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INTRODUCTION 

For nearly a decade, the American College of Physicians has expressed con- 
cern about an impending oversupply of physicians. The College, aware of 
the high costs required to educate and train each physician and the large 
public subsidy involved, believes that the nation can ill afford to contin- 
ue building an aggregate surplus of physicians. Instead, ways must be 
found to better distribute physician manpower among medical specialties and 
across geographic areas to better serve the national health care needs. A 
targeted national policy is needed that will specifically address the prob- 
lem of how to meet needs of minority and underserved populations. It must 
address not only the supply and distribution of graduates of United States 
allopathic medical schools, but must also consider the numbers of graduates 
of US osteopathic medical schools and the numbers of graduates of foreign 
medical schools who are either US citizens or aliens seeking to practice 
medicine in the United States. Without'such a comprehensive and coordinat- 
ed national physician manpower policy, cutbacks in US allopathic medical 
school enrollments could be offset by increases in the numbers of physi- 
cians from these other sources. A physician surplus, necessitating public 
expenditures for graduate medical training, would then still persist. 

Today, signs of the surplus that had been projected for 1990 by the Gradu- 
ate Medical Education National Advisory Committee (GMENAC) are increasingly 
apparent. The number of physicians engaged in active practice has in- 
creased from 312,047 in 1970 to 511,090 in 1985, and the ratio of active 
physicians per 100,000 people (civilians) served increased correspondingly 
by 40%. /l Adverse consequences of such surpluses, as experienced in 
Western European countries, include (1) increased costs of medical care as 
more and more physicians perform expensive diagnostic and therapeutic tests 
and provide an increasing volume of medical care services; (2) decreased 
quality of care resulting from unnecessary and inappropriate care, from 
physicians practicing outside their areas of competence, and from iatrogen- 
ic complications resulting from such care; and (3) decreased physician 
satisfaction arising from difficulty in finding a practice position, insuf- 
ficient opportunities to maintain technical skills, decreases in income, 
working under increasing governmental regulations directed toward control 
of costs, and underemployment. /2 - 

In an era of rising health care costs and limitations on the resources 
available to meet the demands for health care, the United States must face 
the reality, as most European countries have done already, that it cannot 
continue indefinitely to expand its supply of physicians. The College be- 
lieves that immediate steps must be taken to curtail the looming surplus of 
physicians in this country, and urges that a significant reduction in the 
numbers of students entering medical school be achieved by 1992. This 
target can be attained through coordinated, stepwise cutbacks at each US 
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allopathic and osteopathic medical school, by restricting the number of 
foreign medical school graduates permitted to practice in the United States 
and by closing or merging some US schools. All schools should not necessar- 
ily contract to the same degree, but certainly none should expand. Some 
might close eventually, and others would need to adjust enrollments in 
accord with local circumstances. 

Meanwhile, the supply of physicians consisting of US citizens and alien 
immigrants with medical degrees from foreign medical schools must also be 
curtailed. 
with national 

If US physician supply is to be brought into better balance 
health manpower requirements, those denied admission to US 

medical schools must not be able to undermine the national policy to reduce 
enrollments by going abroad to obtain a medical degree from an unaccredited 
medical school. 

This position paper deals primarily with issues related to US medical 
school enrollments and their impact on the future supply of US physicians. 
Previous position papers of the ACP have addressed a number of related 
manpower issues that also are major factors influencing physician supply. 
The following section provides brief summaries of some of the positions in 
these previous statements. 
policy statement, 

They serve not only as the foundations for this 
but also as integral parts of a more comprehensive set of 

recommendations for national physician manpower policy. Consequently, this 
paper should be viewed as but one component of a series, recognizing that 
actions taken to adjust US medical school enrollments must be part of a much 
broader national policy that also addresses such issues as the financing of 
graduate medical education and the numbers of foreign medical school gradu- 
ates. 

PREVIOUS ACP PUBLIC POLICY POSITIONS 

December, 1979; ACP Response to the Institute of Medicine's Report: "A Man- 
power Policy for Primary Health Care": /3 - 

"There is considerable uncertainty and divided opinion on th.e issue of 
the future optimal number of medical school entrants. It is prema- 
ture, therefore to make any specific recommendations regarding en- 
trants at this time." 

"Even the most conservative assumptions applied to numerical projec- 
tions of US medical graduates, foreign medical graduates, graduates of 
medical education programs, population and growth, demand for servic- 
es, productivity of physicians, and technological changes in medical 
care forecast increases in physician manpower within the next ten 
years to levels far in excess of those ever known before." 

"The various references cited in the IOM Report argue persuasively for 
limiting the supply of physicians. Formulae that firmly set the num- 
ber of primary care physicians should be deferred until more informa- 
tion is available concerning existing primary care services by physi- 
cians, and the needs for various categories of physicians are better 
defined. There is no assurance that increasing the number of physi- 
cians to achieve a ratio beyond the proportional growth of the popula- 
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tion (which will be the consequence if current levels of medical 
school output are maintained) will result in any correction of geo- 
graphic maldistribution of physicians. Furthermore, there is consider- 
able evidence (also cited by the IOM Report) that increased costs are 
generated, without commensurate increases in health care services, 
when more physicians are added to the present supply." 

April. 1981; Resoonse to the Final Reoort of the Graduate Medical Educa- 
tion National Advisory Committee: /4 ’ - 

ACP concurred with the intent of a GMENAC recommendation that, "No new 
allopathic or osteopathic medical school should be established...", 
but added that an absolute ban might prevent responses to future needs. 

ACP agreed with the GMENAC recommendation that, "There should be no 
increase in the entering class size into allopathic and osteopathic 
medical schools beyond the entering class of 1981." However, the 
College cautioned that individual medical schools, not government, 
should institute measures to reduce enrollments. 

ACP "encourages voluntary efforts to reduce enrollments, but would 
oppose efforts to apply a blanket percentage reduction equally across- 
the-board to all medical schools." 

ACP agreed with the GMENAC recommendation that, "The number of gradu- 
ates of foreign medical schools entering the US yearly...should be 
restricted. If this cannot be accomplished, the undesirable alterna- 
tive would be to decrease further the number of entrants to US medical 
schools." The College highlighted that the alternative of reducing US 
enrollments in the face of an influx of FMGs was an inappropriate 
alternative. 

ACP also endorsed other GMENAC recommendations concerning educational, 
testing, and licensing requirements for FMGs. The College stated, 
"Recognizing that accredited medical schools in the United States and 
Canada are currently training a sufficient number of physicians to 
meet expected requirements and that a national surplus of physician 
manpower supply is projected by 1990, the American College of Physi- 
cians supports efforts to discontinue programs which encourage Ameri- 
can students to seek medical training abroad for the purpose of obtain- 
ing a medical degree." 

March, 1985; Financing Graduate Medical Education: /5 - 

1. Graduate medical education is fundamentally linked with patient 
care and for practical purposes is inseparable from patient care. 
Therefore, patient care revenues should continue to be an appropriate 
source of funding for GME. 

2. Graduate medical education serves the public good, and therefore 
should receive public financial support. 
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3. The complexity of modern medical care necessitates that all gradu- 
ates of medical schools accredited by the Liaison Committee on Medical 
Education (LCME) should complete residency training in an approved 
graduate medical education program prior to engaging in independent 
medical practice. Adequate financial support must be available to 
maintain residency training programs to fulfill this educational re- 
quirement. 

4. The issue of the funding of graduate medical education cannot be 
disassociated from a discussion of national health manpower policy. 
National health needs should be addressed in a comprehensive manner 
involving long-range planning and coordination of the supply and spe- 
cialty distribution of medical manpower. Consequently, national 
health manpower policy must address the size of undergraduate medical 
school enrollments, 
positions, 

the number of graduate medical education training 
as well as the number of foreign medical school graduates 

permitted entry into the United States. 

