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Introduct ion/Purpose

The purpose of this report is to use primary care physician (PCP) survegadletzed by the
Association of American Medical CollegeSAMC) in 2009/201Gshortly before théffordable

Care Act was made law, to create baseline data that can be compared to similar survey data once
the Affordable Care Acts fully implemented.The Affordable Care Ads clearly influencing

nearly all aspects of PCP professbactivities. The AAMC survey was not an attempt to

obtain comprehensiieCP dta in depth on single practice/physicratheme.Insteadjt was

aimed atcquiringinformation on several tinees thought to relate to the Affordable Care@ct
objectives. The information on these themes is informative but not comprehensive about any of
the themes. The main theme areas as set forth by the sections of thenstirueentare:

Active in Medicine, Work Arrangements, Activity Levels in Yourrfeipal Practice Site, Patient
Centered Medical Home, Work Preferences, Background, and Addressing Primary Care
Shortages. For the purposes of this report, the survey questions have been reorganized into the
following report divisions:IntroductiorilPurpase, MethodsPhysician Demographic
Characteristics?hysician SatisfactiorPractice Characteristics, Physician Practice Activity and
Characteristicsatient Centered Medical Home, and Ending Comments.

The straighforward purpose of this reportts provide baseline information on nearly all of the
surveyo6s (u e sRCP spacaltids (f.e., famiyy meditineegeneral internal medicine,
and general pediatrics) by th&uralUrbanstatus. By analyzing the data gmésenting the

base surgy information in this report, it preserves a baseline fndnich to compare future post
Affordable Care Actmplementation surveys. This will help to answer parts of the questions
about how health reform hasluencedPCP activities and perceptions. aphs were extensively
used to present the findings so that they will be available to those who want to show portions of
the findings either by themselves for 2009 or in combination with subsequent §ifrdimg

suvey data gathered after the Affordable €actis more fully implemented.



Methods

The survey responses and other linked data for family physi@#&%3 general internists, and
general pediatricians were obtairfesin the AAMC. The AAMC performed the survey with
help from a subcontractoA brief overview of the survey methods is provided here in the
Methodssection A more detailed description of the methods fitbeAAMC is located at the
following web link: http://Rurahealth.und.edu/pdf/aarRD09 physicianprimary-caresurvey
methods.pdf This informationincludesthe sampling, surveying, responses, and weighting
procedures. A copy of the survey questionnatedatedat the following web address:
http://Rurahealth.und.edu/pdibme2009workforce-questionnaire.pdf

As indicated in the AAMC methodology (link abovdjetsurveywa s i néehded i
physicians who provide primary care services. In addition to those in the traditional primary care
specialties, we surveyeghysicians in internal medicine subspecialties pediatric

S ubspeci aregon anlyg dedwith thentriaditional primary care specialties of family
medicine (and those physicians who identified themselves as general practitioners), general
internal medicine, and general pediatrics.

The main methodological components:are

1) Use of 2008 Anerican Medical AssociatiofRMA) Masterfile as the sampling frame
a. Limited tospecialties as indicated above
b. Had valid deliverable address in the U.S.
c. Could be asgned a valicRuratUrbanCommuting Area (RUCA) code
d. Had nocontact restrictions
e. Physicians still in training were excluded (i.e., residents and fellows)
f. Other physicians excluded were those who were retired;retingd, temporarily
not in practice, anthose not active for other reasons
g. The sample size was 9,00@ing due tofiscal constraints
h. Therandomsamplewas selected for eadtratifiedphysician group defined by
several Masterfile variables (e.g., specialype of physicianMassachusetts
practice)i 48 strata
i. Location of practice and preferred mailing address information was used to assign
state and ZIP codein the final data set the ZIP cogeacticeresponse to the
survey ZIP question is used
2) Mailing of questionnairéor the traditionbPCPs
a. After a first mailing to all sampled PCRssecond and third mailing were made to
norrrespondents
b. Survey mailings used professional association letters, postcard reminders, a $2
bill, businessreply return envelope, instructions for completingsbevey onrline
(as an alternative), and third mailing Federal Express/USPS priority delivery
package
c. Data collection ended on February 10, 2010
d. Response survey instruments were scanned into an electronic database through an
optical mark scanner
e. Online datavere merged with the electronic database
AMA PhysicianMasterfile data (e.g., sex and age) were link to the database

P
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g. An SPSS data file was created for analys
3) Response Rates
a. After a first mailing to all sampled PCPs, a second and third mailing weretmade
nonrresponders
b. The response rates adjusted for-gefiverables (e.g., deceased) wegeneral
pediatrics (49.4ercent) family medicine (44.@ercen}, and general internal
medicine (37.Dercen). The response rates for specialties not included in this
report were:obstetrics/gynecology (33perceny, internal medicine
subspecialties (3143ercen), and pediatric subspecialties (3pdrcen). The
complicated compensatory weighting methodologgrafits to adjust for some
aspects offte relatively low response rates (see AAMC methodology document
at:
http://Rurahealth.und.edu/pdf/aarRD09 physicianprimary-caresurvey
methods.pdf
c. Among respondents the item response rates were high
4) Weighting
a. A comparison of the respondents andrbarespondentssing the AMA
Masterfileinformationwas performed. Significanlifferences were found per the
foll owing variables per each of this re
i. Family medicine:degree type, location of medical education, location of
practice, age, and present employment
ii. General internal medicinedegree typepcation of medical education,
and age
iii. General pediatricstocation of medical education, age, and present
employment
b. Weights were constructed and were designed to adjust for:
i. Differences in response rates by specialty
ii. Differences in response rates by ANhformation physician types by
degree typeMetropolitan/Non Metropolitastatus international medical
school graduate statudassachusetts locatipand more.
iii. A second weight was created for the primary care specialties to facilitate
comparing them
1. The aim of the primary care specialty adjustment of the general
weights (named fiweightrpo) was to
create better comparisons between primary care specialties using
response rates and other data available from the AMA Masterfile
for the three specialties
2. The resulting primary care specialty variable was named
Awei ghtrpo and was used throughou

As signifiedabove,a more detailed description of the methods be found at the following

link: http://Rurahealth.und.edu/pdf/aar2009physiciarprimary-caresurveymethods.pdf

A copy of the survey questionnacan be viewed at the following web addres
http:/Rurahealth.und.edu/pdf/aarD09workforce-questionnaire.pdf

The analyses for this report were directed toward generalist physicians who worked half time or
more. Physicians were deleted from these analyses if either or both of the following two
conditions were not metl) they reported professionally working @0morehours per week
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excludingon-call time, and2) they reported having 20 or more weekisits/encounters with
patients.

In this study, the practice ZIP codes as reported by the respondents were matched to the
associatedRUCA codes, with the 33 codes being aggregated into four focus categories (i.e.,
Urban LargeRural SmallRural and Is¢éated and SmalRural). TheRUCAs are a geographic
taxonomy that utilizes ZIP codes to characterizeRthialUrbanstatis of ZIP code areas. The
RUCAs are based on the populations of Census Bureau défibadAreas and the work
commuting flows betweeBlIP code areas. The codes are based on primary and secondary work
commutingflows.Thi s studyods four aggregated focus cat
follows: Urban(cities of 50,000 or greater population and those additional ZIP code areas
wherein the primary work commuting flows are to the city); Ld&Rgeal (cities/towns of 10,000
through 49,999 and those additional ZIP code areas wherein the primary work cogrfitoutsn

are to the city/town)SmallRural (town of 2,500 through 9,999 and those additional ZIP code
areas wherein the primary work communities flows are to the town); and IsolatedRbinzél|

(ZIP codes that are nafpart of aUrbanArea of 2,500r more and do not have larggimary

work commuting flows tdJrbanAreas of 2,500 or more). In atidn, all ZIP code areasith

work commutinglows of from 30 percent through 49 percent are grouped witklthanfocus
category.For a more complete explamat of the RUCA geographic taxomy, see the

following website: http://depts.washington.edu/uwruca/

Figure 1shows the number of survey respondent physicians (unweight&)rajUrbanstatus

(four categories) and specialtthfeecategories). Because of the small number of respondents in
the Isolated and SmdRuralcategoy, it was prudent to combine the SmRliraland Isolated
SmallRuralRUCA categories into one category entitliedhis studyasSmallRuraland Isolated
SmallRuralcategory.As can be seen in Figure 1, the final number of respondehisi@atin

the analyses wa$=Ps (702), general internists (480), and general pediatricians (639) for a total
of 1,821 survey responderdwhom 594 were located withiRuralareas

The compensatory AAM&@reatedoopulation weightsvere designed to make analys@imates
unbiasedi.e. representative) The weighting proceassuallyincreases the standard errors,

which has the effect afreating a design effect that reduces the power of statistical tests (e.g., the
number of cases igrtually reduced). In this casié wasdetermined that the adjusted

confidence intervals were dramatically increased as a result of the weighting stnabsty

because the sampling method, differential response rates, and weighting methodology with its
toonumerous cells ended up having a small numbemreijhts that were comparativdbrger

than for the majority of responses).

