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Preface 

This monograph was written to give my appraisal of medical education and 
some of the problems of rural health in Alabama, with some suggestions for 
improvement. It is based upon nearly thirty years of experience in medical 
school and medical center administration. 

Most of this monograph was written in 1980, and conditions have been 
changing rapidly since then. Although some of the details may be now, or 
soon be, out of date, the general principles and thrust of the report 
remain valid, in my opinion. 

It is my hope that this monograph will be informative and useful to 
legislators and other public officials, the medical education community, 
and interested citizens. It is too much to expect or hope that there will 
be universal agreement with my views. If this book stimulates constructive 
discussion or debate, perhaps sounder policies and better programs will be 
the result. 

Although The University of Alabama provided some support for this 
project, the views expressed are my own. They have not been officially 
endorsed by the University or any other organization. Several faculty 
members have been helpful and supportive, but I take full responsibility 
for the content of the monograph. 

I am grateful to The University of Alabama for affording me the 
opportunity to work for it for seven years and for the opportunity to 
express these views. 

William R. Willard, M.D. 
Moundville, Alabama 
February 1982 
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Foreword 
Richard Rutland, M.D. 

Most men in their advancing years look forward to retirement and responsi-

bility-free living. Fortunately for the state of Alabama, William R. 

Willard is not such a man. In 1972 he was lured out of retirement from 

administering a major medical center to launch the College of Community 

Health Sciences at The University of Alabama and in so doing helped to 

revolutionize medical education in the state. A second "retirement," this 

time from the College of Community Health Sciences in 1979, has provided 

him with sufficient leisure time to research and write the following 

monograph, a classic piece of work which, if studied and implemented, could 

further revolutionize medicine in Alabama. 

Many of us who have lived with rural medical deficiencies in Alabama 

most of our lives have longed for the ability and time to commit to writing 

a treatise that would clearly summarize the rural health picture as it is 

with all of its problems, explore the various potential solutions, and 

propose a realistic plan for attacking the problems. 

Dr. Willard has done it for us. 

In this monograph 

Few people in the nation could have written such a monograph; probably 

no one else in the state of Alabama could have done so. Few have 
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X Foreword 

Dr. Willard's background in medical education; his vast experience working 

with government at all levels and with organized medicine in attempting to 

solve multiple health care problems; his rapport with rural people, pro

fessional and otherwise; and the gift to organize and present in readable 

fashion such a wealth of valuable information. 

This monograph will be of interest to all who are concerned about the 

health of the people of Alabama, especially those people in rural and other 

underserved areas. Indeed its impact can extend far beyond the borders of 

our state. Medical professionals, those responsible for enacting the laws 

of our state, and Alabama citizens generally will all find something of 

value within these pages. 

Dr. Willard has an amazing knack of getting to the heart of complex 

problems. Some of the solutions proposed are controversial; controversy 

would seem to be inevitable. I am one of many who have become disenchanted 

with some of the "bold new approaches" to the problems of health care 

proposed in recent years. Nevertheless, those who are genuinely concerned 

about the issues will accept if not welcome a bit of controversy in their 

search for answers. And Dr. Willard in this compendium is convincing and 

up-beat: though our problems are many, the answers are out there. 

He believes that if the time, genius, and resources that have been 

expended in the area of biomedical research in Alabama over the last thirty 

years could be directed toward providing preventive medicine and diagnostic 

and treatment services needed by all of the people of our state, most of 

our health care problems would be solved. He further believes that Alabama 

has come a long way, that there are many program elements in place which if 



Foreword xi 

properly financed and coordinated would result in a statewide system that 

could most expeditiously accomplish this goal. 

Over the last decade I have had many reasons to be grateful to Dr. 

Willard for his contributions to my state. His masterful efforts in 

writing this monograph might well represent his greatest contribution. 



Introduction 
Medical Education and Medical Care in Alabama: 
Some Inadequacies, Some Solutions 

Throughout the twentieth century, Americans have been increasingly 

demanding more and better medical care. During the last thirty years in 

particular, while revolutionary advances were being made in the science and 

the practice of the healing arts, new programs were being created that 

would help to bring the benefits of modern medicine to every American. In 

fact, access to high-quality medical care has been declared as a human 

right for all Americans. 

