noticeable but that in the aggregate constitute a monumental
hurdle for those who threaten the status quo. There is no
reason for us to believe that academic medicine is immune to
this all-too-familiar glass-ceiling phenomenon.>

It is unclear whether these or other seemingly benign ex-
planations account for the notable lag in academic advance-
ment among minority faculty or whether these faculty are still
being victimized by invidious racial discrimination. But no mat-
ter. These observations send a disturbing message that should
arouse everyone to action. At a minimum, deans, department
chairs, division chiefs, and everyone else connected to the de-
cision process for promotion and tenure should reexamine the
procedures they use to ensure that established standards are
applied equitably.

Perhaps even more important, concerted and systematic
efforts need to be mounted to establish effective mentoring
and faculty development programs, not just for minority fac-
ulty, of course, but it is clear that the need is especially acute
for this group. Committed mentors, particularly those chosen
by the ones being mentored, can be a powerful developmental
influence on young faculty and aninvaluable guide through the
complicated academic reward system.”

If medicine is ever going to close the horrendous diversity
gap that plagues our profession, we must find answers to the

Creating an Effective

questions raised in the study by Palepu et al.? A racially and
ethnically diverse faculty, fully empowered by the equitable
presence of minorities within all ranks of the academy, is the
only conceivable bridge to the diverse physician workforce
and the culturally competent health care system that the full
spectrum of the American public deserves. As long as our
medical school faculties have little more than token represen-
tation from many sectors of the richly diverse American cul-
ture,and aslong as faculty advancement, for whateverreason,
is grossly distorted by race and ethnicity, the medical profes-
sion cannot truly lay claim to the ethical and moral high ground
it professes to occupy.

Jordan J. Cohen, MD
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Physician Workforce Marketplace

The rapid evolution of the health care system has brought
enhanced cost consciousness, curricular reform for practicing
in the managed care setting, and an increased focus on the
economics of care delivery.! The latest challenge entails build-
ing a more functional market for physician services. Positive
activity in this direction has already begun, but there are also
serious impediments.

See also pp 777.

First, the US physician workforce has one of the largest
physician-to-population ratios in the world?; this supply will
remain dominant for decades, no matter what changes are
made in medical education. In addition, the overall appeal of a
career in medicine remains strong, with more than 2 appli-
cants for every entering position in medical schools.?

Second, there are now nearly 2 medical specialists for every
generalist.! This large proportion of specialists has been
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blamed by payers and others for overusing medical technolo-
gies and escalating health care costs, without producing an
observable improvement in patient outcomes. Powerful in-
centives continue to foster a generalist-specialist imbalance.
For example, in 1997 the Health Professions Education As-
sistance Act provided nearly $200 million to encourage train-
ing of primary care physicians (R. M. Politzer, ScD, oral com-
munication,July 6,1998). This allotment was eclipsed the same
year by the more than $16 billion in direct graduate medical
education (GME) support from Medicare and other third-party
payersthat favor specialty training in the inpatient setting (R.
M. Politzer, oral communication, July 6, 1998).

Third, efforts to call attention to an impending physician
surplus, while nolonger contested by organized medicine, have
failed to spark widespread interest in workforce planning. The
Executive Branch and Congress, until recently active part-
ners in physician workforce reform, have effectively with-
drawn from considering these issues, except for the ongoing
debate on how to finance GME. In the absence of federal lead-
ership on physician workforce issues, state governments have
taken some initiative in revising physician workforce policy.
In New York, an incentive program to downsize residency
programs is being piloted through Medicare. In Tennessee,
state Medicaid GME dollars are being leveraged to expand the
availability of primary care in rural areas. These targeted
solutions are designed to affect regional problems.> Unless
such practices are adopted widely, there is slight prospect
of a national approach to physician workforce issues in the
near term.
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Fourth, the demand for physician services may be decreas-
ing. Inrecent years,managed care organizations have reduced
overall physician utilization by expanding the responsibilities
of generalists and nonphysician practitioners. The reduction
in utilization has been especially dramatic for subspecialty
medicine.*® Some equilibration is required between physician
workforce supply and demand.

