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ABSTRACT

This study examined the recruitment and retention experience
of medical group practices {MGPs). based on 2 1991 national
survey of all administraters of MGPs who are members ol the
Medical Group Management Associatien.  Specifically, we
compared rural (n=269) and suburban (n=169) MGPs regarding
their recruitment and retention experience 10 assess the relevancy
of physician recruitment theorics that focus on the charactenstics
of the physician, practice. or community. The resudts indicate that,
in terms of physician personal characteristics, rural MGPs were
more likely to view rural background and exposure fo rural
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practicc as important to both recruitment and retention than
suburban MGPs. The finding that both rura and suburban MGPs
needed family practice physicians most and found it difficult to
recruit them suggests the need for more primary care tracks in
medical schools and the enhancement of primary care physician
reimbuorsements refative (o other specizliics. In terms of practice
characteristics, our study shows most rural and suburban MGPs
were concerned about the financial espects of the practice
environmeni and provided generous recruiting benefits. In terms
of community characteristics, physician's spouse and family was
identified 25 an important factor particularly by rural MGPs.

INTRODUCTION

In the United States, rural communities have long faced serious
difficully artracting and retaining physicians.(1-8) In 1988, there
were 90.5 patient care MDs:per 100,000 fopul:uion in nonmetro
counties versus 215.6 in metro countics.(?) In the least populated
counties, those with fewer than 10,000 residents, there were only
40.5 paticnt care physicians for every 100,000 people—zbout one
physician for every 2,469 residents. This geographic
maldistribution limits access to medical core and leaves many rural
‘communities medically underserved.(10-12) Recrutting and
fetaining physicians thus becemes an important concern for rural
medical group practives and communilies.

Models of physician recruitment and seiention ofien focus on
three groups of factors: the characteristics of the physician, the
practice, and the community.(13-16) The emphasis on physicians’
personal characteristics in practice location decision, as reflected
by the affinity medel, is premised on the assumption that
physicians are more likely 10 be atracted to rural practice if they
have a rural background or exposurc to rural practice settings in
their clinical aining.(I?) To ensure a sufficient supply of rural
phiysicians, one camprehiensive approach would be to assist rural
persens in the competition for admession to medical school, foster
premedical training in rural settings, emphasize rural background
in the admission policies of medical schools, and use rural
preceptorships or externships by medical schools and rural
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residency training programs to expose students to medical practice
in small towns and rural areas (18-19)

The cconomic incentive and practice characteristics madels
emphasize the characteristics of medical practices that influence
physician recruitment and retention including worklead, income
and benefits, the opportunity 10 join a partnership or group
practice, the chznce for professional interaction, continuing
education, the presence of a local hespital, medical technology,
stafl suppart, refemal to specialists, and the level of practice
autonomy.(20-22) e emphasis on medical practice
characteristics is based on the assumption that the practice
environment is important and that physicians are more likely to be
attracted 10 rural practice if they have adeduate financial and
econonuc incentive, collegial, technical and staff support, and
professional amenomy. To cnsure a sufficient supply of rural
Physicians. cne approach is 10 improve the economic and non.-
economic climate of practice setting through providin & competitive
salary and benefits, malpractice insurance, reasonable work hours
and load, opportunities for group practice, professional interaciion
and continuing education, better facilitics, an effective referral
system lo sgeci;lists. an effective support statf, and practice
autonomy.(23-25}

Community characteristics that affect physician recruitment
and retention include spouse employment and satisfaction, good
educational institutions for children. climate, geography, colture
and lifestyle, relipion, medical needs, socioeconomic
tharacieristics, recreational activitics and sports fucilities, (26-28)
The emphasis on community characteristics in practice location
decisien presumes that the COmMmunify environment is important

-and that physicians are more likely 10 be attracted o roral practice

if the community provides them with favorable amenities, To
atiract physicians to rurat practice, an approach is to emphasize the
positive amenities of the rural environment (e.g.. litestyle, clean
air, sporis facilities) and improve on ones thal are viewed
neganvely (e.g.. a poor school system, lack of recreational
activinies).

