, within the constraints
of time and budget, and the inherent uncertainties of available data and predictions.
The major conclusions and reasoning of the group are summarized here, and de-
tailed in the body of the report.

Alaska has a shortage of physicians.! Although not at crisis levels, the shortage
is affecting access to care throughout the State, and increasing cost to hospitals and
health care organizations. Up to 16 percent of rural physician positions in Alaska
were vacant in 2004. Patients with Medicare are having difficulty finding a primary
care physician. Several important specialties are in serious shortage in Alaska.

The shortage is very likely to worsen over the next 20 years as the State’s popu-
lation increases and ages. Physician supply nationwide is entering a period of short-
age, according to the best current predictions. Physicians in Alaska are aging and
one-third may be retiring in the next 10-15 years. The new generation of physicians
wants a more balanced life, meaning fewer hours on duty and more predictable
schedules. These trends mean that more physicians will be required to serve the
same population. Technology and scientific advances have increased the amount of
medical care available, adding to the need for physicians, as the patients expect
more care than previously.

As the national supply of physicians shrinks, recruitment will become more com-
petitive. Alaska’s traditional system of recruiting physicians from Federal assign-
ment in the military and Indian Health Service is much less effective with changes
in these systems. Although Alaska has two very successful programs to produce its
own physicians, the Alaska WWAMI medical school program and the Alaska Family
Medicine Residency, Alaska is far behind the other States in production capacity.
These two programs, even if expanded, cannot meet the need.

The current trend in physician growth in Alaska is inadequate to keep up with
basic population growth and to correct the current deficit. Unless changes are made
in the systems used to increase physician numbers, the deficit will worsen, with sig-
nificant consequences for access and quality of care for Alaskans, as well as in-
creased cost for health care delivery systems.

The time frames to increase physician supply are long; it takes from 7 to 13 years
from entry into medical school to entry into practice. The time it takes to develop
new or expanded programs adds to this delay. It is important to act quickly to begin
the programs that will yield more physicians in the next two decades. Delay will
only add to the cost and worsen the deficit to recoup.

Responses to this problem involve preparing and attracting Alaskan youth so they
can enter medical careers, improving recruitment of physicians to practice in Alas-
ka, and retaining the physicians who currently practice here. The Task Force rec-
ommends specific strategies and action steps to achieve four goals related to assur-
ing an adequate supply of physicians to meet Alaska’s need.

Goals:

1. Increase the in-state production of physicians by increasing the number and vi-
ability of medical school and residency positions in Alaska and for Alaskans.

2. Increase the recruitment of physicians to Alaska by assessing needs and coordi-
nating recruitment efforts.

3. Expand and support programs that prepare Alaskans for medical careers.
N 4. Increase retention of physicians by improving the practice environment in Alas-

a.
The following sections summarize the findings of the Alaska Physician Supply
Task Force supporting these goals. The body of the report contains the full discus-

1Unless otherwise specified, “physician” in this report means medical doctor as well as doctor
of osteopathy.
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sion of the goals, strategy recommendations, and the rationale behind the rec-
ommendations.

Assessment of need. The Task Force estimates that Alaska has a shortage of 375
physicians, based on the conclusion that Alaska should have 110 percent of the cur-
rent national average physician-to-population ratio. In order to correct the deficit
and reach an adequate supply of physicians by 2025, Alaska needs to add a net of
59 physicians per year, starting immediately. Alaska currently gains 78 physicians
per year but loses 40 physicians yearly for various reasons. In order to improve its
doctor to population ratio, and assure having an adequate supply in 20 years, the
current net gain of 38 physicians per year will need to increase to 59 per year, more
than a 50 percent increase. If the loss each year is greater than the recent average
of 40 per year, Alaska will need more than 90 physicians to enter practice in Alaska
each year.

These conclusions are supported by the following findings.

Finding 1. The ratio of physicians to population in Alaska is below the national
average at 2.05 MDs per 1,000 population vs. 2.38 MDs per 1000 population in the
United States.

Finding 2. Alaska should have 10 percent more physicians per population than
the national average because Alaska’s rural nature, great distances and severe
weather result in structural inefficiencies of the health care system. Alaskan physi-
cians’ administrative and supervisory responsibilities in addition to patient care con-
tribute to the need for more physicians to provide patient care services.

Finding 3. Competition for physicians will intensify since the entire Nation is ex-
pected to experience a shortage of physicians, associated with the aging of the popu-
lation and an inadequate production of physicians.

Finding 4. Retirement and practice reductions of aging physicians in Alaska and
elsewhere, as well as changing preferences of physicians for more limited work
hours, add to the need for more physicians.

Finding 5. Alaska has and should maintain a higher ratio of mid-level providers
(advanced nurse practitioners and physician assistants) to physicians than the na-
tional average, in order to make it feasible to provide high quality and timely care
to the population. Without these providers the need for physicians would be even
higher.

Finding 6. Shortages are most apparent in internal medicine, medical subspecial-
ties and psychiatry. It is important to evaluate the need for specialty types and dis-
tribution throughout Alaska, in order to plan for physician recruitment.

Over the next 20 years, nearly twice as many “physicians in practice” will be
needed—about 1,100 more than the current 1,347 MDs in patient care—to meet ex-
pected demand as the State’s elderly population triples and as medical practice pat-
terns change. This projection assumes that doctors of osteopathy, advanced nurse
practitioners and physician assistants will continue to increase proportionately over
time.
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Figure A. Gain in Alaskan Physicians: Static Doctor to Population Ratio vs. Desired
Growth Scenario
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Basis for strategies for meeting the need for physicians for Alaska’s health care sys-
tem. After investigating the supply and need for physicians and reaching Findings
1-6, the Task Force shifted its focus to investigating strategies for meeting the
need. The Task Force drew on the knowledge of in-state professionals and edu-
cators, and of national experts, to identify lessons and information that form the
basis for recommendations for action, as well as for further investigation and moni-
toring. The Task Force’s selection of strategies is based on the following findings.

Finding 7. Alaska is one of six States without an independent in-state medical
school. Alaska funds 10 state-supported “seats” at the regional WWAMI medical
school, administratively centered at the University of Washington School of Medi-
cine. This number (10 seats) represents fewer seats per capita than all but five of
the 50 States.

Finding 8. Residency programs are one of the most effective ways to produce phy-
sicians for a State or community. Alaska has only one in-state residency, the AFMR,
which places 70 percent of its graduates in Alaska. Maintaining and expanding resi-
dency opportunities will be critical in augmenting Alaska’s physician numbers.

Finding 9. Over the last 10 years, an increasing number of Alaskan students have
applied to medical schools; the average number of applicants has been 65. In 2005,
29 of 73 applicants were admitted into medical school. Ten per year attend WWAMI
and the remainder attends medical schools without State support from Alaska.
Since 1996, only WWAMI has had Alaska-supported seats. Prior to 1996, Alaska
supported programs for medical and osteopathic students through the WICHE pro-
gram and student loans.

Finding 10. Recruitment for physicians is facilitated by the availability of loan re-
payment programs such as the THS and NHSC loan repayment programs. Service
obligations related to student loans have historically accounted for some recruitment
and should be explored.

Finding 11. There are several initiatives to increase interest in medical careers
among Alaskans, including efforts by the tribal health care system, hospitals, the
University of Alaska’s newly funded Area Health Education Center (AHEC) and the
UA Scholars Awards, school system initiatives for improvement of math and science

—e— Doctor: Population Ratio Stays at 2.05 ‘ ’
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programs, and programs that encourage students to go into health careers. Collec-
tively, these initiatives generate qualified applicants to medical schools, but too few
applicants matriculate to replenish Alaska’s shortage, and there is inadequate diver-
sity.

Finding 12. Medical practice environments in Alaska have positive and negative
aspects that affect the recruitment and retention of physicians.

Finding 13. Surveys of providers (physicians and mid-levels) by the AMA and
many States have provided data on practice characteristics, preferences, and retire-
ment plans.

Finding 14. Workforce development activities exist in multiple locations including
the tribally managed system, private sector, and various State and Federal agen-
cies. However existing programs are not monitoring or analyzing specialty distribu-
tion or needs, changing roles of mid-level providers, or potential impact of electronic
health records on all providers. Coordination of the efforts, and research and anal-
ysis of relevant trends, should inform policy.

In view of these findings, the relevant literature, and the experience of other
States, the Task Force developed the following goals and strategies to respond to
the physician shortage. The strategies are chosen because of their likely effective-
ness, cost-to-benefit advantages, and achievability. Each strategy is discussed with
respect to the time frame in which it will be effective, and the average expected cost
to the State to produce each practicing physician, where such information is reason-
ably accessible. The listing below gives a brief identification of each goal and strat-
egy. Full discussion of the strategies is included in the body of the report.

Goals and Strategies for Securing an Adequate Physician Supply for Alaska’s Needs

Major goal Strategy Timeline for impact Estimated cost
1. Increase the in-state A. Increase the number of state-subsidized Medium .................. $250,000 per practicing
production of physi- medical school positions (WWAMI) from physician.

cians by increasing the 10 to 30 per year.
number and viability of

medical school and

residency positions in

Alaska and for Alas-

kans.

B. Ensure financial viability of the AFMR  Short .........ccccccccoo..e. $60,000 per practicing
through State support including Med- physician.
icaid support.

C. Increase the number of residency posi-  Short .........ccccocoeevnee. $100,000 per year plus
tions in Alaska, both in family medicine $30,000 for planning
and appropriate additional specialties. inyear 1 & 2.

D. Assist Alaskan students to attend med- Medium ................... (i) $550,000 per prac-
ical school by: (i) reactivating and fund- ticing physician for
ing the use of the WICHE Professional WICHE;

Student Exchange Program with a serv- (i) cost unknown at time
ice obligation attached, and (ii) evalu- of PSTF report.

ating the possibility of seats for Alas-

kans in the planned osteopathic school

at the Pacific Northwest University of

the Health Science.

E. Investigate mechanisms for increasing Medium ................. Unknown at time of PSTF
Alaska-based experiences and education Report.
for WWAMI Students.

F. Maximize Medicare payments to teaching ~ Short .........cccoceeo..e. Zero cost to the State.
hospitals in Alaska.

G. Empanel a group to assess medical Long ... Undetermined at time of
education in Alaska, including the via- PSTF Report.
bility of establishing an Alaska-based
medical school.

2. Increase the recruit- A. Create a Medical Provider Workforce As-  Short .......cccooeevvene $250,000 per year.
ment of physicians to sessment Office to monitor physician
Alaska by assessing supply and facilitate physician recruit-

needs and coordinating ment efforts.
recruitment efforts.

w

Research and test a physician reloca-  Short .........ccccooeeene. $65,000 per physician.
tion incentive payment program.
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Goals and Strategies for Securing an Adequate Physician Supply for Alaska’s Needs—Continued

Major goal Strategy Timeline for impact Estimated cost
C. Expand loan repayment assistance pro-  Short .........ccccccooevenee Undetermined—need to
grams and funding for physicians prac- consult with other
ticing in Alaska. States.
3. Expand and support A. Expand and coordinate programs that Medium ................... Up to $1,000,000 per
programs that prepare prepare Alaskans for careers in medi- year.

Alaskans for medical
careers.

. Increase retention of
physicians by improv-
ing the practice envi-

=~

=

cine.

Develop a physician practice environ-
ment index for Alaska.

$100,000 to develop
index; $20,000 annu-
ally to update.

ronment in Alaska.

B. Develop tools that promote community-  Short ..........cccoc..... $50,000 per year.
based approaches to physician recruit-
ment and retention.

C. Support Federal tax credit legislation ~Short .........ccc..ccc..... Zero cost to the State.

Initiative for physicians that meet fron-
tier practice requirements.

Adoption of these strategies will depend on further analysis of resources and a
balancing of effectiveness and achievability. Strategies to recruit and retain physi-
cians promise the earliest positive results, but probably have a relatively low benefit
ceiling, in that the maximum number of physicians achievable by those strategies
will soon be reached. The strategies likely to produce significant numbers of doctors
over time are those designed to train physicians in Alaska, i.e. medical school and
residency programs, but the time to realize the benefit in most cases is longer.

Implementation strategy—next steps for key policymakers. The shortage of physi-
cians and other health care providers creates one of Alaska’s most challenging pub-
lic health and higher education issues. To ensure the work of the Task Force is car-
ried forward, it is recommended that the President and Commissioner establish per-
manent structures to implement these recommendations. One component of this ac-
tigr)l would be creation of a Medical Provider Workforce Assessment Office (Strategy
2A).

SECTION I. OVERVIEW: THE PHYSICIAN SUPPLY TASK FORCE APPROACH

In December 2005, University of Alaska President Mark Hamilton and Alaska De-
partment of Health and Social Services Commissioner Karleen Jackson appointed
the Alaska Physician Supply Task Force to answer two primary questions.

1. What is the current and future need for physicians in Alaska?

2. What strategies have been used and could be used in meeting the need for phy-
sicians in Alaska? Strategies of interest are:

e programs to attract and prepare students for health careers;

e medical school opportunities;

e graduate medical education; and

e recruitment and retention of physicians.

The Task Force as a group of experts, was charged by President Hamilton and
Commissioner Jackson to recommend the most appropriate and effective response
to a persistent physician supply shortage within Alaska, spiraling costs of recruit-
ment, effects on Alaska of projected national shortfalls, and the need to develop a
workable plan to meet physician workforce needs throughout the State from now
through 2025.

The Physician Supply Task Force worked through two phases:

e Phase I (December 2005—March 2006); and
e Phase II (February 2006—August 2006).

During Phase I the Task Force identified and analyzed the data regarding med-
ical provider counts for the State and compared it to data from other States and
nationwide. This phase assisted in evaluating the scope of the problem. The Task
Force also considered the expertise of its members, and the knowledge of other advi-
sors and consultants from Alaska regarding State programs for encouraging stu-
dents to enter health careers, for subsidizing or contributing to training programs,
and for supporting students through scholarships and loans.

In Phase II the Task Force chose to focus on developing short, medium and long
term recommendations to meet physician supply requirements in Alaska through
2025. They also considered the impact of their recommendations on training, re-
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cruitment and retention of physicians. The Task Force prioritized and grouped strat-
egies based on reports from other States, Alaska’s experience, and expected feasi-
bility and effectiveness in the current environment.

Task Force members chose to operate under a consensus model related to findings
and strategies. During their work, the Task Force members used scoring methodolo-
gies, expert testimony, and staff consultation to reach their findings and rec-
ommendations.

Task Force members and invited guests shared their expertise regarding training
of physicians. Presentations included those from WWAMI (Washington, Wyoming,
Alaska, Montana and Idaho) regional medical school based within the University of
Washington School of Medicine, and the AFMR in Anchorage.

Staff contacted experts from the Center for Health Workforce Studies at the Uni-
versity of Washington, the North Carolina Rural Health Research Program and Pro-
gram on Health Policy Analysis at the University of North Carolina at Chapel Hill,
the Utah Medical Education Council, and other State and national programs. Re-
ports of the several Centers for Health Workforce Studies, U.S. Bureau of Labor
Statistics, Health Resources and Services Administration, and other States that
have addressed physician workforce issues were studied. A review of the literature
focused on assessing and forecasting physician supply and demand at State and na-
tional levels, and on strategies being used to increase physician supply. Current sta-
tus of recruitment and retention efforts and programs such as student loan pro-
grams and loan forgiveness options that have been used in Alaska and elsewhere
were reviewed.

The Task Force met monthly from December 2005 to August 2006. Public com-
ment was encouraged throughout the process. Meeting announcements were pub-
licly posted and time was set aside at each meeting for public comment. In addition
to monthly meetings, a longer meeting was held March 27, 2006 to discuss, enhance
and prioritize recommendations. This meeting included a broad group including
stakeholders, members of the public, and Task Force and project staff. The draft re-
port was distributed for review and comment to over ninety individuals who have
expertise and interest in this issue.

The next three sections of the report describe current information from diverse
sources in Alaska about trends and issues related to physician supply and recruit-
ment, distribution, and factors in Alaska that may need to be considered in fore-
casting need, followed by more detailed information about the data that can be used
to forecast supply. This material provides the basis for the “findings” relating to the
first question asked of the Task Force: “What is the current and future need for
physicians in Alaska?” Section V provides the information gathered to answer the
second question: “What strategies have been used and could be used in meeting the
need for physicians in Alaska?” Section VI contains detailed discussions of the goals
and strategies proposed by the Task Force. Section VII includes a listing of areas
that warrant further consideration, in that they were discussed by the Task Force
but not researched or thoroughly documented in this report.

SECTION II. BACKGROUND: STATE AND NATIONAL TRENDS IN UNDERSTANDING
PHYSICIAN SUPPLY AND DEMAND

Alaska’s health care organizations are facing major difficulties and great expense
in recruiting and retaining physicians. Both private and public health care agencies
have pointed out to State policymakers and the University of Alaska that they are
spending increasing time and money seeking doctors to staff their services. A loom-
ing national shortage is already affecting Alaska’s service delivery. Indeed, a review
of the literature finds that the United States is experiencing a shortage of physi-
cians which is predicted to rise due to the needs of an aging population, increases
in physician retirement, restricted production of new physicians nationally, insuffi-
cient GME training capacity, and changes in practice patterns. By 2020, a deficit
of 96,000 to 200,000 doctors is anticipated nationwide (Cooper, 2004).

History of national physician shortage. The current shortage can be traced back
to a response to a series of influential reports published between 1981 and the mid
1990s, which inaccurately predicted that the Nation would experience a large sur-
plus of physicians by 2000. The reports were written by national advisory groups,
including the Graduate Medical Education National Advisory Committee
(GMENAC) and the Council on Graduate Medical Education (COGME), that were
tasked with making policy recommendations regarding the adequacy of the supply
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and distribution of physicians (Cooper, 2004).2 Their information was driven by an
opinion that health maintenance organizations (HMOs) would decrease physician
demand by promoting preventive care and reducing tests and procedures.

Subsequent to these reports, allopathic medical schools around the country volun-
tarily capped the production of new physicians. However, residency programs and
osteopathic medical schools did not heed the reports’ warnings and continued to in-
crease the number of physicians in the residency programs and osteopathic schools.
Between 1980 and 1990, the number of residents training in the U.S. increased by
nearly 50 percent from 62,000 to 92,000 residents (Salsberg and Forte, 2002).

As concerns about physician oversupply escalated, COGME recommended in 1996
that the number of physicians entering residency programs be reduced from 140
percent to 110 percent of the baseline (the number of medical school graduates in
1993) and that the percentage of specialists to generalists be evenly split, 50/50. Fi-
nally, in 1997, Congress placed a cap on the number of available residency slots that
would be supported by the Medicare program. This significant economic disincentive
effectively capped GME in the United States.

It was not long, however, before the wisdom of these recommendations and subse-
quent restrictive policies was questioned. Physician oversupply did not occur. In-
stead, reports of shortages for both general practitioners and specialists surfaced
(Schubert et al., 2003; Miller et al., 2001). It appeared that a significant shortage
rather than oversupply was looming on the horizon. As a result, COGME reviewed
physician workforce projections again, predicted that physician demand would sig-
nificantly outpace supply, and recommended that medical schools expand the num-
ber of graduates by 3,000 per year by 2015. In 2005, the executive council of the
Association of American Medical Colleges (AAMC) called for a 15 percent increase
in medical school enrollment, and in June, 2006, the AAMC called for a 30 percent
increase in medical school slots by 2020 in order to meet future physician needs
(AAMC, 2006).

Economic impact of physician supply. The supply of physicians impacts State
economies in many ways. It is an economic driver and affects a State’s ability to
draw businesses as well as skilled, competitive employees. Businesses and potential
staff are more likely to locate in communities that assure the availability of quality
medical care services. Dollars spent on health care are recycled in the economy to
the extent that labor, supplies and services are acquired locally. In 2004, personal
health care expenditures represented 13.4 percent of the gross national product. It
represented 12.3 percent (1.6 billion dollars) of Alaska’s gross State product.
(www.cms.hhs.gov | NationalHealthExpendData [ downloads /
nhestatesummary2004.pdf)

In Alaska, business concern about adequacy of health services in the State has
been expressed by the Commonwealth North study of primary care and the subse-
quent initiatives in 2005-2006 of the Alaska Health Care Roundtable to examine
costs of health care and health insurance, and availability of options for employers
and employees (Commonwealth North, 2005). The University of Alaska, Institute for
Social and Economic Research recently produced an analysis of costs of health care
in Alaska (UA ISER, 2006). The Alaska State Medical Association (ASMA), the
Alaska State Hospital and Nursing Home Association (ASHNA), the University of
Alaska, and the State’s largest health care organizations (Providence Health Sys-
tems and the Alaska Native Tribal Health Consortium (ANTHC)) have all focused
on the looming shortage and have begun to take steps to improve practice environ-
ments.

SECTION III. THE ALASKA STORY: HISTORICAL AND CURRENT INFORMATION ON
PHYSICIAN SUPPLY

A. Emerging Trends and Issues Related to Physician Supply

In 2004, Alaska’s physician-to-population ratio ranked 17th lowest in the Na-
tion—i.e., in the lower third of all States.34 About 1,350 allopathic physicians (MDs)

2Richard Cooper MD has written extensively on the evolution and effect of these positions
and reports. See Annals of Intern Med 141, 2004, p. 705.

3Allopathic medicine is conventional medicine. The term was coined in 1842 by C.F.S. Hahne-
mann to designate the usual practice of medicine as opposed to homeopathy. Doctors of osteop-
athy have completed a course of study equivalent to that of an MD and are licensed to practice
medicine. They may prescribe medication and perform surgery, and they often use manipulation
techniques similar to chiropractics or physical therapy.

4Chen et al., 2005 show Alaska in the middle of the range of States using the 2005 AMA
master file, selecting “clinically active” physicians, but using a slightly lower population esti-
mate than that used in this report. Kaiser Family Foundation “statehealthfacts.org” and the
U.S. Statistical Abstract show rankings using counts of “non-Federal physicians” only. Since
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work in patient care and about 100 osteopathic physicians (DOs) are in practice in
Alaska. Alaska has 205 physicians (MDs and DOs) providing patient care per
100,000 population, compared with 238 for the United States (AMA, 2006).