The positive outlook for change in the physician workforce is
being fueled by data that confirm a restrictive market for phy-
sician services in some specialties and regions of the country.”
Two of these surveys, completed by residency program direc-
tors, found that physicians who pursued generalist careers had
less difficulty finding preferred positions than those who pur-
sued nongeneralist specialties.®® Although in a few specialties
as many as 10% of the resident physicians completing training
in 1995 did not find a full-time position in their specialty or sub-
specialty, only 2.2% overall were unemployed or had taken a po-
sition in a specialty or subspecialty outside the one in which they
were last trained.®

The study by Miller et al'® in this issue of THE JOURNAL
reports the results of a survey of both residency program
directors and resident physicians concerning job prospects of
residents in the spring of 1996 (prior to the completion of their
residencies) and presents a more extreme situation.’’ These
results reflected a notable discrepancy between the informa-
tion reported by residents and by program directors. Of the
resident physicians seeking employment at the time they com-
pleted the survey, 7.1% had not secured a position. Among the
resident physicians who found a clinical position, 22.4% re-
ported “significant difficulty” in finding that position. In con-
trast, the program directors reported an unemployment rate
of only 1.2% of their program graduates and responded that
6% experienced difficulty finding employment, consistent with
previous surveys. The differential in job prospects across spe-
cialties was similar to that reported in earlier analyses.®

The difference between the 2 groups of respondents in their
perception of the physician job market is particularly disturb-
ing because it suggests either reluctance on the part of gradu-
ates to candidly inform their program directors of the results
of their job searches or failure of program directors (who are
animportant source of career advice for physicians in training)
to accurately assess the experiences of their trainees. Both of
these shortcomings could be operating. These new data may,
for the first time, provide support to those who suggest that
the long-predicted physician surplus has finally arrived. Until
now, economists inferred the existence of a physician surplus
by suggesting that some services physicians rendered were
unnecessary because they did not improve patient outcomes.
Since consumers do not pay for health care out-of-pocket, this
disequilibrium did not manifest itself as a classic surplus situ-
ation. Now we are beginning to see the emergence of a real
surplus, defined as a lack of job opportunities. As Miller et al
report, physicians in influential positions (ie, program direc-
tors) are not sufficiently aware of the extent to which the
tightening job market is affecting physicians.

Without national direction, changesin the proportion of resi-
dents in specialty vs generalist positions and adjustments in
the overall numbers of residency positions will most likely be
effected piecemeal by leadersin theindividual academichealth
centers, some of whom may not be adequately prepared for
such a role.! This situation represents a pivotal opportunity
for the leadership of academic medicine to fulfill its appropri-
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ate role by participating more actively in physician workforce
management. Comparatively little is known about the relative
impact of various specialties in diagnosing and treating pa-
tients with various conditions and the results they achieve.
This information is essential for reshaping the US physician
workforce to best serve the needs of medicine and the public.

The tight marketplace has already mobilized several special-
ties to obtain the information they will need to understand their
role in the existing marketplace and to chart new training poli-
cies. Analyses of the workforce and the unique contributions of
several specialties have been recently completed or are under
way (K. Sheahan, oral communication, July 6, 1998).1217 The first
step in this process often involves bringing together the lead-
ership of the various groups that represent the specialty to de-
fine the goals of the study. For example, 5 separate groups coa-
lesced to oversee the recent gastroenterology workforece study.'
Analyses have typically included supply projections for the spe-
cialty well into the 21st century to inform training policy. The
American Gastroenterologic Association, after considering in-
formal accounts of scarce job opportunities for its graduating
fellows and reviewing its future supply under varying assump-
tions, elected to endorse a goal of 25% reduction in residency
training positions.’? Otolaryngologists are seriously pondering a
different problem. Based on our ongoing work, it has been dis-
covered that, while their current numbers may be appropriate,
their age distribution is projected to produce a massive wave of
retirement in the year 2010.