Despite the availability of these models, recent empirical
research thar describes physician recruitment and retention has
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been scarce. With the trend toward managed care and integrated reflecting the gencral maldistibution of physicians, we estimute I L
systems(29-32) i important to re-examine how these conceplual the survey had a respanse rate of abow 40-45 percent among afl ' g.
models are reflected in current recruitment and retention efforts eligible sonmetropolitan MGP, within MGMA, '3
and 10 find ow which elements of the models are particularly L "
emphasized by nural medical praclices compared to nonrural Among the Questionnaires returned, 268 (48%.) were from
medical practices. This knowledge will enable uvs (o assess the MGPs stuated in areas 50 miles or Ereater from a large’ oI
applicability of these models and identify the major differences in metropolitan asea, 169 (30%) were from MGPs sitvared in areas 0
physician recruitment and retention between rural and non-rura) less than S0 miles from a large metropolitan area, X3 (15%) were x
communities. It wili assist the fcnnula?t’igf;‘?}f health manpower ,E];?!;ggc\i\?f:h?;arlu?rlscangsu:_?gn {s_a!e!l:g‘c fa;;‘ili!ics, and rwh (74%) dlid : ;
Rty X 3 ir rira whication. For the pumose of | 1s anicle,
policy in the midst of health care reform. we only ana!{md the retumed Qucslionnaireg (ﬁaﬂﬂ) of the first i
The purpose of this article is 1o describe the reeruitment and IW0 groups: those situated in areas 50 mides or greater from a larpe c
retention c?pcﬁcncc of medical group practices (MGPs), In g’mg%"'"."]'” &rea (the rural MGPs) and those situzted in areas less 2
particular, we will compare the experience of rural MGPs and e o Tles from a large metropolitan area the suburban MGPs), <
suburban MGPs. The comparison will focus on the following The remaining guestionnaires were excluded from this analysis D
specific aspects of their recruitment and retention experience: because of difficulry in classifying them into either of the two l}
overall recruiting characteristics, recruiting activities conducted, groups. .
recruiting benefits offered, factors believed to account for o
recruilment success, orientation activities conducted, important S I %
factors associated with physician retention, and proposed changes arvey Instrument
to improve the general environment of physician recruitment and i L ) &
tetention in roral areas. The relevance and uscfulness of the Thc_st'rrvcy Quzstionnaire addressed the following areas relased b
conceptual models of recruitment and retention will be analyzed in 0 physician recruitment and retention in MGPs: basic practice 0
thie context of our study findings. mron_'nanon {such as rural classification of the group. number of !
ol full-time equivalen (FTE) physicians, and single specially versus E
multiple specialty groups), general recruiting characteristics (such h
METHODS . as Iecent recruiting experience, specialtics sought, candidate !
_ cvajuahc_m factqrs. cast of recraiting, and physician compensagion g
Subjects : methods), specific TECTuiting activities (such as writing a formal E
, feasibility plan, placing advertisemen)s, involving communiry o
In 1991, the Medical Group Management Association members, performing background checks, amanging fur site visit,
(MGMA) conducted a national survey of medical ETOUD practices focusing on spouse, and making the offer), fecruiting benefns
about their recent physician recruitment and retention (such s offering malpractice, health, life, and disability insurance,
experience.38) Based in Englewood, Colerado, MGMA is the covening relocation Cxpenses and professional ducs, and providing
largest private association of MGPs in the United States with about auiomobile znd continuing education aliowance), recruiting and
6,100 MGPs and 16,000 individual physician members located felention Juccess [actors and fecrulling harriers (such as
througheut the 50 states and the Distrier of Columbia. In Janwary Community location, spouse, hespital SUPPOTL. compensation,
1991. MGMA mailed survey questionnaires to ail s member coverage, medic 21 equipment, and professiona solation), v
MGPs (4,838) and requesied only the nonmetropofitan greups to g;ﬁ::;?: if,:;v;;fgikgfécgnﬂg;:f&ﬁ‘; :3"‘1‘:)"2‘2‘;‘;"'&:0‘:3' o
vers . pOnse S5 ionnai s B , sed changes,
™ the survev, In response, 560 questionnaires W‘f’,“’_{f"b’f'_"c_"j' - Most of the variables included n the survc}l? :'n,-.:trumcnt \\irc =

.