A recent survey of “vacant” slots for Alaska physicians indicated a 16 percent va-
cancy rate outside of Anchorage. Although doctors of osteopathy, advanced nurse
practitioners and physician assistants are available in Alaska to provide medical
care, the current deficit in allopathic physicians is being felt by the profession and
by health care organizations as they seek to staff their services. The current “short-
age” using the national physician to population ratio as the norm can be defined
as equal to 218 fewer physicians currently in patient care in Alaska than if the U.S.
ratio applied.

Figure 1. A First Look at Physician Count in Alaska

MD Count MDs Per 1000

Measure (Alaska) Population
2004 actual physicians in patient care (per AMA Master File) 1,347 2.05
2004 “expected” at national average 1,565 2.38
“Deficit” from national norm 218 -
Percent “deficit” 14 percent -—-
Outside Anchorage Vacancy Rate (AFMR survey 2004) 16 percent ---

Alaska’s specialists are located mainly in the largest urban centers. Anchorage,
which serves as the specialty center for the State as a whole, has approximately 464
specialists and 323 “primary care” physicians (family practitioners, internists, pedia-
tricians and obstetrician-gynecologists).? Anecdotal information suggests that An-
chorage lacks sufficient primary care physicians, especially internists, to meet the
pop(lillation’s needs. The Task Force identified this as one area needing further
study.

Rural areas are served by primary care physicians who are headquartered mostly
in regional centers. In rural census areas and boroughs there are fewer physicians
per population than in the urban areas. Telehealth development in Alaska has im-
proved the ability of physicians in regional centers to supervise and consult with
mid-level providers in sub-regional and village clinics, and with community health
aides and practitioners in the Alaska tribal health care system. Similarly, the tele-
health options have enabled primary care physicians in rural areas to consult with
specialists in Anchorage and in some cases out-of-state experts. Within both the
tribal system and the private sector, there are still itinerant specialists (both in-
state and out-of-state residents) who visit rural communities or regional centers to
hold specialty clinics or see selected patients. The regionalized structure provides for
a level of access to care that could not be supported economically by individual com-
munities.

Small communities typically have a difficult time supporting physician services,
in Alaska as well as elsewhere. Communities may be “too small, too poor, or too
disadvantaged in geographic competition to support sufficient viable physician prac-
tices,” and may not have the “economic wherewithal to support more physician prac-
tices even though physician to population ratios may indicate they are needed”
(Wright et al., 2001). Seasonal fluctuations related to tourism, fishing season, and
weather-dependent construction are often an additional challenge to small Alaskan
communities. Staffing levels which may be appropriate on average through a year
may be inadequate for peak periods, which can also “burn out” an isolated, solo pro-
vider. National trends are away from solo practices. Alaska is also experiencing
trends toward hospital hires of physicians, reliance on emergency medicine special-
ists to staff emergency rooms, and clinics having a combination of physician and
mid-level (advanced nurse practitioner and physician assistants) staffing.

Distribution of Alaska physicians. The Task Force has recognized that there are
inherent inefficiencies related to the vast distances that must be covered by patients
and providers, uncertainties of weather and transportation options, and the inher-
ent challenges of living and working in remote and geographically isolated condi-
tions. These factors were considered in Task Force deliberations about targets for

these use population estimates that include the military and Alaska Native and American In-
dian populations who are served by the excluded physicians, the resulting rankings placing
Alaska lower than 17th. These differences show the importance of understanding the definitions
of the inputs and assumptions made in any presentation of similar data.

5DHSS Health Planning and Systems Development analysis of occupational licensing and
ASMA data (merged).
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physician supply. Figure 2 shows the distribution of physicians and population for
areas with five or more physicians.

Figure 2. Distribution of Alaska Physicians by City and Percent in Primary Care

. o Total physi- | Sttes Prysi- | GUSERISE | e Tom
City/Area of Physicians in Alaska cians Ccilt{;n(spelz:cgrﬁ) g;;”(p':r'gﬁg C'ty/ﬁgen%(per'
Anchorage Total 787 60 41 42
Fairbanks Total 151 11 51 13
Wasilla, Palmer, Willow 83 6 49 11
Juneau/Auke Bay 70 5 46 5
Soldotna & Kenai 46 3 52 7
Sitka 31 2 68 1
Ketchikan 27 2 56 2
Kodiak 23 2 74 2
Homer 18 1 44 1
Bethel 15 1 100 4
Dillingham 8 1 100 1
Nome 8 1 88 1
Kotzebue 6 0 100 1
Seward 6 0 83 1
Barrow 5 0 80 1
Balance of State 32 2 7
Total with known spec’ty 1,316 100

Note: Primary Care physicians include family practitioners, internists, pediatricians and obstetrician-gynecologists.

Source: Merged ASMA Directory listing and Alaska Occupational Licensing data-
base (AKDHSS HPSD 2006).

It should be noted that Anchorage has a higher percent of the State’s physicians
for their population because it is Alaska’s largest city and is a specialty referral cen-
ter. Many patients come to Anchorage from other parts of the State for medical care.
Fairbanks, Juneau, Sitka, Kenai/Soldotna and Ketchikan each have several special-
ties represented among the physicians.

Fluctuations in physician supply. The Task Force has examined the data on li-
censing of new physicians in the State and loss of resident physicians, measured by
expiration of licenses or moves out of state. Losses are attributable to retirement,
migration, and mortality. Detailed findings are described below in analysis of
trends.

The ASMA Directory showed a drop in listed physicians in 2004, prompting dis-
cussion and concern. (See Figure 3.) The decline was explained by a sudden drop
in the listed members of the military services, related to the base closings and de-
ployments to Iraq.
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Figure 3. Change from Prior Year in Total Physicians, by Practice Type
Alaska 1997-2005

(——Private Practice  Military —%=Total | |

100

Change from Prior Year
o
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Source: ASMA Directories 1997-2005

A critical finding of the Task Force has been that since 1998 new MD licenses
have averaged 78 per year, and on average 40 licenses have expired each year.6

Physician recruitment in Alaska appears to have declined since a high point in
2002 (there were 108 new MD licenses for physicians with Alaskan addresses in
2002 and only 73 in 2005). Licenses of new DOs have been increasing (from six in
1998 to nine in 2005), and numbers of advanced nurse practitioners and physician
assistants being licensed annually have increased as well (see Figure 4).

Figure 4. New Licensees Annually 1996-2005 by Type

(Active Licenses, Alaska Addresses, in practice in January 2006)

MD DO NP PA
1996 68 1 18 15
1997 65 7 26 14
1998 86 6 28 19
1999 92 8 18 9
2000 67 5 32 13
2001 71 4 25 11
2002 108 8 25 22
2003 90 7 30 12
2004 61 11 32 39
2005 73 9 30 29

Note: From comparative data for 1998 it is evident that some of the earlier licensees have left Alaska or left practice. To do a precise and
complete analysis would require analysis of the “comments” files kept by Occupational Licensing, which was not feasible during this project.

Source: Alaska Division of Occupational Licensure

6 The number of both new and expired licenses has varied from year to year (see Figure 4),
with new licensees ranging from a high of 108 in 2002 to 61 in 2004. The timing of losses to
the State’s physician supply is more difficult to pinpoint than entry since out-movers or retirees
may not report changes in address or activity to the Alaska State Medical Board immediately.
When they do report, the information is entered as “comments” with the status change noted,
but the details about the date and specific reasons for change would need to be analyzed
through a study of the Board’s detailed file “comment” entries. These are not part of the publicly
available electronic files.
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If the number of Alaska physicians retiring increases, or out-migration or “laps-
ing” of licenses increases, Alaska could lose more physicians than it gains, adding
to the burden of boosting the current supply. The Status of Recruitment Resources
and Strategies report indicated rapidly escalating costs of recruitment for rural phy-
sicians, and increased dependence on locum tenens physicians to handle patient care
(DHSS/ACRH, 2006).

Two trends could intensify the need for new physician recruits in Alaska. One
trend is that the physician workforce is aging, so the rate of retirement is likely
to increase, thus increasing the loss of physicians. The second trend is the growing
national shortage, which is already making recruitment to Alaska more difficult.

B. Forecasting the Need for Physicians in the next Two Decades

According to the Task Force projections of need (elaborated in Section IV below),
at this time Alaska needs a net gain of about 59 new physicians each year to offset
the number of physicians who leave or retire. Annual losses are currently 40 per
year, but are expected to increase as a higher proportion of physicians age and re-
tire. One “linear” scenario for replacing physicians as they leave practice, and build-
ing the total supply, is illustrated in Figure 5. A net gain of 59 physicians per year
would be a 50 percent increase over the recent average net gain of 38 per year. This
increment could be accomplished by increasing the number of new licensees to aver-
age between 100 and 105 per year.

Figure 5. A Linear Growth Scenario for Physician Supply

Year Projected Physicians in Practice Needed An- | Estimated Recruit-
nual Incre- | Loss due to | ment Need-
ment Migration/ ed to
Retirement Achieve

r!wrgcsti‘cne DOsActive Total Ngfg;‘l[:{'

2004 1,347 109 1,456 59 40 99
2005 1,399 115 1,515 59 40 99
2006 1,451 122 1,573 59 41 100
2007 1,504 128 1,632 59 41 100
2008 1,556 135 1,690 59 42 101
2009 1,608 141 1,749 59 42 101
2010 1,660 147 1,808 59 43 102
2011 1,712 154 1,866 59 43 102
2012 1,765 160 1,925 59 44 103
2013 1,817 167 1,983 59 44 103
2014 1,869 173 2,042 59 45 104
2015 1,921 179 2,101 59 45 104
2016 1,973 186 2,159 59 46 105
2017 2,026 192 2,218 59 46 105
2018 2,078 199 2,276 59 47 106
2019 2,130 205 2,335 59 47 106
2020 2,182 211 2,394 59 48 107
2021 2,234 218 2,452 59 48 107
2022 2,281 224 2,511 59 49 108
2023 2,339 231 2,569 59 49 108
2024 2,391 237 2,628 59 50 109
2025 2,444 244 2,688 59 50 109

More physicians are needed for the following reasons: to correct the current def-
icit, to keep up with population growth, to address increased demand and need asso-
ciated with aging of the population, and to compensate for changing practice pat-
terns that are resulting in less time available for patient care on the part of the
physicians in practice. Nationally the practice pattern changes are adding to the
need for higher numbers of physicians in practice per 1,000 population, even where
the number of “full time equivalents” might be relatively stable (HRSA, 2005; Bu-
reau of Labor Statistics, 2006). Such practice patterns include:

e physician preferences for salaried positions with fewer hours in patient care and
“on call”;

e reduced hours for older physicians (nationally it has been noted that older phy-
sicians reduce their average hours, whether by shortening office hours, reducing pa-
tient rosters, bringing on partners, or taking more vacations);

e more “job sharing” by physicians;
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o longer office visits and/or more time devoted to group sessions with patients as
part of efforts to improve clinical prevention counseling;

e more time devoted to consults and supervision and training of other health
workers; and

e other changes that may improve productivity of the system as a whole but not
increase patient care productivity of the physician workforce, itself.

Alaska’s rural physicians face additional challenges. Approximately 75 percent of
Alaskan communities are not connected by road to another community with a hos-
pital. Geography and climate together limit transportation options for providers and
patients. Health care services for the rural population have evolved with a regional
model where physicians and hospitals are located mostly in regional centers. A num-
ber of mid-level providers work in sub-regional centers, generally the largest “vil-
lages” in their areas, or serve villages on an itinerant basis from the regional or
sub-regional clinics. In most villages populated by Alaska Natives, a community
health aide or practitioner serves immediate behavioral and physical health needs,
referring patients to higher level providers or using telehealth consults as needed.

These arrangements result in physicians serving more of their time in a consult-
ative and oversight role than in typical settings in the Nation. In addition to such
differences in practice responsibilities, rural physicians (almost all family practi-
tioners rather than specialists) have to handle the entire spectrum of needs. They
must often decide on and arrange for referrals to specialists located in distant cities.
The poverty and hazardous occupations of Alaska’s remote areas also contribute to
high levels of need. These circumstances must be considered in determining a rea-
sonable expectation for physician to population ratios.

C. Reasons for Taking Action to Assure an Adequate Physician Supply

In Alaska as well as throughout the Nation, there are mounting concerns about
patients facing dangerously long wait times even for primary care physicians. Wait
times for specialty care doctors are even longer and reflect the emerging strain. A
system unable to provide timely medical care is certain to have a deleterious impact
on health outcomes and further erode long-term population health goals.

Many patients, especially elderly patients on Medicare, are having difficulty
finding a primary care physician. Most Internal Medicine physicians cannot af-
ford to take on new Medicare patients because Medicare payment rates are so
low. In addition, salaries of sub-specialists are much higher and discourage phy-
sicians from going into Internal Medicine. Generalists are being starved out.
—RICHARD NEUBAUER, MD, INTERNAL MEDICINE, ANCHORAGE,
AMERICAN COLLEGE OF PHYSICIANS, BOARD OF REGENTS.

Increasing access to comprehensive high quality health care services is a key goal
of the Healthy Alaskans 2010 plan. Reaching that goal depends upon having an ade-
quate supply of doctors practicing in Alaska, having an appropriate distribution of
physicians geographically to support the systems in place including mid-level pro-
viders and community health aides and practitioners in remote communities, and
having an appropriate distribution of specialists to provide the continuum of serv-
ices needed. Specific shortages of internists, psychiatrists (for adults and children),
and certain medical sub-specialties have been reported to the Task Force. Compari-
sons of specialists per 1,000 population confirmed the large differences in avail-
ability of these providers in Alaska compared with the United States as a whole.

Key factors that will exacerbate the Alaska deficit include:

e aging of the population. Alaska’s population over age 65 is expected to nearly
triple by 2025 (Williams, 2005);

e aging physician workforce;

e increased competition among States to recruit from a limited supply of physi-
cians;

e practice changes (such as preferences for fixed hours and limited number of
hours) that further increase the number of physicians needed to meet adequately
the health care needs of the State’s population; and

e patients’ increasing expectations for diagnosis and treatment.

Availability of health services in an area affects demographics of communities and
of Alaska as a whole. Historically, the percentage of Alaskan residents over age 65
has been lower than in most States (6 percent in Alaska in 2005 compared with 12
percent nationwide). Although much of this difference has been related to high mor-
tality rates of Alaska Natives and the in-migration of adults in the 1980-1985 oil
boom who are just now reaching retirement age, another explanation has been that
many older Alaskans have moved either to the cities or out-of-state because they
were unable to have their health care needs met in their home communities. Im-
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proved availability of physicians including internists and specialists in the diseases
that affect older people is likely to affect the rate of out-migration of senior citizens.

National workforce projections indicate that the shortage of physicians is esca-
lating, although the gap could be held close to constant if medical schools and
residencies expand.? Since the lead-time for preparing a college graduate to practice
medicine is 7 years, policymakers need to consider promptly any indication of an
emerging shortage of physicians.

SECTION IV. FINDINGS AND METHODS FOR FORECASTING SUPPLY AND DEMAND
TO 2025 IN ALASKA

A. Demographic Profile of Alaska Through 2025

Alaska’s 664,000 population in 2005 included about 37,000 new residents since
2000, or a 6 percent increase in 5 years. The most recent population projections for
Alaska indicate an increase to about 788,000 by 2025—another 124,000 people—
about 1 percent (7,000) increase per year. Population projections are based on pat-
terns of birth, death and migration that are evident or expected based on recent
trends and on anticipated economic developments known at the time the projections
are made. (To account for some of the uncertainty, Alaska’s demographer provides
a “low” and “high” projection series as well. For 2020 the “low” projection is 712,000,
the “high” is 823,000.) In addition to its resident population, Alaska hosts over a
million tourist visitors a year, and hundreds of thousands of people who come to the
State or its waters to work in fishing and fish processing, tourism, extractive indus-
tries, and other activities. Alaska also has seasonal residents who are not included
in census counts of the resident population.

One quarter of the resident population lives in approximately 321 places that
have fewer than 2,500 people. Most of these communities are geographically isolated
from not only each other but also from the “urban” hub communities that have
health care facilities including staff at the mid-level or physician level. The geog-
raphy and demographic distributions of small populations of these communities as
well as some communities on the “road system,” are challenges that underlie the
effort to provide access to health care in an extreme frontier State with 1.1 persons
per square mile in 353 communities.

7The shortage hypothesis is not universally accepted. Starfield, Salsberg, Blumenthal, Elison
and others have pointed out that health status is not directly correlated with physician to popu-
lation ratios (many countries with lower ratios have better health status than the United States,
for example) but in some instances a higher ratio of primary care to specialists is associated
with better health status; they point to systems changes including broader roles for ANPs and
PAs, electronic health records, more effective health promotion and clinical prevention ap-
proaches, holding down the need for higher physician to population ratios even if physicians
practice shorter hours and retire earlier and at higher rates.
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Figure 6. Population Projection for Alaskans Over Age 65
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Assuming that age-specific migration and mortality patterns will remain similar
to the current (2000-2005) patterns, it is projected that the population aged 65 and
older will nearly triple by 2025, from about 43,000 people in 2005 to about 124,000
in 2025. The State Demographer has noted: “Given the lag time necessary to train
occupations such as nurses, already in short supply, and to expand home care and
assisted living, major efforts to meet what is already becoming a crisis in the State
cannot begin too soon. The impact of the rapidly increasing numbers of older resi-
dents may be greater than elsewhere, because Alaska, with its historically younger
population and relatively small number of elders, has fewer existing resources to
serve the elderly” (Williams, 2005). Aged dependency (currently 10 elders per 100
Alaskans of working age) is expected to nearly triple by 2025, while child depend-
ency will increase from the current level of 46 to about 49 children per 100 working
age adults.
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Figure 7. Alaska Population Projection by Age and Male/Female, 2024
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While the age distribution of the population changes in the next two decades, the
health risks associated with both age and occupation may change. Alaska’s economy
relies considerably on oil extraction, fisheries, fish processing, tourism and mining,
which include seasonally variable work and many occupations with high risk of in-
jury.

A trend to more service sector jobs may reduce the rate of occupational injuries
and death, but may also be associated with limited health insurance benefits. A con-
tinuing trend toward the service sector jobs may contribute to a drop in average me-
dian household income, and increases in the percentage uninsured. There may be
a higher demand for health care if better health insurance coverage is available in
the future, for all age groups. Risks for chronic disease have been increasing gen-
erally, so the needs for clinical preventive work as well as diagnosis, treatment and
therapeutic services are likely to grow considerably.

B. Projected Demand and Supply of Physicians Through 2025

Current physician mid-level counts. This report describes, references and summa-
rizes three independent sources of data about physicians in Alaska, including the
State of Alaska Occupational Licensing database, ASMA directory listing (includes
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association members and non-members), and the American Medical Association
(AMA) Master File. Strengths and limitations of each source are noted.

According to the State of Alaska Division of Occupational Licensing, 1,392
allopathic physicians (MDs), and 109 doctors of osteopathy (DOs) have Alaska ad-
dresses and “AA” (active) status, for a total of 1,501 physicians, or 2.26 physicians
per thousand residents. However, the true supply of Alaskan physicians is actually
smaller, as these figures include those not actively providing patient care, as well
as those who moved out-of-state without notifying the Medical Licensing Board
since the last license renewal date (December 31, 2004).8

A second source of data is the ASMA directory, which lists a total of 1,414 MDs
and DOs (as of January 2006), of whom 1,221 are “active.” This database appears
to slightly underestimate the actual supply of Alaskan physicians, despite the fact
that it includes both members and non-members of the Association. A comparison
of the ASMA database and the State of Alaska Occupational Licensing database in-
dicates that the ASMA list excludes some military physicians as well as a number
o}f; plslysicians working in the Alaska tribal health care system who are licensed in
the State.

Both of the ASMA and State of Alaska Occupational Licensing databases specify
whether a physician is “active” (ASMA) or “AA” (Occupational Licensing). However,
there is no standard definition for active status in either database. Therefore, the
databases may include physicians practicing less than 20 hours a week, or active
in non-patient care work such as administration, teaching or research.

A third independent source is the AMA Master File of Allopathic Physicians
(MDs), which counted 1,580 physicians in Alaska in 2004, of whom 1,347 are re-
ported to be actively engaged in patient care (20 hours a week or more). This data-
base is the only known source with standardized definitions uniformly applied to
physicians throughout the United States. As such, the Physician Supply Task Force
uses the physician supply data from this database for purposes of working toward
an “Alaska Standard” physician-to-population ratio. The AMA Master File tracks
physicians from medical school onward. It counts primary location and primary spe-
cialty. Since the AMA also obtains information about practice activity that permits
distinguishing providers “active in patient care” for 20 hours a week or more, it pro-
vides a more accurate estimate of physicians providing care to the population than
the other available sources. The Task Force uses the data based on the 2004 AMA
survey for comparisons of “active allopathic physicians in patient care” with other
States and with the Nation as a whole. Separate data from Occupational Licensing
and from the professional associations is provided about doctors of osteopathy and
mid-level providers.

Retirement status is reported in all three databases. In Alaska, a physician may
let a license “lapse” by not renewing, for example when starting retirement, but may
within 2 years of the license expiration date request reinstatement without penalty.
After a 2-year lapse, re-licensure must begin as if the individual had never been li-
censed in Alaska before.

The Task Force recognizes that of the 109 DOs with Alaska addresses, 77 percent
(84) work in primary care (Occupational Licensing database). This is a substantially
higher percentage than the 60 percent reported nationally.® Ninety-two (92) active
DOs are listed by ASMA. Among the DOs active in Alaska as of early 2006, about
five had come into the State each year during the 1990s. That number increased
to seven per year for licenses awarded in 2000-2005, or one new DO license for
every 11 MD licenses.