Interestingly thalifferencesn estimates when weights were used and not weee universally

not meaningful (i.e., differences were small in magnitude when there were differelRoes).
instance, an estimate with 197 responses y&hMeighted estimate of 83pércentand an
unweighted estimate of 84p&rcent this is typical. Theweighted estimatesre presented
throughout this report, with the knowledge that there is little difference between them and their
unweighted counterparts. Because this is a descripfngtrehere there are no hypotheses

being tested, this is appropria@th a caution to be cautious of estimates based on a number of
actual cases that are small (for instance 30 or fewkerevised weighting strategyuld be

devised that would only vemarginally chang the estimates but that wouldcrease the
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adjusted standard errargaking it easier to have statistically different estimatdere simply

the unweighted data could be examined using their actual standard errors for significargce testin
Il n t hi graphse dwased®rs30 or fewer respondents were deleted. For an
approximation of statistical significanadgta from Table 1 and Figurecan be utilized.

The response rates for the three PCP groups are relatively low, which can result in poor estimates
because of the biased selectiveness of the types of PCPs who responded. The weights probably
make the data representative of their population of PCPdhdretis no way to know for certain

that this is the case. As indicated above, the weighted and unweighted estimates are virtually the
same. Another report limitation is that, with the exception of cutting the data by PCP specialty
andRuralUrbanstatusno other secondary analyses were performed. Many of the findings
illustrated in the graphs are certainly the consequence of confounding factors (e.g., physician age
and sex, medical practice site type, and other aspects of practice location). Whikuotany

analyses accompanied by hypotheses could be performed, such analyses are beyond the purpose
of this report.

Figure 1: Number of In-Scope Respondents
by Specialty and Rural/Urban Status

(2009)

601

600 f

I Family Medicine I General Internal Medicine I General Pediatrics

In-Scope: physicians who reported working 20 hours per week in primary patient-related care (not
counting on-call time) and who had at least 20 patient visits/encounters per week.

Urban Large Rural Small Rural & Isolated  All Rural Combined
Small Rural

FAAMCChart43 Numbers of respondents are not weighted.

It can be seen in Figure 1 thmimerically FPs had far more respondents from each of the three
Ruralcategories The vast majority ofespondents were pragng within Urbanareas. A



consequence of the small number&afalgeneral pediatricians is indicative of their small
number of respondents.

The analyses focus othe surveyvariables of interest byRuralUrbanstatug(threelevels)by
primary care specialtfthreetypes) Higher order analyses are not reported hEae.each
report division(e.g., physician satisfaction) title page, the questions reportarkdisted by
their numbers thatorrespond to thguestionnairet the following web address:
http://Rurahealth.und.edu/pdf/aarRD09workforce-questionnaire.pdf

The guestions in each section are in the same oraédriah they appear in the survey
instrument. A few questions are not included in this redortvarious reasonsapparent from
responsesranging from not knowing whether the respondents included themselves in the
number asked for to inappropriate doutdeinting tono longer being relevantThe following
guestions were not included in this repa@2b,Q16, Q25, and Q34The following questions
were only partially used in this repoi®3 and Q6.

The reportés data, analyses, and findings hayv
recognized. Users should selectively be cautious in their use. For som®afakepecialty
categories, there are a relatively small number of casedh wiikes estimates subject to error.
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PhysicianDemographic Characteristics

Questionnaire Questions:

AMA Sex
AMA Age
Q31
Q32
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Table 1: Physician Demographic Characteristics
(2009 & Weighted)
Urban Large Rural Small and Isolated SmallRural
General General General
Lo Internal General Internal General Internal General
Characteristics FP Medicine  Pediatrics FP Medicine  Pediatrics FP Medicine  Pediatrics
Age (AMA) (mean years) 50.0 48.9 50.0 51.9 46.7 50.8 51.7 51.2 53.8
Female (AMA) (%) 35.1 32.0 56.6 18.8 25.6 33.3 195 21.1 33.3
Hispanic Ethnicity (%) 5.4 6.1 7.3 6.0 2.4 4.8 3.8 0.0 0.0
Race
Asian 15.0 23.2 16.6 8.7 25.6 9.9 9.9 143 20.0
Native Hawaiian or
Pacific Islander 0.9 0.6 0.7 14 0.0 0.0 0.0 0.0 0.0
Black/African American 55 4.3 5.9 2.9 0.0 0.0 0.0 4.8 16.7
American Indian or
Alaska Native 0.9 0.0 0.7 0.0 0.0 0.0 0.0 0.0 0.0
White 71.3 67.3 68.6 84.1 62.8 84.0 84.0 81.0 66.7
Other 6.2 4.3 6.2 4.3 4.8 3.7 3.7 0.0 20.0
Number of respondents 505 418 601 87 41 30 110 21 8

*Estimates can add to greater than 100 percent because respondents could mark more thaa.on

44.1Underlined estimates are based on small number of cases (<38) and should only Wélugpgropriate

caution. In many places in the analyses that follow, specialty/geographic category groups are aggregated in the
analyses. Forinstance, alltiuralc at egori es of gener al pediRutabi ci ans are
category.

As shown in Table 11,524 (83.7 percent) of the respondents were fgobancategory
communities (i.e., FPs, 505; general internists, 418; and gereshatricians, 601 respondents)
Ruralphysician respondents accoeqifor 26.3 percent of respondents (i.e., 297 respondents). A
prime purpose of the AAMC survey was not to highliBltral physician information, which
explains the relatively low number Bluralrespondents. Neverthelesss Ruralresponses do
provide valuable information though they are limited and sometimes have to be aggregated to
provideusable estimates.

In the methods section above, significant differences between the physician population and the
weighted project estiates are noted. White physicians make up the majority of all
specialty/geography category cells. Physician mean category age/specialty is similar. General
pediatricians are more likely to be female across all geographies.

11



Physician Satisfaction
Questionnair&uestions:

Q26a through Q27
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Figure 2: Percent Rating Very or Somewhat Levels of Satisfaction

Regarding Career in Medicine by Specialty and Rural/Urban Status
(2009)

100
i I Family Medicine |:| General Internal Medicine I General Pediatrics

87.8 87.9 87.3

Urban Large Rural Small Rural & Isolated Small
Rural

Results weighted to represent populations.
FAAMCCharto3 Categories based on fewer than 38 respondents are not shown.
Other choices were: neither satisfied or dissatisfied, somewhat dissatisfied, and very dissatisfied.

As can be seen in Figure@Qrbangeneral pediatricians arfiRural FPsreported being more
satisfied with their caresin medicine than general internistshioth RuralandUrbanpractices.
The totalRural satisfaction level®y specialty (irrespective of practice location) af@mily
medicine 87.0percent general internal medicin@6.2percentand general pediatric84.7
percent UrbanFPs and general internists have similar satisfaction ratiggsdieg their careers
in medicine (FPs, 80.1 percent; and general internists, 77.8 percent).

13



Figure 3: Percent Rating Very or Somewhat Levels of Satisfaction
Regarding Choice of Specialty by Specialty and Rural/Urban Status

(2009)

I Family Medicine I General Internal Medicine I General Pediatrics

94.8

100+

Urban Large Rural Small Rural & Isolated Small

Rural
Results weighted to represent populations.

Categories based on fewer than 38 respondents are not shown.

FAAMCChart04 Other choices were: neither satisfied or dissatisfied, somewhat dissatisfied, and very dissatisfied.

When asked about their satisfaction with their choice of spedisbangroupgeneral
pediatricians reported being very and somewhat more satisfied thatméne
specialty/geographic category physicidRgure 3) General internists reported being least
satisfied with their specialty choic@he totalRural satisfaction levels by specialty (irrespective
of practice location) arefamily medicing 83.5percent general internal medicin@3.0percent
and general pediatric82.6percent

14



Figure 4: Percent Rating Very or Somewhat Levels of Satisfaction
Regarding Job/Position by Specialty and Rural/Urban Status

(2009)

100
i I Family Medicine I General Internal Medicine I General Pediatrics

87.8

84.6

Urban Large Rural Small Rural & Isolated Small

Rural
Results weighted to represent populations.
FAAMCChartos Categories based on fewer than 38 respondents are not shown.
4 Other choices were: neither satisfied or dissatisfied, somewhat dissatisfied, and very dissatisfied.