5. The funding of graduate medical education must be a part of the 
discussion of issues of physician reimbursement. 

March, 1986; Foreign Medical Graduates: /6 - 

1. Educational programs accredited by the Liaison Committee on Medi- 
cal Education (LCME) and the American Osteopathic Association (AOA) 
are the most appropriate means for educating physicians for medical 
residency training and for future practice in the United States. US 
public funds should, therefore, support undergraduate medical educa- 
tion in accredited programs, but should not be used to assist US stu- 
dents to attend unaccredited foreign medical schools. Similarly, 
public expenditures for the provision of patient care services should 
include money to support the residency training of graduates from 
accredited medical schools, but should not financially support residen- 
cy training for any graduates of unaccredited foreign medical schools. 

2. Opportunities for appropriate graduate medical education in the 
United States should be provided for limited numbers of alien physi- 
cians who enter as exchange visitors and who will return to their 
country of origin upon completion of training. Barriers to entry into 
graduate medical education for exchange visitor physicians should be 
modified, and educational experiences for such physicians should be of 
the highest quality and in disciplines appropriate to practice in the 
home country. Funding for the residency training of exchange visitors 
should be from sources other than patient care revenues, including, 
where possible, sources from the physician's home country. The United 
States' role in international medical education should also include 
fostering the development of educational resources in other nations. 

3. US medical residency training programs should require all foreign 
medical graduates, including those who have their own sources of fund- 
ing, to meet the same standards of medical knowledge in the basic and 
clinical sciences and possess clinical skills comparable to those 
required of graduates from schools accredited by the LCME and the AOA. 
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4. There should be federal financial support for the graduate medical 
education of refugees who meet all examination and certification re- 
quirements for admission to an ACGME-accredited US medical residency 
training program. 

Copies of the full texts, including rationale, supporting data, and appendi- 
ces are available from the ACP Department of Public Policy, 655 15th St., 
NW, Suite 425, Washington, DC 20005. 

SUMMARY OF NEW POSITIONS 

1. 

2. No new medical schools (allopathic or osteopathic) should be estab- 
lished, and no existing schools should increase in terms of class 
size. 

BACKGROUND 

Problems of projecting physician manpower 

Forecasts of supply and need for physicians have been fraught with difficul- 
ties common to predictions of any sort, (i.e., the unforeseen circumstances 
of a different world tomorrow and the variations in the short term that 
create fluctuations around the balance-point). Projections of physician 
supply and demand must be re-evaluated frequently in light of changes such 
as: aging of the population; 
es in social policy (e.g., 

emergence of new diseases (e.g., AIDS); chang- 
national commitments to assure access to care 

for the underserved); and changes in technology, physician productivity, 
and medical practice. Balancing the supply of physicians with societal 
needs is particularly difficult because of the length of the educational 
"pipeline" (11-16 years after high school) and the rapidity of the aforemen- 
tioned changes. Thus, educational plans and commitments of both institu- 
tions and medical students are geared for the world of today, but by the 
time the new physicians emerge from their education and training, medical 
practice and its milieu have changed significantly. 

Is there a surplus? 

There is no "gold standard" of the need for physicians by which we can 
determine how many should be introduced into the health care system. De- 
sire for high quality health care, coupled with public recognition of the 
benefits derived from the rapid advances in medical science since World War 
II, have tended to make demand for health care services almost unlimited. 
During the post-war period until the mid-1970s, national health manpower 
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policy was based on the assumption that there were shortages of health 
manpower personnel. Concerted efforts were made to increase the nation's 
production of physicians, and immigration policy encouraged large numbers 
of foreign physicians to enter and remain in the United States. Most physi- 
cian manpower projections during this period, even those covering only 
five-year intervals, underestimated supply by at least five percent. By 
1975, there were 378,600 active physicians (MDs and DOS) in this country, 
compared to 219,900 in 1950. This dramatic increase of 158,700 new physi- 
cians was almost evenly divided between graduates of US medical schools and 
foreign medical schools, and resulted in the ratio of physicians per 
100,000 population increasing from 144.4 in 1950 to 177.3 in 1975. /7 - 

During the late 1970s perceptions of national health manpower needs began 
to change. Rising health care costs prompted many public policy-makers to 
question the need for further financial support to expand the nation's 
health manpower supply. Yet, there was no agreement as to the optimum 
proportion of physicians needed to adequately serve the population. Mean- 
while there was also the growing perception that physicians, in their role 
of diagnosing and determining treatments, actually could generate demand 
for medical services and thereby further fuel increases in national health 
care expenditures. 

In April 1976, the Graduate Medical Education National Advisory Committee 
(GMENAC) was established and charged with advising the Secretary of the 
then Department of Health, Education and Welfare on the number of physi- 
cians required in each specialty to bring supply and requirements into 
balance./8 In September 1980, after 4 l/2 years' work and the expendi- 
ture of approximately $5 million, GMENAC submitted it's final report. The 
study was based on a new methodology, developed by GMENAC, basing estimates 
on need rather than demand or existing physician-to-population ratios. 
GMENAC predicted that the supply of physicians would exceed need in 1990 by 
about 70,000 and in 2000 by 145,000 (See Tables 1 and 2). Initially, 
GMENAC's predictions were received with skepticism. Now that seven years 
have elapsed, it appears that the GMENAC forecast of the supply of physi- 
cians in the system was too low. GMENAC had estimated that the supply 
would be 642,950 physicians in the year 2000. The AMA now estimates that 
the number will be 683,000 /l, and the latest projection from the Bureau 
of Health Professions is 696,600 /9. Thus the surplus may be even great- 
er than predicted by GMENAC. - 

Alvin Tarlov, MD, FACP, former Chairman of GMENAC, has conceded that one 
element that was not adequately anticipated was the rapid growth of prepaid 
capitated health care plans /lo. If HMOs and other managed health care 
systems that require fewer physicians per population served continue to 
grow, then GMENAC's projections of need would have to be adjusted downward 
and the physician surplus could be even greater than predicted. Some au- 
thors have suggested that the trends toward HMOs, PPOs, and the like has 
accelerated and will continue to do so in the future at an increasing 
rate./11 

On the other hand, there have also been some recent developments that might 
tend to reduce the size of the physician surplus. Offsetting factors that 
have been cited include: 
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Many physicians are employed in vocational areas that were not 
fully anticipated, (e.g., sports medicine, emergency medicine, 
occupational health, administration, and others). 

Women are a growing segment of medical practitioners, and the 
volume of patient care services provided by women physicians 
on average, lower than that of their male counterparts. /12,13 

is, 

Changes in attitudes and lifestyles among all physicians may lead 
to reductions in workweeks and caseloads. /14 

The unmet needs of underserved populations have created a reser- 
voir of demand that could consume some portion of a surplus of 
physicians. 

The possibility that physicians may be retiring earlier than 
usual or limiting their practices. 

GMENAC did adjust its manpower estimates in recognition of an aging popula- 
tion, trends toward reduced hours in practice, the increase of women in 
medicine, differences in productivity among male and female physicians, and 
other medical care and demographic shifts, so that re-estimates now would 
only be attempts at fine-tuning of the original model. In the absence of 
precise knowledge that would justify such recalculations, or an even more 
massive effort, a new GMENAC study is not advisable. 

Although we may not be certain of its magnitude, the predictions of a physi- 
cian surplus seem to be borne out by all of the data. Extrapolating from 
GMENAC's projections of physician requirements and total US population 
indicates that physician supply would be in balance with need if there were 
approximately 191 physicians per 100,000 people. GMENAC estimated that the 
physician-to-population ratio was 171 per 100,000 in 1978, but that it 
would rise to 220 and then to 247 in 1990 and 2000 respectively. /8 The 
physician-to-population is presently 214 per 100,000 /l, a levelthat 
approaches the ratios seen in some countries of Western Euxpe. 