Each of the available databases thus provides useful information. Since detailed
analysis of the AMA Master File would require a costly purchase, it has not been
feasible to use that source for regional or other detailed analysis. It is possible to
compare the specialty distributions between the AMA and ASMA databases, and to
check for consistency between the age distributions for physicians included in the
licensing database as “active” and those in the AMA Master File. The Task Force
has been able to analyze the occupational licensing database merged with the ASMA
listing of members and non-members known to be practicing in Alaska, as of Janu-
ary 2006. The occupational licensing database has birth date of provider, while the

8Nearly 1,000 additional physicians (MD and DO) have active licenses to practice in Alaska
but do not have Alaska addresses. These include physicians who work periodically as locum
tenens practitioners, some who visit the State to provide specialty services on an itinerant basis,
physicians licensed in Alaska in order to provide telemedicine consults for Alaska patients, oth-
ers who may not visit on any regular basis, some who have left the State but maintain their
license, and some who have obtained a license but decided not to practice in the State.

9Memo to Alaska Task Force, March 27, 2006 from Byron Perkins, DO, President, AKOMA.
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ASMA database has activity type and declared primary specialty. It should be noted
that the “counts” might differ slightly (see Figure 8).

Figure 8. Active Physicians by Degree Type

Physician Degree Type

Private Practice, Military,
Public Health (Excludes re-
tirees, residents, and those
who report State and Fed-
eral Number rather than PH)

Number of MDs in Patient
Care 20+ hours/wk

Active Licensee, No Restric-
tions

Data Source:

MD

DO

TOTAL

“Per 1,000”population for the year

ASMA (2005)

1221
92

1313

1,000 * 1,313/664,000
=1.98

AMA (2004)

1,347
VA

1347

1,000 * 1,347/658,000
=2.05

Occ Lic-"AA” with

AK address (2005)
1,392

109

1,501

1,000 * 1501/664,000
=2.26

The Occupational Licensing and ASMA data

indicate that 59 percent of Alaska’s

resident active physicians are based in Anchorage Municipality (including Elmen-
dorf), which accounts for about 42 percent of the State’s population. Fifty-one per-
cent of the State’s primary care physicians are located in Anchorage. Sixty-eight
percent of the State’s specialists are in Anchorage.

Physician assistants and advanced nurse practitioners are critical providers of
care in Alaska, complementing and extending physician coverage for primary care,
for supervision and training of community health aides and practitioners, and in
some settings for serving as specialists in surgery, emergency medicine, and other
areas. As of the end of 2005, there were 284 active physician assistants with Alaska
addresses and “AA” status; 29 percent were in Anchorage. Of 486 advanced nurse
practitioners with active licenses and Alaska addresses, 51 percent were in Munici-
pality of Anchorage.

The Task Force used the AMA listing for “physicians in practice” (excluding aca-
demics, retirees and others) by specialty, although this is for MDs only. One can
be reasonably sure of the validity of comparing Alaska to the U.S. physician to pop-
ulation ratio using this standardized approach. This is the most reliable basis for
selecting an “Alaska Standard” for target ratio of physicians (MDs) to population.1©
The physician to population ratio using the AMA count of MDs in patient care 20
hours or more per week is 2.05 physicians per 1,000 population for Alaska for 2004,
compared with 2.38 for the United States as a whole. If Alaska had the same num-
ber per 1,000 as the United States, there would be 1,569, or 16 percent (218) more
physicians in Alaska providing patient care 20 hours per week or more. The current
level of 2.05 physicians per 1,000 population puts Alaska 17th lowest among the
States.

Keeping in mind the differences among the data sets, and the strengths and limi-
tations of each, summary information is presented from each of the data set as ap-
propriate, to show relevant information about Alaska’s physician and mid-level pro-
viders. Each data set is useful for specific analyses and comparisons. The data per-
mit examination and consideration of the factors that are likely to influence future
demand and supply to 2025.

10UW Center for Health Workforce Studies Working Paper #98 used the Master File of the
AMA to examine age and county distribution of physicians so purchase of the Master File or
request to the CHWS could provide for another analysis but this will still be limited to MD de-
gree holders. The licensure and ASMA data sets provide a more complete accounting of Alaska
based physicians including Doctors of Osteopathy and physicians not licensed in Alaska but
serving in the Public Health Service Commissioned Corps or the Military.
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Figure 9. Alaska’s National Ranking in MDs per 1000 Residents
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In State rankings of physicians per 1000 population, Alaska’s ranking in recent
years has varied from sixth lowest to thirty second lowest, depending on whether
or not the count includes only non-federal physicians, or whether the ranking fo-
cuses on physicians in patient care at least 20 hours per week. Figure 9 shows one
method of “ranking” States based on ratios for 2004 counting physicians in patient
care.

Alaska has proportionally more “Federal” physicians than most States because of
the presence of military physicians, IHS physicians, and Public Health Service Com-
missioned Corps who serve in several agencies in Alaska. Methods that exclude
“Federal” physicians rank Alaska lower in comparisons of “physician to population
ratios” because they exclude Federal providers from the numerator, but retain the
populations served (military and Alaska Native) in the denominator. (For example,
the Kaiser Family Foundation “State health fact” Web site uses the non-federal phy-
sician count only.)

Figure 10 shows the numbers of physicians, physician assistants, podiatrists and
paramedics licensed by the Alaska State Medical Board. Other data provided below
allow for analysis of physicians and mid-level provider counts (including advanced
nurse practitioners) in more detail.

Figure 10. Physicians, Podiatrists, Physician Assistants, and Paramedics by Fiscal Year
(licensed regardless of State of residence or practice)

FY95 | FY96 | FY 97 | FY98 | FY99 | FY 00 | FYOL | FYO02 [ FYO03 | FYO04 | FYO05
MD/DO Active ......ccoeene. 1419 | 1,593 | 1,603 | 1,826 | 1,810 | 2,034 | 1,850 | 2,080 | 2,099 | 2,321 | 2,309
MD/DO Inactive ........... 262 262 271 266 300 289 285 268 249 242 240
Podiatrists Active &
Inactive .......ccooeees 13 14 14 15 15 16 16 17 18 17 20
Physician Assistants
Active & Inactive .... 200 231 221 255 244 266 245 284 266 297 307
Paramedics-Active ...... 134 158 151 191 195 230 233 255 245 283 280
TOTAL oo 2,028 | 2,258 | 2,266 | 2,553 | 2,564 | 2,835 | 2,629 | 2,904 | 2,877 | 3,160 | 3,156

Source: Alaska State Medical Board.

Characteristics of the physician workforce in Alaska. The annual directories from
the Alaska State Medical Association and the biennial versions of the Occupational
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Licensing database both provide trend information on the following characteristics
of physicians 11:

e demographic characteristics;

o practice characteristics;

e specialty distribution; and

e geographic distribution.

Alaska physicians are younger than the national physician supply, and younger
than those in other WWAMI States (average age 48.4 vs. 49.2) according to Chen
et al., (Chen, 2005); however as in other States, the physician population is aging.

Figure 11. Alaska Physicians’ Age Distribution (MDs)
(N=1580, includes physicians not in practice)
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Figure 12. US Physicians’ Age Distribution (MDs)
(N=884,974, includes physicians nqt in practice)
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Since 1998, the percentages of all physicians who were under age 35, and between
35 and 44 have decreased while the percentages 55 to 64 and 65 and over have in-
creased. However by comparing the ages of those who left Alaska during the 1998—
2006 period with those who stayed, one can see that departure rates are similar
across age rather than being higher for older physicians.

11 State files: are more current (by a year) than the AMA report (especially useful for mili-
tary); contain geographic location listed in license application and ASMA membership applica-
tion; include DOs as well as MDs; provide specialty (ASMA) linked to other characteristics (li-
censing); allow examination of length of licensure, timing of license applications and license
lapses; and allow comparison of licensed providers at different points in time (about every 2
years) to determine approximate age at time of move from Alaska, by specialty; likewise changes
in status (locums to regular license, for instance).
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Age distribution of physicians (MD and DO), physician assistants and advanced
nurse practitioners. As shown in Figures 13 to 15, very few (2 or 3 percent) of ad-
vanced nurse practitioners and physician assistants (mid-level providers) are in the
age group 65 and older. This compares with 11 percent of physicians being 65 years
or older. A proportionally larger number of mid-level practitioners are aged 45-54—
about 42 percent compared with 32 percent of physicians.

Figure 13. Age Distribution of Physicians (MDs and DOs) in Alaska
=1501

Source: 2006 Alaska Occupational Licensing Database

Figure 14. Age Distribution of Physician’s Assistants in Alaska
N=294
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Source 2006 Alaska Occupational Licensing Database
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Figure 15. Age Distribution of Advanced Nurse Practitioners in Alaska
N=424
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Source: 2006 Alaska Occupational Licensing Database

Figure 16 shows age distribution of both the active physicians in Alaska and the
age distribution of those who have let their licenses expire, whose last known ad-
dress was in Alaska. Some of these individuals may be working in positions that
do not require maintenance of an active license, or they may have left the State
without informing the State Medical Board. They have 2 years to re-activate their
licenses—after that time they need to re-apply for a license.

Figure 16. Age at Expiration of License
(Physicians with Most Recent Address in Alaska)

Age at Expiration of License
(Physicians with most recent address in Alaska)
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Source: Alaska Occupational Licensing Database analy;z—e—d by AKDHSS HPSD

Cohort analysis of the active licensed MDs in 1998 and those who were still active
in Alaska as of January 2006 shows a similar age distribution for those who stayed
and those who left practice over 8 years (see Figure 17). This suggests that depar-
tures from Alaska practice are not predominantly associated with aging and retire-
ment, but occur about equally at any age.
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Figure 17. Age of 1998 Cohort “Stayers” and “Leavers”
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Figure 18 compares the age of all physicians who have ever been licensed in Alas-
ka with the number of those who have left the State and no longer hold Alaska li-
censes. This data again indicates that departures are distributed across all ages,

rather than occurring mostly at “retirement” age.

Figure 18. Age at Expiration of License for Non-Current Physicians
(Includes out of state and in-state no longer licensed)
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A comparison of active physicians located in Alaska in 2006 and 1998 shows simi-
lar age distributions in both groups although the total number of physicians in 2006
is larger (Figure 19, below). It is notable that the number of physicians under age
33 was smaller in 2006 than in 1998, which might suggest failure to recruit recent
graduates to the State. With students tending to enter medical school at older ages
and taking more years of graduate training, it is likely that this may be true in
other States as well, although it appears that only about 9 percent of Alaska’s phy-
sicians are under age 35, while about 16 percent are under age 35 nationwide. (Fig-

ures 11 and 12 above).
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Figure 19. Age of Current Active AK Physicians, 2006 & 1998
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Figure 20 shows length of service for current active physicians living in Alaska,
indicating that a very large number and proportion have been in the State for 10
years or less. Retaining current physicians for additional years is a priority for as-
suring adequate physician supply into the next two decades.

Figure 20. Count of Current, Active AK Physicians by Length of Service
(as of January 2006)

1 Count of Current, Active Alaska Physicians by
Length of Service (as of January 2006, N=1501)
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New mid-level and physician licensees in Alaska. Graphs of year of entry (year
licensed) for current mid-levels and physicians shows that physician assistants are
now exceeding advanced nurse practitioners as new licensees, although this is a re-
cent development. Mid-level providers were first licensed in Alaska in 1980. The
total of 60 to 70 mid-levels each of the last 2 years approaches the number of new
physicians in each of those years (68 and 80), as shown in Figures 21 and 22.
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Figure 21. Alaska Mid-Levels by Type and Year Licensed as of January 1, 2006
(424 NPs & 284 PAs, Total 708, "AA" status, AK residence)
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Source: Alaska Occupational Licensing Database analyzed by AKDHSS HPSD

Figure 22. MDs and DOs by Year Licensed, with License as of January 1, 2006
(1395 MDs, 109 DOs, "AA" status, AK residence)
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Figure 23 shows the distribution by specialty for allopathic physicians active in
patient care (20 hours or more per week), according to the AMA’s master file, based
on an annual survey. The counts by specialty show that nearly 53 percent of Alas-
ka’s allopathic physicians are in primary care, compared with about 50 percent of
U.S. physicians being in primary care. Half of Alaska’s primary care physicians are
family practitioners (366 of 709 primary care physicians), compared with only a
third of the Nation’s primary care physicians being in family medicine. Nationally,
doctors in internal medicine outnumber family practitioners two to one (see Appen-
dix A), while in Alaska the ratio is reversed—there are twice as many family practi-
tioners as internists. For additional data comparing specialty distributions in Alaska
and the United States, see Appendix A.

“Internal Medicine private practice is part of a dying breed unless something is
done. There are many more specialists and sub-specialists than general Internal
Medicine physicians in Anchorage now. If our trend continues, there will be few
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or no general Internal Medicine private physicians in Anchorage due to high stu-
dent debts and low Medicare payment rates.”
—RICHARD NEUBAUER, MD, INTERNAL MEDICINE, ANCHORAGE,
AMERICAN COLLEGE OF PHYSICIANS, BOARD OF REGENTS.

Figure 23. Alaska 2004 Patient Care Physicians (MDs) by Specialty

Total Patient :
Spesaly Gar PSS | pycins o |ty Spety
vy 1000 population Group (2004)

Total Physicians 1,347 2.05 100
Primary Care 709 1.08 52.6
Family Medicine (& GP) 366 0.56 27.2
Internal Medicine 157 0.24 11.7
Pediatrics 108 0.16 8.0
0b/Gyn 78 0.12 5.8
Medical Specialties 55 0.08 4.1
Surgical Specialties 237 0.36 17.6
Psychiatry 69 0.10 49
Emergency Medicine 72 0.11 5.3
QOther Specialties 205 0.31 15.2

Source: AMA Master File

Besides focusing on differing specialties, physicians work in differing practice set-
tings, such as private practice, State or municipal or Federal public health activi-
ties, and military service. The Alaska State Medical Association surveys its mem-
bers regarding their practice settings. Private practice accounts for the vast majority
of practice settings (nearly 1,200 physicians). The number of military physicians
who have let ASMA know about their presence has shrunk in recent years, account-
ing even for a shrinkage in the absolute number of physicians listed in 2004, but
the licensing list indicates there was in fact not a decline in active licensed physi-
cians. A review of the ASMA listing and occupational licensure found that some
physicians working in the Alaska tribal health care systems do not list their names
with ASMA. Certain physicians in Federal service may work in the State without
an Alaska license. See Figure 24 for the distribution by practice type of physicians
in the ASMA databases for 1997 through 2005.

Figure 24. Physicians by Practice Type in Alaska
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Typically some portion of the military physicians have worked part-time in the
private sector. Both military and public health service staff detailed to Alaska have
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served as a rich resource for recruitment into the private and public sector resident
physician workforce, according to anecdotal reports.

Forecasting Assumptions. The Physician Supply Task Force agreed on general
principles for forecasting need for physicians.

1. Assume that the proportion of physicians whose area of practice is primary care
will remain close to the 2004-05 level (53 percent). This proportion is expected to
drop up to three points, to 50 percent, as the number of physicians practicing in
medical subspecialties such as cardiology and pulmonology, and in psychiatric spe-
cialties, which are far below national norms, are brought more into alignment with
population needs.

2. Assume that the ratio of DOs to MDs, and the ratios of physician assistants
and advanced nurse practitioners licensed to practice in Alaska, will remain the
same as the 2004-05 levels. In practice the ratio of DOs to MDs has increased
gradually over time to 1:11, while the number of mid-level providers has increased
more rapidly than the number of physicians of both types since 1980. The increase
may level off unless training programs for mid-levels expand faster than expected.

3. The rationale for estimating “need” for physicians at 110 percent of the national
norm is based on several considerations.

a. Rural Alaska communities require a regionalized system. This is
operationalized by the Alaska tribal health corporations, which generally staff
the smallest village clinics with community health aides and practitioners who
will continue to be the primary day-to-day health workforce in those clinics. In
the tribal health care system, mid-levels provide care and train and supervise
community health aides and practitioners, but physician back up is required for
complex and severe cases and for oversight of other providers’ services and
training. The system requires physician travel and office time for handling
phone and telehealth consults, supervision, training, and direct patient care.

b. To attain Continuing Education Units (CEUs) and continuing education for
professional development and maintaining licensure, physicians in Alaska re-
quire more time for the travel involved than physicians in the “Lower 48.” Even
if additional full time equivalents (FTE) in patient care are not needed, more
individuals may be needed to provide the FTE equivalents.

c. In rural and frontier areas, part-time staff cannot be available on short notice
as easily as in urban areas. There is thus a structural “inefficiency” in that a
community that may need 1.2 physicians according to national norms will re-
quire two physicians, and communities that would be expected to need a frac-
tion of a physician FTE will need to be served either by a mid-level provider,
a é:ommunity health aide or practitioner, or by transporting patients or pro-
viders.

d. Although Alaskans are younger than the population of the United States as
a whole, Alaskans engage 1n more high-risk occupational and subsistence activi-
ties. Thus Alaska’s typical case mix results in higher than average needs of the
population.

e. High poverty segments of the population tend to have additional risks associ-
ated with both environmental hazards and lifestyle behaviors. Since much of
the low-income population is in the most remote parts of the State, this adds
to the burden of illness and injury to be addressed in the areas hardest to reach
with physician services.

Figure 25. Physician Need Forecasts for 2025

Physicians (MDs) in patient care, 2004: 1,347 | 2.05 per 1,000 population
2004 MD count if at U.S. norm (2.38) 1,565 | 2.38 per 1,000 population
Current shortage using U.S. Norm: (218)
Current shortage using 110 percent U.S. Norm: ......cocooovvviierveriecrerecceenis (375)

2025 MD Need Forecasts:

U.S. Forecast need for 2025 2.82/1,000 * 1.1 = 3.1 per 1,000.
2,444 3.1 per 1,000 population
Additional Physicains Needed: 1,097
Average Annual “gain” needed, 21 years: 52

Figure 26 compares several possible patterns of increase in physician (MD) supply
and the “desired gain” linear increase that is based on Alaska reaching the target
of 110 percent of the U.S. norm of physicians per 1,000 people by 2025. The “poten-
tial access gap” suggests the widening gap between the anticipated need forecast by
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the Task Force and supply if supply fails to increase. Strategies recommended below
aim to ensure that the gap does not widen, and the need for adequate physician
supply is met over the next two decades.

Figure 26. Gain in Alaskan Physicians (MDs): Static Doctor to Population Ratio vs.
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SECTION V. OVERVIEW OF ALASKA’S CURRENT HEALTH CARE WORKFORCE DEVELOPMENT
AND TRAINING ACTIVITIES

A. MEDICAL SCHOOL OPPORTUNITIES FOR ALASKANS

“I was first on the waiting list for University of Washington. They only had
space for 10 Alaskans and I was 11th, so I went to OHSU in Portland, Oregon.
OHSU is not part of the WWAMI program. I paid out-of-state tuition, roughly
four times more expensive than the WWAMI program. My intention from the
time of my medical school application was to become a family practice physician
in Alaska. OHSU was an excellent school, but I had to arrange my own training
experiences in Alaska with my elective rotations, one of which was in Dillingham
where I now work.”
—LEIF THOMPSON, MD. BrisTOL BAY AREA HEALTH CORPORATION.

Wyoming, Washington, Alaska, Montana and Idaho (WWAMI). For the past 35
years Alaska has participated in a unique collaborative medical education program
known as the WWAMI Program. In 1971 Alaska was the first State to join with the
University of Washington School of Medicine in an initiative designed to provide
medical school opportunities in northwest rural States that did not have their own
4-year medical schools. WWAMI decentralizes medical education, allowing medical
students to receive training in their home States and in rural settings. This ap-
proach encourages students to return to their home States or WWAMI States to
practice medicine. WWAMI remains the only in-state medical education opportunity
available to Alaskans.

Each year since 1971 there have been 10 medical student slots available for Alas-
kans in WWAMI. Admission to Alaska WWAMI has become extremely competitive.
In 2005-06 there were about eight Alaskan applicants for each slot.
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The applicants selected for admission to WWAMI pay in-state tuition rates, about
$20,000 less than out-of-state tuition. This $20,000 difference is subject to a payback
provision, but is forgiven if the recipient practices in Alaska after medical school.
Twenty percent of the total amount is forgiven for each year of practice. The pay-
back provision was enacted in 1999. Its impact cannot yet be assessed, but it is like-
ly to increase the rate of return.

Alaskans who are admitted to WWAMI now complete their first year of medical
school at the University of Alaska Anchorage, their second year at the University
of Washington, and their third and fourth years in clerkships and rotations in Alas-
ka or other WWAMI locations. Signing up for clerkships and rotations in Alaska is
the mechanism that allows for completion of nearly 3 years of the 4-year curriculum
in Alaska.

Such clerkships and rotations are partially supported by the Alaska Department
of Health and Social Services, the University of Alaska Anchorage, and the Univer-
sity of Washington, most often using federally funded grant programs, so that the
students’ costs are minimized.

An average of seven to eight WWAMI medical students begins practice in Alaska
each year. Five of those students are from the cadre of 10 per year in Alaska
WWAMI. The other two or three come from one of the other WWAMI States and
are students who usually completed a 3rd or 4th year medical school clerkship expe-
rience in Alaska as part of their WWAMI medical education. Figure 27 depicts the
effectiveness of the WWAMI affiliations in producing doctors for Alaska. The 50 per-
cent rate of return on Alaska’s investments in 10 Alaska medical students ranks it
as #5 among all U.S. States (AAMC, 2006).

The WWAMI program as part of the University of Washington School of Medicine
is consistently ranked among the very best medical school programs in the United
States. The University of Washington is ranked as the #1 primary care medical
school in the Nation, for the 14th consecutive year (The U.S. News and World Re-
port, 2006). It was also ranked first in family medicine and rural medicine, and in
the top 10 in every category that was ranked. Thus, WWAMI offers a superior med-
ical education to Alaskans while providing that education largely in-state, encour-
aging students to return to practice and helping to build in-state capacity.

Figure 27. WWAMI Outcomes Flow Chart
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Note: There is no “"double counting” in this figure. On average, 1
WWAMI medical student enters the Residency program and
practices in Alaska. Thus, there are 14 new physicians each
year, one less than the sum of the 3 pathways. As of 2006, there
are 12 Alaskans entering the Family Medicine Residency.

Source: D. Valenzeno, personal communication

“We have such an exceptional applicant pool for our 10 Alaska WWAMI slots.
Last year, all applicants had very strong grade point averages and MCAT scores.
The number of slots that we have in WWAMI has not increased to reflect the
needs of our growing and aging population.”