Again, Urbangeneral pediatricians reported being more very and somewhat satisfied (87.8
perceny this time with their job/position, than the other primary careigftees by location types
(Figure 4). General internists reported being least satisfibd.totalRural satisfaction levels
by specialty (irrespective of practice location) af@mily medicine 82.6percent general
internal medicing76.2percentand general pediatric84.6percent

15



Figure 5: Percent Rating Very or Somewhat Levels of Satisfaction
Regarding Income by Specialty and Rural/Urban Status

(2009)
100

I Family Medicine I General Internal Medicine I General Pediatrics

80—}

Urban Large Rural Small Rural & Isolated Small
Rural

Results weighted to represent populations.
Categories based on fewer than 38 respondents are not shown.
FAAMCChart0s Other choices were: neither satisfied or dissatisfied, somewhat dissatisfied, and very dissatisfied.

Figure 5 illustates the PCResponses regarding theitiséaction with their income. Thengall
Ruraland Isolated SmaRuralcategory FB reported that they were very or somewhat more
satisfied with their inome than other specialty/geographic combinat{6@sl percent versus
from 50.965.1 percent) There were only small differences between the responses of general
internists andFPs within theUrbanand within the Larg&uralcategories.Those physicians
practicing in the Larg®uralareas wee a little more satisfied than theilrbancategory
counterparts.The totalRural satisfaction levels by specialty (irrespective of practice location)
are: family medicing 62.4percentgeneral intrnal medicing58.8percentand general

pediatrics 73.1percent
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Figure 6: Percent Rating Very or Somewhat Levels of Satisfaction
Regarding Amount of Time With Patients by Specialty and Rural/Urban

100 Status
i (2009)
I Family Medicine I General Internal Medicine I General Pediatrics
80

66.5

Urban Large Rural Small Rural & Isolated Small
Rural

Results weighted to represent populations.

Categories based on fewer than 38 respondents are not shown.

FAAMCChart07 Other choices were: neither satisfied or dissatisfied, somewhat dissatisfied, and very dissatisfied.

Urbangeneral pediatricians expressed being very and somewhat satisfied with the amount of
time they spend with patients relatively more often than the other specialty/geographic
combination goups of PCPsFPswere not far behind across all three of the gaplgic groups.
General internists were lowest in satisfaction but not meaningfully lowdrbianpractices than
their FP counterparts.The totalRuralsatisfaction levels by specialty (irrespective of practice
location) are:FPs 62.1percent generainternal medicing50.8percentand general pediatrics
73.1percent

17



Figure 7: Percent Rating Very or Somewhat Levels of Satisfaction
Regarding Ability to Control Hours & Schedule by Specialty

100 and Rural/Urban Status
i (2009)

I Family Medicine I General Internal Medicine I General Pediatrics

80 |-

62.9

62.5

Urban Large Rural Small Rural & Isolated Small
Rural

Results weighted to represent populations.
Categories based on fewer than 38 respondents are not shown.
FAAMCChart0s Other choices were: neither satisfied or dissatisfied, somewhat dissatisfied, and very dissatisfied.

Most of the PCPsvhose data are shown in Figure 7 did not differ meaningfully in their rating of
satisfaction with their ability to control their hours and schedules (general@diet highest at
62.5percen). Only Urbangeneral internists differed by being lower than the rest (@éxden}.

The totalRural satisfaction levels by specialty (irrespective of practice location)rPg:61.1
percentgeneral interists 59.7percentand general pediatricS7.7percent

18



Figure 8: Percent Rating Very or Somewhat Levels of Satisfaction
Regarding Balance of Work & Personal Life by Specialty
and Rural/Urban Status

(2009)

100 —

I Family Medicine I General Internal Medicine I General Pediatrics

80

63.6

Urban Large Rural Small Rural & Isolated Small
Rural

Results weighted to represent populations.
Categories based on fewer than 38 respondents are not shown.

FAAMCChart09 Other choices were: neither satisfied or dissatisfied, somewhat dissatisfied, and very dissatisfied.

A major life issue with many physicians is their ability to balance their work and their personal
lives. As can be seen from Figure 8, the ngery and somewhat satisfiedtbke
specialtygeographic groups are LarBeiralFPs(63.6 percentjollowed closely byUrban
generabpediatriciang59.1 percent) As with the othesatisfactioarelated questionshe general
internists are least satisfi¢dl6.8 and 40.5 percent fbirbanand LargeRural). The totalRural
satisfaction levels by specialty (irrespective of practice location)FiPg:58.8percent general
internists, 46.1percentand general pediatiens 53.9percent

19



Figure 9: Percent FPs Rating As Very or Somewhat Levels of Satisfaction
by Question and by Rural/Urban Status

(2009)

Career in Medicine

Specialty Choice

87.0

Job/Position

Income

Time with Patients 63.6 I Small & Isolated Small Rural

[ Large Rural
I Urban
Ability Control Hours & Schedule
62.9
Balance Work and Home Life 63.6
\ 1 1 ‘ — } ‘ |
0 20 40 60 80 100

Results weighted to represent populations.
Categories based on fewer than 38 respondents are not shown.

FAAMCChart10 Other choices were: neither satisfied or dissatisfied, somewhat dissatisfied, and very dissatisfied.

The very and somewhat satisfaction responsé&$eécross all of the satisfaction questions are
depicted in Figure 9The FPsreported higher satisfaction with theareer in medicine,

specialty choiceand job/position satisfaction questidinange 79.1 to 87.9 percentThe overall
satisfaction acrosgeographiarea types for F¥Pwas lowest on the income, time with patients,
ability to control hours and schedule, and balance work and home life satisfaction questions
(range 52.8 to 67.1 percenthn important takeaway from Figure®thatRural FPsare

generally more satisfied than theirbancounterparts Of the Rural practice location cafories
FPs practicingin small and isolated small communities are most satisfied.

20



Figure10: If Physician Could Afford to Leave Medicine Today,
Would She/He? by Specialty and Rural/Urban Status

(2009)

I Family Medicine I General Internal Medicine I General Pediatrics

30.2 30.8

Urban Large Rural Small Rural & Isolated  All Rural Combined
Small Rural

Results weighted to represent populations.
Categories based on fewer than 38 respondents are not shown.

FAAMCChart12 Other categories besides "yes" are "no" and "not sure".

Figures 10 and 11 show the results from two important questions that are relategiLiestions
on satisfaction.The PCPsvere asked if they could afford to leave medicine today would they
leave. As can be seen from Figure EBs and general internésin LargeRuralcommunities
were most apt to indicate that theguld quit (nearly a third of each groupMUrbangeneral
pediatricians were the least likely to report that they would(duitl percent) For each of the
specialties combineacross geogphic typesthe range of percentagégstwould quit is small
(28.0 through 30.8erceny. Implicit from FigurelOis thatRuralgeneral pediatricians were
more likely to respond that they would quit.

21



Figure 11: If Physicians Could Afford Today to Reduce Their
Working Hours, Would She/He?

(2009)

80 L I Family Medicine I General Internal Medicine I General Pediatrics

73.8 73.3
69.1 69.8

Urban Large Rural Small Rural & Isolated  All Rural Combined
Small Rural

Results weighted to represent populations.
Categories based on fewer than 38 respondents are not shown.
FAAMCChart13 Other categories besides "yes" are "no" and "not sure".

Figure 11 displayprimary care responses by specialty ButlalUrbanstatus per the following
questionil f you could afford to today, woul d
between Figure 10 and Figure $iows, PCPby specialty andRuralUrbanstatus were nnch
more likely to report thathey would reduce their working hours than to report that they would
leave medicindf they could afford it §0-74 percent versuk/-31 percent AcrossRural
physicians general pediatricians were least likely to report tivay would reduce their working
hours. There were not large variations by geniatafnists and F®bygeographic practice site
types. The most likely to indicatibat they would reduce their hours wehdbanFPs at 73.8
percent followed by SmaRuraland Isolated SmaRuralat 73.3 percent.
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Practice Characteristics

Questionnaire Questions:

Q4, Q6Q12, and Q24

23



Figure 12: Percent FP Principal Practice Site by Rural/Urban Status

(2009)

Solo Practice

Group Practice (single spec)

Group Practice (multi spec)

Fed Qualified Health Center

Hospital Inpatient

I Urban

I Al Rural
Hospital Ambulatory
18.7
Other *
! } . |
0 20 40
Results weighted to represent populations.
FAAMCChart16 *Includes:freestanding ambulatory clinic, HMO, medical school, government, and other.