1346 SHIET AL.

consistent with the factors identified.in the conceptual models of
physician recruitment and retention.

Analysis

The analytical strategy was 1o compare rural MGPs with
-soburban MGPs in terms of their physician recruitmenr and
Tetention practices. We recognize that suburban MGPs are nol
identical 10 urban MGPs and the results may well underestimate
the true differences between rural and urban MGPs. Bivariate
statistical comparisons were performed to test the rclationship
between recruitment and retention practices and group
classification. The sidy employed the Chi square statistic fer
categorical variables and Student’s t-statistic for ordinal and
contiruous variables. Three significance levels were provided in

the tables, at o=.1, .05, and .01. The daa were analyzed on Mac
Quadra personal computer using SYSTAT 5.2 software {36)

i RESULTS
Gi-neral Recruiling Characteristics

Table 1 presents the general fecruiting characteristics of the
rural and suburban medical group practices surveyed. Most MGPs
(T7%) were actively recruiting physicians. Family practice and
internal medicine were the two specialties identifted as most
needed by both rural and suburban MGPs. The specialty identified
as third most needed by rurzl MGPs was pediatrics and for
suburban MGPs it was obsictrics and gynecology. The specialties
idemified as most difficult to recrvit were family practice,
obstetrics and gynecology, and orthopedic surgery. In the last rwo
years, the average non-retiring turnover rate in medical group
practices was 2.3 physicians. The number one source of recruiting
new physician candidates identified was inhouse (39%). Rural
MGPs were more likely 10 use recruiting finns than suburban
MGPs (23% vs. 19%). Suburban MGPs were more likely 10 use
residence programs {23% vs. 19%). The top three candidate
cvaluation factors identified by both rural and suburban MGPs
were technical competency, practice phitosophy, and
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tommunication skills/personality. The final hiring decision was
mainly tgascd on consensus of all group members (45%). and
secondarily made by the board of directors (38%).  The cost of
recruiting ene physician was ander $10,000 for most MGPs (62%).
Only 2 percent of MGPs surveyed (zit were suburban MGPs) spear
more than $40,000 in recruiting one physician, In terms of
compensation, 17 percent MGPs used salary, 10 percent used equal
share, and the majority (73%) relied on an individual productivity
basis. Most of the MGPs (83%) started recruiting 5-1% monihs in
advance. Rural MGPs were tikely to start recruiting carlier then
their suburban counterparts (X2=6.8: p<l1). The average number
of site visits per candidate was 1.9 in suburban MGPs and 1.7 in
rural MGPs (1=2.4; p<.05). The averape number of candidates
interviewed by MGPs before hinng was 3.9,

Recruiting Activities

Table 2 summarizes the recruiting activities of rural and
suburban MGPs. Rural MGPs were more likely than their
suburban counterparts to have the Spouse accompany the candictate
on site visit (98% vs. 91%; X2=9.8, p<.01), 1o develop the site
visit 1o meet candidate’s needs (95% vs. 86%: X2=10.3, p<0l13, to
focus on the spouse during the site visit (90% vs. 78%; X2=96,
p<.01), 1o provide 2 copy of the group’s physician contract (86%
vs. 78%; X2=53, p<.U5), to recognize and overcome problem
areas (76% vs. 68%; X2=3.1, p<.10), to place adverisements (H%
vs. 66%: X2=30, p<.10), to involve community members in site
visit (T3% vs. 48%; X2=25.8, p<0i), 10 inform of financial
package prior o site visit (S8% vs. 50%; X2=3.0, p<.10y, 10 make
a decision about hiring the candidate afier one sile visit (57% vs.
I7%; X2=162, p<.01), 10 extend an offer 10 the candidute within 2
days afier initial interview (44% vs. 29%; X2=9.4, pe.01), and 1o
attend recruiting fairs (30% vs. %, X 2249, p<.15).