—PETER MARSHALL, MD. PRIVATE PRACTICE, NORTH POLE.
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Western Interstate Commission on Higher Education (WICHE). In the past, the
WICHE program has provided access to medical education (including osteopathy)
and other fields of graduate or professional study for the residents of member states.
The WICHE PSEP provided preferential admissions consideration (above other non-
resident applicants) in participating institutions in the participating States, and in
doing so agreed to charge admitted PSEP students either the resident tuition rate,
or, for those private institutions participating, a reduced rate of tuition. In return,
the State “sending” the participant agreed to pay a support fee associated with each
of its residents in the program. However, the program for students of medicine and
osteopathy ended in 1997, after supporting 528 student years of study for medical
students, 82 of whom were in osteopathic medicine between 1982 and 1997, at a
cost of $5,700,000. The unduplicated student count was 176 (Barrans Memo, 2006).
The “return rate” for WICHE-supported students is reported to be 18 percent, which
means the program supported about 35 physicians who have served in Alaska.

B. Graduate Medical Education in Alaska—the Alaska Family Medicine
Residency

Alaska’s only in-state GME program is the AFMR. Alaska was the last State in
the United States to have a residency program. The AFMR was developed in the
1990s by a consortium of State health leaders with the intent to train family physi-
cians for the unique aspects of practice in the most remote parts of the State. AFMR
residents receive extra training in emergency medicine, orthopedics, obstetrics, pedi-
atrics, neonatal intensive care, and trans-cultural medicine to prepare them for the
exigencies of bush practice.

The AFMR program started in 1997 with eight residents per class, and expanded
to ten residents per year in 2004 and twelve in 2006. Since AFMR’s first graduating
class in 2000, the program has graduated a total of 55 physicians. Of these grad-
uates 70 percent remain in Alaska to practice after graduation. This gives Alaska
the highest rate of return for GME in the United States (AAMC, 2006). Fifty-five
percent of them practice in rural communities and one-third practice in tribal health
corporation facilities.1?

The AFMR residents are drawn from the Alaska WWAMI program and other
medical schools throughout the United States and other countries. They all arrive
with the expressed interest in practicing in rural settings and most of them have
a commitment to Alaska from the start of their training.

AFMR program faculty members are family physicians with rural experience in
Alaska and other parts of the United States. The program’s affiliation with the Uni-
versity of Washington WWAMI program provides for faculty development and access
to academic resources which otherwise would not be available in Alaska.

The Providence Family Medicine Center is the outpatient clinic where residents
in the program receive much of their training. The faculty and residents there pro-
vide comprehensive primary care including outpatient visits, disease management,
health maintenance, hospital care, obstetrical care and delivery, and surgical proce-
dures for all corners in the Anchorage community. The program has provided 30,000
patient visits per year with over 15 percent of its population from low-income unin-
sured.

The AFMR has operated at a deficit since its inception because of several factors
unique to Alaska.

1. Most funding for resident training is provided by Medicare through the GME
funding authority, and this revenue is 25 percent to 50 percent lower than in other
States due to a smaller proportion of Medicare business at AFMR’s sponsoring hos-
pital, Providence Alaska Medical Center.

2. The average reimbursement per visit is below what many other residencies ex-
perience.

3. Unlike most States, the State of Alaska does not appropriate State general
funds for direct support of the residency program. The State of Alaska does support
the Residency through Medicaid, as do most States, by reimbursing the hospital for
Medicaid’s share of the costs of the program, (about $875,000 per year) and by pay-
ing full-Medicaid-rate professional fees for the medical care rendered by the pro-
gram to Medicaid patients in the Providence Family Medicine Center and the hos-
pital (about $668,000 per year).

12This is an exceptional result compared to residencies in other States. Even the best rural
training programs consider themselves very successful if they can place 40 percent of their grad-
uates in rural communities.
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C. State, Federal and Tribal Efforts to Support Health Care Workforce
Development

State, Federal and tribal funds support an array of health care workforce develop-
ment and training activities that are critical to improved access and quality of care
in Alaska. There are programs for health career development, pre-med programs,
loan repayment programs, placement programs for medical student rotations, and
recruitment and retention programs that encourage health workforce growth. Alas-
ka placements and sites are not, however, always available to interested applicants.

Health career development. Although not focused strictly on preparing and guiding
qualified students into the practice of medicine, new curriculum offerings not avail-
able a decade ago provide more educational choices to Alaskan students, and these
can lead to heightened interest in medical careers. The University of Alaska has ex-
panded its nursing program and added courses in basic sciences, nutrition, public
health, behavioral health, biology, and other health-related subjects, as well as a
health sciences major for undergraduates and Masters in Public Health program for
graduate students, all of which provide opportunities for preparation for health ca-
reers.

In 2005, the University of Alaska Anchorage’s School of Nursing received funds
from HRSA to establish a basic AHEC program. Nationwide, the AHEC program
creates formal relationships between universities and community partners to
strengthen the health workforce in underserved communities. For Alaska, commu-
nity partners developed in the first 3 years of funding are the Yukon Kuskokwim
Health Corporation AHEC Center (serving YK Delta region) and Fairbanks Memo-
rial Hospital AHEC Center (serving Fairbanks and the Interior) and the Alaska
Family Practice Residency AHEC Center (serving the Anchorage and the Mat-Su
Borough). The Alaska AHEC network achieves its collective purpose by encouraging
Alaska’s youth to pursue careers in health care, facilitating clinical rotation opportu-
nities in underserved sites, and improving access to continuing education for health
professionals in underserved areas.

The University of Alaska WWAMI Program offers a high school summer enrich-
ment program called the Della Keats/U-DOC Summer Enrichment Program. The
goal of this program is to foster, affirm, and encourage high school students’ interest
in the medical professions by allowing them to explore health careers and to obtain
a valuable introduction to college life. Applicants must be Alaska residents with a
strong interest in the health professions. Underrepresented minority, rural-area,
first-generation, and/or economically disadvantaged students are encouraged to
apply. Stipends may be available to help with the costs of participating in this pro-
gram.

As well as the University of Alaska, the ANTHC administers several programs
that focus on health career development. The ANTHC Education and Development
Department awards five scholarships of $5,000 per academic year in health care-
related fields to full-time undergraduate students and five scholarships of $5,000
per academic year in health care-related fields to full-time graduate students who
are Alaska Native or American Indian permanent Alaska residents. ANTHC grants
these scholarships as an integral part of its long-term strategy of providing the
highest quality health care services to all Alaska Natives and American Indians.
ANTHC graduate scholarships provide supplemental funds for graduate education
for students with the greatest demonstrated need.

ANTHC works with the ITHS to administer a scholarship program. The IHS Schol-
arship provides selected scholarship recipients who are Alaska Native or American
Indian permanent Alaska residents with paid tuition, related fees, a small amount
for travel and books, and a monthly stipend for living expenses. IHS currently funds
several health career and allied health career scholarship programs.

The ANTHC runs a summer internship program that awards 9-week paid intern-
ships to approximately 25 high school and undergraduate students and five grad-
uate students who are Alaska Native or American Indian permanent Alaska resi-
dents. ANTHC grants these internships as part of its long-term strategy of pro-
viding the highest quality health services to all Alaska Natives and American Indi-
ans and providing work experience in a range of medical professions and support
services.

“I completed my undergraduate studies at Cornell and came out of college with
no debt. I went to medical school at Yale and fell in love with Internal Medicine.
I took an IHS scholarship for medical school, which led to my 2-year position
in Wyoming. I completed my residency in Michigan. I worked in Juneau for 6
months and am now in private practice in Anchorage. The amount of debt that
medical students now accrue is problematic. Since I had not incurred significant
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student debts, it never occurred to me to consider going into a high pay spe-
cialty.”
—RICHARD NEUBAUER, MD. INTERNAL MEDICINE, ANCHORAGE,
AMERICAN COLLEGE OF PHYSICIANS, BOARD OF REGENTS.

Medical student clinical experiences. Medical students have the opportunity to
have clinical experience in Alaska’s clinical sites at the end of the first year of med-
ical school. Most of the programs discussed here focus on rural sites. All of these
programs give priority to students that are either residents of Alaska or have some
ties to the State. This approach is based on evidence that students who are trained
in rural areas tend to work in rural areas and that that they tend to work near
their training sites. Thus, it is anticipated that they are more likely to return to
the State to attend the AFMR or to serve as physicians after graduation.

Alaska has at least three programs that provide clinical experiences or medical
student clinical rotations in the State. The Department of Health and Social Serv-
ices (Alaska Primary Care Office) administers the NHSC Student/Resident Experi-
ences and Rotations in Community Health (NHSC SEARCH) program, also called
the Alaskan Exposure program. The ANTHC places students and residents in rota-
tions in tribal sites. The Alaska Center for Rural Health (ACRH) manages the
Rural/Underserved Opportunities Program (R/UOP) summer clinical experience for
WWAMI students in Alaska.

The NHSC SEARCH: Alaskan Exposure program supports rotations for an aver-
age of 40 health professions students each year in underserved sites. Of these 40
health professions students, about 20 per year are medical students and residents.
This program gives priority to Alaska residents and NHSC scholarship recipients,
and also places interested medical students and residents from throughout the
United States. It also partners with the AFMR, the R/UOP program, and the
ANTHC to support rotations for medical students and residents.

The ANTHC supports several rotations in IHS sites each year for fourth-year
medical students and medical residents who apply and are accepted from schools
throughout the United States. The Rural/Underserved Opportunities Program, ad-
ministered by the ACRH, supports rotations each year for students who have just
completed their first year at the University of Washington School of Medicine
(WWAMI program).

Scholarship and loan repayment programs. Some physicians take positions in
Alaska through a Federal scholarship or loan repayment program with a service ob-
ligation. Such programs in Alaska include the NHSC and the IHS. NHSC scholars
can meet their scholarship obligation by working at underserved sites with high fed-
erally designated Health Professional Shortage Area (HPSA) scores. Since most
Alaskan sites with high enough HPSA scores are too small to support physicians,
the placement opportunities are very limited, resulting in only a few physician re-
cruits for Alaska through this program.

The Alaska Primary Care Office (APCO) works with Alaska sites and the Federal
Government to conduct research for federally designated HPSAs and, with other
State PCOs, seeks to make the HPSA process more effective in identifying areas ex-
periencing difficulty in filling positions, where the need for additional health profes-
sionals may be acute but not reflected in physician to population ratios. The APCO
also serves as HRSA’s designated lead contact to link interested NHSC physicians
with Alaska sites, thereby supporting the recruitment of these physicians.

Placement at Alaska sites through the NHSC loan repayment program is more
extensive than through NHSC scholarship obligations because NHSC has not re-
quired such high HPSA scores for loan repayment. Under the loan repayment pro-

am a physician works for 2 years at a qualified HPSA site in exchange for up to

25,000 of loan repayment, tax-free, with the option to renew year by year for up
to $35,000 per year. Currently there are eight NHSC physician loan repayers work-
ing in Alaska. Physician specialties eligible for NHSC support are family medicine,
general pediatrics, general internal medicine, general psychiatry, and obstetrics/gyn-
ecology.

Alaska is one of 13 States that does not participate in the HRSA Bureau of
Health Professions State Loan Repayment Program. Funding for this program is
matched 50/50 by NHSC. The APCO and others have researched and coordinated
efforts to organize one of these programs for Alaska and gain the required 50 per-
cent State match, but funds have not been identified. In this program NHSC grants
matching funds directly to States to operate their own loan repayment programs.
Primary care health professionals who are providing full-time clinical services in a
public or non-profit facility located in a federally designated Health Professional
Shortage Area are eligible for this program. Eligibility requirements and benefits
vary from State to State.



107

The IHS has several scholarship programs to support health education. Some re-
quire a service obligation at a qualified THS site. Under the IHS loan repayment
program, applicants sign contractual agreements for 2 years and fulfill their agree-
ments through full-time clinical practice at an IHS facility or approved Alaska Na-
tive tribal health program. In return, the loan repayment program will repay all or
a portion of the applicant’s eligible health professionals educational loans (under-
graduate and graduate) for tuition expenses. Applicants are eligible to have their
educational loans repaid in amounts up to $20,000 per year for each year of service,
tax-free. Eligible specialties are family medicine, internal medicine, pediatrics, geri-
atric medicine, obstetrics and primarily gynecology, and podiatric medicine. Cur-
rently there are 18 THS physician loan repayers working in Alaska.

“As far as scholarships, there is very little available. I couldn’t find any scholar-
ships while in medical school. I was able to find enough funding in loans to
cover my tuition and living expenses, roughly $50,000/year, but most of these
were unsubsidized loans. In general the more you have to borrow, the less attrac-
tive the loans, and the greater the loan fees. I considered National Health Service
Corps, however there were very few sites for service in Alaska. I didn’t want to
risk having to work outside of Alaska to fulfill a commitment.”
—LEIF THOMPSON, MD. BrisTOL BAY AREA HEALTH CORPORATION.

Recruitment and retention. Several organizations provide some support for the re-
cruitment of physicians in Alaska. These organizations focus primarily on their own
mandates and specific grant requirements. The ANTHC provides recruitment and
referral service and support to tribally managed hospitals and clinics throughout
Alaska. The Alaska Primary Care Association (APCA) maintains an updated list of
locum tenens providers and a clearinghouse of candidates looking for permanent op-
portunities in Alaska’s Community Health Centers. The Northwest Regional Pri-
mary Care Association has instituted a fee-for-service recruitment service to Alaska
sites. The Alaska Department of Labor has a job bank for vacancies in health care
settings.

The APCO coordinates some placement efforts, provides recruitment and retention
training, researches Health Professional Shortage Areas, and analyzes workforce
need. The APCO also serves as a focal point for NHSC activities, providing technical
ia\xIsEiggmce to monitor and increase the number of sites and individuals qualified for

The Alaska Office of Rural Health in DHSS supports recruitment and retention
by strengthening Alaska’s rural health system, facilitating network development
and administering Alaska’s State Web page on the Rural Recruitment and Reten-
tion Network (BRNET) Web site, where clinical sites can advertise positions and
health care workers can seek jobs. There is no charge to sites or job seekers for this
service. The posting of positions on 3RNet does not include in-depth candidate
screening, this function is the responsibility of the site recruiting the provider.

Many of Alaska’s medicine-related professional associations and membership orga-
nizations provide workforce and/or recruitment assistance to their members. As ex-
amples, the Alaska State Medical Association, the ASHNA, and the APCA provide
guidance and recruitment assistance to their members.

The APCA is a non-profit membership organization founded in 1995 to promote,
expand, and optimize access to primary care in Alaska, particularly for the under-
served. The APCA works with the private and public sectors to support and connect
the organizations and people who provide that care. The APCA promotes workforce
development by enhancing internship and rotation opportunities in Alaskan health
centers; marketing health center opportunities to students, faculty and alumni; and
focusing on retention efforts. With State and Federal partners, the APCA maintains
an updated list of locum tenens providers and a clearinghouse of candidates looking
for permanent opportunities in Alaska.

Alaska recruits some international medical graduates through the J-1 Visa pro-
gram, which provides incentives to those from other countries to receive their med-
ical education and work as physicians with underserved populations in the United
States. The Alaska Primary Care Office coordinates communication for those seek-
ing J-1 visa placements through the United States. Department of State Conrad 30
program. Currently five J-1 physicians serve in Alaska under this program; all are
specialists. There were concerns among Task Force members that the J-1 program
disadvantages health care delivery in developing countries. More stringent J-1 Visa
policies are likely to be enacted which will decrease the physician supply from this
source.

According to Task Force members’ observations, many physicians have been re-
cruited through the Public Health Service Commissioned Corps and the military.
Both entities have undergone system-wide reorganizations and enacted changes to
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their physician placement policies resulting in reductions to the number of doctors
now available to practice medicine in Alaska, and smaller cohorts from which to re-
cruit former military physicians.

The Alaska Department of Health and Social Services contracted with the Univer-
sity of Alaska, ACRH, for a report called the Status of Recruitment Resources and
Strategies. This report documents that Alaska relies heavily on recruitment to meet
its physician workforce needs. Competition for the supply of physicians is dramati-
cally increasing recruitment costs and decreasing return on investment. Between
2004 and 2006, physician recruitment costs in rural Alaska increased nearly 30 per-
cent, from $2,400,000 to $3,400,000. In spite of the scope and cost of these efforts,
positions are difficult to fill and physician turnover is high. Physician locum spend-
ing nearly tripled between 2004 ($871,000) and 2006 (over $2,300,000) (DHSS/
ACRH, 2006).

Workforce development research and infrastructure. The Alaska Primary Care Of-
fice (APCO) in the Department of Health and Social Services (DHSS) addresses
health care access and workforce disparities that exist in Alaska through the expan-
sion of new access points and the support of existing health centers. The APCO’s
goals include: assessment of needs; sharing data; workforce development; safety net/
health center growth initiative; designation applications for HPSA and Medically
Underserved Areas (MUA); and community development. The APCO is the major
point of contact in Alaska for the NHSC, HPSA designations, site development, and
students’ community-based rotations through the NHSC SEARCH: Alaskan Expo-
sure program.

Between 2000 and 2005, $148,000,000 in Federal funding has been made avail-
able through the Denali Commission to support rural health care infrastructure de-
velopment. As a result, a combined total of 55 clinics have been either built or re-
modeled and outfitted with quality medical equipment to date. These efforts have
improved the physician practice environment, which has aided recruitment efforts.
Federal Section 330 funds for community health centers’ operations have also sup-
ported the rural health care delivery system, resulting in opportunities to staff the
clinics. Thus more health centers now offer physician-level staffing to complement
mid-levels and community health aides and practitioners.

Alaska has a history that demonstrates its commitment to reducing workforce
deficits by establishing innovative programs and leveraging resources. For over 35
years, community health aides and community health practitioners have been pro-
viding primary health care in rural Alaska Native villages as the first link in the
Alaska tribal health care system. In addition, Alaska has a well-established effective
patient care model using mid-levels throughout the State. Utilization of advanced
nurse practitioners, physician assistants and community health aides has been a
critical component of delivering primary care health care service in Alaska, espe-
cially in the most rural regions of the State.

D. Lessons From Other States and From National Studies

Information from other States and national studies point to three types of inter-
ventions as being effective in improving physician supply: medical education strate-
gies to address the training experiences of physicians; applicant pool strategies to
target the types of students who enter medical school; and practice-environment
strategies to make practice more attractive (Grumbach, et al., 1999). Examples of
each of these three types of intervention are discussed in several State and national
reports as described below. These reports mostly focus on shortages in rural areas.
It should be noted that physician shortages also adversely affect access to primary
care in urban settings.

Medical education strategies. Kentucky’s short-term strategies for addressing phy-
sician shortages include increasing State support of Kentucky’s residency programs,
maintaining or increasing Federal support of rural GME through Medicare and Title
VII of the Public Health Service Act. Long-term strategies include expanding rural
residency programs to graduate more residents, opening new schools, creating a new
residency program in a rural area that needs it most, increasing class size in exist-
ing medical schools, and taking steps to increase the “rural pipeline” (Casey, et al.,
2004).

Policies that alter the composition of the classes entering medical school have the
most delayed effects on service in shortage areas, but are critical elements of a com-
prehensive plan for addressing the physician shortage because they increase the
number of physicians who could practice in medically underserved communities. In
California it was recommended to increase resources for science enrichment pro-
grams targeted toward K-12 student and college-level educational enrichment pro-
grams that focus on promoting interest in the health professions among disadvan-
taged students. Characteristics that students bring to medical school, such as rural
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upbringing, racial and ethnic identity, or values of public service, are probably the
greatest influences on their decision to practice in an underserved community. Mi-
nority physicians are much more likely to practice in underserved communities, and
physicians who grew up in rural areas are much more likely to practice in rural
communities (Grumbach, et al., 1999).

A Utah study discussed the steps to alleviate physician shortage that included
continuing to expand residency training programs as the population grows, to in-
crease rural training, rotations and tracks during residency training, and to increase
GME funding this study recommended targeting students most likely to remain in
practice and recruiting to increase retention (Taylor, p. 2).

Utah’s GME planning initiative may be a model for other States, especially those
with only one or two medical schools and a small number of teaching hospitals. Ne-
vada and Hawaii have begun to emulate the model. The goal of the demonstration
is to use a portion of the GME monies to increase the number of physicians who
choose to practice in rural areas. This funding arrangement has helped increase the
number of generalist physicians, particularly in rural and inner city communities
(Taylor, p. 2-3).

Increasing medical school capacity, graduate medical training capacity, and med-
ical education and training in shortage areas are key strategies to address Califor-
nia’s projected physician shortage (Center for Health Workforce Studies, December,
2004). The supply of rural physicians is largely dependent on the production of fam-
ily physicians, both allopathic and osteopathic physicians. Although many factors
such as rural upbringing, medical school attended and special educational service
experiences are important, the final common pathway for the largest number of
rural physicians is a family medicine residency (Council on Graduate Medical Edu-
cation, 1998. p. 23).

The Physician Shortage Area Program (PSAP) at Jefferson Medical College in
Philadelphia selectively admits students from rural areas. According to the Director
of the PSAP since 1976, graduates of PSAP were eight times more likely to choose
rural) practice (Wisconsin Hospital Association and the Wisconsin Medical Society,
2004).

Hands-on experiences in underserved communities stimulate and reinforce inter-
est in caring for underserved populations (Grumbach, et al., 1999). The following are
examples of clinical rotation programs at State universities. These programs aim to
support recruitment and retention of rural physicians. Eight Michigan State Univer-
sity medical students are selected each year for the Rural Physician Program that
provides rich clinical experiences and community service opportunities in small
towns in order to boost recruitment of rural physicians. University of Illinois College
of Medicine Rural Medical Education Program is designed to prepare students for
unique challenges that face rural physicians, with a 30-month ambulatory primary
care experience at rural primary care centers. Fourth year students participate in
a 16-week rural preceptorship in small, rural communities (Wisconsin Hospital As-
sociation and the Wisconsin Medical Society, 2004).