RuralFPsare more likely to practice in solo practices than tbeifrancounterpart$27.0 percent
versus 12 perceny (Figure 12). UrbanFPsare more likely to have practices that fall under the
other category (i.e., freestanding ambulatory clinics, HMOs, medical schools, governments, and
others)(18.7 percent versus 10.8 percent)
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Figure 13: Percent General Internists Principal Practice Site
by Rural/Urban Status

(2009)
Solo Practice
27.0
Group Practice (single spec)
24.6
Group Practice (multi spec)
|27.7
1.4
Federal Qualified Health Center
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FAAMCChart17 *Includes:freestanding ambulatory clinic, HMO, medical school, government, and other.

Unlike FPs Urbangeneral internists are more likely to be in solo practice Ehamalgeneral

internists (243 versus B.8 percen} (Figure 13). Ruralgeneral internists are much more likely to

be in multispecialty group practice than th&irbancounterpartsZ7.7 veraus 161 percen}.

The remainindRuralUrbandifferences were ricmoteworthy. Few general internists responded

that they were practicing in Federal Qualified Health Centers
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Figure 14: Percent General Pediatrician Principal Practice Site
by Rural/Urban Status

(2009)
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Results weighted to represent populations.
FAAMCChart54 *Includes: freestanding ambulatory clinic, HMO, medical school, government, and other.

General pediatricians are more likelypi@cticein single specialty group practices in b&bral
andUrbancommunities(39 percent and 47 percent respectively [Figure théhi FPs(31
percent in both Rural and Urban [Figure 12id general internis{5 percent in Rural ar@l/
percentin Urban[Figure 13). Ruralgeneral pediatricians are practicing more often in multi
specialty groups than thdilrbancomplements (23 percentversus 2.9 percen). FewRural
andUrbangeneral pediatricians are practicing at Federal Qualified Health Centenssithl
inpatient services.
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Figure 15: Median Number of Providers in FPs' Practices
by Type and Rural/Urban Status

(2009)
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FAAMCChart18 Results weighted to represent populations.

In Figure 15, the median numba&f PCPs specialist physicians, physician assistdR#s), and
nurse practitioner@dNPs)are showrby RuralUrbanstatus Medians are utilizedecause some
physicians reported exceedingly large numbers of provi{éegsres 1517). In addition,

because of the questidre/ording, it cannot be known wéther the PClRespondentsounted
themselves in their responses to B@&Psubpart of the quesin (Figures 18.7). Among the
respondindg-Ps(weighted to their national population), the mediamber of PCPthat they

share practice with at their principal practice sitdRloyalUrbanstatus are Urban 4; Large

Rural 2; Small Ruraland Isolated SmaRural 3. The comparable medians for PAs and NPs are
oneandoneacross all geographic groupshe median across all geographies is zero for
specialist physicians.
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Figure 16: Median Number of Providers in General Internists' Practices
by Type and Rural/Urban Status

(2009)
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FAAMCChart19 Results weighted to represent populations.

The results fotJrbangeneral internists are the same adidranFPs except that thimternists
report working inpractices with a median of one specialty physician whereas-th& median is
zero. In LargdRuralpractices, the general internists repdgiracticing with moe providers
than inUrbanpractices and thekP counterparts. The generatérnist practice staffing for
SmallRuraland Isolated SmaRuralcommunities is lower than fd&rbanand LargeRural
practices. All general internists had medians of onegirehregarding PAs and NPs
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Figure 17: Median Number of Providers in General Pediatricians'
Practices by Type and Rural/Urban Status

(2009)
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FAAMCChart20 Results weighted to represent populations.

General pediatricians reported workwgh fewer PAshan did FB and general internists but
about the sameumber with NPs In SmallRuraland Isolated SmaRuralpractices, the general
pediatrician median number BCPswas five. Figures 1517 show that the PCPs pti&ce with
PAs and NP$&ut only theUrbanand LargeRuralgeneral internists work with specialist
physicians.
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Figure 18: Percent of Family Physicians Who Regularly Work With
NPs and PAs

(2009)
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Results weighted to represent populations.
FAAMCChart21 Categories based on fewer than 38 respondents are not shown.

Figure 18 depicts bRRuralUrbanstatus the percent of FPs who workulkegly with PAsand

NPs Implicitly the percerages of FPs who do not work refgrly with PAs and NPby
RuralUrbanstatus are:Urban 51.8percent LargeRural 46.5percent SmallRuraland Isolated
SmallRural 36.6percentandAll Rural 41.3percent Thus, the mor®uraland smaller

practices are morékkly to use PAs and NP$-igurel18 shows that FP practices are more likely

to includeonly NPs than only PAacross the four geographictypdsf t he HAboth PAs
are adedto these figures, 35 percentldfbanFPs reporteavorking with NP5, while 42 percent

of RuralFPs saeported. The comparahtembers for PAare 30 percent and 35 percent.
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Figure 19: Percent of General Internists Who Regularly Work With

NPs and PAs
(2009)
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Results weighted to represent populations.
FAAMCChart22 Categories based on fewer than 38 respondents are not shown.

Implicitly the percentages of general internists who do not workiaeyg with PAsandNPsby
RuralUrbanstatus are:Urban 66.3percent LargeRural 55.0percentand All Rural 43.1.
Across geographic types, general internists are more kigelprk with NPs than PAQJrban
16.8 versus 6.8 percemtargeRural 25.6 versus 9.3 percent; aAll Rural 29.2 versus 9.2
percent).] f t he @b o Oareaddedto thesalfigunes, 87 percetdrianFPs reported
working with NPs while 48 percent oRuralFPsso reported. The comparalmembers for PAs
are 17 percent and 28 percent.
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Figure 20: Percent of General Pediatricians Who Regularly Work With

NPs and PAs
(2009)
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Results weighted to represent populations.
FAAMCChart23 Categories based on fewer than 38 respondents are not shown.

General pediatricians who do notkaegularly with PAs and/or NPbyRuralUrbanstatus are:
Urban 58.9percentandAll Rural 46.2percent(Figure 20) For all three primary care
specialtiesRuralpractitioners were much more likely to benking with PAsand/orNPs If the
ibot h P Aiareadded toNhese figures, [ cent olUrbanFPs reported working i
NPs while 50percent oRural FPsso reported. The comparable nunsbfer PAsare 12
percent and 1Percent.
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Figure 21: Percent of FPs Formally Affiliated With a Network of Other Practices or Health Providers

(2009)
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Results weighted to represent populations.
FAAMCChart24 Categories based on fewer than 38 respondents are not shown.

Figures 2123 show the percentages of PCPs by specialty type who are formally affiliated with a
network of other practices or health provideltscan be seen thatrbanFPsare more liabléo

work in suchnetworks (51.§ercen} than theiRural colleagues (40,%ercentLargeRurat
SmallRuraland Isolated SmaRural 37.2percent andoverallRural 38.6percenfFigure 21).

By far acrosRRuralUrbanstatus, FB are most likely to be practicing inysiciarnthospital
organizationgnd least apt to practice in staff model HMOs
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Figure 22: Percent of General Internists Formally Affiliated With a
Network of Other Practices or Health Providers

(2009)
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Results weighted to represent populations.
FAAMCChart25 Categories based on fewer than 38 respondents are not shown.

For general internists, the most common form of network affiliation was reported to be
physicianhospital organizations fddrban 21.9percentLargeRural 40.9percentandAll

Rural 46.8 percentategories. Comparatively more of the general internists are affiliated with
physicianhospital networks in Larg@uralpractices than elsewhere.
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Figure 23: Percent of General Pediatricians Formally Affiliated With a Network
of Other Practices or Health Providers

(2009)
60
. Other
50 . Federally Qualified Health Center 48.1
1 . Independent Practice Association
. Physician-Hospital Organization
40 [l staff Model HMO
30
20
10
0-l
Urban Large Rural Small Rural & Isolated Small Rural All Rural
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FAAMCChart26 Categories based on fewer than 38 respondents are not shown.