The AMA baseline projection is that the physician-to-population ratio will 
rise to 254.9 in 2000, assuming that the number of new entrants to the 
physician supply remains constant at its 1985 level. The AMA offers four 
alternative scenarios: A) no new FMG entrants after 1985; 6) reduced US 
medical school enrollments starting in 1985 so that by 1989 there would be 
5000 fewer graduates; C) a combination of A and B; and D) the number of 
U.S. medical school graduates decreases by an additional 100 each year, 
starting in 1985. Under each of these scenarios the physician-to-popula- 
tion ratio continues to rise at a rapid rate until at least 1990 and only 
in scenario C (where there is both an end to FMG entrants and a reduction 
of 5000 US medical school graduates) is there any appreciable decline in 
the rate of increase (See Figures A, B and C). /l We continue each year 
to graduate more physicians than we did the yearbefore (Table 3). There 
has been a decrease in first-year enrollments at allopathic medical 
schools, but these numbers have been partially offset by increases in the 
number and intake of osteopathic medical schools. Osteopathic enrollments 
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have almost doubled over the past decade (Tables 4 and 5). Consequently, 
the Bureau of Health Professions estimates that the active supply of physi- 
cians will increase by 39% from 1984 to 2000. While the number of allopath- 
ic physicians is predicted to increase by 36% during this period, the num- 
ber of osteopathic physicians is expected to increase by 105%. 
(See Table 6)/9 - 

The numbers of US citizens graduating from foreign medical schools 
(USFMG'S) and alien physicians (FMG's) who enter the graduate medical educa- 
tion system exceeded those predicted by GMENAC, but in the past two years 
there has been a decline in both alien FMGs and USFMGs receiving certifica- 
tion from the Educational Commission for Foreign Medical Graduates (ECFMG) 
that permits them to apply for entry to graduate medical education programs 
in the United States (See Table 7). /15 

What are the consequences of a physician surplus? 

The consequences of an oversupply of physicians have been consistently envi- 
sioned as a significant burden to the nation's economy and the health of 
the populace. Since physicians determine the need for medical services and 
insurance or other third-party payers often insulate the patient from price 
sensitivity, competitive forces of the marketplace generally fail to bal- 
ance the supply and demand for medical services. Some health care econo- 
mists speculate that an oversupply of physicians may generate overprovision 
of medical services. They claim that when there is an excess of services, 
there is an excess of procedures, all of which carry a risk. Hence, an 
oversupply of physicians is seen as causing excess:ve morbidity and mortali- 
ty, as well as contributing to higher costs for medical care. /16-18 

As to the need for physicians, the nation would surely see physicians 
forced to leave medical work if Paul Elwood's prediction of a massive na- 
tional enrollment in just a few HMO's comes true /lo. Such managed 
systems of care usually function optimally with a ratioof 1.25 physicians 
per thousand enrollees, but the nation currently has a supply of practicing 
physicians (subtracting administrators, researchers, and trainees) is twice 
that number. On the other hand, many Americans do not have adequate medi- 
cal care so that part of the surplus might be absorbed if our system were 
altered to assure access for the uninsured, the homeless, and other catego- 
ries of underserved people. 

r 

Other problems related to a physician surplus: 

There are other developments that exacerbate the issue of medical school 
enrollment. The numbers of graduates of baccalaureate education have dimin- 
ished considerably. In part, this is a reflection of lowered birth rates 
in previous decades, but in addition, a smaller proportion of high school 
students are completing four years of college (Table 8). In addition, a 
smaller percentage of college graduates are opting to pursue careers in 
medicine. 

In 1975, 42,303 students applied to allopathic medical schools (Table 9). 
Of these, 15,365 were accepted. In 1985, only 32,893 students applied, 
almost 10,000 fewer applicants, but 17,228 were accepted./19 Thus, in 
one decade, the chances of being accepted into medical scK1 increased 
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from 1:3 to better than 1:2. If trends of the past several years persist 
(Figure D), by 1992 our medical schools will be accepting four out of every 
five applicants. Based on analyses of the aptitude test scores and cumula- 
tive grade point averages of the applicants since 1984, such a high accep- 
tance rate will mean reduced average scholastic achievement levels among 
those who enter medical school (Figures E, F, and G). Already, there is 
growing concern that by the objective measures of scholastic ability, the 
quality of medical students is declining. It is therefore essential that 
medical schools exercise increased. vigilance in fulfilling their responsi- 
bility that graduates meet high standards of quality. 

While the number of physicians entering graduate medical education (GME) 
has slowly increased in recent years, the number of first year residency 
positions has not kept pace (Figure H). Cutting back residency programs in 
numbers and size has reduced the chcices for graduating students in select- 
ing among the specialties (Table 10). The competition for residency posi- 
tions has become more intense and has been heightened by the growing num- 
bers of US citizens who have graduated from foreign medical schools 
(USFMGs). Changes in funding of graduate medical education threaten to 
limit further the availability of residency positions. Such a denial of 
training opportunities, which are essential prerequisites for medical 
licensure, is both wasteful and inappropriate. If the supply of physicians 
is to be curtailed, reductions should best be made early in the long medi- 
cal education pipeline, rather than after the expenditure of vast amounts 
of public and private funds to educate and train excessive numbers of both 
allopathic and osteopathic physicians. Further, it is unconscionable to 
deny essential training opportunities to medical school graduates after 
they have already invested four additional years of time, money, and effort 
(along with large amounts of direct and indirect support from taxpayer 
funds) beyond that required to obtain the baccalaureate degree. 

What steps have been taken in anticipation of the predicted surplus? 

Most of the GMENAC's recommendations that were intended to stem the tide of 
physicians entering the system have not been implemented. A principal 
recommendation that the College supported was to reduce the size of the 
aggregate entering class to US medical schools by 1984. Although class 
size of allopathic schools has begun to level off in the past few years 
(Tables 4 and 5), the overall production in this decade has not been signif- 
icantly below that which GMENAC warned would lead to an oversupply. 

There have been some changes in public policy that constitute disincentives 
to the appointment of FMG's to residencies, and there is already evidence 
of a downturn in USFMGs entering graduate medical education. /19 Also, 
it appears that fewer US students are now going abroad to study medircine. 
Whether these trends will continue and will have any impact will not be 
evident for several years. However, unless the imnigration of alien physi- 
cians is curtailed and US citizens no longer see attendance at a foreign 
medical school as a viable alternative pathway to admission to an accredit- 
ed* program of medical education, efforts to restrict US medical school 
enrollments will be of little avail in attempting to curtail the surplus. 
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POSITION 

1. The American College of Physicians recommends that all allopathic and 
osteopathic medical schools participate in a national initiative to 
achieve an overall reduction (below 1986-87 levels) of six to twelve 
percent in entering medical school class size by the year 1992. The 
national goal should be to achieve a reduction of 2-4% in 1988 2-4% 
more in 1990 and 2-4% more in 1992 However, in no event khould 
there be reductions in enrollment; of qualified students from 
underrepresented minority groups (Blacks, Hispanics and Native Ameri- 
cans). 

RATIONALE 

Any system-wide plan for the nation's future supply of health professionals 
must be coordinated among all 127 allopathic and 15 osteopathic institu- 
tions. In the interest of both optimum patient care and cost-containment, 
it is in the nation's interest to restrict the 'pool of practicing physi- 
cians to a size and distribution that is concordant with the need for their 
services. Since market forces alone will not achieve this balance, it will 
be up to the producers (i.e., the educators) to regulate the supply. 

A range of 6-12% is chosen as a target for reductions in class sizes that 
are both reasonable and feasible. GMENAC's primary recommendation was that 
the entering class enrollment in 1984 and thereafter be reduced by either 
10% relative to the 1978-79 enrollment, or by 17% relative to the enroll- 
ment in 1980-81. 
around 60,000. 

Total enrollment would then have stabilized eventually at 
Had that been accomplished, we would have had almost 12,000 

fewer students in school in September 1987. The only way that such a drop 
in the pool of future practitioners could now be achieved would be by dras- 
tic and unreasonable measures to slash the 1987 entering class size by 
75%. 