Many other States fund GME in part with Medicaid dollars. Federal law allows
Medicaid to fund GME through a number of different models, including paying hos-
pitals for direct and indirect GME costs and by increasing the Medicaid payment
rate for patient services rendered by teaching physicians and teaching centers, such
as the Family Medicine Center. The amount allowed is limited by the Federal Medi-
care payment amounts. The advantage of maximizing funding through Medicaid is
that State appropriations for GME are matched by Federal funds at the Medicaid
match rate of at least 1:1.

In addition to supporting Medicaid GME for residencies, many States also appro-
priate funds directly for their support. An excellent example is the State of Wash-
ington program, which supports each of its family medicine programs with about
$250,000 per residency per year.

Recruitment strategies. A national study assessed all State programs that provided
financial support to medical students, residents and practicing physicians in ex-
change for a period of service in underserved areas. Compared to younger nonobli-
gated physicians, physicians serving obligations to State programs were more satis-
fied and remained in their practices longer, half of them staying over 8 years. Re-
tention rates were highest for loan repayment, direct incentive, and loan programs.
An advantage of these programs is that they target physicians at the end of their
training, when they know more about their career interests, job options, and family
needs (Pathman, et al., 2004).

A report on Kentucky’s physician shortage identified a number of barriers to phy-
sician recruitment and retention, including medical education costs, workload and
demands, and decreased opportunity for professional contacts in medically under-
served areas. Economic concerns that affected recruitment and retention included
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publicly supported insurance programs Medicaid and Medicare that reimburse rural
providers at a lower rate than urban providers for the same medical procedures; rise
in insurance payments; relief coverage and assurance of a reasonable amount of
time off from work is the most important factor in decisions to stay or leave. Other
issues include quality of public schools and ability to become a part of the local com-
munity, which was scored as more important than income. Having an unhealthy
population with high rates of disease including heart disease, hypertension, asthma,
diabetes and cancer can adversely affect the ability to recruit and retain physicians.
Kentucky’s short-term strategies for addressing physician workforce shortages in-
clude creating waivers for physician placement in rural areas, allowing alternative
loan repayment matching funds, using coal severance tax returns for State match
for the SLRP, using physician placement services, and continuing support of J-1
visa waivers (Casey, et al., 2004).

A study about California’s physician shortage recommended increasing the diver-
sity of the physician workforce, and providing incentives to encourage physicians to
migrate to the State as well as incentives to retain physicians currently practicing
in the State (Center for Health Workforce Studies, December, 2004).

Physicians whose spouses are from urban areas stay in practice as long as those
whose spouses are from rural areas. Length of stay in rural practice is not associ-
ated with attending a public vs. private medical school or with training in a commu-
nity-based vs. medical school-based residency. Physicians involved in teaching re-
main in rural practice longer than those who are not involved. For obligated NHSC
scholars, students from private schools are more likely to stay in a rural payback
site after they have fulfilled their obligation period than are those from public med-
ical schools. Although many urban physicians assume otherwise, rural physicians do
not necessarily view professional isolation and an inability to access medical infor-
mation as drawbacks to rural practice. Lack of quality of rural school systems, per-
ceived or real, is related to length of stay for physicians in a rural practice (Amer-
ican Academy of Family Physicians, 2006.)

The location of a physician’s training influences his or her future choices of prac-
tice location. Students with rural origins are more likely to train in primary care
and return to rural areas; however, they are no more likely to stay in rural practice
than are those who were raised in urban areas. Residents who have their training
in rural areas are more likely to choose to practice in rural areas. Family medicine
is the key discipline of rural health care. Residents practice close to where they
train (Council on Graduate Medical Education, 1998).

Community and health care leaders must acknowledge that their communities
may not have the economic capacity to support physicians or maintain state-of-the-
art equipment and facilities. This situation can be caused by low population of the
community, high poverty status of the community, or because the community is too
geographically isolated or disadvantaged to financially support physicians. Contin-
ulous sub)sidies would be required to sustain a physician in such areas (Wright, et
al., 2001).

Practice environment strategies. Strategies offered to meet California’s physician
shortage included the following: increase the productivity and capacity of the exist-
ing physician workforce through expansion of the supply and use of non-physician
clinicians, investment in new technologies, increasing the use of treatment protocols
and utilization review. Promoting physician loan repayment and placement pro-
grams are key strategies noted in a study addressing California’s shortages (Center
for Health Workforce Studies, December, 2004).

Regarding practice environment, it was recommended that California: (1) resur-
rect its Shortage Area Medical Matching Program which matched graduating resi-
dents with practice opportunities in underserved areas; (2) match Federal funding
for the NHSC SLRP; (3) support pilot programs that encourage innovative public
health-oriented prevention activities for physicians participating in the above pro-
grams; and (4) support the Rural/Underserved Provider Opportunity Program’s
locum tenens network in rural California (Grumbach, et al., 1999).

In addition to examples from California that address the physician practice envi-
ronment, a Kentucky study recommended reforming medical liability as a means of
improving the practice environment (Casey, et al., 2004).

Workforce planning. A workforce report focused on California recommended pro-
moting a more effective environment for physician workforce planning and policies
through increasing data collection and monitoring around physician requirements,
developing systems to track physician supply and requirements, comprehensive re-
assessment of physician supply and requirements every 5 years, and establishing
an overall statewide process for physician workforce planning (Center for Health
Workforce Studies, December, 2004).
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Strategies included in a Utah report were developing a Comprehensive State
Health Care Workforce Plan to coordinate the training of various health professions
and maximize limited State resources, i.e., funding, faculty and infrastructure,
prioritizing statewide needs by specialty, and improving data collection methods for
ongoing collection of physician data (Taylor, p. 2-3). A national shortage affects the
supply of physicians in Utah; they can no longer rely on the national pool to cover
local deficits (Taylor, p. 2-3).

“Steps should be taken to build stronger rural health communities that mobilize
all types of human resources (e.g., patients and family care givers) and institutions
(e.g., educational, social, and faith-based) to both augment and support the contribu-
tions of health professionals.” (Committee on the Future of Rural Health Care, 2005,
Chapter 4).

Key strategies to address California’s projected physician shortages include pro-
moting programs and policies to address physician mal-distribution by region and
specialty, offering targeted site development grants, and increasing reimbursement
rates in shortage areas (Center for Health Workforce Studies, December, 2004).

The NHSC Site Development Manual includes a chapter on “Involving the Com-
munity” (U.S. DHHS, 2006). This manual recommends the formation of Community
Primary Health Care Councils that will be involved in making decisions related to
the community’s health care system, including developing sites that can tap into
NHSC resources and providers who are NHSC Scholars or are eligible for NHSC
Loan Repayment.

SECTION VI. CLOSING THE GAP: STRATEGIES FOR “GROWING OUR OWN”—TRAINING,
RECRUITING, AND RETAINING PHYSICIANS FOR ALASKA

A. CONTEXT AND PROCESS FOR SELECTION OF STRATEGY RECOMMENDATIONS

One of the two primary charges to the Alaska Physician Task Force was to iden-
tify strategies that could address the need for physicians in Alaska over the next
25 years. In order to formulate its response to this charge, the Task Force collected
its findings regarding the need for physicians and the nature of physician supply,
along with previous strategies in both Alaska and other States.

From March 2006 through July 2006, the Task Force and staff undertook a de-
tailed investigation of various strategies that have been in place in Alaska and other
States. The Task Force engaged experts in Alaska, the University of Washington,
and others outside the State, and reviewed literature from national and professional
organizations. Also considered were physician supply data and trends, Alaska popu-
lation demographic predictions, physician recruitment and retention experience in
Alaska and other States, current physician practice environment, and the profes-
sional experience of those consulted during the deliberations.

Beginning with about forty potential strategies gleaned from their research, the
Task Force reviewed and rated each strategy according to feasibility, cost, desir-
ability, effectiveness, and length of time that the strategy would take to affect Alas-
ka’s physician supply, and then concluded with a shorter list of recommended strat-
egies and action steps for this report. The list of the original strategies and their
ratings is in Appendix B.

The Task Force’s selections of strategies are based on the following findings:

Finding 7. Alaska is one of six States without an independent in-state medical
school. Alaska funds 10 state-supported “seats” at the regional WWAMI medical
school, administratively centered at the University of Washington School of Medi-
cineé. This number (10 seats) represents fewer seats per capita than all but 5 of the
50 States.

Finding 8. Residency programs are one of the most effective ways to produce phy-
sicians for a State or community. Alaska has only one in-state residency, the AFMR,
which places 70 percent of its graduates in Alaska. Maintaining and expanding resi-
dency opportunities will be critical in augmenting Alaska’s physician numbers.

Finding 9. Over the last 10 years, an increasing number of Alaskan students have
applied to medical schools; the average number of applicants has been 65. In 2005,
29 of 73 applicants were admitted into medical school. Ten per year attend WWAMI
and the remainder attends medical schools without State support from Alaska.
Since 1996, only WWAMI has had Alaska-supported seats. Prior to 1996, Alaska
supported programs for medical and osteopathic students through the WICHE pro-
gram and student loans.

Finding 10. Recruitment for physicians is facilitated by the availability of loan re-
payment programs such as the THS and NHSC loan repayment programs. Service
obligations related to student loans have historically accounted for some recruitment
and should be explored.
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Finding 11. There are several initiatives to increase interest in medical careers
among Alaskans, including efforts by the tribal health care system, hospitals, the
University of Alaska’s newly funded AHEC and the UA Scholars Awards, school sys-
tem initiatives for improvement of math and science programs, and programs that
encourage students to go into health careers. Collectively, these initiatives generate
qualified applicants to medical schools, but too few applicants matriculate to replen-
ish Alaska’s shortage, and there is inadequate diversity.

Finding 12. Medical practice environments in Alaska have positive and negative
aspects that affect the recruitment and retention of physicians.

Finding 13. Surveys of providers (physicians and mid-levels) by the AMA and
many States have provided data on practice characteristics, preferences, and retire-
ment plans.

Finding 14. Workforce development activities exist in multiple locations including
the tribally managed system, private sector, and various State and Federal agen-
cies. However existing programs are not monitoring or analyzing specialty distribu-
tion or needs, changing roles of mid-level providers, or potential impact of electronic
health records on all providers. Coordination of the efforts, and research and anal-
ysis of relevant trends, should inform policy.

The Task Force recognized that forecasting physician supply and need is a
daunting task. Some factors that will significantly impact needs have not yet
emerged. Conversely, some factors that have been forecast may turn out differently
than predicted. These unknown dynamics will influence the number and type of
physicians needed in Alaska. Given the limitations of all predictions, the Task Force
advises that the strategies recommended for achieving an adequate physician supply
in Alaska be reviewed and updated regularly to insure that they are guided by cur-
rent information.

B. Goals and Strategy Recommendations

Four goals encompass the strategies needed to address the physician supply in
Alaska over the next 25 years.
Goals:

1. Increase the in-state production of physicians by increasing the number and vi-
ability of medical school and residency positions in Alaska and for Alaskans.

2. Increase the recruitment of physicians to Alaska by assessing needs and coordi-
nating recruitment efforts.

3. Expand and support programs that prepare Alaskans for medical careers.

4. Increase retention of physicians by improving the practice environment in Alas-
ka.

These goals and the related strategies are summarized below. Short-term strate-
gies are those that require less than 5 years to impact the physician supply, me-
dium-term strategies require 5-20 years and long-term strategies are expected to
have an effect in more than 20 years. In the subsequent sections, each strategy is
discussed in depth, including an explanation of the problem, related action steps,
timeframe, benefit, cost, responsible party(ies), impact, and rationale. Further dis-
cussion including a review of the literature is included for each strategy.

Goals and Strategies for Securing an Adequate Physician Supply for Alaska’s Needs

Major goal Strategy Timeline for impact Estimated cost
1. Increase the in-state A. Increase the number of state-subsidized Medium ................... $250,000 per practicing
production of physi- medical school positions (WWAMI) from physician.

cians by increasing the 10 to 30 per year.
number and viability of

medical school and

residency positions in

Alaska and for Alas-

kans.
B. Ensure financial viability of the AFMR ~ Short ........cccooovnee. $60,000 per practicing
through State support including Med- physician.
icaid support.
C. Increase the number of residency posi- Short ......cccovvvvneen $100,000 per year plus
tions in Alaska, both in family medicine $30,000 for planning

and appropriate additional specialties. inyear 1 & 2.
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Goals and Strategies for Securing an Adequate Physician Supply for Alaska’s Needs—Continued

Major goal Strategy Timeline for impact Estimated cost

D. Assist Alaskan students to attend med- Medium .................. (i) $550,000 per prac-
ical school by: (i) reactivating and fund- ticing physician for
ing the use of the WICHE with a service WICHE;
obligation attached, and (i) evaluating (ii) cost unknown at time
the possibility of seats for Alaskans in of PSTF report.
the planned osteopathic school at the
Pacific Northwest University of the
Health Science.

E. Investigate mechanisms for increasing Medium .................. Unknown at time of PSTF
Alaska-based experiences and education Report.
for WWAMI Students.

F. Maximize Medicare payments to teaching ~ Short ........cccooveenneee Zero cost to the State.
hospitals in Alaska.

G. Empanel a group to assess medical Long ......ccomeennnee Undetermined at time of

2. Increase the recruit-
ment of physicians to
Alaska by assessing
needs and coordinating
recruitment efforts.

=

education in Alaska, including the via-
bility of establishing an Alaska-based
medical school.

Create a Medical Provider Workforce As-
sessment Office to monitor physician
supply and facilitate physician recruit-
ment efforts.

PSTF Report.

$250,000 per year.

B. Research and test a physician reloca-  Short .........cccoceo..e. $65,000 per physician.
tion incentive payment program.

C. Expand loan repayment assistance pro-  Short .........cccoccceo..e. Undetermined—need to
grams and funding for physicians prac- consult with other
ticing in Alaska. States.

3. Expand and support A. Expand and coordinate programs that Medium ................. Up to $1,000,000 per
programs that prepare prepare Alaskans for careers in medi- year.

Alaskans for medical cine.
careers.

4. Increase retention of A. Develop a physician practice environ-  Short .........cccccoovvenn $100,000 to develop
physicians by improv- ment index for Alaska. index; $20,000 annu-
ing the practice envi- ally to update.
ronment in Alaska.

B. Develop tools that promote community-  Short ........cccceoevuee $50,000 per year.
based approaches to physician recruit-
ment and retention.

C. Support Federal tax credit legislation ~Short ..........cccocccc..... Zero cost to the State.

Initiative for physicians that meet fron-
tier practice requirements.

Goal 1. Increase the in-state production of physicians by increasing the
number and viability of medical school and residency positions in Alaska
and for Alaskans.

Strategy 1A. Increase the number of state-subsidized medical school posi-
tions (WWAMI) from 10 to 30 per year.

Problem. Alaska currently ranks 46th among U.S. States in terms of the number
of state-supported medical school positions. Alaska ranks 49th among U.S. States
in terms of the success of its applicants to U.S. medical schools, despite applicant
qualifications equal to or better than the national average. Long-range planning,
even if it includes a 4-year medical school in Alaska, will not address current physi-
cian needs in a timely fashion, so interim measures are needed.

Action Steps

1. WWAMI—Increase WWAMI positions to 20 per year and then potentially to 30
per year over a period of several years.

2. WICHE—Fund 10 additional seats per year via WICHE. Such funding should
include a payback provision.

3. Monitor the rate of return and cost to benefit ratio.

4. Adjust the number of program seats available to reflect program objectives and
outcomes, and to maximize accrual of physicians to Alaska from these programs.

Timeframe. Medium Term
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Benefit. An increase of WWAMI positions by 10 per year will result in five addi-
tional physicians for Alaska each year. Providing 10 WICHE positions per year will
result in two additional physicians for Alaska each year. Building in-state capacity
for medical education supports long-term actions that will help to make Alaska
more self-sufficient and less susceptible to outside factors that could negatively im-
pact the health of Alaskans.

Cost. $400,000 per physician practicing in Alaska trained through WWAMI
($200,000/0.50); $600,000 per physician practicing in Alaska trained through
WICHE ($110,000/0.18).

Responsibility. University of Washington, University of Alaska, Alaska State
Legislature.

Impact. Training; Recruitment.

Rationale. A major determinant of the eventual practice location of physicians
is where they went to medical school; so educating Alaskans in Alaska is likely to
produce physicians for the State (COGME, 1998). Fifty percent of Alaskans who
enter WWAMI practice in Alaska. Rate of return data for the Alaska WICHE physi-
cian programs suggest that 18 percent return to practice in the State.

Further Discussion. Increasing the number of WWAMI seats to 30 students
would require a significant increase in resources at UAA to add capacity to serve
the additional students. UAA would need to design and build additional facilities
and to significantly increase the number of faculty in the program. It is difficult to
accurately predict the amount of funding needed for the expansion. It has been sug-
gested that enrollment be doubled to 20 in the medium term with the allocation of
adequate funding, then re-examine the possibility of increasing to 30.

The cost to the State of a medical school position through WWAMI would be about
$50,000 per student per year, or about $200,000 for the 4-year education of one stu-
dent. With a 50 percent rate of return, each practicing Alaska physician costs
$400,000. Increasing the class size from 10 to 20 students increases the total cost
from about $2,000,000 to $4,000,000 per year. An additional increase to 30 students
will add another $2,000,000 per year to the total.

Alaska can increase the number of state-subsidized medical school positions to 30
per year by either immediately increasing WWAMI positions to 20 per year and
then building to 30 over a period of several years, and/or funding 10 additional seats
per year via WICHE (with a payback provision). Over a period of several years these
3dditional seats may be converted to WWAMI seats, depending on rate-of-return

ata.

WWAMI educates Alaskans in the State for as many as 3 of the 4 years of med-
ical school. The program is recognized as one of the best medical school education
programs in the country, especially for rural and primary care. Alaska’s member-
ship in the WICHE PSEP could be utilized to revise and re-establish the student
loan program with a service obligation. Providing 10 WICHE positions per year will
result in two additional physicians for Alaska each year. A payback provision may
increase the number, but so many States now offer to pay off physician debt as a
recruiting tool, the effect may not be large.

Since its inception in 1971, 50 percent of WWAMI graduates have returned to
practice in Alaska. That percentage increases to 75 percent when WWAMI grad-
uates from other WWAMI States are counted as “returned” WWAMI physicians.
None of the graduates to date have been subject to the payback clause instituted
in 1999, because it takes a minimum of 7 years before medical students are quali-
fied for independent practice. Thus, the percentage returning to practice in Alaska
may increase as those affected by the clause begin to enter practice, starting this
year.

The Alaska Legislature has taken the first step in implementing this rec-
ommendation by appropriating $475,000 toward the one-time costs of doubling the
WWAMI class size. This perceptive appropriation, anticipating an important State
need, represents half of the required one-time costs and is an important first step
to increase physician supply.

Under the WICHE program Alaskans can select from a variety of medical schools
in western States. They apply independently and must be accepted in order to be
eligible for their tuition to be subsidized by the State. The cost to the State of a
medical school position through WICHE is about $26,000 per student per year
($25,600 for 2006—07, $26,500 projected for 2007—08 and $27,400 projected for 2008—
09). Thus, the annual cost for 10 WICHE students in each of the 4-year medical
school curriculum would be about $1,100,000. With an 18 percent rate of return,
each practicing Alaska physician costs $610,000.

Increasing state-subsidized medical positions is a medium-term action that will
provide a long-range payoff. Thus, it is part of an overall strategy to increase the
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number of physicians practicing in Alaska. However, it is an interim measure that
is required until Alaska develops an in-state 4-year medical school.

“We need to ‘grow our own.” Physicians tend to practice in the geographic area
where they have completed their training or go back to where they have family.
These factors mean that we need to expand both the Family Medicine Residency
in Anchorage and the number of positions we have in WWAMI. ”
—PETER MARSHALL, MD. PRIVATE PRACTICE, NORTH POLE,
CHAIRMAN, ALASKA WWAMI ADMISSIONS COMMITTEE.

Strategy 1B. Ensure financial viability of Alaska Family Medicine Resi-
dency through State support, including Medicaid support.

Problem. The AFMR operates at an annual loss of over $2,000,000. The
sponsoring institution, Providence Alaska Medical Center, has been fund-
ing the deficit since the program’s inception in 1997. The program’s quality
and viability are jeopardized by this dependence on private support, which
could be withdrawn. Without such ongoing support the program would be
forced to close, ending the only in-state GME program in Alaska.

Action Steps.

1. Work with State legislature to maximize Medicaid support of the AFMR.

2. Work with multiple State partners to revise Medicare policies that currently
disfavor States with younger populations, such as Alaska.

3. Investigate ways to maximize Medicaid support for developing other GME pro-
grams in Alaska.

Timeframe. Short

Benefit. Directly places eight to nine family physicians per year in Alaska, a rate
of placement that needs to be maintained.

Cost. $60,000 State cost per practicing physician. There would also be a cost for
staff time to investigate additional Medicaid support of GME.

Responsible Entity. Alaska State Legislature with support of Alaska State Hos-
pital and Nursing Association, Alaska State Medical Association, Department of
Health and Social Services.

Impact. Training; Recruitment; Retention

Rationale. Seventy percent of AFMR’s graduates remain in Alaska to practice.
With 70 percent placed in Alaska, this gives Alaska the highest rate of return for
GME in the United States (AAMC, 2006). Residency programs are one of the best
ways to increase the number of physicians in a State (COGME, 1998). The AFMR
is Alaska’s only GME program, training 12 physicians per year. All States support
their residency programs through a variety of funding mechanisms, including direct
appropriation of funds. Currently Alaska has not maximized the amount of support
for GME allowed under Federal law. By increasing the funding through Medicaid,
Alaska would take advantage of the Federal Medicaid match, reducing the total
State funds necessary. It is estimated that the AFMR is eligible for approximately
$800,000 in additional Medicaid funds, under Federal law, which would require only
an additional $400,000 of State appropriations.

Working with the State’s Federal congressional delegation, changes in Medicare
regulations can result in an additional payment of approximately $900,000 for the
costs of rural training of residents in the program. Combined with increased Med-
icaid payments, this total of $1,700,000 brings the required program subsidy within
$400,000. Other strategies to eliminate this deficit could include direct State appro-
priations, or further increases in the Medicaid payment rates for physician services
(both are strategies used by other States). The final effect of achieving full funding
will be to eliminate the program’s financial vulnerability to cessation of private sup-
port.