Recruiting Benefits

Table 3 describes the benefits MGPs offered 1o rewly recruited
physicians. Most MGPs offered to pay for their new recruiss
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Table 1 Table | (continued} 3
Recruiting Characteristics of Rural and Suburhan 9
Medical Group Practiceg {MGP)
— Yonables 5
Towl MGP Rural MGP Suburban aGP , T
Cos of recreifing one 3
Physician ]
ACIi\-Cl}' n:vcnu'!ing < 310000 . 6% 50% OO 7240
Physician(s) $10.001-520 o0 16% 172 15% ps
Yes 1% % BT 16 $20001-530 0o ne 19, 4% 9
No 3% A% 7% $30,001-$10,000 1% 5% 2 S
+0,00] -350.0¢0) 1% 0% 25 -
Top three specialries >850.0001 1% (14 1 3
needed ] w
First FP39% . ppaig FP 3% Group's compensarinn
Second IM26% 14 353 IM 2%, method - C
Third OBG I5% PED 2% OpG 15 Equal share 10,51 3
| physiciang 10%, Hg % G4 <
Top three: specialiies S0% o Jess based i}
difficult to recruis UPOn productivity 2% 105 152, 1
Family Practice 3% g 2949, F1-75% hased tpon in
OB-Gyn 29, 9% 2% Productiviy 17 18% 754 "
Surgery-crthopedic e 12% 9% 76-9% base upon g
: Productivity % 15% [1%
dof nor-retiring physiciang 100% based upan
fexving in lagr 2 years 23 24 2 1.3 © product Vity Xy kI 200 b
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First Inhouse 394 Inhouse 40%  Inpoyse 9% How far in advance dr &I
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Third Residence 215, Residence 195 Res Fimn 195, < 6 mon(hs kLS i 4% bR 1y
6-12 momghy 437 394, 0% I
Top three candidae 13- 18 monihs % 9. 3. 1o
evaluation facion@ : >1K months 5% 6% 135 , O
Technical competency 74 7.0 7.3 10 B o
Practice phisasophy 29 6.8 70 7 Average visits 7 '
Communication giils tandidate before hiring I3 L7 Le I e
fpersonaliry 6.3 64 - 43 9 S :
Averige ¥ of Candutares
Whio makes the fing [nfervj ifin 1 1 4 1 ’
Phyzician hiting decision @Ratings wese done 00 3 10-puing scale ranging from 10, i moy importang™,
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Table 2
Recruiling Aclivities of Rural and Suburban
Medical Group Practices (MGP)

. Toal Rural  Suberben
; MGE  MGP MGP__

& »

Yatriahles N=418 N=209 NalsQ X7
Having spouss accompany on site visit'  95%  98% 914 G Qees

Paying interview eapenses N% 9% §I% 17

Devcloping a sile visit ta meet
candidate’s needs SI%  95%  R&% 103w

Focusing en spouse during sile visit 85%  90% 78T Q6%

Providing a copy of group's physicia
contract 8% 8% 1% 53

Performing back ground check IR % 2% 10
Recognizing and avercoming

problem areas BE 1%k R% 11
Placing advertisements 1% 4% 66% o
Involving community members in

sile visits 6J%  TIN  48%  254sme
Informing of financial package

prior o visil 53% M%  s0% ¢
Using direct mail 3B%x 58z 4w 22
Making a decision about candidate

after one site visit 50% 51 31 G0

Using national association meetngs 2% D 4% 12
Extending an offer within 48 hours

 after inifial interview BT HE 0% gydes
Writing a formal feasibiliry plan ¥ Pe 14 1.4
Altending recruiting fairs 260 0% _ 205 go9se

*p<.10; **p<05: ***pc 1.
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Table 3
Recruifing Benefits Offered by Rural and Suburban
Medical Group Practices (MGP)