A more moderate approach would be to reduce the nation's entering medical 
school class sizes by 2-4% below the level of the previous entering class 
in three successive two-year steps in order to achieve in the 1990's a 
reduction more in line with the GMENAC recommendations. If a 3% reduction 
were applied every other year beginning in 1988, when the combined first 
year enrollment is now anticipated to be 18,425 (Table 4), by 1992 the 
entering class size would be reduced to 16,887, and by 1993 total enroll- 
ment would be approximately 66,536 (Table 5). This would still be above 
the GMENAC recommendations, but would achieve a reduction in medical school 
enrollments of approximately 5,000. 

*Accredited by the Liaison Committee on Medical Education (LCME) or the 
American Osteopathic Association (AOA). 
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Furthermore, a process would be set in motion that could be extended at an 
increased or decreased pace beyond 1992 in order to forestall some of the 
future surplus. Midcourse adjustments could be made according to findings 
of further manpower assessments. The Council on Graduate Medical Education 
(COGME) would be an appropriate body to adjust these targets and carry out 
such analyses, but independent professional groups (e.g., specialty socie- 
ties, education groups, researchers and others) could also execute their 
own studies and should be consulted by the Council. 

Stepwise reductions would allow schools to contract at different rates, 
each of which would reflect intrinsic differences as well as differential 
responses to local, regional, and national influences. Schools that are 
experiencing significant decreases in application rates or are facing fis- 
cal problems because of state and federal constraints on governmental con- 
tributions to finances have a very natural and pragmatic reason to reduce 
class size. Some schools have already responded to these pressures and are 
reducing their enrollments. Reductions that are already underway should be 
credited to these schools' contributions to the g.oal. Other schools, some 
with an overabundance of applicants and some with budgetary dependency on 
tuition would not necessarily be relieved by decreased enrollment. For 
these schools, reductions in class size might be considered counterproduc- 
tive. The Z-4% goal could be most comfortably achieved by selective reduc- 
tions according to local circumstances. If this did not attain the desired 
target, there would be very minimal disruption if the further reduction of 
admissions were accomplished by cutting one or two acceptances in most of 
the one hundred and forty-two schools. 

If each of the schools were to reduce enrollment by two students in each 
first year class over the next six years, a decrease of slightly more than 
9% would be realized by 1992. Since some schools have already committed to 
larger reductions, schools that have not changed their class size could 
participate in the aggregate plan by accepting one less student in 1988. 
For some schools, a reduction of such magnitude would amount to nearly 3% 
of the class, but for others it would mean less than l/2 of 1%. While 
uniform, across-the-board reductions of equal numbers or percentages would 
be unreasonable, a phased, differential, collective approach would be both 
reasonable and feasible. 

The rapid growth of medical schools in size and number and the vast expan- 
sion in faculties under pressure to garner earnings through clinical prac- 
tice plans, have resulted in distortions of the teaching programs and a 
reduction in the availability of sufficient numbers of qualified faculty 
members. When there is not the critical mass of "clinical material" nor 
faculty talent to achieve the maximum in learning for the students exposed 
to such circumstances, they are cheated, and those for whom they care suf- 
fer the consequences. Since medical education is chiefly funded by the 
nation's populace, the public has the right to expect a high quality prod- 
uct from this very expensive process of professional development. During a 
period of retrenchment, fiscal and educational realities may dictate the 
inevitability of closing or merging some schools. 

Historically, Blacks, Hispanics and Native Americans have been 
underrepresented in medical schools and in the medical profession relative 
to their proportion of the total population. Although the proportion of 
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minority medical students from Black and Hispanic groups increased during 
the period of rapid expansion of medical school enrollments (mid-1960s to 
the mid-1970s), this progress has eroded during the past decade /21. 
Between 1975-76 and 1986-87, the proportion of minority applicants Ee 
from 7.2 to 10.2% of all applicants, but the acceptance rate, percent of 
all acceptees, and the absolute number of first year enrollees for minori- 
ties have shown only modest increases (Tables 11 and 12)./22,23 

Although it is extremely difficult to identify students who will eventually 
serve the medical needs of underserved groups or who will practice in 
underserved areas, there is some evidence that students from underserved 
areas and from minority groups are more likely than others to locate and 
practice in underserved areas. /24-26 In addition, the American College 
of Physicians believes that there should be equality of opportunity for 
careers in medicine and that increasing representation of underrepresented 
minority groups in medical schools and in the profession should be a high 
priority national goal. Accordingly, to ensure that medical school class- 
es and opportunities for medical careers are more reflective of the popula- 
tion at large, and because of the urgent need to address the health care 
needs of underserved groups, reductions in medical school enrollments 
should be made primarily from the first-year enrollment of students who are 
not from underrepresented minority groups , and there should be no reduction 
in minority enrollments below the absolute levels of 1986-87. Indeed, the 
College believes that affirmative action programs should be expanded and 
the number of minority students should be increased above current levels. 

Collaboration among numerous professional, public, and private groups will 
be necessary to achieve these goals. A task force composed of deans of 
allopathic and osteopathic medical schools chosen by the Association of 
American Medical Colleges and the Association of Colleges of Osteopathic 
Medicine could be appointed to develop an overall plan to achieve the pro- 
posed stepwise reductions. Regional coalitions or task forces could sup- 
port the work of the national task force. Once a plan and approach is 
devised it should be broadly disseminated so that all professional socie- 
ties, governmental agencies, and educational groups can comment. Such 
coordination would be especially relevant to the mission of CoGME as well 
as to the LCME, AOA, and the ACGME. It would be especially important for 
the schools to agree upon a date each year by which the institutions would 
announce their enrollment ceilings for each of the next three years. This 
would allow for the overall plan to be continually adjusted and would (1) 
provide sufficient lead time to make mid-course adjustments, (2) avoid 
drastic fluctuations, and (3) permit fine-tuning in response to better 
knowledge about needs and supplies. 

POSITION 

2. No new medical schools (allopathic or osteopathic) should be estab- 
lished, and no existing schools should increase their class size. 
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RATIONALE 

There has been a major expansion in the size of 
tion system since the early 1970s. In 1970, 
medical schools with a total enrollment of less 
total enrollment in osteopathic medical schools 
1985, there were 127 allopathic medical schools 
more than 66,600 students, and there were 15 

the nation's medical educa- 
there were 103 allopathic 
than 40,500 students. The 
was then about 2,150. By 
with a total enrollment of 
osteopathic schools with a 

total enrollment of around 6700 (Table 5). These institu.tional resources 
are already producing more physicians than are needed. By the time that 
any more could be established and begin to operate, the schools currently 
in existence would be able to accommodate 80% of all applicants. Thus, 
increasing the number of institutions in the medical education establish- 
ment will only serve to compound the looming oversupply of physicians and 
will lead to further deterioration of academic standards. 

All schools have unique circumstances. Some have a demonstrable record of 
contributing the majority of the next generation.of teachers and research- 
ers. Some schools afford minority students access to professional educa- 
tion that is especially relevant to their cultural needs and those of the 
region and nation. A few medical schools meet regional needs where sparse 
populations and health care centers require the staffing by specialists 
that are needed for faculty. All of the exceptional institutions should be 
encouraged to continue their special functions at an enrollment level that 
acknowledges their special contribution to the supply of physicians, but 
also at the same time contributes to the solution of the problem of oversup- 
PlY. As some medical schools reduce enrollment, they should consider shar- 
ing resources or merging their clinical campuses while maintaining preclini- 
cal instruction at the current university campuses. Centers, such as the 
Washington-Alaska-Montana-Idaho (WAMI) program, the branch campus model 
used in Kansas, Oklahoma, and Illinois, and the various Area Health Educa- 
tion Centers (AHECS) have all shown that cost-effective, educationally 
sound approaches can be developed in regions in which loci of clinical 
excellence are effectively and efficiently used for teaching. Such pro- 
grams can produce highly qualified physicians and nonphysicians who serve 
the region after graduating from a single centralized clinical campus. For 
those states and regions that have overbuilt their medical school networks, 
it is conceivable that analogous models could be established so that an 
overall reduction in students could be accomplished while still meeting the 
needs of the regions, students, and universities that have come to depend 
on the established medical schools. 