Further Discussion. The AFMR is Alaska’s only GME program. The program
recruits and trains 12 doctors each year from Alaska and the United States. These
doctors undergo a rigorous internship and residency program for 3 years, to become
family physicians. The training emphasizes practice in rural and bush communities
in Alaska and is very successful, placing over 70 percent of graduates in Alaska,
over 50 percent in rural areas, and over 30 percent in tribal health practices, a per-
formance achieved by very few, if any, other programs.

The total budget for the AFMR program is about $7,000,000 per year. The pro-
gram operates at a deficit of over $2,000,000 per year. This is because the Medicare
program, which funds most of GME nationwide, disfavors a young population like
Alaska’s. Consequently the sponsoring institution, Providence, receives only about
half the reimbursement from Medicare that a similar hospital in the lower 48 would
receive.
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Other States support their family medicine residency programs with a combina-
tion of direct State appropriations, Medicaid payments for GME to hospitals, and
increased Medicaid payment rates for the physician services provided by the resi-
dents and faculty. Alaska’s Medicaid program provides $875,000 per year in support
of the residency costs to Providence, and pays the regular physician rate for profes-
sional services to Medicaid patients. This rate is above the minimum rate Medicaid
is required to pay for resident services, but not above the rate paid to non-academic
physicians in private practice. There is no direct State appropriation.

Action by Alaska’s congressional delegation may result in additional Federal sup-
port for the program totaling $800,000 per year, reducing the deficit to $1,200,000
annually. State support will be required to make up this deficit, to ensure the ongo-
ing presence of the residency program.

Following trends in other States, Alaska has three obvious opportunities to secure
the funding of the AFMR:

e increasing Medicaid GME funds to the sponsoring hospital to the maximum al-
1$owable will provide the program with $800,000, at a cost to the State of only

400,000;

o further increasing the payment rates for residency services to patients to the

comparable private insurance payment rate is also allowable, and would provide the
rogram an additional estimated $150,000 per year. (This would cost the State
575,000, due to the Federal matching benefits); and

e a direct State appropriation to support GME of $250,000 per year (very similar
to support provided by other States).

Assuming the congressional efforts are successful, the State can ensure the viabil-
ity of the AFMR by adopting these three measures. These measures will also create
the environment where additional growth of residency programs and positions is
possible in Alaska.

Funding needs breakdown:

Funding source Amount Deficit
Current funding $7.000,000 | $2,000,000
Medicare rule changes 800,000 1,200,000
Maximize Medicaid for GME 800,000 400,000
Maximize Medicaid fees 150,000 250,000
Direct State support 250,000 0

The supply of rural physicians depends largely on the production of family physi-
cians. Although many factors contribute to the choice to practice in rural areas—
rural upbringing, medical school attended, and special educational service experi-
ences—the final common pathway for the largest number of rural physicians is a
family medicine residency (Council on Graduate Medical Education, 1998). Some of
the residents are recruited from the State’s population, after they graduate from
medical school. Typically, however, a majority of the residents are recruited from
other medical schools, bringing new doctors into the State. Doctors, especially in
family medicine, tend to stay and practice in the State where they finish their
residencies, the last stage of training. All States in the United States have residency
programs. Alaska was the last State to start a residency, and since Alaska has far
fewer physicians per population than any other State in the Western United States,
it is very important to keep a residency viable.

“I am from Fairbanks, Alaska. I chose the Alaska Family Practice residency pri-
marily because it was in Alaska, where I wanted to be. It also helped that it was
gaining a reputation for being an excellent residency.”

—LEIF THOMPSON, MD. BRISTOL BAY AREA HEALTH CORPORATION.

One of the major obstacles to expanding GME in Alaska is the lack of funding.
All the GME expansion strategies are unlikely to succeed if they cannot be operated
at a “break even” level for the sponsoring institutions. The existing AFMR operates
at a deficit, which jeopardizes its long-term viability. All States support their GME
programs. By maximizing the use of Medicaid, the State leverages its investment
through the Federal matching funds, thereby minimizing the cost to the State and
maximizing support for the programs.

Alaska has not yet investigated thoroughly the ways to maximize Medicaid sup-
port for GME. Doing so would require staff time to research the issue and discuss
with colleagues in other States. Most of the necessary changes can be done adminis-
tratively within Alaska’s Medicaid program. Within a year, new GME funds could
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be made available, provided the analysis reveals opportunity. Once funds are avail-
able, hospitals statewide will be in a position to explore starting GME programs.

Strategy 1C. Increase number of residency positions in Alaska, both in fam-
ily medicine and appropriate additional specialties.

Problem. Currently Alaska ranks last among west coast States in the number
of medical residents in training per capita. Limited number of residency training op-
portunities contributes to the statewide physician shortage.

Action Steps. Increase the number of residency positions in Alaska by the fol-
lowing mechanisms.

1. Increase the number of short-term resident rotations in Alaska by coordination
and marketing.

2. Develop “Alaska Tracks” in collaboration with established residencies in other
States to provide significant parts of training in Alaska.

3. Develop additional full-fledged residencies in Alaska, as conditions permit.

4. Establish a central agency to coordinate, track and develop additional residency
experiences.

Timeframe. Short term. Two to six years.

Benefit. Residencies in Alaska or sponsored for Alaskans in other States impact
the number of physicians who choose to practice in Alaska. Increasing the number
of residency options and implementing an “Alaska Tracks” program would result in
net gains to Alaska’s physician supply each year.

Cost. $100,000 per year. “Alaska Tracks” could gain funding from Medicare, if lo-
cated in rural areas under certain conditions that need to be explored to determine
feasibility. This funding could cover half or more of the cost of the programs. The
State portion would depend on the number and length of the programs.

Planning for additional residencies would cost approximately $30,000 per year for
1 to 2 years. Operational costs for new residencies would depend greatly on the size,
location and specialty. The current budget for the AFMR is over $7,000,000 per
year.

lﬁaﬁponsibility. For appropriations, Alaska State Legislature. For operations,

Impact. Training; Recruitment.

Rationale. Local resident training is a very effective way of increasing doctors
in a State. Up to 70 percent of residents ultimately enter practice in the State where
they train (Council on Graduate Medical Education, 1998). Since residencies are
major determinants of practice location of physicians, it is important that Alaska
maximize its opportunities to offer residency positions in State. Alaska could offer
residency tracks as an adjunct to programs in other States, and/or Alaska could be
rSnore efficient in supporting residencies for Alaskans completing residencies in other

tates.

Further Discussion. Currently, Alaska can maximize the number of short-term,
1- to 2-month rural experiences associated with residencies in other States. A num-
ber of these are coordinated by DHSS (NHSC SEARCH: Alaskan Exposure program)
and ANTHC’s tribal sites. Many of these experiences are currently arranged based
on the interest of the resident and availability of sites. There is some coordination
across these programs but no mechanism exists for centralized coordination. A cen-
tral coordinating agency should be established to coordinate, track and develop
these experiences.

Opportunities for increasing the number of resident rotations in Alaska may exist
in psychiatry in Juneau, in surgery in Fairbanks, in a variety of specialties in An-
chorage and the Mat-Su Valley, and in many Alaska Native tribal health care sys-
tem hospitals in rural areas. Residents frequently seek opportunities in Alaska, and
a better system of marketing and coordination could increase the number of resi-
dents coming to the State.

Development of additional full residencies in Alaska may be difficult, but adding
“Alaska Tracks” as part of existing residencies in other States may be more feasible.
Currently, the Alaska Native Medical Center (ANMC) has a 3-to-6-month track for
surgical residents from a program in Arizona; all the practicing surgeons at ANMC
came from this program. Fairbanks Memorial Hospital is working to develop a simi-
lar program with the University of Washington. In Boise, the VA hospital has a 1-
year (of three total) track for internists from the UW. Such tracks are much more
effective in recruiting doctors than short 1 or 2 month rotations, but less effective
than a full residency program. “Alaska Tracks” could be available in many special-
ties in many parts of the State. There are many barriers to this approach, most im-
portantly the ability and willingness of residencies in other States to send their
trainees to Alaska. There may be significant loss of funding to the home programs
when residents leave.
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The feasibility of establishing residencies in Alaska in addition to the AFMR
should be carefully and critically evaluated. Current Medicare law does not allow
new residencies to be funded, except in rural areas. However, rural parts of the
State lack the physician specialists and patient types and volumes to support
residencies in most specialties. Even in Anchorage the same issues limit the possible
programs to pediatrics, internal medicine, psychiatry, and perhaps a few others.
But, again, Medicare funding would not be available. The AHEC and the AFMR
should study this option and work with existing institutions to develop plans for im-
plementation.

Additional 1-to-2-month rural rotations would have a net recruitment rate of 10—
15 percent. Assuming as many as 30 additional rotations would become available;
this would net Alaska an additional three to five doctors per year. These recruits
would begin practicing as soon as 2 years after the program started.

The recruitment rate from “Alaska Tracks” would be higher, probably in the 20—
30 percent range, depending on the specialty and the length of the track. A longer
track would have a higher recruitment rate, but could accommodate fewer doctors
per year. If three different tracks were developed, exposing 10 residents per year,
the net would be two to three doctors, starting 2 years after inception.

The AHEC could prepare a report on the feasibility of new residencies in 1 to 2
years. If a new program were planned, a minimum of 2 years would be required
to develop it, achieve accreditation and start training. The production of the pro-
gram would begin 3 to 4 years later. The output would be four to six doctors per
year, of whom three to five would remain in State, beginning in 2012.

“Alaska Tracks” could gain funding from Medicare, if located in rural areas and
not in Alaska Native tribal health care system hospitals. This funding could cover
half or more of the cost of the programs. The State portion would depend on the
number and length of the programs.

A professional estimate is that planning for additional residencies would cost ap-
proximately $30,000 per year for 1 to 2 years. Actually operating a residency would
depend greatly on the size and location and specialty. The current budget for the
AFMR is over $7,000,000 per year.

The supply of rural physicians is largely dependent on the production of family

physicians. Although many factors contribute to the choice to practice in rural areas,
including rural upbringing, medical school attended, and special educational service
experiences. The final common pathway for the largest number of rural physicians
is a family medicine residency (Council on Graduate Medical Education, 1998. p.
23).
Strategy 1D. Assist Alaskan students to attend medical school by: (i) reacti-
vating and funding the use of WICHE PSEP with a service obligation at-
tached, and (ii) evaluating the possibility of seats for Alaskans in the
planned osteopathic school at the Pacific Northwest University of the
Health Sciences.

Problem. Alaska lacks adequate state-funded financial supports for Alaskan stu-
dents in medical school, and the State lacks state-subsidized positions at an osteo-
pathic school.

Action Steps.

1. Utilize Alaska’s membership in the WICHE Professional Student Exchange
Program to revise and re-establish the student loan program with a service obliga-
tion.

2. Explore the possibility with the Pacific Northwest University of Health
Sciences, in Yakima, Washington of seats for Alaskans in the new osteopathic school
upon its completion, which is scheduled for Fall, 2008.

Timeframe. Mid term. Five to ten years.

Benefit. This strategy helps State residents afford medical education while simul-
taneously providing the state/community with a quantifiable pool of future medical
professionals. Loan repayment and other direct financial incentives have the benefit
of insuring that any funds expended are associated with an individual practitioner
providing a service. Alaskan student slots in the osteopathic school would boost the
number of Alaskans attending medical school and impact the number of physicians
who choose to practice in the State.

Cost. The cost of the WICHE PSEP action step is projected to be $550,000 per
practicing physician. The cost of guaranteed slots in the osteopathic school in Yak-
ima is unknown at time of this report.

Responsible Entities. For Federal appropriations, Alaska Congressional Delega-
tion. For appropriation of operational funds, Alaska State Legislature.

An operational entity, such as a board or task force, needs to be established that
can set policy regarding the level of subsidies, the manner in which the subsidies
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are to be deployed, and other financial strategies to best meet health care workforce

needs. The proposed Medical Provider Workforce Assessment Office would inves-

tigate these strategies and provide information to the entity making the policy deci-

sions. The Alaska Commission on Postsecondary Education would be the most likely

organization to administer the financial support programs. For the medical school

séeats, discussions would be needed with Pacific Northwest University of the Health
ciences.

Impact. Training; Recruitment; Retention.

Rationale. Loan repayment, direct incentive, and loan programs have been found
to be effective for recruitment and retention (Pathman, et al., 2004). Past WICHE
students with service requirements account for a number of physicians who have
stayed in Alaska after the service pay-back that was required previously. However,
State funds were cut to the WICHE program in 1995. The Task Force determined
that the State student aid program with a service obligation should be funded again
by the State. Additionally, educating Alaskans with seats at the DO school is likely
to build the pipeline and produce physicians for the State.

Further Discussion. The WICHE PSEP provided loans to medical students in
participating schools, with an obligation to return to the State to practice, but Alas-
ka has not participated in the medical school component for 10 years.

Increases in financial supports for medical education are needed to build the num-
ber of Alaskans in the physician supply pipeline, and to strengthen recruitment and
retention strategies. Through their deliberations, the members of the Physician Sup-
ply Task Force considered the five recognized types of incentives to encourage physi-
cians to practice in underserved areas: scholarships, service-option loans, loan re-
payment, direct financial incentives, and resident support.

Loan repayment and other direct financial incentives have the benefit of insuring
that any funds expended are associated with an individual practitioner providing a
service (in contrast to the contingent loans, which must be administered for either
the life of the service commitment or for the entire repayment period). Additionally,
the benefit can be made available to draw residents of other States to Alaska. These
options would also have relatively low administrative costs.

A national study assessed all State programs that provided financial support to
medical students, residents and practicing physicians in exchange for a period of
service in underserved areas. Compared to young non-obligated physicians, physi-
cians serving obligations to State programs were more satisfied and remained in
their practices longer, half of them staying over 8 years. Retention rates were high-
est for loan repayment, direct incentive, and loan programs. These State programs
target physicians at the end of their training, when they know more about their ca-
reer interests, job options, and family needs (Pathman, et al., 2004).

The current PSEP support fees for each medical student beginning their GME in
2007 would be a total of $111,400 over 4 years. The cost of loan repayment/direct
financial incentives currently is undetermined. Alaska would need to identify what
other States are doing and figure out what a reasonable “tipping point” is to insure
the repayment cap is high enough and/or financial incentive substantial enough to
be effective.

Strategy 1E. Investigate mechanisms for increasing Alaska-based experi-
ences and education for WWAMI students.

Problem. Currently, medical students in Alaska’s sole medical education pro-
gram, WWAMI, complete their first year in Anchorage. They have the option to com-
plete nearly all of the third year and large parts of the fourth year in Alaska. Sec-
ond year classes for all WWAMI students are held in Seattle.

Action Step. Work with University of Washington WWAMI, the University of
Alaska and the Alaska medical profession to investigate the feasibility and cost of
providing all WWAMI first and second year classes and third and fourth year clerk-
ships in Alaska.

Timeframe. Medium term.

Benefit. Providing rotations in all 4 years of medical school in Alaska will make
the State more independent, able to negotiate economies of scale and more inde-
pendent in setting class size according to State needs.

Cost. Undetermined at time of Task Force Report. Responsibility. University of
Alaska, University of Washington Impact. Training; Recruitment.

Rationale. Medical students who experience increased exposure to Alaska
through in-state training, rotations, clerkships and other experiences in Alaska are
more likely to practice in the State (COGME, 2004).

“We need to offer more support for the Alaska students who attend medical
school in other States. They should be considered part of our ‘family’. They
should be offered some type of financial deal and/or electives in Alaska that may
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encourage them to return to the State to practice. The physicians in Fairbanks
and Fairbanks Memorial Hospital have purchased diagnostic kits to give to the
students who are accepted into the WWAMI Program. We also have a few kits
that we will be awarding to some of the students who are going to medical school
elsewhere.”
—PETER MARSHALL, MD. PRIVATE PRACTICE, NORTH POLE,
CHAIRMAN, ALASKA WWAMI ADMISSIONS COMMITTEE.

Strategy IF. Maximize Medicare payments to teaching hospitals in Alaska.

Problem. Current levels of Medicare support for GME in Alaska are inadequate
to cover teaching hospital expenses. The current payment formulas are biased
against States with young populations such as Alaska, because the formulas are
driven by the number of Medicare patients in the teaching hospital. Alaska-based
GME is jeopardized by this funding deficit.

Action Steps.

1. Continue to maximize existing opportunities for Medicare coverage for GME.
2. Identify and advocate for specific areas where additional Medicare coverage
would be beneficial to GME in Alaska.

Timeframe. Short term. Within 5 years.

Benefits. Changes to Medicare payment formulas to reflect GME expenses would
stabilize GME programs in States with younger populations by providing a long-
term funding stream. These changes will need to be led by the Federal delegation.

Cost. Zero cost to the State, as this is a Federal funding stream. The total Fed-
eral cost would depend on the formula changes and the number of programs that
subsequently develop.

Responsibility. Alaska Federal Congressional Delegation supported by Alaska
State Medical Association, Alaska State Hospital and Nursing Association, state-
wide health care partners.

Impact. Training; Recruitment.

Rationale. Medicare is the primary funder of GME nationwide. Establishing new
formulas specific to rural or frontier States would allow a more even distribution
of Medicare funds. Changes in Medicare statutes/regulations are needed to help sta-
bilize GME in Alaska.

Further Discussion. Current levels of Federal support for GME in Alaska are
inadequate. The Federal laws establishing and regulating GME payments through
the Medicare program are designed to provide marginally adequate funding for
large teaching hospitals on the east coast. The number of Medicare patients in the
teaching hospital drives the formulas. Alaska, having a young population, has a
much smaller proportion of Medicare patients than other States. The funding that
is marginal in New York is completely inadequate in Alaska. Improving the pay-
ment rates for Alaska will require new formulas specific to rural or frontier States,
and/or alteration in Medicare regulations. These changes will need to be led by the
Federal delegation.

If it becomes possible to alter Federal law, programs would develop in the State
alone or in concert with GME programs from other States. Alteration of the for-
mulas to more evenly distribute the funds would give Alaska a long-term recurring
stream of funds.

Strategy 1G. Empanel a group to assess medical education in Alaska, in-
cluding the viability of establishing an Alaska-based medical school.

Problem. Alaska does not have an independent 4-year medical school nor does
it have a sufficient number of slots in other State programs for qualified Alaskans
to pursue medical education. This deficit in training capacity contributes to the
shortage of physicians in Alaska. Currently, no entity exists to explore options and
strategically plan for medical education in Alaska. There is no strategic plan for
medical education in Alaska that allows for rational reassessment and planning to
accommodate continually changing State needs.

Action Step. Empanel a group or charge an existing group to develop a strategic
plan for medical education in Alaska that will define the requirements (including
cost estimates) and the potential benefits (including economic impact) of a 4-year
medical school in Alaska and ensure continued adherence to this recommendation
as needs change.

Timeframe. Long term.

Benefit. This recommendation develops options for the State of Alaska. A rational
strategic planning process will ensure that medical education in Alaska will develop
in a way that will maximize the State’s return on its investment, producing the
largest number of physicians, as needed. A 4-year medical school in the State would
provide significant economic benefit and an enhanced practice environment to en-
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courage physician recruitment, and would provide increased opportunity to develop
one of Alaska’s most precious resources, young Alaskans seeking professional med-
ical education.

If continuing collaborative medical education with other WWAMI participants is
in the State’s best interest, that partnership can be maintained. If a more inde-
pendent medical school is more appropriate, then the program is positioned to take
that next sequential step.

Based on the current number of medical school applications by Alaskans, their
qualifications and reasonable projections, implementing this strategy could provide
30 physicians per year by 2020, about 23 more than the current WWAMI program.

Cost. Undetermined at time of Task Force Report.

Responsibility. New empanelled group to investigate State medical education.

Impact. Training; Recruitment.

Rationale. Alaska lacks the benefits enjoyed by States with 4-year medical
schools. These benefits include: a significant boost to regional economy, stimulation
of associated businesses, a more attractive recruiting environment for physicians, an
improved medical practice environment, and better health status in the State. A ra-
tional strategic plan is needed to insure that Alaska has an adequate physician sup-
ply through 2025. The creation of an Alaska medical school would allow more of the
ISﬁat:le{’s resources to remain in the State, developing capacity and infrastructure in

aska.

Further Discussion. Rational planning for medical education requires that there
be regular, critical evaluation of the potential for future development. This task
should be charged to an appropriate planning group. The alternative is a crisis man-
agement approach that often leads to sudden, wholesale changes that challenge the
maintenance of a quality educational program.

While medical education in Alaska has the greatest potential to supply future
Alaskan physicians, the current class size in WWAMI relegates it to a miniscule role
in physician supply. Currently, class size cannot be changed easily. Agreement is
needed by the University of Alaska Anchorage, the University of Washington School
of Medicine, statewide offices of the University of Alaska and the Alaska Legislature
to change the class size. Alaska currently participates in a very successful medical
education program, WWAMI, but there are minimal economies of scale as class size
increases.

There is little doubt that Alaska will have a medical school in the future. There
are many examples of small States with their own medical schools, including States
with far less resources. Until that time, Alaska should work to nurture and develop
its current medical education program (WWAMI) in ways that support the develop-
ment of a more complete in-state program, or a freestanding medical school. Sequen-
tial development within the existing medical education program will maintain the
high quality of the program currently in place.

Implementing these provisions could provide 30 physicians per year by 2020,
about 23 more than the current program. This number assumes a medical school
class of about 50, selected from an anticipated applicant pool of more than 100 ap-
plicants. There are between 70 and 80 Alaska applicants per year. About half of all
le)pli;:ants are qualified for admission. Other applicants could be drawn from outside

aska.

The medical education program in Alaska can be responsive to changing State
needs by readily accommodating changes in the number of students admitted and
allowing economies of scale to be realized when class size increases.

Goal 2. Increase the recruitment of physicians to Alaska by assessing needs
and coordinating recruitment efforts.