Toil MGP  Rursf MGP Suluran MGF-

o

Yoriubley N=11% N=200 N=fny X
Malpracice insurance 7% o LS 3
Health inswrance M 4% 04 03
Professional dues B 1S 9% 0% 01
Relocation cosis Kbk 9% 3% 6542
Life insurance Lathd 4% B5% Kb ¢t
Continging medical
¢ducalion allowunce B3 B1% 3% A
Disability insurance W P2y 1% O
Auwmobile allowance 28% N e 7
Stpning bonus N 17% 0% 21
Time befoge a new
physician is elipible
for pannership
<! year Moo i3 15,15+
1-2 years LS 6Re%
34 years M &% 16%
>4 years 2% 1% s
No partnership % 9% 12%
Curnent cost 10 buy
into the group
S0 N M« 1% 11.5"*
<$5.000 HE: 4% %
$5001-510.000 b S 0%
$10,001-$25.000 169 16% 154
$25,001-§50,000 Me 2 1849
>350.000 % 8% o .

.p<‘10: "p<.0’5; ““'p<0|.
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insvrance (79%), and provide g continuing medical cducation
allowance (83%). Rural MGPs were mare likely to cover
relocation costs than suburban MGPs (89% vs. 31 J(2=6.5.
P<0I). Most pew Physicians {19%) were offered eligibility for
pantnership within 1wo years. New physiciang Joining runal MGPs

Recruiting Success Factors

Fouricen possible factors associated wigh soccessful recruiting
were presenied for rating on a five-point scale, from §
"cxccedingly important” 1o | ‘ot important a all* (Table 4).
Factors identified as Important (above 3.0) included adequate
physician toverage (4.0), access to hospiral Facilities (3.9),

PpoTt (3.9 vs. 3.7, 1=2.4
p<.05). positive Community atmosphere (3 8 vs, 3.6 1=1.8, p<.10),
More lime-off (3.3 yg. =20, p<.05), community location (14
¥s. 2.6; 1=6.1, p<01), rura} background or exposere (3.0 vs. 2.4;
=37, p<.01), and employment Opportunity for spouse (27 v 23;

)

Orientztion Aclivities

Table 5 displays the orientation activigies by MGPs for newly
Tecruited physicians. They included Newspaper announcement
), social Batherings (85%), announcement 1o patiengs (82%),
formal orientation (57%), and speaking engagemenys {54%). Rural
3 were more likely 1o have flewspaper announcement (99%
¥S. 939G} and socizl Eatherings (874, ¥5. 81%) than suburban
MGPs, which were more likely to announce their appointment 10
the practice palients (864, ys. 80%). i
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0], "not importan
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malpractice insurance (97%), heakh insurance (94%), prolessional
dues (52%), relocation costs (86%), life insurance (85%), disabiliry
insurance (79%), and provide a conlinuing medical cducation
allowance (83%). Rural MGPs werc more likely to cover
relocation costs than suburban MOPs (9% vs, 8§1%: X2=65,
p<01). Most new physicians (79%) were offered eligibility for
partnership within two years. New physicians joining rural MGPs
were eligibie for partnership soener than in urban MGPs (X2=]5.1,
p<01). The cost 1o buy into the group was more in suburban than

rurz2l MGPs (X2=11.5, p<05).

Recruiling Success Factors

Fourteen possible factors associated with successiul recruiling
were presented for rating on a five-point scale, from S
“exceedingly important™ to 1 “pot imporiant at all” (Table 4).
Factors ideatified as important (above 3.0} included adequate
physician coverape (4.0), access o hospital facilities (3.9,
presence of hospital support (3.8), positive community atmosphere
(3.7, attractive benefits (3.7), attractive partnership agreement
(3.5, positive econemic status of the community (3.3), more time-
off (3.3), high compensation (3.2), and commurnily location (3.1).
Rural MGPs were more likely than their urban counterparts to find
the following factors as significany: access to hospital (4.0 vs. 3.8;
t=1.7, p<.10), presence of hospital support (1.9 vs. 3.7; (=24,
p<.05). positive communily atmosphere (3.8 vs. 3.6; 1=1.8, p<.10),
more time-off (3.3 vs. 3.1, 1=2.0, p<.05), community location (3.4
vs. 2.6; t=6.1, p<.01), rural backpround or exposure (3.0 vs. 2.4;
t=3.7, p<.01), and employment appertunity for spouse (2.7 vs. 2.3;
1=4.2, p<Ol).