As can be seen fnoFigure 23 Ruralgeneral pediatricians are somewhat more likely to be
affiliated with networks than theWrbancounterpart$48.1 versus 41.6)As with the other PCP
specialties, the physiciamospital organization was reported for bBilwralandUrbangeneral
pediatricians most oftef25.9 versus 19.6 percentcross the three physician specialties by
RuralandUrban(Figure 21i Figure 23)the comparatie percentages aréirban(FP, 51.8
percent; general internist, 45@rcent; and general pediatan, 41.6 pecent) versug\ll Rural
(FP, 38.6percent; genat internist, 46.§ercent; and general pediatrician, 48.1 percenhus,
the highest affiliation group wadrbanFPs and the lowest affiliation group wRaral FPs.

35



Figure 24: Percent of FPs by Compensation Type and by Rural/Urban Status
(2009)
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FAAMCChart27 Categories based on fewer than 38 respondents are not shown.

About 30percentof FP compensation was reported to be from salary with incentives/bonus
across all th&®uralUrbancategoriegFigure 24) In fact, there were not large differences in the
responses of thePsacross the four geographic categoriBsiralFPswere more ato indicate
that they received their compensation via-sefiployed practice income than drdiralgeneral
internists and general pediatricigiiggures 25 and 26)A smaller percentagef the FPs

indicated they were compensated through some form diiptiwvity model.
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Figure 25: Percent of General Internists by Compensation Type and by Rural/Urban Status

(2009)
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FAAMCChart28 Categories based on fewer than 38 respondents are not shown.

For general internist compensation, tlergeRural physician group seems most different both
within Figure 25 and when comparediBs(Figure 24) and general pediatans(Figure26).
This may be relatetb the propensity of general internists in laRygral practices to be
hospitalists (see Figure 51) (also related to fewer being compensated throwgghelfment
practice income) General internists practicing in Largeiralcommunities were more likgto
be reimbursed through productivity models (no salary) thanthbancounterparts (Large
Rural 25.6 percent versudrban 15.9 percent).
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Figure 26: Percent of General Pediatricians by Compensation Type

and by Rural/Urban Status
(2009)

100
] . Other
90
] [] Productivity Model -- Not Salary
80
1 . Self-Employment Practice Income
70
. Salary with Incentives/Bonus
60
] . Salary Without Incentives/Bonus
50
40
30
20
10
0 -l
Urban Large Rural Small Rural & Isolated Small Rural All Rural
Results weighted to represent populations.
FAAMCChart29 Categories based on fewer than 38 respondents are not shown.

The responses of the general pediatricians (Figure 26) were generalyy sintilose of the

other two PCPgroups. Comparisons betwelRaralandUrbangeneral pediatricians do not
show large differences in thegimbursemenpatterns.Urbangeneral pediatricians received
30.2 percent of their reimbursement from gatiployed practice income and 29.5 percent from
salary with incentives/bonus. The comparable numbemlfdRuralgeneral pediatricians are
23.1 percent and 34.6 percent.
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Figure 27: Percent FP Practice Difficulty Recruiting Clinical Providers

by Rural/Urban Status
(2009)
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FAAMCChart57 % "yes" graphed (other categories were "no", "not sure", and "not recruiting").

Figures 27 through 29 illustralB®CP responses related to the difficulty of recruiting different
provider types into their practideemmunities In Figure 27, it is apparetitatthe responding
FPs felt it was most difficult teecruit PCP4o their practices when compared to the other
provider types about which they were askddban 37.1 percent versusl Rural 46.0 percent)
This morefrequent mention of thdifficulty of PCP recruitment was across all four of the
RuralUrbanstatus ategories Across the other provideypes,there were not great differences
with a pattern oRuralbeing perceived asore difficultthanUrban There is little difference
between the difficulty ratings of the other four provider typgsecialisphysicians, PAsSNPs
and registered nurséBNs) However, PAsvere only mentioned as difficult by 10.9 perceht
theUrbansurvey respondents (weighted) compared to 19.3 percent for specialty physicians, 13.5
percent for NPsand 18.0 percent f&®Ns. Across thdour nonrPCPcategories, SmaRuraland
Isolated SmalRural FPs reported the most recruiting difficulty for geographic categories for
specialispphysicians, PAsand RNs.
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Figure 28: Percent General Internist Practice Difficulty Recruiting Clinical Providers
by Rural/Urban Status

(2009)
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The pattern of responses for general internists is similar téathBPs in thatecruiting
difficulty is mentioned more often fdRuralpractices across all provider types, thotig
differenceis not consequentidior the PAgFigure 28). For Ruralgeneral internisthigh
percentages indicated difficultyariiting PCPgLargeRural 61.9 percentAll Rural 64.5
percent) and specialist physicians (LaRyeal 41.0 percentAll Rural 36.8 percent).

As with FPg(Figure 27) the most often mention across the provigpesof difficulty recruiting

is for PCPs with specialist physician difficult for general internists listed much more often than
for FPs Notethat the difficulty d recruiting NPsand RNsacrossRuralareas was mentioned
more ofen than for PAge.g.,All Rural 22.4 percent; and 20p&rcent versus 10.9 percent).
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Figure 29: Percent General Pediatricians Practice Difficulty Recruiting Clinical

Providers by Rural/Urban Status
(2009)
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The pattern of recruitment difficulty responses of the general pediatricians varied from those of
the other two PCP specialties, though not as it has to ddwithl difficulty being mentioned

more often thaturbandifficulty, with the exception oRNs(Figure 29). General pediatricians
generally perceived the difficulty of recruiting all provider types as less often difficulERan

and general internis{&igures 27 and 28)All Ruralgeneral pediatriciangported PCPs
recruitment difficulty much more often than did theibancolleagues (alRural 34.6 percent
versusUrban 17.5 percent). Across the other four provider tyResalgeneral pediatricians
indicated greater difficulty than thdilrbancounterparts with the exception of RNdrbanRNs,

19.8 percent versusll Rural 16.0 percent).
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Figure 30: Percent of FPs by Medical Education Role and by Rural/Urban Status

(2009)
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FAAMCChart30 Results weighted to represent populations.

Medical school andesidencytraininglocation andexperiencenfluences what and where

trainees eventually practic&urvey giestions 11 and l&skedrespondents to indicate in which
training capacities they were involved. Ques
practice plan was included with the other categories because it is an indication of the physicians
beinglinked totheformal education systemThe percentages d¥Pinvolvement for all the
geographic categories wdnghest for the precept or supewimedical students or resident
category(Urban 74.9 percent; Largeural 74.2 percent; SmaRuraland Isolated SmaRurd,

83.7 percent; andll Rural, 79.7 percent(Figure 30) For the medical school faculty

appointment and residency program faculty appointment cateddrteemFPs had more

involvement than theiRuralcounterparts. Few of the FPs indicated that they belonged to

faculty practice plans and there was little variation by location groups.
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Figure 31: Percent of General Internists by Medical Education Role
by Rural/Urban Status

(2009)
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It can be seen that the general pattern of responses is similar bEfgEigure 30)and
general internists (Figa 31), with higher levels of medical school and residency faculty
appointments and as mentors of medical and residents. As witR#Rsgeneral internists are
substantiallyinvolved inprecepting and supervising medical and resident stuflériian 70.7
percent; Larg&ural 70.6 percent; andll Rural 77.8 percentand with mentoring medical
students and resident studefiisban 51.1 percent; LargRural 64.7percent; and\ll Rural
48.1percent) As with FPs, few general internists belong to faculgcpce plans (4:9.7
percent). Moré&Jrbangeneral internists had medical school faculty appointments thatheir
RuralcolleaguesWrban 48.1 percent; Largeural 35.3 percent, andlll Rural, 37.0 percent).
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Figure 32: Percent of General Pediatricians by Medical Education Role
by Rural/Urban Status

(2009)
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The pattern of medical education role responses for general pediatricians is somewhat different
than for FPs and general internists. As shown in FigurB3@&l pediatricians reported being
substantially less involved in all the questcategories except for the medical school faculty
appointmentUrban 38.9 percentAll Rural 40.0 percent) and the precept of supervise medical
and resident student categodripan 76.0percentAll Rural 62.5 percent Comparatively few
general pediatricians had residency program faculty appointments and belonged to faculty
practice plans.
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Figure 33: Do You Use Electronic Medical Records In Principal Practice?
by Specialty and Rural/Urban Status

(2009)
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FAAMCChart70 Percent "Yes" is graphed. Other categories besides "yes" are "no" and "not sure".