In times of fiscal austerity, trade-offs must always be made in allocating 
limited public financial resources. Thus, the large amounts of public 
funds that would be consumed if there were expansion of the nation's medi- 
cal school capacity would be obtained primarily at the expense of funding 
for other public programs. In view of the pending physician surplus and 
the potential for improving the organization of the existing medical educa- 
tional system, it is unjustifiable to contemplate the construction of any 
new medical schools or to sanction further expansion of existing schools. 
The only exceptions to an absolute ban on medical school expansion should 
be to permit those few schools that serve predominately minority students 
( i.e., Meharry, Morehouse, Howard, and Drew) to increase their intake of 
minority students. 
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CONCLUSION 

Despite substantial changes affecting the organization and delivery of 
health care and past warnings of a major imbalance between the supply and 
the need for physicians, American medical schools have continued to produce 
numbers of graduates that are in excess of national needs. Thus, the na- 
tion is faced with an impending surplus of physicians that may substantial- 
ly exceed the levels predicted in 1980. Further, as medical schools main- 
tain or increase their enrollments in the face of a declining applicant 
pool 9 the quality of medical school students would decrease. These trends 
may seriously jeopardize the quality of future medical care, particularly 
in light of the inability of the medical marketplace to deter the 
overprovision of medical services. The College is especially concerned 
that an excessive supply of physicians could result in increased provision 
of unnecessary and inappropriate services. 

Consequently, we urge that all medical schools, with the exception of those 
that have a predominantly minority student enrollment, participate in a 
national initiative to cut back on the size of their entering classes. No 
schools should reduce enrollment of underrepresented minority groups below 
the absolute levels of 1986-87. The College can find no 
any of the existing schools to increase the size of their 
regardless of age, location, or other special features. 
need to close or merge with others. 

justification for 
entering classes, 
Some schools may 

We have proposed a national target of a 6-12% reduction in entering class 
size below current levels. Recognizing that an abrupt change of this magni- 
tude could cause severe disruptions at some medical schools, we have pro- 
posed that the reductions be implemented in phases of Z-4% every other year 
so that the overall goal might be achieved by 1992. Schools that have 
already begun reducing their class sizes should credited for their efforts, 
and should not be expected to achieve the full target in addition to past 
reductions. Further, recognizing the critical need to address the health 
care needs of underserved groups, the importance of assuring opportunities 
for medical careers that reflect the population as a whole, and recent 
trends indicating a decline in progress toward achieving more representa- 
tive medical school classes, we recommend that the reductions in entry 
class sizes be achieved entirely by reducing the numbers of nonminority 
students. Failure to address the growing physician surplus now will mean 
that the surplus will continue to grow, that countless dollars will be 
unnecessarily expended to obtain medical educations, and that tens of thou- 
sands of young physicians in the future will be frustrated in their career 
goals. 
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GMENAC PROJECTIONS 

TABLE 1 

Aggregate Physician Supply and Requirements: 
1979, and Estimales for 1990 and 2000 

1978 1990 2000 

Physician Supplya 374,800 535.750 642,950 

Physician Requirementsb 418.550 466,000 498,250 

Surplus (Shortaqe) (43.750) 69.750 144,700 

“Includes all professionally actwe physrcians (MDs and DOS) togetner wrth 0.35 01 all resiaents and lellows in tramtng in 
the year mdrcated. The 1990 and ZOGU figures assume that U.S. 8lrop8thrc rnedrcal school trrst-year CnrOllment wrll 
increase 2.5 percent per year until 1962-63 for a tool mcrease 01 10 percent over the 1976-79 enrollment Of 16.501. end 
tnen will remam level at 16.151. lhat U.S. osteooathrc medical school enrollment wrll increase 4.6 percent Per year until 
7987-68 for a total increase or 41 percent Over me 1978-i9 number of 1.322. 8nO then will remain level 8t 1.866. and that 
FMGs will be 8Cded to rne resrdency poet a: the rate of 3.100 oer year in 1979-60. increase to 4,100 per year by 1963. and 
then remam level. (Csse 2. Frgure 2) All suooly data in the followmg t8bleS have been calcul8led using these 
assumptions. 

‘The 19i9 and 2ooO figures on requirements are extrapolated born the 1990 calculated requirements Simply On the bssrr 
of the population drtferences rn the 3 years. 

TABLE 2 

Aggregate Physician Supply, Total U.S. Population, 
and Physician-to-Population Ratio:1978, and 

Estimates for 1990 and 2000 

Percent Percent 
1978 1990 Increase 2000 Increase 

(1978-1990) (1978-2000) 

Population 
(thousands) 218,717a 243,513b 1 1% 260,378b 19% 

Physician Supplyc 374,800 535,750 43% 642.950 72% 

PhysiciaM00.000 
population 171 220 28% 247 :40/o 

*U.S. Census. Senes P-25, Numoer 666. Currenf Popurarron Reporrs. “Esltmates of U.S. Populatron to May 1. 1960.” 
issued July 1960. 

bU.S. Census. Serves P-25. Number 704. Currenf Popu18rion Reporrs. “projectron of PoPulatlOn Of United States. 
:977-2050.” issued July 1977. 

’ Assumottons are stated in lootnote “a” to Table 1 above. 
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TABLE 3 

NUMBERS OF GRADUATES 
U.S. MEDICAL SCHOOLS 

1976-1994 

YEAR TOTAL 

1976-77 14,515 
1977-78 15,364 
1978-79 16,000 
1979-80 16,194 

1980-81 16,818 
1981-82 17,002 
1982-83 17,141 
1983-84 17,614 

1984-85 17,793 
1985-86 17,685 
1986-87 17,440 

PROJECTIONS (CURRENT TRENDS)* 

1987-88 18,012 
1988-89 18,210 
1989-90 18,254 
1990-91 18,015 

1991-92 17,955 
1992-93 17,504 
1993-94 17,504 

ALLOPATHIC OSTEOPATHIC 

13,607 908 
14,393 971 
14,996 1,004 
15,135 1,059 

15,667 1,151 
15,985 1,017 
15,824 1,317 
16,327 1,287 

16,319 1,474 
16,125 1,560 
15,830 1,610 

16,349 1,663 
16,560 1,650 
16,616 1,638 
16,376 1,639 

16,316 1,639 
15,865 1,639 
15,865 1,639 

PROJECTIONS (3% REDUCTION IN FIRST-YEAR ENROLLMENT IN 1988, 1990 & 1992)” 

1987-88 18,012 16,349 1,663 
1988-89 17,733 16,083 1,650 
1989-90 17,578 15,940 1,638 
1990-91 17,515 15,877 1,638 

1991-92 17,050 15,462 1,588 
1992-93 17,050 15,492 1,588 
1993-94 16,540 14,999 1,541 

* Projections calculated by the ACP based on trend data indicating that 
approximately 95% of first-year students graduate four years later. 