Strategy 2A. Create a medical provider workforce assessment office to
monitor physician supply and facilitate physician recruitment efforts

Problem. Currently there is no statewide entity with sufficient resources to ade-
quately coordinate and address medical provider workforce issues. Effective plan-
ning for future physician supply is hindered because there is no office with an ongo-
ing responsibility to regularly assess physician supply and need, and research and
report on medical provider data. Alaska’s medical provider recruitment efforts are
disjointed, resulting in higher recruitment costs and duplicate efforts by various or-
ganizations.

Action Steps.

. 1. Establish a centralized, statewide Medical Provider Workforce Assessment Of-
ice.

2. Develop performance standards and measures for the Medical Provider Work-
force Assessment Office.
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3. Implement scope of work and tasks of the Medical Provider Workforce Assess-
ment Office.

Timeframe. Short term. 12-18 months.

Benefit. A Medical Provider Workforce Assessment Office would result in ongoing
assessment of the status of medical provider supply, support long-term planning ef-
forts, directly contribute to net gains in physician supply, and improve the cost effi-
ciency of Alaska’s medical provider workforce recruitment.

Cost estimate. $250,000 per year. Costs should be shared between the organiza-
tions concerned with physician and other medical provider workforce and the State
of Alaska. The office could establish fees for its services in addition to this core ap-
propriation.

Responsibility. The Medical Provider Workforce Assessment Office should be lo-
cated in the State of Alaska, Department of Health and Social Services.

Impact. Recruitment; Retention

Rationale. Assuring access to health care is a State public health function. A key
component of access to health care is an adequate medical workforce. Assessment
of the status of the health care workforce, including physicians, and the impact on
health status is a critical activity and warrants a focused and coordinated response
by a Medical Provider Workforce Assessment Office.

As well as assessing and reporting the adequacy of the medical provider work-
force, the Medical Provider Workforce Assessment Office would play a critical role
in responding to provider shortages by facilitating and marketing recruiting activi-
ties statewide among all potential employers and practices in the State.

Further Discussion. The two primary areas of focus for the proposed Medical
Provider Workforce Assessment Office include the study and analysis of the medical
provider workforce, including physicians; and the facilitation and support of recruit-
ment activities.

Alaska needs a centralized office in order to identify and track physician supply,
trends, and practice. The Alaska Physician Supply Task Force report is the first re-
port to determine the supply and need for physicians and to identify action steps
to affect the supply. Ongoing assessment is needed of the multiple data sets from
national, State, regional and local sources that were used by the Task Force.

Other States have created an office similar to the proposed Medical Provider
Workforce Assessment Office, with good results. The envisioned program would be
run from a State office, most likely from the Department of Health and Social Serv-
ices. A precedent for such an office is the Alaska Seafood Marketing Institute. The
Medical Provider Workforce Assessment Office would document the status of the
medical provider workforce, assess the market, and work with multiple stakeholders
to plan a recruitment strategy that would assist where needed and avoid inter-
ference where appropriate.

The Medical Provider Workforce Assessment Office would share information about
physician supply and recruitment “best practices” across sites to help minimize costs
and reduce duplication in recruitment efforts and to promote ongoing policy discus-
sions regarding physician availability. The Task Force recognized that hospitals and
other entities will want to continue their own specific recruitment activities.

Workforce development activities exist in multiple locations including the tribally
managed system, private sector, and various State and Federal agencies. However
existing programs are not monitoring or analyzing specialty distribution or needs,
changing roles of mid-level providers, or potential impact of electronic health records
on all providers. Coordination of the efforts, and research and analysis of relevant
trends, should inform policy.

Strategy 2B. Research and test a physician re-location incentive pay pro-
gram.

Problem. The ability to attract and retain physicians to care for medically under-
served populations is compromised due to the high expense of establishing a prac-
tice in Alaska as compared to other States.

Action Steps.

1. Research relocation incentive pay programs in other States.

2. Research Federal laws related to provision of relocation incentive pay.

3. Design and implement a relocation incentive pay pilot program.

Timeframe. Short term. Six to twelve months.

Benefit. If successful, this strategy would give Alaska another method to attract
physicians to medically underserved areas. It would contribute to a more favorable
practice climate resulting in a net gain of physicians willing to provide care for
medically underserved populations.

Cost. Estimated cost of $65,000 one-time funds to secure one physician. This in-
cludes approximately $15,000 for travel related expenses plus up to $50,000 for a
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financial incentive payment depending on specialty of physician selected. Research
and design efforts would be funded through the proposed Medical Provider Work-
force Assessment Office (Strategy 2A).

Responsibility. ASMA, Alaska State Hospital and Nursing Association, proposed
Medical Provider Workforce Assessment Office.

Impact. Recruitment; Retention.

Rationale. Many States have established programs that offer a signing bonus to
compete effectively for the limited number of physicians, especially in medically un-
derserved areas. This pilot program would provide an opportunity to determine the
efficacy of a relocation bonus in securing physicians for medically underserved popu-
lations in Alaska. This strategy and related action steps will need to address re-
quirements of Stark regulations that prohibit hospitals from providing direct finan-
cial incentives to physicians.

Further Discussion. There are challenges in attracting physicians to Alaska to
establish a practice, or to remain in practice if already in the State. One of those
is the expense of establishing a practice in Alaska compared to other States due to
higher salaries, office expenses, and uncompensated care burden. Other factors in-
clude affordable housing, malpractice expense, cost to periodically visit family out
of State, and generally higher family expenses at a time when many new physicians
are burdened with medical school debt that must be repaid. Newly established phy-
sicians do not have the financial flexibility to cover all of these higher costs of living
in Alaska, which may cause them to consider more economically advantageous loca-
tions around the United States.

Alaska must identify creative ways to reduce the financial gap between estab-
lishing a practice in Alaska versus other States. A number of States have created
programs that offer a signing bonus to attract physicians in return for a set commit-
ment in years to stay in that State.

Alaska should test the feasibility of a physician relocation incentive pilot program.
The pilot program should be based on:

e a review of design and effectiveness of other States’ programs, looking at overall
return on investment for the bonuses awarded,;

e the estimated amount of signing bonus needed to effectively impact a physi-
cian’s decision to establish a practice in Alaska;

e the estimated cost to administer the program and most appropriate agency to
house the responsibility;

o the scope of specialties that would be eligible for this program;

e areas of the State that would be given priority for award of these bonuses;

e initial discussions included rural and underserved communities that do not
have the resources to offer these bonuses on their own;

e an analysis of Federal laws impact on this strategy, specifically the Federal
Stark provisions;

o the estimated cost for administering a full scale program and number of place-
ments that could be supported; and

e the amount of signing bonus needed to effectively impact a physician’s decision.

Many States have a program that offers a signing bonus simply to compete effec-
tively for the limited number of physicians looking to start or relocate their practice.
These signing bonuses generally come with a 3- to 5-year practice commitment to
avoid repayment of the bonus if the physician leaves the State early. This strategy
would target already established physicians who wish to leave their current location
as well as physicians completing a residency program and planning to establish
their first practice. Members of the Alaska Legislative leadership did not support
a request for funding a financial incentive program during the 2006 Session in part
because they wanted evidence that this strategy would produce results. This pilot
program would provide an opportunity to demonstrate whether Alaska could be suc-
cessful competing with other States/organizations. If successful, this strategy could
be presented as part of a comprehensive set of recommendations to the Alaska Leg-
islature to create statutory authority and financing to fund a full-scale program to
recruit physicians.

Alaskans for Access to Health Care (AAHC) has been actively involved in this
Legislative session to bring attention to the need to invest funding to attract physi-
cians to Alaska. AAHC is made up of ASHNHA, ASMA, Alaska Physicians and Sur-
geons, and Providence Alaska Health Systems. AAHC is informally referred to as
“ACCESS.” It would be helpful for ACCESS members and Alaska DHSS to continue
exploring financing a pilot effort to travel to physician conferences, medical school
campuses, large residency settings and other opportune locations to promote the
benefits of an Alaska practice and to offer financial incentives to choose Alaska for
their practice.
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If successful, this strategy would give Alaska another effective selling point along
with the other strategies in this document to attract physicians. Clearly this would
not be the primary ingredient in each physician’s decision when choosing a practice
location, but it would perhaps tip the scale in enough cases to warrant funding a
program of this type on a permanent basis.

Strategy 2C. Expand loan repayment assistance programs and funding for
physicians practicing in Alaska.

Problem. The main loan repayment programs available to physicians in Alaska
are provided through IHS and NSHC. Limitations of these programs are that fund-
ing 1s restricted and subject to annual cutbacks that threaten their stability, and
that only certain practice locations and specialties are eligible for loan repayment
through these programs.

In order to gain more physicians Alaska could participate in the HRSA Bureau
of Health Professions (BHPr) State Loan Repayment Program which has a 50/50
State and Federal match, but Alaska is one of 13 States that do not participate. In
addition, Alaska does not have its own SLRP for physicians committing to practice
iSnLZI%lPa)ska in specialties or areas not allowed in the Federal programs (including the

Action Steps.

1. Identify opportunities to apply for the HRSA Bureau of Health Professions
SLRP and a supplemental State loan repayment program.

2. Work with DHSS, Governor, State Legislature, and/or local communities to se-
cure the 50 percent State match required for the HRSA BHPr SLRP.

3. Research the structure of physician loan repayment programs in other States.

4. Fund a State loan repayment program to supplement the Federal loan repay-
ment programs, for physicians serving in shortage areas designated by the State.

5. Identify and work with an agency to administer the HRSA BHPr SLRP and/
or the supplemental State loan repayment program.

6. Continue informing Alaska’s national delegates of the need to maintain or in-
crease annual Federal allocations for NHSC loan repayment program and IHS loan
repayment program.

Timeframe. Short term. One to two years.

Benefit. Improved Federal funding will enable the IHS and NHSC loan repay-
ment programs to be stabilized and will allow more clinical sites to recruit physi-
cians. This will support rural placements including tribal facilities and community
health centers. Alaska’s participation in the HRSA SLRP would allow more physi-
cians in the general specialties to work in underserved areas. With an Alaska State
loan repayment program not tied to HRSA BHPr, the State could more easily re-
cruit not only general specialists but also other physician specialists that are needed
and could use state-designated shortage areas so that many additional sites would
be eligible.

Cost. Undetermined at time of Task Force Report.

With an Alaska State loan repayment program not tied to HRSA BHPr, the State
could more easily recruit not only general specialists but other physician specialists
that are needed, and many additional sites could be eligible for loan repayment.

Under the IHS loan repayment program, applicants sign contractual agreements
for 2 years and fulfill their agreements through full-time clinical practice at an THS
facility or Alaskan Native tribal health program. In return, the LRP will repay all
or a portion of the applicant’s eligible health professional educational loans (under-
graduate and graduate) for tuition expenses. Applicants are eligible to have their
educational loans repaid in amounts up to $20,000 per year for each year of service,
tax-free. Eligible specialties are family medicine, internal medicine, pediatrics, geri-
atric medicine, obstetrics and gynecology, and podiatric medicine. Currently there
are 18 physicians working in Alaska with IHS loan repayment.

“Physicians carry a heavy burden of debt coming out of training and are at-
tracted to areas where a healthy share of that burden can be taken away.”
—JOHN BRINGHURST, CEO, PETERSBURG MEDICAL CENTER.

Goal 3. Expand and support programs that prepare Alaskans for medical
careers.

Strategy 3A. Expand and coordinate programs that prepare Alaskans for
careers in medicine.

Problem. Too few Alaskan high school students choose to pursue a career in
medicine. Opportunities that would motivate a greater number of middle and high
school students to pursue medicine as a career path are lost due to lack of medical
career counseling, insufficient academic preparedness in math and science, and in-
sufficient exposure to careers in medicine made available through school programs.
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Alaska ranks 49th among U.S. States in terms of the success of its applicants to
United States medical schools, despite applicant qualifications at, or better than, the
national average.

Action Steps.

1. Expand and coordinate programs which prepare students for careers in medi-
cine.

2. Provide financial support to effective programs that provide in school and sum-
mer experiences, internships and job shadowing.

3. Provide support to programs that make math and science available to K-12
students.

4. Facilitate clinical rotations to rural and underserved areas.

5. Provide State support for an industry/university partnership geared to encour-
age youth into health careers.

6. Support current programs to attract students to health careers.

7. Create a Web site and clearinghouse for opportunities and experiences in
health careers.

8. Strengthen the Alaska AHEC by providing State support and by increasing
number of regional AHEC centers required to accomplish above stated goals.

Timeframe. Medium term of 10-15 years for impact.

Benefits. The benefits of implementing this strategy and action steps are that
students will be more academically prepared for medical school. The long-term ben-
efit of this strategy will be an increased number of Alaskan students who select
medicine as their career.

Cost. Provide up to $1,000,000 in State matching funds for Federal pipeline pro-
grams.

Responsibility. University of Alaska, Alaska AHEC, State of Alaska, Alaska
State Legislature.

Impact. Training

Rationale. Alaska must grow its own pool of academic talent to prepare for ca-
reers in medical education. To support this growth and adequately prepare Alaskan
students for a career in medicine, more attention needs to be directed to preparing
and exposing students to related careers in a meaningful way within their commu-
nity. Today there are too few opportunities to expose students to the realities and
the excitement of these careers. The opportunities that do exist are not well known.

Further Discussion. Alaska has a variety of programs that address specific com-
ponents of the health workforce and the training curriculum. Coordination between
programs is sporadic at best, resulting in gaps and redundancies. A communication
venue and tracking database, which facilitates coordination between and among the
variou; (Ii%laskan agencies supporting the development of Alaska’s health workforce
is needed.

Most programs supporting the health workforce curriculum do not receive suffi-
cient funding to support long-term tracking, let alone the development of inter-
mediate impact measures. This compromises their ability to advocate for future
funding. An on-line database with a self-administering format and protected access
reduces barriers to both tracking students and coordinating student participation
across programs.

Based on interviews conducted across Alaska in 2004, and corroborated by na-
tional data, a primary reason for youth not to select careers in medicine is lack of
exposure to those opportunities (Elder, 1997; Alexander, 2003; Bumgarner, 2003;
Gill, 1996; Ramsey, 2001; Magzoub, 2000 and Weiler, 1997).

In Alaska, attrition and recruitment costs are the highest in remote, underserved
regions (DHSS/ACRH, 2006). Research shows that tangible, positive clinical experi-
ence in a setting prior to graduation is a factor in encouraging graduates to select
that setting for employment (Boulger, 2000; Jones, 2000; Neill, 2002; Ramsey, 2001;
Bacon, 2000; and Rabinowitz, 1999).

It is important to provide regionally tailored activities with measurable outcomes
to expose youth to information about careers in medicine and a tangible connection
to those opportunities. These would include speaker’s bureaus to high schools, sum-
mer immersion programs and job shadowing in local health facilities. Additionally,
efforts must be made to reach out to all those who are currently applying to medical
school to give them coaching for applications and interviews.

Goal 4. Increase retention of physicians by improving the practice environ-
ment in Alaska.

Strategy 4A. Develop a physician practice environment index for Alaska.

Problem. Alaska lacks an objective and reliable method to compare its physician
practice environment to that in other States.
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Action Step. Develop a practice environment assessment and comparison tool.
Similar tools currently exist for other States and can be modified for Alaska.

Timeframe. Short term. Within 2 to 3 years.

Benefit. This strategy would provide an objective basis to measure Alaska’s phy-
sician practice environment relative to other States and the national average. The
index would identify elements that cause Alaska’s practice environment to be rel-
atively better or worse than other States. This would provide indications for strate-
gies that could better the environment. Also, it would identify those elements that
are strong, relative to other States, and therefore should be stressed in the recruit-
ing process.

Cost. $100,000 to develop the physician practice environment index. $20,000 an-
nually to update.

Responsibility. Medical Provider Workforce Assessment Office and health care
partners.

Impact. Recruitment; Retention.

Rationale. The various elements that together constitute the practice environ-
ment need to be identified and quantified in a manner that allows comparison to
the entire United States as well as to other States. It can serve as a mechanism
that would suggest the specific element or elements that cause Alaska to rank ei-
ther higher or lower. Such objective measures can provide the basis for strategies
to strengthen or improve a particular element as well as an objective way to market
the elements in which it has relatively higher strengths.

Further Discussion. An important part of the index would be the relative
weightings among the various elements in the practice environment. For example,
one expected element could be the medical-legal climate. One measure that could
be used for this element would be physician professional liability premium rates.
This element, for example, could receive a higher relative weighting. In a 2003 sur-
vey, 62 percent of medical residents stated that the most important aspect in prac-
tice environment was the medical liability environment (Merit, 2003).

At least one other State has developed such an index. The Massachusetts Medical
Society (MMS) developed an index 5 years ago based on nine elements that are
weighted based on their importance to the overall practice environment. The base
year is 1992, and MMS has developed the index for each year from 1992 through
2005 for the United States and Massachusetts. It hires an economic consulting firm
to do the statistical analysis. The MMS index could provide a starting point for de-
veloping an Alaskan Physician Practice Index.

Cost would probably depend on who will conduct the analysis given that template
exists in Massachusetts and that the medical community could be tapped for volun-
teer, expert input, $100,000 would probably be sufficient funding for the initial de-
velopment. Annual index development and re-calculation would probably not exceed
$20,000 per year.

The Task Force identified the University of Alaska, Institute for Social and Eco-
nomic Research as an organization that potentially could coordinate development
and implementation of the index.

Strategy 4B. Develop tools that promote community-based approaches to
physician recruitment and retention.

Problem. Practice sites and communities engaged in physician recruitment ef-
forts are often less successful because they are unaware of factors that influence
physician practice location and effective strategies to improve recruitment outcomes.

Action Steps.

1. Provide tools for technical assistance and training on physician shortage and
the impact of site development efforts.

2. Provide tools to form community-based organizations, such as community
health councils, to address local site development (U.S. DHHS, 2006).

3. Develop promotional materials that highlight community resources and econ-
omy as a component of the physician recruitment efforts (Commonwealth, 2005. p.
30).

4. Increase the partnerships among health care sites and organizations, such as
Chambers of Commerce and Economic Development Councils that can help promote
the community as a desirable practice location.

Timeframe. Short term. Twelve to eighteen months.

Benefits. This strategy would result in more appropriate matches between com-
munities and physicians. As a result, physicians seeking employment would find
Alaska practice sites and communities to be more desirable. The anticipated benefits
are shorter length of vacancies, increased number of hires, and increased length of
retention.

Cost. $50,000 per year.
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Responsibility. Proposed Medical Provider Workforce Assessment Office and
health care partners.

Impact. Recruitment; Retention.

Rationale. Numerous factors influence where a physician chooses to practice.
Some of the factors are characteristics of the practice site or the community, such
as schools or employment opportunities for a spouse (American Academy of Family
Practice, 2006; Rosenblatt, et al., 2006; Casey, et al., 2005; DHSS/ACRH, 2006).
Other critical factors include the population and economic base of the community
that can support a physician’s practice (Wright, et al., 2001). Communities that do
not address such factors in their site and in their recruitment and retention efforts
are less effective in securing and retaining physicians for their community. Pro-
viding tools and technical assistance to communities that tap into their unique
strengths, identify weaknesses and help them strategize ways to make their commu-
nity more attractive to physicians will contribute to successftul outcomes.

Further Discussion. The physician shortage affects not only the quality of life
of a community’s citizens, but also a community’s economic health. Often, the health
care sector is one of the largest employers in the community. The adequacy of the
health care system influences communities’ ability to attract and retain business.
Physician supply is correlated with economic development, expressed as real per
capita gross domestic product (GDP) (Cooper, et al., 2003).

Community leaders may be unfamiliar with the nature of the physician shortage,
how it could affect them locally, and the mechanisms that can increase the ability
to attract and retain providers. Such mechanisms include local internships and resi-
dency training, teaching opportunities for the physicians, loan repayment and schol-
arships, marketing strategies, and community friendliness toward the physician and
their family. Community leaders need to address elements that impede physician
searches, such as the perception (whether accurate or not) that rural schools, hous-
ing or spousal employment opportunities are inadequate (American Academy of
Family Practice Physicians, 2006). Major perceived barriers to recruitment include
low salaries and, in rural community health centers (CHCs), cultural isolation, poor-
quality schools and housing, and lack of spousal job opportunities (Rosenblatt, et al.,
2006). Successful recruitment is often attributed to effectively communicating the
high quality of life available in a rural community and addressing the needs of the
physician’s family (DHSS/ACRH, 2006).

Communities need to play an active role in assuring that there are an adequate
number of providers in their communities. Since small communities often lack re-
cruitment staff, they may benefit from training on effective recruitment strategies.
Also a clear, concise description of the shortage facing Alaska can stimulate local
problem solving.

Community characteristics, economic expansion and physician supply are inter-
related. Major factors cited by graduating family practice residents as important
ones in choosing their first medical practice site, include: significant other’s wishes;
medical community friendly to family physicians; recreation/culture; proximity to
family/friends; significant other’s employment; schools for children; size of commu-
nity; initial income guarantee; benefits plan; proximity to spouse’s family/friends
(American Academy of Family Physicians, 2006).

Marketing strategies that highlight community resources as a component of the
physician recruitment efforts need to be developed. Such marketing strategies
should address factors cited by physicians such as their perceptions of community
inadequacies related to schools, housing or spousal employment. Marketing the
Alaska life)style to outside doctors is another effective strategy. (Commonwealth,
2005. p. 30).

“Just as we have marketed Alaskan king crab and Copper River salmon, we can
market the variety of exciting opportunities available for physicians in this area.”
—JOHN BRINGHURST, CEO, PETERSBURG MEDICAL CENTER.

It is important for community leaders to be aware of the challenges to recruitment
and to tailor strategies to address these concerns. Community leaders can influence
provider housing; hiring packages (leave, work schedules and continuing education);
teaching responsibilities; and service opportunities (i.e. serving on local, regional,
State, national committees).