The surveyed PCPs were askduether in their principal practice site they used electronic health
records (either fully or partigf) (survey questio24) (Figure 33). Fathe All Rural category,

there is little difference between the percentages repbytéoe three PCP speciaki€s4.8
percent57.7percentand 5% percen). Examination of the responses te Urbancategory

across the three PCP spetgsl shows that FPand general internists responded yes at nearly the
same rate (61.Bercentversus 61.4erceny), while ganeral pediatricians responded yes

somewhat less often at 249ercent There is not an apparent pattern with regardui@l and
Urbanbeing higher or lower.
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Physician Practice Activity and Characteristics

Questionnaire Questions:

Q23 Q13Q15, Q1718, Q29,030 and Q33
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Figure 34: Mean Weekly Hours* of Patient Primary Care
Excluding On-Call by Specialty and by Rural/Urban Status

(2009)

I Family Medicine I General Internal Medicine I General Pediatrics

45.0 44.6
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* Physicians only selected if 20 hours or more. Results weighted to represent populations.

FAAMCChart6é Categories based on fewer than 38 respondents are not shown.

Figure34 shows the rean weekly patient PCiburs excluding osall hours by specialty and
RuralUrbanstatus. Ruralphysicians spend more time performing care petahhours than do
Urbanphysiciars. Note that to be included in the study one of the criteria was that the PCP spent
20 or more hours per week active in medicine (and have 20 or more patient visits/encounters).
General pediatricians reported fewer meankmgy hours than Fand general ternists(Urban

36.1 percent versus 40.2 and 41.9 percehtRurat 39.6 percent versus 42.5 percent and 44.6
percent) Overall general internists had a higher mieamours tharFPsacross all geographic
categoriesthough the differences were natgeand do not include enall hours

47



Figure 35: Percent of FP Workload Capacity With Respect to Your Panel Size by Rural/Urban Status
(2009)
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FAAMCChart32 Categories based on fewer than 38 respondents are not shown.

An important Affordable Care Actlated question that was asked B@&Ps was how their
workload capacity is in respect to their patient péfigures 35, 36, and 37A patient panel is

the total number of individual paties® physician cares for (as opposed to how many visits they
perform). As can be seen from the three graghspnsiderable percentage of each specialty and
RuralUrbanstatus category combinatiane both above and below the workload middle
categoryie.,A My Panel Si z e For BPqFghre 3b}appRokirgaltehB80 percent
responded that their panel was too large, aBbyiercentesponded that it was about right, and
about30 percent reportetthat they were looking to increase their panel size. Slightlyaver

third (34.3 perceny of theUrbanFPs reported that thdyad too large a panel (combination of
APanel Larger Than Want But Ac coepNe w gPaNeiwe nPtastg
This percentage is only rivaled by 3®&centor All Ruralgeneral internistéFigure 36) The
three types of responses for FPs are pretty balanced across geographic categories.
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Figure 36: Percent of General Internist Workload Capacity With Respect to Your Panel Size

by Rural/Urban Status
(2009)
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FAAMCChart
CChar33 Categories based on fewer than 38 respondents are not shown.

The observations regardifdPs are similar for general internists (Figure 36). There is a balance
ingeneralinternist esponses above armbd zkrel sw Atbloert A Ry g d ¢
acros the geographic categoriess with the FB, RuralandUrbandifferences are not

substantl. Ruralgeneral internists were more apt to report that their practices were closed to

new patients than didrbangeneral internists (Largeural 16.3 percent; andll Rural 15.4

percent versubrban 10.7 percent). The plurality of all generakimtist responses across the

three geographic categories was that their panel size was about right.
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Figure 37: Percent of General Pediatricians Workload Capacity With Respect to Your Panel Size

by Rural/Urban Status
(2009)
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Categories based on fewer than 38 respondents are not shown.

In Figure 37, general pediatrician estimates of their workload capacity and their patient panel are
displayed foilUrbanandAll Ruralcategories only. Comparedf&sand general internists

(Figure 35 and Figure 36yeneral pediatricians were less likely to indicate that their practice

sizes werd¢oo large. However, the 39ercentor the two blue categoridgbat indicateanore

patients are wanted fadrbancategorygeneral pediatricians was the highest such percentage

among all of the specialfguratUrbanstatus combinationsNote that the largest single category

for each specialty/geographic types iaMly Panel Si z2e 0l s About Ri gh
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Figure 38: Mean Weekly Patient Visits/Encounters
by Specialty and by Rural/Urban Status

(2009)
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FAAMCChart67 Note: Physicians only selected if 20 visits or more. Categories based on fewer than 38 respondents are not shown.

Mean weekly patient visits/encounters were reported by the survey respondents (and weighted to
represent thie populatiors) (Figure 38) Note that one of the selectignteriafor including the

PCPs in the analyses is that they had 20 or more patient visits/encounters. General pediatricians
averaged the most visits in bd®uralandUrbanpracticeqAll Rural 115.4 visits) Betweernthe

FPsand general internists, tfésreported more visits (and thus the general internists reported

the smallest averages of patient visitEhough not largelJrbancategory PCPs by specialty

averaged fewer patient visits thdmeir All Ruralcounterparts. Fdhe FPs, the highest mean
numberof visits was for the LargRuralcategory physicians (100.1)
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Figure 39: Percent of Existing Patients Waiting One Week Or Longer For an

Appointment by Specialty by Rural/Urban Status
(2009)
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FAAMCChart02 Categories based on fewer than 38 respondents are not shown.

A good measure of access to PCPs and the adequacy of their numi@timgstime for an

office appointment (for both existing and new patients separatElgures 39 and 4Qlisplaythe
percentages of PCPs by specialty BuglalUrbanstatus who reported that their established and
new patients thatad to wait a week or longer for an appointmefdr existing patient@igure
39), theAll Ruralcategory general pediatricians repdrtbe lowest percent of patients having to
wait a week or longer (16.0 percent) followed by thbancategory general pediatricians (17.4
percent).Longer wais for existing patientsvere reported biyrbangeneral interniste27.6
percentland FP424.5percen). Within Ruralpractices, théll Rural FPsreported that more of
their patients had to wait longer th#noseof the All Ruralgeneal internists and general
pedatricians(20.8 versus 17.9 percent and 16.0 percddthbanphysicians of all spealties
reported higher percentages of their patients had to wait a week or longer than dRdrthleir
colleagues
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Figure 40: Percent of New Patients Waiting One Week Or Longer For an

Appointment by Specialty by Rural/Urban Status
(2009)

I Family Medicine I General Internal Medicine I General Pediatrics

0 67.7

64.5

Urban Large Rural Small Rural & Isolated All Rural
Small Rural

Results weighted to represent populations.
FAAMCChart68 Categories based on fewer than 38 respondents are not shown.

For new patient§Figure 40) more of the PCPs reportedis of a week or longer than they did
for existing patientgFigure 39) For instaige, the comparable figures fdrbangroupgeneral
internists for existing versus new ptts is large (27.percentversus 44.percen} and for
LargeRural(21.6percentversus 67.percent. As can be seemsreported by physicianthe
highest percentages @fweekwaiting times or longer were foRuralgeneral internists.
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Figure 41: Percent FPs Noticing Recession-Related
Practice Changes by Rural/Urban Status

(2009)

Reduction Patient Visit Frequency

Increase in Charity Care Provided

Reduction of Charges/Intro of Payment Plans

Delaying Preventive/Ongoing Care

Seeking Care Out of Fear of Losing Insurance

Reduction in Practice Income
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Increase in New Patients

1 ‘ ‘ ‘ ‘ \
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FAAMCChart115 Results weighted to represent populations.

Because the 2009 survey took place during the hefgihational recession, PCPs were asked

to indicatewhether or nothey observe@ach ofsevenchanges in their practices that they

perceived to be related to the recession. Abouytedentof RuralandUrbanFPsindicated they

observed patients delaying preventive/ongoing @adrkban 30.9 percentAll Rural 29.0

percent) This was the mostdguent of thesevenresponsethat were reported and attributed.
TheUrbangroup ofFPs reported about the same or a little more recessiated changes as the
RuralFPs except f or tdfhef disre ekfi nlgo ciamge iorusur anceo
patientsodo cat egor i dreanFPs reported abdetvingtthle eecessiorcchaniges t h
more (252 percentversus 8.6 percentand 1B.1 percentversus & percen). As can be seen,
RuralandUrbanFPs reported 225 percent of all the recession related options, with little

difference between thdrbancategory FPs and thRuralcategory FPs.
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Figure 42: Percent General Internists Noticing Recession-Related
Practice Changes by Rural/Urban Status

(2009)

Reduction Patient Visit Frequency

Increase in Charity Care Provided

Reduction of Charges/Intro of Payment Plans

Delaying Preventive/Ongoing Care

33.8
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[ AllRural
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FAAMCChart36 Results weighted to represent populations.