Sources: Selected JAMA Medical Education Issues, 1976-1987; American 
Association of Colleges of Osteopathic Medicine Annual Statistical 
Report, 1986; and personal communications with A&&7. 
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TABLE 4 

FIRST-YEAR ENROLLMENT* 
. . DI CAL SCHOOLS 

1976-77 to 1993-94 

YEAR TOTAL ALLOPATHI C 

1976-77 16,755 15,667 
1977-78 17,297 16,134 
1978-79 17,942 16,620 
1979-80 18,440 17,014 

1980-81 18,700 17,204 
1981-82 18,902 17,323 
1982-83 18,912 17,230 
1983-84 18,921 17,175 

’ 1984-85 18,742 16,992 
1985-86 18,666 16,929 
1986-87 18,503 16,779 

PROJECTIONS (CURRENT TRENDS)** 

1987-88 18,438 16,713 
1988-89 18,425 16,700 
1989-90 18,425 16,700 
1990-91 18,425 16,700 

1991-92 18,425 16,700 
1992-93 18,425 16,700 
1993-94 18,425 16,700 

OSTEOPATHIC 

1,088 
1,163 
1,322 
1,426 

1,496 
1,582 
1,682 
1,746 

1,750 
1,737 
1,724 

1,725 
1,725 
1,725 
1,725 

1,725 
1,725 
1,725 

PROJECTIONS (3% REDUCTION IN FIRST-YEAR ENROLLMENT IN 1988, 1990 & 1992)** 

1987-88 18,438 16,713 1,725 
1988-89 17,948 16,276 1,672 
1989-90 17,948 16,276 1,672 
1990-91 17,410 15,788 1,622 

1991-92 17,410 15,788 1,622 
1992-93 16,887 15,314 1,573 
1993-94 16,887 15,314 1,573 

* First-year enrollments include students repeating or re-entering the 
first year. 

** Projections by the American College of Physicians. The projections 
reflecting a 3% reduction in first-year enrollment in 1988, 1990 & 1992 
are provided as one example of the potential impact of the ACP recom- 
mendation for 2-4% reductions every two years beginning in 1988 to 
achieve the goal of a 6-12% reduction in first-year enrollments by 1992. 

Sources: Selected JAMA Medical Education Issues, 1976-1987; American 
Association of Colleges of Osteopathic Medicine, Annual Statistical 
Report, 1986; and personal communications with AAMC and AACOM, 1987. 
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l-ABLE 5 

TOTAL ENROLLMENT 
U.S. MEDICAL SCHOdLS 

1976-77 to 1993-94 

YEAR TOTAL 

1976-77 61,937 
1977-78 64,382 
1978-79 66,975 
1979-80 68,766 

1980-81 69,401 
1981-82 71,789 
1982-83 72,708 
1983-84 73,655 

1984-85 73,637 
1985-86 73,212 
1986-87 72,782 

PROJECTIONS (CURRENT TRENDS)* 

65,497 4,904 
66,485 5,304 
66,886 5,822 
67,443 6,212 

67,090 6,547 
66,604 6,608 
66,142 6,640 

1987-88 72,463 65,735 6,728 
1988-89 71,811 65,107 6,704 
1989-90 71,577 64,885 6,692 
1990-91 71,502 64,809 6,693 

1991-92 71,489 64,796 6,693 
1992-93 71,489 64,796 6,693 
1993-94 71,489 64,796 6,693 

ALLOPATHIC OSTEOPATHIC 

58,266 3,671 
60,456 3,926 
62,754 4,221 
64,195 4,571 

PROJECTIONS (3% REDUCTION IN FIRST-YEAR ENROLLMENT IN 1988, I990 & 1992)* 

1987-88 72,463 65,735 6,728 
1988-89 71,348 64,696 6,652 
1989-90 70,652 64,063 
1990-91 

6,589 
69,591 63,101 6,490 

1991-92 68,594 62,204 6,390 
1992-93 67,565 61,271 6,294 
1993-94 66,536 60,338 6,198 

* Projections of total enrollments were calculated by the ACP by adding 
the expected first-year enrollments for the four previous years and 
multiplying the resulting total by 97% (the historical relationship of 
1979-86). The projections reflecting a 3% reduction in first-year 
enrollment in 1988, 1990 & 1992 are provided as one example of the 
potential impact of the ACP recommendation for 2-4% reductions every two 
years beginning in 1988 to achieve the goal of a 6-12% reduction by 1992. 

Sources: Selected JAMA Medical Education Issues, 1976-1987; American 
Association of Colleges of Osteopathic Medicine, Annual Statistical 
Report, 1986; and personal communications with AAMC and AACOM, 1987. 



TABLE 6 

Projections of the Bureau of Health Professions 

Active Supply of Selected llcalth Personnel, 
Estimated 1984 and Projected 1990-2000 

llcal th Occupation . . 1984 

Percent Change 
Active Supply i 9ak 1984- 1984- 

1990 1995 2000 1990 1995 2000 

Physicians 
Al 1 opatlric (ND) 
Osteopathic (Do) 

Podiatrists 
Dentists 
Optometrists 
Pharmacists 
Veterinarians 
Registered Nurses 

Physiciane 
All opathic (HD) 
Osteopathic (Do) 

Podiatrists 
Delrtists 
Optometrists 
Pharmacists 
Veterinarians 
Registered llursee 

501) 200!_/ 
48 1) SOOY 

19 ) 700_!! 
9) 7OO.U 

137,950 
. 23,600 
157,000 
42,600 

1,453,900 

587 ,700 64 5 ,500 696,600 17.3 28.0 39.0 
559,500 611,100 656,100 16.2 26.9 3h.3 

28,200 34 400 ) 40 ,400 43.1 74.6 105.1 
12,700 15,000 17,100 30.9 54.6 76.3 

150,800 156,800 16 1 ) 200 9.3 13.7 16.9 
25,500 27 ,500 29) 700 8.1 16.5 25.8 

170, a00 ial ,200 188,200 8.8 15.4 19.9 
50,400 56,800 62,700 18.3 33.3 47.2 

1,739,lOO 1,932,lOO 2,079,400 19.6 32.9 43.0 

Practitioners Per 

202.411 
194 .6!! 

235.4 

7.8!! 
224.1 

4.211 
11.3 

5.1 
58.0 60.1 

9.9 10.2 
66 .o 68.1 
18.0 20.1 

613 695 

100,000 Population 

240.7 259.9 16.3 22.9 28.4 
235.5 2fl4. 9 15.2 21.0 25.R 

13.3 15.3 44 . 9 70.5 96.2 
5.8 6 .4 21.4 38.1 52.4 

60.2 60.0 3.6 3.8 3.4 
10.6 11.1 3.0 7.1 12.1 
69.6 70.0 3.2 5.5 6.1 
21.9 23.3 11.7 21.7 29.4 

743 775 17.4 21.2 26.4 

l_/ 1983 Data 

SUJRCE: Bureau of Health Professions, Fifth Report to the President and Congress on the Status of 
Health Personnel in the United States, March 1986 

I 

Y 
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TABLE 7 

ECFMG CERTIFICATES ISSUED ANNUALLY 
to U.S. FMGs and Foreign National FMGs 

YEAR USFMGs w FN FMGs 0) TOTAL 

1977 384 4.7 6,252 94.2 6,636 
1978 418 8.4 4,548 91.6 4,966 
1979 491 10.2 4,326 89.8 4,817 
1980 655 11.4 5,101 88.6 5,756 
1981 1,127 16.0 5,936 84.0 7,063 
1982 1,304 19.4 5,427 80.6 6,731 
1983 1,442 20.2 5,685 79.8. 7,127 
1984 1,524 20.0 6,110 80.0 7,634 
1985 1,042 23.0 3,542 77.0 4,584 
1986 644 18.0 2,941 82.0 3,585 
1987 770 20.2 3,035 79.8 3,805 

Source: Educational Commission For Foreign Medical Graduates, Outlook, 
Winter 1987 and personal communication with ECFMG. 
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TABLE 8 

NUMBER OF BACHELOR DEGREES AWARDED, APPLICANTS TO AND FIRST-YEAR ENROLLEES OF 
U.S. ALLOPATHIC MEDICAL SCHOOLS 

1973-74 to 1990-91 

Year 

Bachelor 
Degrees 
Awarded 

Medical 
School 
Applicants 

First 
Year 
Enrollees 

1973-74 945,776 40,506 14,185 
1974-75 922,933 42,624 14,963 
1975-76 925,746 42,303 15,351 
1976-77 919,549 42,155 15,667 
1977-78 921,204 40,569 * 16,134 
1978-79 921,390 36,636 16,620 
1979-80 929,417 36,141 17,014 
1980-81 935,140 36,100 17,204 
1981-82 952,998 35,727 17,320 
1982-83 970,000 * 35,730 17,230 
1983-84 970,000 * 35,200 17,175 
1984-85 960,000 * 35,944 16,992 
1985-86 945,000 * 32,893 16,929 
1986-87 935,000 * 31,323 16,779 

1987-88 927,000 * 16,219 * 
1988-89 927,000 * 16,209 * 
1989-90 927,000 * 16,209 * 
1990-91 922,000 * 16,212 * 

* Estimate/Projection 

Sources: Bachelor Degrees Awarded 1973-74 to 1990-91: U.S. Department of 
Education , National Center for Education Statistics, 1985 
Edition. 