Orientation Activities

Table 5 displays the orientation activities by MGPs for newly
recruited physicians. They included nEwSpApET announcenent
(97%),. social gatherings (85%), announcement to palicnis (82%),
formal oriertation (57%). and speaking en gagemnents (54%). Rural
MGPs were more likely to have newspaper announcement (99%
vs. 93%), and secial gatherings (87% vs. B1%) thzn suburban
MGPs, which were more likely to announce their appointment to
the practice patients (86% vs, 80%).
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Table 4

[R5

Recruiting Success Faclors@ of Rural and Suburban

Medical Group Practices (MGP)

Total MGP  Rurg MGP Subutyn MGP

FUHOD dZSIED B6-Z0-Aty

¥arightes =~ _ Neqth _  N=269  N=lg9 Esiatisee

Adequaie physician

toverage possibilaties 40 410 41 I T
Access to haspitl 0
Eacilities 19 40 I% Ly 'g_
Presence of hospital -
support kY 19 kiv} R LD a
Positive community

atmospher: ‘ 37 14 16 1y g
Attractive benelits -+
package a7 i1 17 2 ;
Anactive pannership 3
agreement 15 16 s A E
Positive economic t
status of an area 13 33 1 P X
Providing more a
time off kB 33 KN 20k -
High compensation a2 12 13 9 0
Community Jotation KR i3 16 6.1 E}
Low malpraaice : a
incidence 10 0 29 1 0
Focusing on 0
candidaies with rural 3
background/fe s pusure 2% 30 24 v idds

Employmen

opportunily for spouse 26 27 2 42vee

Offering a signing

bonys 1.8 L9 1.7 L2

@'R:u'ngs werz dore on a S-point scalz eanging from 3. excerdingly unporant”.

19 1. "not important o all”. :
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Table s
Ocientation Adlivities of Rural and Suburban
- Medical Group Practices (MGP)

IQBLMIBEHELMQE&MM.MQE

Yariahtes Nedlf  N<20  N-yo X2

- Newspaper
| mouncemen 1% %% 3% T.gees
. Social gatherings B5% 7% L 1
Announcemeny
1o patienss 82% 0% 86% 3.5+
‘Formal orientation 5% 56% 9% 2
Speaking Cngagements

;P-(.lﬂ; "p(ﬂS: cotp(c"_

Retention Factors

'backgrol._md was crucial compared wigh 49 percent suburbag
"MGPs (X299, p<.01).  Sixty-two pereent of rural MGPs

were.the palitica] dlmosphere of the group (30% vs. 22%) and
insufficient practice volume (11% vs. 4,
-Proposed;Changes

During the Survey, MGPs were asked 1o propose
Tecommendations for fumure changes thar might improve the

I

. Climme 6L

Table §
Importang Retention Factors Hdentified by Rural and
Suburban
Medieal Group Practices (M(;P)

MI-L’L 2 —

Whick physicians are
most bikely 10 s1ay
Physician/spense from
a Aarral backgrouny L I 649 e Yipee
Physictan irgined
with expasure 1o
rural pracice % a2 2% g e
Experienced physiciang o ng 26% !
Physitians immediaely
out of training 194 18 194 .1
Spouse/family 3% RIS 5% g gees
Political atmosphere
in proup .25 2% e 3.
Retiremeny 7% 139 4% I8
Desire for solo ructice 6% 15% 16%. ]
Compensation 1o Jowe 16¢ e 15% 2
Communiry marsphere 6% 17 15% 2
-Location o rractice 5% 18% s L
Lact of socia) Opportanities 15% 16%. 11 4
Lark of coverage 1 o 9% 0y
Insufficien praclice % 4%, i 3200
Professiona) tsolation A - Hxe 1% LR
Econceny of communty % % 6% 3
6% 6% f