Community and health care leaders must acknowledge that their communities
may not have the economic capacity to support physicians or maintain state-of-the-
art equipment and facilities. This situation can be caused by low population of the
community, high poverty status of the community, or because the community is too
geographically isolated or disadvantaged to financially support physicians. Contin-
ulous sub)sidies would be required to sustain a physician in such areas (Wright, et
al., 2001).
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A report on Kentucky’s physician shortage identified a number of barriers to phy-
sician recruitment and retention. Such barriers included: medical education costs,
workload and demands; and decreased opportunity for professional contacts in medi-
cally underserved areas. Economic concerns that affected recruitment and retention
included: publicly supported insurance programs (Medicaid and Medicare) that re-
imburse rural providers at a lower rate than urban providers for the same medical
procedures; rise in insurance payments; relief coverage and assurance of a reason-
able amount of time off from work is the most important factor in decisions to stay
or leave. Other issues include quality of public schools and ability to become a part
of the local community, which was scored as more important than income. Having
an unhealthy population with high rates of disease including heart disease, hyper-
tension, asthma, diabetes and cancer can affect the ability to recruit and retain phy-
sicians (Casey, et al., 2005).

Physicians involved in teaching remain in rural practice longer than those who
are not involved. Although many urban physicians assume otherwise, rural physi-
cians do not necessarily view professional isolation and an inability to access med-
ical information as drawbacks to rural practice. Lack of quality of rural school sys-
tems, perceived or real, is related to length of stay for physicians in a rural practice.
(American Academy of Family Physicians, 2006.)

The Medical Provider Workforce Assessment Office would coordinate this strat-
egy’s activities and support existing organizations that work on physician supply
and recruitment, e.g., State Office of Rural Health and Primary Care Office in
DHSS; Primary Care Association, Alaska AHEC, ACRH, ANTHC, University of
Alaska, ASHNA and professional associations such as ASMA. Linkages among
health care sites that recruit and employ physicians, mayors, city/borough man-
agers, tribal health corporation leadership, economic development organizations,
Chambers of Commerce, the AFMR, and other training institutions need to be
strengthened. Contracts with statewide organizations that address health care
issues would be needed to support training events and technical assistance.

The NHSC Site Development Manual recommends the formation of a Community
Primary Health Care Council that would be involved in making decisions related
to the community’s health care system, including developing sites that can tap into
NHSC resources and providers who are NHSC Scholars or are eligible for NHSC
Loan Repayment (U.S. DHHS, 2006).

Strategy 4C. Support Federal tax credit legislation initiative for physicians
that meet frontier practice requirements.

Problem. There are insufficient financial incentives to attract and retain physi-
cians in rural/frontier practices. Financial-related recruitment strategies often cre-
ate non-cash income that is subject to Federal income tax.

Action Step. Engage statewide health care partners in efforts to pass physician
tax credit legislation at the Federal level.

Timeframe. Short term. 12 months.

Benefit. A tax credit will help offset the taxes on the non-cash taxable income
created by a loan forgiveness program and thus maintain the recruitment benefit
of such programs. Additionally, when a tax liability is not a factor, a tax credit, in
effect, increases the income of a physician practicing in a frontier area which influ-
ences practice location decisions.

Cost. Zero cost to the State.

Responsibility. The Alaska Congressional Delegation with support of the Alaska
State Hospital and Nursing Association, ASMA, and health care partners.

Impact. Recruitment; Retention.

Rationale. Financial-related recruitment strategies that are commonly used, such
as loan repayment programs, create non-cash income that is often subject to Federal
income tax. A tax credit approach made available to physicians who practice in fron-
tier areas or who treat patients from frontier areas would help maintain the recruit-
ing benefit of a loan forgiveness program.

Further Discussion. A tax credit will help offset the taxes on the non-cash tax-
able income created by a loan forgiveness program and thus maintain the recruit-
ment benefit of such programs. Additionally, when a tax liability is not a factor, a
tax credit, in effect, increases the income of a physician practicing in a frontier area.

The loan forgiveness program that is currently in place for WWAMI students for-
gives the loan at a rate of 20 percent per year of Alaskan practice. For example,
a WWAMI graduate, with $150,000 in loan repayment obligation who practices in
Alaska for 5 years, has $30,000 per year in taxable income created.

S.2789 introduced on May 11, 2006 by Senator Conrad Burns (Montana) and Sen-
ator Lisa Murkowski is an example of legislation that provides for tax credits for
physicians who practice in frontier areas or treat patients from frontier areas. The
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tax credit is $1,000 a month for a maximum 60 months. (This bill amends the Inter-
nal Revenue Code of 1986).

A short-term timeframe for adoption of such legislation is important. The WWAMI
loan forgiveness element (for practice in Alaska) is impacting the first WWAMI stu-
dents completing their GME this year.

This is a strategy that would not have impact on the Alaska State budget. The
cost will depend on the extent of financial incentive strategies that create non-cash
taxable income and the extent to which they are used. The cost is in “soft dollars”
of Federal income tax not collected.

SECTION VII. AREAS THAT WARRANT FURTHER CONSIDERATION

Some areas related to Alaska’s physician supply warrant further consideration but
could not be discussed in depth in this report, due to limits of the Task Force’s di-
rective and time constraints. Such areas include:

e patterns and effect of physician turnover on the physician supply;

o the need for specialists and sub-specialists;

e the impact of physician assistants and advanced nurse practitioners on the need
for physicians;

e the impact of community health aides on medical care in Alaska;

e the opportunities offered by the developing Doctor of Osteopathy program in
Yakima, Washington;

e the factors within the Alaska practice environment that influence decisions to
practice in the State;

e the relationship of the needs of subpopulations such as the elderly and those
in urban as well as rural locations, on physician supply;

e the role of emerging technologies including electronic health records and tele-
health in physician supply and practice; and

o the relationship between physician supply and health care access.

The Task Force determined that while many of these topics would be appropriate
duties of the proposed Medical Provider Workforce Assessment Office, some of the
areas would fall under the responsibilities of other organizations.

SECTION VIII. APPENDICES

A. Data Details
1. Matriculants in Medical Schools by State
2. Specialty Distribution Comparison (2004) Alaska and United States
B. Strategies Preferences Scoresheet
C. Physician Study Annotated Reference List
D. Resource List
E. Individual Contributors, Persons Consulted, Commentors, Reviewers, and Per-
sons who attended Task Force Meetings
F. Acronym List



APPENDIX A. DATA DETAILS

130

1. Matriculants in Medical Schools by State

Applicants Applicants’ Matriculation Status
Matriculated In State Matriculated Out of State NOT Matriculated
N | Percent N | Percent N Percent
Region
Northeast 7,867 2,072 26.3 1,773 22.5 4,022 51.1
Central 8,580 2,884 33.6 1,125 131 4,571 53.3
South 12,089 4,287 35.5 1,284 10.6 6,518 53.9
West 8,069 1,439 17.8 2,041 25.3 4,589 56.9
U.S. Total .o 37,364 10,682 28.6 6,322 16.9 20,360 54.5
State of Legal Residence, Western States:
Alaska . 13 29 39.7 44 60.3
Arizona 602 109 18.1 98 16.3 395 65.6
California 4,288 812 18.9 1,167 21.2 2,309 53.8
Colorado 609 108 17.7 125 20.5 376 61.7
Hawaii . 208 51 24.5 39 18.8 118 56.7
Idaho ... 161 61 37.9 100 62.1
Montana .. 108 53 49.1 55 50.9
Nevada ... 167 42 25.1 25 15 100 59.9
New Mexico .. 245 71 29 24 9.8 150 61.2
(0170 OO 387 68 17.6 87 22.5 232 59.9
Utah 478 75 15.7 150 314 253 52.9
Washington .. 670 103 15.4 155 23.1 412 61.5
Wyoming 73 28 384 45 61.6
Alaska Applicants to Medical School by Year, 1994-2005
1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005
72 51 62 59 60 48 59 76 75 69 71 73

Source: AAMC: Data Warehouse: Applicant Matriculant File as of 10/20/2005.
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2. Specialty Distribution Comparison (2004), Alaska and U.S.

2004
Alaska Population: 657,755 Alaska Alaska Alaska us. Alaska Alaska
. “Actual”
Total Patient . . 4 i
: Total h Patient Care Patient Care Expected # minus “Ex-
Specialty Physicians | CMC PSS | oy 000 | Phys/LODD | at US: rate” | pected at US.
Rate*
Total Physicians 1,580 1347 2.05 2.38 1,569 —222
2.28/1,000
Primary Care 732 709 1.08 1.14 753 —44
Family Medicine 342 333 0.51 0.26 173 160
GP/EM ... 34 33 0.05 0.04 25 8
Internal Medicine . 161 157 0.24 0.48 315 —158
Pediatrics 116 108 0.16 0.23 148 —40
0b/Gyn 79 78 0.12 0.14 91 —-13
Med SPEC ... 57 55 0.08 0.19 126 —71
SurgSpec 243 237 0.36 0.39 259 —-22
General Surgery 73 71 0.11 0.12 81 —10
Child & Adol Psych ..... ) 3 0.00 0.02 14 —11
Psychiatry 74 66 0.10 0.13 83 -17
Emergency Medicine ... 75 72 0.11 0.09 60 12
OthSpec 231 205 0.31 0.40 263 —58
Neurology 12 12 0.02 0.04 28 —16
Anesthesiology . 75 74 0.11 0.13 84 —10
Non Pt Care Activities . 69
Inactive . 117
Not classified ......coocovervneenerinns 47

Adapted by HPSD/AKDHSS
*Negative implies potential “need”

Source: AMA 2006 (Master File database)



132
APPENDIX B. STRATEGIES PREFERENCES SCORESHEET: STRATEGIES

FOR INCREASING PHYSICIAN SUPPLY IN ALASKA

COMPLETED BY MEMBERS OF THE PHYSICIAN SUPPLY TASK FORCE (6 RESPONDENTS)

Strategy- Strategy Description Preference Scale (circle number reflecting your preferences, keeping
Short Title in mind cost, feasibility, desirability, effectiveness)
Short Term (1-5 year impact on supply) Relsp Resp Resp Resp Resp Resp Average
2 3 4 5 6 Response
Recruitment | Overall Recruitment Effort ............. 3 4 4 3.7
Targeting ad campaigns (prof. 3 3 3 3 2 3 2.8
journals, TV).
Recruitment at national meetings 3 5 3 3 5 4 3.8
of the specialty societies.
Match candidates with local cul- 3 3 3 2 1 3 3.0
tural and recreational needs.
Include spouse/SO and family in 4 5 3 5 5 3 4.2
recruitment.
Use recruiters from the local area 3 4 2 4 5 3 3.5
Explain advantages of work in un- 2 4 3 3 3 3 3.0
derserved areas, rural commu-
nities.
Signing bonuses ... 2 5 4 4 5 5 42
Loan repayment options available 4 3 4 5 5 5 43
Higher salary and benefit offer- 4 4 5 5 3 4.2
ings (including leave options).
Tax Credits .oeovereerereereereesereieens 2 5 5 5 5 44
Retention .... | Overall Retention Effort ................ 1 1 1 4.0
Provide extra support to integrate 3 4 4 4 3 3 35
provider and family into local
community.
Loan repayment options available 4 5 4 5 5 5 4.7
Improved salary and benefit 4 4 4 4 5 4 4.2
scales.
Offer/improve housing ... . 3 4 5 2 3 34
Improved clinical facilities .. . 4 3 3 3 2 3.0
Good schools/community resources 5 4 4 5 4 4 43
Practice en- | Overall Practice Environment Ef- 1 3 4 2.1
vironment. fort.
Continuing education opportunities 2 4 2 3 2.8
Good management in work envi- 3 4 2 3 3.0
ronment.
More opportunity for professional 1 4 3 3 2.8
interaction thru
videoconferencing & other
means.
Welcome provider to community ... 2 4 2 2.7
Flexible schedule and call ... . 2 3 3 3 2.8
Malpractice insurance relief/sup- 3 4 4 1 3.0
port.
Adequate staffing ... 3 5 2 2 3.0
Education/ Overall Education/Training Effort .. 5 5 4 47
Training.
Expand residency programs .......... 5 5 5 5 4 5 48
Increase medical school slots . 5 5 5 5 5 5 5.0
Early college conditioning for 4 5 4 4 3 5 4.2
health careers.
Pre-college .....oooeveeeerveeierireieninns 3 5 3 4 3 3 35
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Strategy- Strategy Description Preference Scale (circle number reflecting your preferences, keeping
Short Title in mind cost, feasibility, desirability, effectiveness)
Short Term (1-5 year impact on supply) ReISp Resp Resp Resp Resp Resp Average
2 3 4 5 6 Response
AHEC program expansion .............. 3 5 2 3 3 5 35
Mentor Alaskan high school stu- 3 5 2 3 3 3 3.2
dents to be health providers—
talk at local schools.
Scholarships ...c.cveveeveeierireienins 4 5 3 5 4 4 42
Medium Term (6-20 year planning horizon)
Education/
Training
Medical school in Alaska ............. 5 2 4 2 4 2 32
Additional medical school slots ... 5 5 5 ) 5 5 438
Practice en- | Additional residency programs ...... 5 5 4 5 4 5 4.7
vironment.
Retention ... | New and improved healthcare fa- 4 4 3 4 3 3 35
cilities.
Financial In- | Improved housing and facilities ... 3 4 3 4 2 2 3.0
centives.
Improved health insurance cov- 2 4 3 3 1 2 2.5
erage.
Long Term (>20 years)
Education/
Training.
Medical school in Alaska . 5 5 5 2 1 5 43
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APPENDIX C. PHYSICIAN STUDY ANNOTATED REFERENCE LIST

Casey, B.R, Jones, J., Gross, D.A., Dixon, L. (2004). Rural Kentucky’s physician
shortage: strategies for producing, recruiting and retaining primary care providers
within a medically underserved region. Revised for publication in the Journal of the
Kentucky Medical Association, September 2005. University of Kentucky, Center for
Rural Health.

http:/ [www.me.uky.edu /| RuralHealth | Research | WhitePaperJ KMArvsd.pdf.

Kentucky has 400 family physicians that are age 60 or above. The State’s rural
medical residency programs can produce only 16 to 18 new family physicians each
year. The number of residency applications has decreased in recent years. Strate-
gies: addition of an osteopathic medical school, rural residency programs, State sup-
port for family practice GME, physician placement services, State loan repayment
program, J-1 Visa, reform medical liability.

Center for Health Workforce Studies, University at Albany, State University of New
York. (2004). California physician workforce: supply and demand through 2015.
http: | |www.ucop.edu | healthaffairs [ reports | Final%20Report%20-
%20California%20Physician%20Workforce_12_20042.pdf.

California is likely to face a 5 percent—16 percent shortage of physicians by 2015.
Some communities are likely to experience more serious shortages than others.
Strategies to address projected shortages and mal-distribution include: (1) increas-
ing the supply by increasing medical school capacity, graduate medical training ca-
pacity, incentives to encourage migration to the State and to retain physicians cur-
rently practicing in the State; (2) increasing the productivity and capacity of the ex-
isting physician workforce by expanding the supply and use of non-physician clini-
cians, new technologies and increasing the use of treatment protocols and utilization
review; (3) increasing the diversity of the physician workforce; (4) promoting a more
effective environment for physician workforce planning and policies by increasing
data collection and monitoring physician requirements, tracking physician supply,
comprehensive re-assessment every 5 years, statewide process for physician work-
force planning; (5) promoting programs and policies such as identification and publi-
cation of shortage areas by specialty, physician loan-repayment and placement, tar-
geted site development grants, medical education and training in shortage areas, in-
creasing reimbursement rates in shortage areas.

Chen, F.M., Fordyce, M.A, Hart, L.G. (2005). WWAMI physician workforce 2005.
WWAMI Center for Health Workforce Studies, Working Paper #98.
http: | |www.fammed.washington.edu | CHWS [ reports | CHWSWP98%20Chen.pdf.

The UWSOM currently produces approximately 175 physicians a year and over
60 percent of graduating students stay within the five-state area to practice. Almost
50 percent of graduating students pursue careers in primary care. Twenty percent
of WWAMI graduates will practice in federally-designated Health Professional
Shortage Areas. This analysis utilized the 2005 AMA Master File to determine the
population-based supply of physicians at the State and county level, by discipline
of physician and whether they graduated or trained at UWSOM. Currently there
are 22,578 physicians in the five-state WWAMI region. Of these, 18,794 are clini-
cally-active. Two-thirds (12,718) are in Washington. Wyoming has the smallest num-
ber (830).

Council on Graduate Medical Education. (2005). Seventeenth report: minorities in
medicine: an ethnic and cultural challenge for physician training.
hitp:/ [ www.cogme.gov | 17thReport [ 17.htm.

Findings: “Family income” is the most influential factor in determining whether
a high school senior will be “very well qualified” for college, based on class rank,
grade point average and scores on standardized tests. Parents’ education and in-
come levels affect academic achievement of children. Disproportionate numbers of
“underrepresented minority” children live in single-parent and low-income house-
holds. Although some programs promote children’s interest, academic achievement,
and career choices in science and health, a need exists for organizations to partner
with media, advertising and marketing firms to develop and disseminate culturally
appropriate messages targeted to minority and disadvantaged youth to encourage
academic persistence and achievement and interest in medical careers.

Council on Graduate Medical Education. (2005). Sixteenth report: physician work-
force policy guidelines for the United States, 2000-2020.
hitp:/ | www.cogme.gov | pubs.htm.
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The supply of practicing physicians is expected to rise 24 percent from 781,200
to 971,800 between 2000 and 2020. Growth is expected to slow after 2010 due to
the aging of the workforce and the relatively level number of new physician entrants
since 1980. At the same time the demand for physicians is likely to grow more rap-
idly than the supply and the need for services is expected to increase. Considering
supply and need, a shortage of 96,000 is projected in 2020. Factors, such as chang-
ing lifestyles, increase in the use and expected increases in the Nation’s wealth, are
included in this report. Other factors not included are: potential increase in non-pa-
tient care activities, change in practice patterns for physicians over 50, departures
due to liability concerns, limiting the number of patients (“boutique medicine”) and
individuals with chronic illnesses living longer.

Council on Graduate Medical Education. (1998) Tenth report: physician distribution
and health care challenges in rural and inner-city areas.
http:/ | www.cogme.gov [ rpt10.htm.

Findings include the following: The lack of health insurance presents the greatest
barrier to medical care. Safety net programs such as CHCs and the NHSC are es-
sential mechanisms for insuring access to health care for underserved populations.
Growth in the number of physicians in the United States has not eliminated the
problem of geographic mal-distribution. The small number of family physicians has
contributed to the shortage of rural physicians. PAs and ANPs play an important
role in providing medical care in rural underserved areas. CHCs and group practice
arrangements may be the most viable model for increasing care in underserved
areas.

Grumbach K., Coffman, J.M., Young, J.Q., Vranizan, K., Blick, N. (1998). Physician
supply and medical education in California: a comparison with national trends. Uni-
versity of California, San Francisco, Medical School, Department of Family and
Community Medicine.

hitp:/ | www.pubmedcentral.nih.gov | articlerender.fegi?artid=1304984.

This study concluded that California has an ample supply of physicians in the ag-
gregate, but too many specialists, too few underrepresented racial/ethnic minority
physicians, and poor distribution of physicians across the State. These factors will
continue to exert inflationary pressures on the health care system without improv-
ing access to care. Major policy changes are needed to address the imbalance.

Grumbach, K., Coffman, J., Liu, R., Mertz, E. (1999). Strategies for increasing phy-
sician supply in medically underserved communities in California. California Policy
Research Center Brief Series, Center for California Health Workforce Studies.

hitp:/ [www.ucop.edu [ cpre | MDsupply.html.

This report recommends three types of strategies to increase the physician supply
in underserved areas: (1) practice-environment to make practice in shortage areas
more attractive (2) medical education to address the training experiences of physi-
cians (3) applicant pool to target the types of students who enter medical school.
Practice-environment interventions have the quickest “pay off” in improving physi-
cian distribution because they target the point when physicians are ready to enter
practice. Medical education and applicant-pool strategies are integral to a com-
prehensive plan but take longer to yield results.

Hart, L.G., Lishner, D.M., Larson, E.H., Chen, C., Andrilla, H.A., Norris, T.E.,
Schneeweiss, R., Henderson, T.M. and Rosenblatt, R.A. (2005). Pathways to rural
practice: a chart book of family medicine residency training locations and character-
istics. http:/ www.ask.hrsa.gov / detail.cfm?PublD=0ORHP00324.

A survey of U.S. family medicine residencies was conducted in January 2000. Of
the 453 questionnaires sent, 435 responded (96 percent). Only 33 of the responding
programs (7.6 percent) were located in rural areas; predominantly in community
hospitals. Over one-third of the urban programs listed rural training as an impor-
tant part of their mission; however, only 2.3 percent of their training took place in
rural areas. For the Nation as a whole, 7.5 percent of family medicine residency
training occurred within rural areas, although 22.3 percent of the U.S. population
lives in rural places. The number of rural residencies has declined since the survey
was conducted. Unless significant efforts are made to increase rural residency train-
ing, rural physician shortages are likely to persist.

Institute of Medicine of the National Academies. (2005). Quality through collabora-
tion: the future of rural health care. National Academies Press.

This report discussed improvements in the three broad areas of the pipeline to
increase the size of a quality rural workforce: (1) attracting rural students to health
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careers, (2) providing formal education programs, and (3) recruiting and retaining
trained health professionals in rural areas. (p. 89)

Measures to attract rural students to health careers involve enrichment of school-
ing for pre-collegiate students, ensuring that basic science is part of the curriculum,
and ensuring that students have positive exposure to role models and career paths
in rural health care delivery. (p. 91)

It is important to create opportunities for members of minority and disadvantaged
populations. Programs administered by HRSA and improved admissions processes
can assist in this effort. (p. 93)

For physicians, two factors are strongly predictive of a future career in rural
health: a rural background and plans to enter family medicine. (Rabinowitz and
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(For more information on Securing an Adequate Number of Physicians for Alaska’s
Needs, a Report of the Alaska Physician Supply Task Force, contact: Pat Carr,
Health Planning and Systems Development, (907) 465-8618,
pat_carr@health.state.ak.us. This report is also available on the Web: http:/
www.hss.state.ak.us/commissioner/PhysicianSupply.htm.)

[Whereupon, at 12:00 p.m., the hearing was adjourned.]
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