Medical School Applicants and First-Year Enrollments: Selected 
JAMA Medical Education Issues, 1976-1986. 
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TABLE 9 

-Applications to US Medical Schools Over 20 Years 

Applicants 
Total No. of Applications Accepted Acceptance Pfrst-Year 

Year Applicants* Applications* per Person* Applicants* Ratlo* Enrollment 

1966-1967 18250 67 627 4.0 9123 2.0 8964 

1971-1972 29 172 210943 7.2 12335 2.4 12361 

1976-1977 42155 372 282 6.6 15774 2.7 15667 

1960-196lt 36100 330 668 9.2 17146 2.1 17204 

1961-1982 36 727 339 975 9.3 17266 2.1 17320 

1962-l 963 35 730 334 697 9.4 17294 2.1 17230 

19831984 35 200 319340 9.1 17209 2.0 17 175 

1964-i 985 35 944 331937 9.2 17194 2.1 16992 

1965-l 986 32 893 307 427 9.3 17228 1.9 16929 

1986-l 987 31323 295 744 9.4 17092 1.8 16779 

l 9ource: Medical Schod Admission Requirements. Washington, DC. Association o! American Medical Colleges. 
TPonce, Puerto Rico, and South Dakota did not provide first-year enrollment; 1979-1980 figures were used for these 

schools. 

JAMA, Aug 28,1987-Vol258, No. 8 



FAMILY PRACTICE 2370 72.9 78.4 2362 74.4 82.1 2353 71.0 61.0 2359 75.0 85.0 2372 66.5 60.0 2390 70.3 62.0 2395 72.2 62.6 
GENERAL PRACTICE 0 -a- ___ 0 ___ ___ 0 ___ a-- 0 mm_ se_ 0 ___ ___ 0 --- w-w 0 ___ ___ 
INTERNAL MEDICINE 6129 70.6 79.9 6260 71.6 83.8 6276 72.0 86.0 6579 73.0 88.0 6736 74.2 90.5 6912 72.3 66.6 7076 67.6 02.3 
PEDIATRICS 1833 67.7 76.3 1810 66.5 81.5 1795 66.0 85.0 1915 66.0 88.0 1699 67.6 69.0 1944 70.3 66.6 2009 66.0 66.1 
OBSTETRICWGYN 1008 80.4 91.3 1035 81.3 92.9 1010 80.0 95.0 1014 83.0 97.0 1021 61.1 94.9 1048 62.6 92.9 1031 80.3 89.9 

PSYCHIATRY 923 53.0 56.6 922 50.7 65.4 867 57.0 70.0 879 57.0 75.0 902 66.5 61.9 932 69.8 63.9 907 68.4 63.6 

MEDICAL SPECIALTY 109 40.4 42.2 109 45.9 50.5 97 59.0 66.0 90 62.0 7i.0 91 69.2 73.6 80 55.0 65.0 
DERMATOLCGY 8 75.0 75.0 9 66.7 66.7 6 100.0 100.0 6 83.0 63.0 5 100.0 100.0 9 55.6 55.6 
NEUROLOGY 74 32.4 35.1 72 41.7 46.6 67 51.0 57.0 59 51.0 61.0 59 59.3 62.7 50 44.0 56.0 
OPIITRALM3LGGY 27 51.9 51.9 28 50.0 50.0 24 71.0 83.0 25 84.0 92.0 27 65.2 92.6 21 61.0 65.7 

GENERAL SURGERY 2407 73.5 83.6 2340 75.9 67.4 2274 75.0 00.0 2330 79.0 90.0 2310 80.6 66.9 2322 77.3 85.9 

73 68.5 60.6 
7 65.7 65.7 
47 63.8 76.7 
19 73.7 84.P & 

I 
2282 74.6 63.1 

SURGICAL SPECIALTY 
NEUROSURGERY 
ORTHOPEDIC SURG 
OTOLARYNGGLGGY 
UROLOGY 
PLASTIC SURGERY 

431 02.6 87.9 
45 75.6 06.7 
250 94.0 97.6 
52 75.0 78.8 
04 54.0 65.5 

553 88.6 93.7 554 88.0 95.0 532 88.0 96.0 530 87.0 96.0 504 69.3 96.0 537 07.3 97.0 
40 92.5 95.0 48 83.0 88.0 35 71.0 77.0 35 82.9 68.6 31 67.1 93.5 32 84.4 67.5 
305 94.1 99.0 318 92.0 99.0 334 88.0 97.0 329 07.2 96.8 342 69.6 100.0 304 (11.2 ".B 
96 90.6 93.8 61 89.0 99.0 47 91.0 96.0 46 134.6 67.0 42 92.9 95.2 40 J5.U 97.5 
107 70.1 78.5 104 77.0 87.0 111 93.0 98.0 . 112 69.3 95.5 83 65.5 92.8 74 69.2 95.9 
5 80.0 80.0 3 67.0 67.0 5 100.0 100.0 6 75.0 75.0 6 100.0 100.0 7 100.0 100.0 

SUPPORT SPECIALTY 
ANESTHESIOLGGY 
EMERGENCY MED 
PATBOLOGY 
PHYSICAL MEDICINE 
PREVM 
DIAGNOSTIC RADIOL 
THERAPEUTIC RAD. 
NUCLEAR MEDICINE 

1672 52.5 57.4 1566 56.3 63.5 
526 55.3 61.4 507 67.7 75.5 

574 42.5 45.6 557 42.4 49.9 
105 35.2 46.7 92 39.1 44.6 

303 76.0 79.6 336 74.7 80.7 
04 17.9 25.0 72 20.8 29.2 

1558 70.0 79.0 
437 76.0 03.0 
190 88.0 99.0 
404 55.0 67.0 
92 61.0 70.0 

292 66.0 93.0 
52 27.0 42.0 
11 0.0 0.0 

1546 74.0 83.0 1468 72.0 61.7 1449 69.5 79.4 lb47 70.6 60.4 
427 86.0 90.0 375 90.4 93.1 330 61.2 64.6 323 77.1 61.1 
209 90.0 98.0 234 94.4 99.1 270 69.6 90.5 298 86.6 100.0 
479 55.0 69.0 468 40.6 60.0 477 41.3 5P.9 47x 44.4 56 6 
105 62.0 70.0 07 71.3 63.9 76 80.8 87.2 76 66.8 94.7 
2 0.0 0.0 6 50.0 50.0 8 12.5 62.5 6 25.0 50 ~7 

291 87.0 93.0 263 63.3 69.7 265 84.2 90.9 256 65.7 92.6 
30 43.0 47.0 33 69.7 75.6 21 61.9 66.7 13 04.6 92 3 
3 33.0 33.0 2 0.0 0.0 0 0.0 0.0 0 0.0 0.0 