Just like forFPs general internists indicated they observed mecessiofrelated changes in the

Afdel ayi ndg omrgeovi enmgt icvadl Rutal 38.8pereegt andUrbarf 29.5percen).

Urbangeneral internists, as is true for FPs, reported recession changes more thRurdheir

coll eagues foout nosfe efkeianrg ocfarleo s i Rugplgenerad ur ance o C
internists reported mor e fi nUOrbaageremlsnteinists. c har it
Near 20 percent dkuralandUrbanFPs and general internists reported a reduction in practice

income.
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Figure 43: Percent General Pediatricians Noticing Recession-Related
Practice Changes by Rural/Urban Status

(2009)

Reduction Patient Visit Frequency

Increase in Charity Care Provided

Reduction of Charges/Intro of Payment Plans
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FAAMCChart37 Results weighted to represent populations.

Overallgeneral pediatricians reportathrkedlyfewer recessiomelatedattributedchanges than
did theFPsand general internistg-or six of thesevencategoriesUrbangeneral pediatricians
noted more recessiaelated changekan theirAll Ruralcounterparts The exception was for

t hlhcii ease i n new peRuralgenerabpediati@ansevgre moye tharhtwice
as likely to irdicate that they had noticed excrease related to the recessidfi Rural 11.5
percent versudrban 4.5 percent) The differences between the responsddrbinandRural
general pediatricians on the various observed behaviors are more dramatic than for FPs and
general internists. The differences that stand out the most are for the reduction trnvsdttien
frequency Urban 16.4 percentersusAll Rural 7.7 percent), elaying preventive/ongoing care
(Urban 18.9 percent versusll Rural 11.5 percent), and seeking care out of fear of losing
insurance Urban 14.0 percent versusll Rural 7.7 percent)
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Figure 44: If Increased Demand, What Would FP Do* by Rural/Urban Status
(2009)
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* "Very Likely" and "Somewhat Likely" were taken as yes. "Neither likely
unlikely", "somewhat unlikely" and "very unlikely" were the other options.

FAAMCChart3s Results weighted to represent populations.

The full implementation of the Affordable Care Astleading tamillions moreof the U.S.
population gaining health insuranttetdid notalready have it This increase in the demand for
health care will generate the need for health care providers to provide more care (at least until
production of prouers increases to meet the demand, which could take a long time). The PCPs
were asked to ratkQ strategies toxgand theircapacityand meethenew demand Figure 44

shows the responses of the FRsewRuralor UrbanFPsindicated that they wodlcongder

group visits and-enail visits(less than 20 percentRural FPs were more likely thaddrbanFPs

to indicate they would consider hiring more supstaff, more NPsand moe PAsthanUrban

group physicians (hire PASJl Rural 42.8 percent versudrban 39.8 percent; hire NPAJI

Rural 51.1 percent versudgrban 44.8 percent; and hire support st&ffiral 53.2 percent versus
46.6 percent), though these differences are not.lddgeanFPs were more likely than their
Ruralcolleagues to indicatihat they would consider hiring physicians, shortening the duration
of visits, and worlkag longer hours. About half of FPs indicated they would consider adding
moretime between followup visits. Differences betweeRuralandUrbanon the likelihood of
considering the 10 strategies weeéatively small.
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Figure 45: If Increased Demand, What Would General Internists Do*
by Rural/Urban Status

(2009)
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* "Very Likely" and "Somewhat Likely" were taken as yes. "Neither likely
unlikely", "somewhat unlikely" and "very unlikely" were the other options.

FAAMCChart77 Results weighted to represent populations.

General internists were asked to riflestrategies to consider to expand their capacity and meet
the new demandFigure 45 shows the responses of the general internistsR&&hor Urban
general internists indicated that they would consider group visits-aradl @isits. Ruralgeneral
internists were more likely thddrbangeneral internists to indicate theypwd consider hiring
more NPsaandPAs (NPsRural 51.7 percent versus$rban39.7 percent; PAs, 40.0 percent
versus 35.7 percentJrbangeneral internists were more likely to indicate they would consider
hiring more support staffdrban 46.9 percent versusll Rural 38.3 percent) but less likely to
consider increasing the timefore followup visits Urban 44.2 percent versusll Rural 55.0
percent). About 3545 percentof bothRuralandUrbangeneral internists indicated they would
consider the remaining strategies to meet demand reldhively smalldifferences between

Rural andUrban
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Figure 46: If Increased Demand, What Would General Pediatricians Do*

by Rural/Urban Status
(2009)
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*"Very Likely" and "Somewhat Likely" were taken as yes. "Neither likely
unlikely", "somewhat unlikely" and "very unlikely" were the other options.

FAAMCChart78 Results weighted to represent populations.

Generabpediatricianavere asked to ratkO strategies to consider to expand their capacity@nd
meet the nevAffordable Care Actlemand. Figure 46shows the responses of the general
pediatricians FewRuralor Urbangenerapediatriciansndicated that they would consider

group visits and-enail visits. The Urbangeneral pediatricians indicated they would consider not
accepting new patients more often than tAdirRural counterparts (22.Bercentversus 16.0
percen). All Ruralgenerabpediatriciansveremuchmore likely tharlUrbangeneral

pediatriciango indicate they would consider hignmore NP454.5percentversus 37.@erceny,
more PA47.8percentversus 23.perceny, and more physician®3.9percentversus 47.4
percen). Over halfof bothAll RuralandUrbangeneral pediatricians indicate they would
consider hiring more staffAbout 3545 percentof bothAll RuralandUrbangeneral
pediatriciansndicated they would consider the remaining strategies to meet demand, with little
differences betweeAll RuralandUrbanrespondents
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Figure 47: Percent FPs Significant Potential* To Expand Capacity To Meet Future Increased Demand

Without Decreasing Quality by Rural/Urban Status
(2009)
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* 5 category scale with extremes of "Significant Potential" and "No Potential".

Only responses to the significant potential extreme are graphed (1 of 5 categories). . .
FAAMCChart46 *Results weighted to represent populations.

Figure 47 il |l ustr at-pastquesia wielrid theverecaskpddiicls e s t o
actions they wouldonsider tchave the most potential &xpand capacity to meet future
increasedlemand without decreasing quality of cafidiree of the activities/policies clearly

were setcted most often by the FPgaying moe for primary care serviceeducing
paperworkadministration insurance, apaying for more care coordination and management. In
all three casedJrbanFPs andRural FPs indicated they would consider them at nearly the same
rate(e.g., for paying moreof PC serviced;Jrbangeneral internists, 80.5 percent verslis
RuralFPs, 79.7 percent)in fact, there wie only smallAll RuralandUrbandifferences across

the 10 activities/plicies. NeitherRuralnor UrbanFPs resporetithat there was a lot of

potential to expand capacihy increasing nofphysician clinical supply, increasing non

physician scope of practicet; expanding retail clinics in malls and other public locations. For
the remaining four strategg, about a thar of All RuralandUrbancategoryFPs thought there

was potential to expand capacity.
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Figure 48: Percent General Internists Significant Potential* To Expand Capacity To Meet Future

Increased Demand Without Decreasing Quality by Rural/Urban Status
(2009)
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* 5 category scale with extremes of "Significant Potential" and "No Potential".

Only responses to the significant potential extreme are graphed (1 of 5 categories).

FAAMCChart114 *Results weighted to represent populations.

Figure 48 shows t he g e n-partquestidn wherin they wearetaskedr e s p o
which actions would you consider to have the most potential to exjagaaity to meet future
increased demand without decreasing quality of.cAsewith FPs three of the activities/policies
clearly were sected most often by the general interstighaying more for primary care services,
reducing paperwork/administration insurance, and paying for more care coordination and
management. In all three casRsralgeneral internists were more apt to select these categories
as having strong potentiddan theirUrbancounterparts In fact, trere were noLargeRuraland
Urbandifferences acrosmanyof the 10 activities/policiesNeitherAll Ruralnor Urbangeneral
interniss responddthat there wagreatpotential to expand capaciby increasing non

physician clinical supply, increasingmphysician scope of practicer expanding retail clinics

in malls and other public locations. For the remaining four strategies, &bpetcentof All
RuralandUrbangeneral internistthought there was potential to expand capawiityh All Rural
general internists indicating they hawerepotential than theidrbancolleagues

61



Figure 49: Percent General Pediatricians Significant Potential* To Expand Capacity To Meet

Future Increased Demand Without Decreasing Quality by Rural/Urban Status
(2009)
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* 5 category scale with extremes of "Significant Potential" and "No Potential".
Only responses to the significant potential extreme are graphed (1 of 5 categories).
FAAMCChart116 *Results weighted to represent populations.