Tacilit;
< 10; *4pe 05 T,
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-general environment of physician recruitment and retention, Table
7 records those suggestions and shows that mast MGPs would like
to sec the foliowing improved or expanded: educaiion loan
-repayment incentives for rural physicians (90%). tax incentives for
rural physicians (86%). reduction of reimbursement inequity in
Medicare schedule ($4%), rural preceptorships for medical
stdents and residents (77%), and revision of the process for
designating underscrved areas (61%). Compared with suburban
MGPs, rural MGPs werce significanily more interested in
improving or expanding education loan repayment incentives for
rual physicians (93% vs. 86%; X2=4.4, p<.05). revision of the
process for designating underserved areas (64% vs. 54%; X2=4.3,
p<03), and reinstatement of the National Health Service Corps

{26% vs. 18%; X2=1.6, p<.05).

! E DISCUSSION

Even in societies where physicians are employees of the state,
placement of physicians in rural aress is problematic.  Shi
reviewed the health care system of China and concluded that ane
of the major limitations of the system is its conspicuous failure to
deptoy physician manpower o the countryside where most of the
population reside.(37)  If the much more pluralistic and
decentralized American health care system is 1o succeed in meeting

 rural phrysician manpower needs, it must learn from the lessons of
the recruiting experiences of MGPs, take advantage of the factors

. associated with successful recruiting and retention and overcome
the ebstacles related 1o unsuccessful recruiting and retention. The
tesults presented here yield a number of conclusions which fray be
of use in puiding future recruitment and retention practices.

{n terms of physician personat characterisics, rural MGPs were
more likely to view rural background and exposure fo rural

' practice as imporiant to both recruitment and reiention than
suburban MGPs (Tables 4 and 6). This finding is consistent with
the affinity model that artributes physician practice location
decision to rural background andfor eXposure (o rural practice
settings. From a public policy perspective, mechanisms should be
explored to increase the pool of rural people applying 1o medical
school, including motivating lop science students o pursue
medical carcers, developing premedical programs for these

PHYSICIAN RECRUITMENT AND RETENTION

Proposed Changeg
Medical G

Table 7
ldentified b

roup Praclices (MGP)

¥ Rural and Subyrhan

Tl MGP  Rugl MGP Sylurtun MGP

bari; Tl N0 ey

Education loan
fepayment incenfives
loc rural physicians

Taa incentives for
rural physicizng

Reductiva of
reimburszmeny
inequity in Medicare
sChedule

Rura] precepionships
for medical students
and residenis

Revision of the :
prixcess of designating
underserved areag

Indizenyiuninsuneg
Populaiion in area

i fow

Development of

rural hosphial alliances

Dewelopment of 3

selemedicine hool. -ups

Bevelopment of
rural sommity
health elinie

Reinstatement of
the National Health
b Bl .

ity LTV LITOTTY

0%

BhH%

X%

Ty

61%

b

hERS

R0

340

13-

4=

E L

LN

K3

16t



1358 SHIET AL.

students, providing schelarship assistanee for rural medical schoot
applicants, reducing interest rates for education loans, and
‘reinslating National Health Service Corps scholarships. The
" process of medicat education and specialty training should also
-support intetest in rural practice, through the provision of rural
-externship experiences and residency programs based in
nohmetropolitan settings,

The finding that both rural and suburban MGPs needed family
practice physicians most and found it difficult 10 recreit them
suggests the need for more primary care tracks in medical schools
and the enhancemént of primary care physician reimbursements
. relative o other specialtics. Nationally, income levels for family
physicians in group practice are approximaiely two-thirds the
amount netted by other specialists.(38) In general. rural
‘physicians' income is lower than that of their urban counierparts.

, The current heahih care financing system in the U.S, produces an
economic disincentive for physicians to practice in rural areas due
to inequitable reimbursement policies of third-pany payers,
panticularly Medicare and Medicaid. The recent phase-in of the
-Resource-Based Relative Value Scale (RBRVS) by Medicare, will
reimburse family physicians at more favorable levels.