Inaddition to the analysis of future supply, these studies are
determining the services the specialty provides and the extent
to which these services are also provided by other specialists
and nonphysician practitioners. A recent examination of
the content of the practices of specialist physicians found
that specialists, at times, deliver some generalist care, in
particular to patients for whom they provide the majority of
care.’® With this information, some specialties are assessing
options for their future patient orientation. Increased overlap
with family physicians and nurse practitioners, for example,
stimulated obstetrician-gynecologists to consider opportuni-
ties for expanding their participation in providing more pri-
mary care, especially for elderly women.'

The proportion of procedures that are exclusive to a specialty
or even performed most often by a specialty is often surpris-
ingly small. For example, only a few highly specialized proce-
dures (eg, percutaneous transluminal angioplasty, endoscopic
retrograde pancreatography) are performed solely by physi-
cians in 1 specialty. The remaining procedures are often per-
formed by several specialties, which may be able to manage
them as well as the specialty most associated with the proce-
dure.’? For instance, colposcopy, once the purview of obstetri-
cian-gynecologists,' is now often performed by generalist phy-
sicians and by nonphysician practitioners. Otolaryngologists
share the management of sinus conditions with allergists and
compete with head and neck surgeons, plastic surgeons, and
maxillofacial surgeons for a number of procedures. This signifi-
cant overlap in specialty domains makes it difficult to define a
specialty’s identity and plan training programs.

The important next step in defining appropriate roles for
specialties will involve studies to identify which specialty
groups provide care that results in the best outcomes for spe-
cific conditions. These studies will help define the boundaries
within which physicians of various specialties provide the most
cost-effective care. Using this information, program directors
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will be able to direct the content of training to the realities of
future practice and, ultimately, with careful attention to an-
titrust issues, provide rational data on which to base the man-
agement of the future size and composition of the physician
workforce. A much more systematic effort is warranted by
specialty groups to study outcomes of the procedures they
manage. These data will form a substantive basis to aid health
plans, consortia of large employers, and group practices in
defining practice guidelines and in assigning workload appro-
priately among specialties, recognizing that a large portion of
medicine is equally well managed by several specialties. To be
complete, these analyses also should account for the role of
complementary medical therapies and nonphysician provid-
ers in caring for these conditions.

Building on the work of Miller et al,’® reliable employment
information should be made available to aid medical students
in making career choices. It would be desirable for a public-
private partnership to conduct an annual survey of the em-
ployment status of recently graduated residents and dissemi-
nate the results widely so that graduating medical students
and residents could make informed decisions on specialty
choice. Important metrics to capture in these surveys would
include residents’ perceived difficulties and successes in find-
ing a desired position, as well as the practice characteristics of
that position.

The physician workforce apparently has responded deci-
sively to such data. Over the last several years, analyses of
specialty choices made by medical school graduates have re-
vealed a dramatic shift in residency choices of graduating
medical students.!” The rapidly evolving career preferences of
physicians in training indicate that medical students are tak-
ing their advice from the columns of the Wall Street Journal
as well as from traditional sources such as clinical mentors and
deans of student affairs. As a result, 96% of generalist resi-
dencies—family practice, internal medicine, and pediatrics—
were filled in the 1997 match, while some specialty programs,
such as anesthesiology, were not.> A recent study of internal
medicine residents’ choices regarding subspecialization deci-
sions indicates that the greater the managed care penetration
in the market, the less likely a physician will be to choose to
specialize.? Market forces have proved more effective than
government programs for fostering primary care.

With the federal government and Congress at least tempo-
rarily abdicating their formerroles in shaping physician work-
force policies, an increasing number of specialty societies are
funding studies to help determine how many training posi-
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tions to offer, the appropriate content of their training pro-
grams, and the quality of their contribution to health care.
Capitalizing on the informatics revolution, these data will pro-
vide feedback to medical educators, enabling them both to
monitor patient outcomes and to improve on the quality and
value of care. This effort will require the introduction of basic
clinical epidemiology and outcomes research into all residency
programs. Expanded activity of physicians in determining
their own workforce policies, as well as broad dissemination of
outcome data and labor market information, will help ensure
that the evolution of physician services and training will rest
on a rational foundation.
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