Figure 49 shows t he gen e rpartlquegtierdwhexdintheycwieran 6 s r
asked which actions would you consider to have the most potengighémd capacity to meet
future increased demand without decreasing qualitad. As with FPsand general internists,
three of the activities/policies clearly were selected most often by the general pediatricians:
paying more for primary care servicesgducing paperwork/administration insurance, and paying
for more care coordination and management. In all three ¢hdemgeneral pediatricians were
more likely to select these categories as having strong potiatnatheirAll Rural colleagues
especially for the paying more for primary care servidedact, there were nottableRural
andUrbandifferences across many of the 10 activities/polictesnilar to FBB and general
internists, eitherRuralnor Urbangeneralpediatriciangesponad that there wasuchpotential

to expand capacityy increasing nosphysician clinical supply, increasing nphysician scope

of practiceor expanding retail clinics in malls and other public locations. For thaireng

four strategies, about 38 percentof RuralandUrbangenerabpediatricianghought there was
potential to expand capacity, witio largedifferences in their propensities to da so
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Figure 50: Physician Board Certification by Specialty by Rural/Urban Status

(2009)

I Family Medicine I General Internal Medicine I General Pediatrics
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Weighted to represent population.
FAAMCChart44 Categories with less than 38 responses are left blank.

Figure 50 illustrates the three PCP specialties by RialUrbanstatus regardingrofessional
board certification. The variation in board certification between the various groups is not large.
All the general internists responding frarargeRuralareas were board certified. The lowest
percentagesf board certifiedoroviderswere br all the FRgroups: Urban 88.5percent Large

Rural 88.2percent Small RuralandlsolatedSmall Rural 90.0percentandAll Rural 88.8

percent However, variations betwedturalandUrbanand between specialties were faoge
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Figure 51: Hospitalist Status by Specialty and Rural/Urban Status

(2009)
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FAAMCChartd5 Categories with less than 38 responses are left blank.

Figure 51shows the percentage of PCPs by specialty and geography that indicated that they were
hospitalists. As can be seen, only small percentages were repof€sfand general
pediatriciansacross geographic categories. However, general internists welnenmoue apt to

report they were hospitalists. For general internB2< percentof All Ruraland 14.5ercent

of Urbanreported working as hospitalists (with 3p€rcentof the general internists practicing

in theLargeRuralareas indicating they are hospitalists). Given these findings, it is important to
add hospitalists to our understanding of general internists viRlilnial communities.
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Patient Centered Medical Home

Questionnaire Questions:

Q1l9ai Q23
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Figure 52: Percent Familiar With Patient Centered Medical Home Before Survey
by Specialty and Rural/Urban Status

(2009)
100 —
[ I Family Medicine I General Internal Medicine I General Pediatrics

88.1 88.1
82.5

Urban Large Rural Small Rural & Isolated All Rural
Small Rural

Results weighted to represent populations.
FAAMCChart39 Categories based on fewer than 38 respondents are not shown.

Thesurveyed PCPs were asked about whether they were familiar with the patient centered
medical hom&PCMH) before theadministration of theurvey. As can be seen from Figure 52,
the three PCBpecialty groupsvhen aggregated tdrbanandAll Rural responéd similarly
across specialties amturalUrbanstatus (7682 percen). The highest knowledger PCMH

was for the Larg®uralcategory FPand general internist group$he physician groupeast
familiar with PCMHswasthe Urbangeneral internists.
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Figure 53: FP Status Per PCMH Recognition by Rural/Urban Status

(2009)
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FAAMCChart040 Results weighted to represent populations.

In Figure 53, the FPs responded to their status per their principal practice in ternfCi ks
recognition level. As can be seen, the highest percentages of the three geographic groups all
expressed interest in the PEMbut they indicated that they eded to know more, with the more
Ruralpractice FPs expressing the most interest but needing to know(lraoge Rural 44.8

percent; SmalRuraland Isolated SmaRural 55.8 percent)Very few respondents indicated

the National Committee for Quality Agrance (NCQA) currently recognized them as PCMH
guarter of th&JrbanFPs indicated that they were not interested in PCMH and this was also
indicated a little less often by tiuralFPs(Urban 25.4 percent; Largural 17.9 percent; and
SmallRuraland Isolated SmaRural 23.4 percent)
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Figure 54: FP Status Per PCMH Recognition
by Rural/Urban Status

(2009)
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FAAMCChart079 Results weighted to represent populations.

Aggregating the survey responses igtbanandAll Ruralfor FPs is shown in Figure 54 his
graph showFigure 53 in lesgeographiaetail. This Figure is added make it parallel with
Figures 55 and 56 for comparisonia Figure 54, the FPs responded to their status per their
principal practice in terms of its PCMH recognition level. As can be seen, the highest
percentagefor thetwo geographic groups all prkessed interest in the PCMH but they indicated
that they needed to know more, with fReralpractice FPs expressing the most intefalt

Rural 50.7 percent versus 39.6 percenfery fewRuralandUrbanrespondents indicated that
they were currentlyecognized as PCMH by NCQAIl Rural 4.2 percent versudrban2.5
percent) A quarter of th&JrbancategoryFPs indicated that they were not interested in PCMH
and this was also indicated a little less often byAthdrural FPs(Urban 25.4 percent versusl
Rural 21.5 percent)
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Figure 55: General Internist Status Per PCMH Recognition
by Rural/Urban Status

(2009)
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FAAMCChart041 Results weighted to represent populations.

The pattern of findings on general internists shown in Figure 55 closely siilvose of the FPs

shown in Figure 540f the question choices, tiRuralandUrbangeneral internists were most

likelytos el entefested i n PCMHIrbBr37.9 peeantdani®Rurad | nf o0
51.7 percent). Very few of the general internists reported that they were PCMH by NCQA

(Urban 4.4 percent, andll Rural 0.0 percent)Urbancategory general internists were a little

more apt to indicate they had no interest in PCMH tha\ti&®uralgeneral internistddrban

26.2 percent, andll Rural 20.0 percent)Relatively few general internists indicated they

intended to seek PCMHcognition during the next yeddipan 11.2 percent, andlll Rural 6.7

percent).

69



Figure 56: General Pediatrician Status Per PCMH Recognition
by Rural/Urban Status

(2009)
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FAAMCChart042 Results weighted to represent populations.

The findings related to PCMH recognitifor general pediatricians are depicted inurey56.

The general pediatrician pattern of responses mirrors that of FRg@aexhl internists, with the
exception that feer Ruralpediatricians were not interest@general pediatriciangJrban 19.6
percent, and\ll Rural 9.1 percent) The plurality of general pediatricians indicated that they
were interested in PCMH but needed more information, AlitiRuralgeneral pediatricians
indicating so more often thasrbancategory general pediatriciansl Rural 50.0 percent,

Urban 41.3percent). Although the percentages are low, more general internists reported that
they were PCMH by NCQA than did FPs and general internists (i.e., about twice as likely).
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As the title to Figure 57 indicas, the PCPs were asked about the iéiesvof the physician
and/or a practice team acrasghtactivities for their chronically ill patients. Physicians could
mark all the activities that applied. Three of the activities stand out as being the most often
participated in by the PCP4) review medicim lists for appropriatenegsovide postosptal
discharge followup, andcoordinate referrals to medical and support services. For all three,
there was little difference betweRuralandUrbanphysician responséseview medicines:
Urban, 82.4 percent versusll Rural 85.0 percent; coordinate referraldrban 79.1 percent
versusAll Rural 80.0 percent; and pekbspital followup: Urban 77.6 percent versusl|

Rural 81.2 percent)Only abouffive percentof the weighted respondesnindicated that they did
not participate in any of the activitiesor the othefive activities, about 3@ercentof the PCP
respondents indicated participation, wiRbiralPCPs responding positively abdivie percent
points less oftethan theirtUrbancounterparts. Figures 58, 59, and 60 show the more specific
results for each of the three PCP specialties.
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