In terms of practice characteristics, our study shows most rural
and suburban MGPs were concerned about the financial aspects of
. the practice environment and provided generous recruiting
benefits. Compared with suburhan MGPs, rural MGPs were more
likely 1o provide relocation suppont and the opportunity 10 join a
‘partnership (Table 3). Rural physicians scemed to fee! more
isclated and miss the company of cofleagues (Table 6). On the
other hand, more suburban MGPs reported insufficient praciice
-opportunity as ane of the impoertant retention factors (Table 6).
Those findings confirm the economic incentive and practice
characteristics models that stress the importance of finzacial and
nonfinancial incentives of physician recruitment and retention. (3%-
40) High practice costs and the presence of too many physicians in
practice location may cause physicians to relocate and deter new
physicians from coming. It appears that many rural MGPs are
providing competitive salaries, income guarantees, malpractice
insurance coverage, or osher local initiatives to alter the econemic
climate of rural practice.

PHYSICIAN RECRUITMENT AND RETENTION 133y

Access.to hospital fucilities and availability of hospital suppon
were perceived to be more importunt by rural MGPs than suburban
.‘\_-10_?5 In accounting for recruitment success (Table 4). Thiy
fmdmg-ls consistent with other physician surveys that identified
the ayaliab:!u__\- of health facilities as 2 major facior in cheosing a
practice Jocation and an even bigger lacior in deciding to leave 3
given rural community. (41} The presence of hospitals is less
crucial for suburban MGPs presumably  because subuwrban
commusilies are clser 1o metropolitan arcas where mjor medical
centers are often situated. Improved mansporiation also accounts
for the increased mobility of suburban and, (o 1 lesser extent, rural
residents.(42-43) ‘

In terms of community characicristics, physiciun’s spouse and
family was identified as an imponant factor particularly by rural
MGPs (Table 6). Appropriute employment apporunities for the
spouse and educational facilities for the children significantly
affect physician recruitment and retemion. 26270 For 1many
MGPs, the increase in the number and availability of female
physicians may mean recruiting the physician's hushand to the
community. Ogle and colleagues found that employment
opponunities for the spouse play a more important role for female
han male physicians: 50 percent of female family practice
physicians versus 11 perceni of male family practice physicians
rated employment opportunities for the spouse as important in
selecting a practice location.(44)  In addition 10 spouse
employment, the economic and quality of life issues in the
community also need to be improved to modify thase attributes of
rural community currently viewed as undesirable.

_B:Lsed on the major findings summarized above, the following
actions arc recommended: i
* For rural MGPs, recruitment emphasis shaukd be placed on

those candidxtes with rural background and exposure 1o rural
praciice, -

» For policy makers and medical schools, medicul education and
raming funding should support interest in rural practice,
thrpugh the provision of rural externship expericnces and
residency programs based in nonmetropolitan scitinps,

» For policy makers. incentives (e.g., better reimbursement)
should be provided 10 encourape physicians 1o prectice ]!J"if]‘l:ll“)r“
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care specialties, the moy needed and difficult-1o-recruit
specialties.

* For both rural and suburban MGPs, maintaining generous
financial incentives {e.g.. income, bonus, malpractice insurance
coverage, benefits} is  critical 10 both the recruitmeny and
retention of physicians.

*  For rural MGPs, gaining access to local hospital is eritical for
the recruitment of physicians,

¢ For rural MGPs in Pparticular, recruitment of physicians should
be tied 1o the concerns of their spovses and children (e.g.,
employment, educarion). .

The current stedy was limited in IS sCope since the data source
" permitted only the comparison between rural and suburban MGPs,
" Urban MGPs were not included in the original survey. It can be
expected that the differences observed between rural and suburban
MGPs could be much greater if urban MGPs were used for
Comparison. Despite such limitation, the study offers supgestive
-evidence of the differences in importance of physician recryitment

- . conlentien thal rural MGPs will increase success in their effons 1o
i 0 physicians by improving their practice and

community characteristics, emphasizing on the strengths of
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