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It is becoming conventional wisdom today that 
the total number of physicians in the United States 
is rapidly approaching a surplus level, and that 
geographic and specialty maldistribution of 
physicians are the real problems related to physi­
cian supply. It is projected that the annual number 
of graduates of US medical and osteopathic 
schools will reach about 16,500 by 1980, over 
twice the 1966 level. In the last ten years the ratio 
of active physicians to population has increased 
about 20 percent and now totals 174:100,000, a 
ratio exceeded only by West Germany and Austria 
among Western developed countries.1

While there remains considerable debate as to 
the magnitude of shortage/surplus within indi­
vidual specialties and specific approaches to the 
problems of physician supply, there is general 
consensus that the principal shortage involves 
primary care physicians. The Coordinating Coun­
cil on Medical Education (CCME) in 1975 recom­
mended an initial national target be established for 
at least 50 percent of graduating medical students 
to enter primary care training and practice.2 Current 
federal health manpower policy has established 
requirements that the percentage of graduates 
entering primary care residencies must exceed 40 
percent in 1979 and 50 percent in 1980 in order for

medical schools to be eligible for capitation grants. 
The primary care disciplines are defined by the 
federal government as family medicine, general 
internal medicine, and general pediatrics.3 Al­
though the American Medical Association also 
views obstetrics-gynecology as a primary care 
specialty, the relative lack of comprehensiveness 
of services, combined with the predominantly sur­
gical orientation of the discipline, greatly weaken 
this position. Recently, the Institute of Medicine 
has recommended that a substantial increase is 
needed in the proportion of residents in primary 
care specialties— at least 50 percent and perhaps 
as much as 60 or 70 percent.4

While recent recommendations for total num­
bers of primary care physicians have become quite 
specific, there has been less specificity with re­
spect to the balance among the primary care 
disciplines themselves. In 1973, the American 
Academy of Family Physicians adopted a goal that 
sufficient family practice residency positions be 
developed to accommodate at least 25 percent of 
medical school graduates each year. At a recent 
reunion meeting of the Willard Committee, which 
in 1966 drafted the landmark Willard Report on 
Education for Family Practice,5 the group recom­
mended that a goal be established for 25 percent of
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American medical school graduates to enter resi­
dency training in family practice by 1985.6

No one primary care discipline can meet the 
large and diverse needs for primary care in the 
United States. Family practice has a particular 
contribution to make to primary care, however, 
because of its broad clinical orientation, focus on 
the family, comprehensiveness of services, flexi­
bility, and demonstrated capability to address 
problems of geographic maldistribution of physi­
cians. Internal medicine and pediatrics likewise 
have much to contribute to primary care, particu­
larly if the trend toward subspecialization can be 
arrested. There is, however, disturbing evidence 
to the contrary. A recent study of over 600 physi­
cians trained in primary care fields in Massachu­
setts between 1967 and 1972 showed only 28 per­
cent of former residents in internal medicine and 
56 percent of those in pediatrics devoting more 
than half their time to primary care in 1976. For 
these two groups, the fraction of full-time equiv­
alent primary care physicians was only 0.27 and 
0.42, respectively.7* Lee reported in 1976 that al­
most 40 percent of internists completing training 
since 1972 had been certified as subspecialists.8

Despite the remarkable growth of family prac­
tice residencies since 1969, no more than 15 per­
cent of American medical school graduates can yet 
be accommodated by the available family practice 
residency programs. There are currently about 
2,200 first-year positions in approved family prac­
tice residency programs in this country. This fig­
ure must be nearly doubled if the 25 percent goal 
for medical school graduates entering family prac­
tice is to be met. If continued and extensive sub­
specialization takes place in the other primary care 
specialties, the long-term requirements for family 
physicians may substantially exceed this goal, 
perhaps to as high as 35 to 40 percent of all physi­
cians by the years 1990 or 2000. Careful monitor­
ing of “ primary care equivalents” will be required 
in order to determine the long-term need for family 
practice and the other primary care specialties.

*For each physician respondent, the total number of hours 
per week spent in providing primary care was divided by 
the mean number of hours in practice for each group. The 
ratio of full-tim e equivalents of primary care physicians to 
the total respondents for each group was then calculated.
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Regardless of whether the national target for 
family physicians remains at the 25 percent level 
of all medical school graduates or if a higher goal is 
ultimately needed, the implications for training 
programs in family practice are clear. There must 
be continued expansion of these programs at both 
undergraduate and graduate levels, with a contin­
ued emphasis on quality control as represented by 
such efforts as the Residency Assistance Pro­
gram.9 Meeting this goal will require redoubled ef­
forts within family practice, particularly with re­
gard to faculty and program development, as well 
as the continued recognition by state and federal 
governments of the critical need to accord high 
priority to the support of these vitally needed pro­
grams.
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