TRANSITIONAL 1449 74.7 79.3 1343 74.4 62.6 1168 74.0 84.0 1213 76.0 87.0 1206 60.6 90.0 1189 75.9 66.0 

TOTAL 18331 69.4 77.2 18300 71.2 81.7 17952 72.0 85.0 I 18457 74.0 67.0 10535 74.2 80.0 16770 73.3 66.0 

1210 60.5 89.6 

19047 71.4 84.1 

1981 1962 1983 1984 1965 1986 1987 

POSITIONS FILLED POSITIONS FILLED POSITIONS FILLED 
OFFERED OFFERED OFFERED 

IUS XTOT XUS XTOT XUS XTOT 

WITIONS FILLED POSITIONS FILLED POSITIONS FILLED POSITIONS FILLED 
)FFERED OFFERED OFFERED OFFERED 

XUS XTOT XUS XTOT XUS XTOT XUS XTGT 

POSITIONS OFFERED AND FILLED IN THE MATCII BY US GRADUATES AND TOTAL APPLICANTS 
FROM 1981 THROUGH 1987 

TABLE 10 

(PERCENTS MAY NOT ADD TO 100 DUE TO ROUNDING) 

SOURCE: National Resident Matching Program, NRMP Data, April 1987 
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TABLE 11 

Applicants and Acceptees to the 1975 through 1986 
Entering Classes by lfndcrrcprescnted Minority 6rouPs 

Nunber and Percent of Total Class 

Amlicrnts kcceptees Percent 
Enterihq Year _ No. .' : No. I Accepted - 

All Underrepresented Minorities 

8.5 
8.3 
8.3 
8.2 
8.5 
8.5 
8.7 
8.4 
8.5 
8.9 

43 
40 
40 
41 
43 
43 
42 
42 
43 
43 
46 
i7 

:*: 
8:1 

;*: 
914 

;:; 

;*: 
10:1 
10.2 

1975-76 3.049 
1976-77 3,323 
1977-78 3,299 
1978-79 3.321 
1979-80 3,380 
1980-81 3,381 
1981-82 3,541 
1982-83 3,453 
1583-84 3,440 
1984-85 3,578 
1985-86 3.321 
1986-87 3.203 

1975-76 2,288 
1976-77 2,523 
1977-78 2,487 
1978-79 2,564 
1979-80 2.599 
1980-81 2.594 
1981-82 2,644 
1982-83 2,600 
1983-84 2.558 
1984-85 2,620 
1985-86 2.428 
1986-87 2,388 

1975-76 132 
1976-77 128 
1977-78 122 
1978-79 133 
1979-80 151 
1980-81 147 
1981-82 160 
1982-83 137 
1983-84 161 
1984-85 150 
1985-86 125 
1986-87 121 

1975-76 427 
1976-77 460 
1977-78 487 
1978-79 433 
1979-80 457 
1980-81 449 
1981-82 515 
1982-83 504 
1983-84 507 
1984-85 555 
1985-86 518 
1986-87 507 

1975-76 202 
1976-77 212 
1977-78 203 
1978-79 191 
1979-80 173 
1980-81 191 
1981-82 222 
1982-83 212 
1983-84 214 
1984-85 253 
1985-86 250 
1986-67 187 

1.308 
1,313 
1.329 
1.358 
1,446 
1.461 
1,499 
1.451 
1,469 
1.533 
1,480 
1,512 

Black American 

41 

:t 
38 
39 
41 
39 
39 
40 
40 
41 
44 

5.4 
6.0 
6.1 
6.9 
7.2 

945 
966 
966 
970 

1.024 
7.2 I.057 
::: 1.037 

1.001 
::: 1.019 

1.049 
::: 1,058 .993 

American Indian 

8:: 57 39 

:*: 
014 

43 55 
64 

014 :-: 

62 

EL! 

X-d . 43 

j3: 

:: 
42 
43 
41 
43 
48 
44 
50 

0.3 

x.: 
0:s 

x:3 

8-i 
0:s 
0.4 8:: 

Mexican American 

::: 
220 
223 ::t 

i-t 
1:6 

::‘6 

::i 

52 

4”; 
56 ::‘2 227 

241 
1.3 267 
1.2 240 

1:4 :*: 

281 

22: 
1.5 286 
1.6 295 
1.6 293 

Mainland Puerto Rican 

8:: t: 
8:: 93 

:*z 
9': 

0:6 113 102 

1.7 

::: 

0.5 

E 

00.; 
0:6 

x-i 
017 

00-i 
0:6 

43 
40 
46 
48 

:: 

:: 
55 
50 

0.6 110 
0.6 117 

8-l 
126 

0:6 
137 
101 

55 
54. 

In 1981-82. the definition, of U.S. citizens was expanded to include students holding permanent resident visas. 
SOURCE: AAK Admission. Action Smnary Report Prepared by AAHC Office of Minority Affairs 1187 
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AMA PROJECTIONS 

FIGURE A 

Projected Change in the Active Physician Population, 
the U.S. Population, and the Physician-to-Population Ratio, 
J985-2000 (Base Projection) 

Percent 
Change 

1985 19‘90 1995 2ooo 19H5-ZOO 

Active Physician 

Population 511,o!x 574.100 631,500 683,ooo 33.6% 

U.S. Population 
(in 1000s) 238,648 249,700 259,600 268,000 12.3 

Active Physician 
Per 100,ooo 
U.S. Population 214.2 229.9 243.3 254.9 19.0 

FIGURE B 

1970 193 Isno 198s 1wo 19s -3Jlm 

- llmn~ Trcndr ____- ear -mm -----* ?.cenarw c 
. . . . . . . . *-n) A ---- scmmo I3 

FIGURE C 

BascProjcctron and Modest Decline Scenario: 
Number of Active Phpcuns per 1W.ooO U.S. Population 

Notes: 

Base Projection assumes number of entrants remains constant at 1985 level throughout the projection period. 

Scenario A assuares that no new FMG physicians enter the active physician population after 1985. 

Scenario B assuoes that the number of first-year US medical students were reduced in 1985 to decrease the 
number of graduates from US medical schools by 5000 in 1989. 

Scenario C assumes that there are no new FMG entrants after 1985 and the number of US graduates is reduced 
by 5000 in 1989. 

- 

Scenario D assumes that US medical school enrollments decline by an addition 100 each year starting in 1985. 

Source: AMA Center for Health Policy Research Q 
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FIGURE D 

40,000 

30,000 

20,000 

10,000 

Number of Medical School 
Applicants and Matriculants 

1960 to 1986 

Matriculants 
*y-*~~~ 

‘.............................cr(’ _.Y’ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
_._.H--* 

I I I I I 

1960 1965 1970 1975 

Source: Tudor C and Beran R. Trends in Medical School Applicants and 
Matriculants. Washington, DC: Association of American Medical 
Colleges, 1987. 

1985 
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FIGURE E 

MCAT Quantltatlve Scorer by Sex for Applicants and Matrlculant8 
1970 and 1986 

Applicants 

30 -.- 1978 Males 
--- 1978 Females ----- 1986 Males 
- 1986 Females 

20 

01 
0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

MCAT Scores 

FIGURE F 

Matrlculant8 

30- -- 1978 Males 
--- 1978 Females 

.------ 1986 Males 
- 1986 Females 

20 - 

MCAT Scores 

Source: Tudor C and Beran R. Trends in Medical School Applicants and 
Matriculants. Washington, DC: Association of American Medical 
Colleges, 1987. 
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FIGURE G 

Overall Grade Point Average of 
Applicants and Matriculants 

1978 and 1986 

I- 
Matriculants 

1986 Applicants 

Below 
201 

2ol- 
2.50 

2.51- 276- 3.01- 3.26- 3.51- 3.76- 
275 3.00 3.25 3.50 3.75 4.00 

Grade Point Average 

Source: Tudor C and Beran R. 
Matriculants. 

Trends in Medical School Applicants and 

Colleges, 1987. 
Washington, DC: Association of American Medical 

Matriculants 
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Source: Graettinger JS. NRMP Data. National Residency Matching Program, 1987. 
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