Since the mid-1940s, Alabama has steadily increased its efforts to 

make medical education and health care services available to its people. 

Aided by massive doses of federal dollars, Alabama's health programs 

expanded rapidly in number and in size during this period. Among these 

efforts have been the building of hospitals, especially in rural areas; 

special programs that virtually eradicated poliomyelitis and some other 

infectious diseases; programs in maternal and child health and for crippled 

children; community mental health centers; and emergency medical care, to 

mention only a few. 

Despite the number and the diversity of the programs developed and the 

concomitant expenditure of many federal and state dollars, health care 
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availability problems still persist in Alabama. There is a shortage of 

physicians and nurses. Rural hospitals need modernization. Access to 

medical care and the ability to pay for it are obstacles for many people. 

Public health services are not adequate. 

The continuing presence of problems such as these, and the fact that 

medical education and medical care costs have escalated rapidly in recent 

years, are subjects of much concern to health professionals, legislators, 

and many other Alabamians who are now carefully scrutinizing the state's 

entire medical education and care system. 

Some believe that the state has gone too far. Alabama, it is said, 

has created a medical education system that it cannot afford; it has 

encouraged an increase in medical school enrollment that, some believe, 

will result in a surplus of physicians by 1990. Others see the medical 

school centers themselves as one source of the problem and wonder whether 

these institutions have done everything in their power to meet the state's 

medical care needs. 

These questions deserve answers, and though this monograph cannot 

examine all the problems attendant to Alabama's medical education and 

medical care dilemmas, it does attempt to address some of the inadequacies 

in the current system and to offer some solutions. It reviews briefly the 

history of medical education in the state and examines the question of 

physician supply now and in the future; it looks at the mission of 

Alabama's medical schools and evaluates the performance of these schools in 

helping the state solve its health care delivery problems; it discusses 

particular programs designed to bring medical care to the underserved and 

suggests possible avenues for reorganizing and streamlining these systems; 
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it considers the costs of Alabama's medical education programs in 

relationship to need. 

The present administration of the United States is calling upon the 

states to assume more responsibility for administering and funding 

education and social welfare programs. Alabama has the potential to 

respond to this challenge if its leaders are willing to examine the state's 

medical education and delivery systems and its antiquated tax structure 

objectively and take the steps necessary to correct existing problems. 

Little progress can be made without an informed state government and an 

informed citizenry. The author hopes that the information provided in this 

monograph will prove useful in future deliberations concerning the state's 

medical education and medical care system and that the suggestions for 

change made here will provide the first step in this very important 

process. 

Some of the suggestions offered will require additional money 

although, relatively speaking, it would not be a large amount. However, 

during a period of a depressed economy it is difficult to expect that 

additional money in significant amounts can be forthcoming. Nevertheless, 

we must believe that better times are ahead. Meantime we must do all that 

we can including the necessary planning and public education essential for 

future progress. 

There is a substantial emphasis now upon high technology as the wave 

of the future. Medicine has not been immune to this emphasis, which 

reaches its pinnacle in the major medical school centers such as those at 

Birmingham and Mobile and to a lesser degree in regional centers. 

Important as this is to the present and future medical care of this state 
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and nation, the medical and health needs of most people can be met 

adequately by simpler and less expensive approaches. These simpler and 

less expensive approaches are emphasized in this monograph. 



Medical Education and 
Medical Care in Alabama 



1 
The Shortage of Physicians in Alabama 

Alabama is now seriously short of physicians. This shortage is particu

larly acute in the rural areas, where the number of primary care physicians 

(family physicians/general practitioners, internists, pediatricians, obste

tricians/gynecologists) and other specialists falls considerably below the 

actual need for physicians. 

Past studies show that predicting the number of physicians the nation 

will need in the future is an exceptionally difficult task, primarily 

because of the many uncontrollable variables involved, which require 

assumptions that may or may not prove correct. Nevertheless, forecasts are 

essential in planning and in guiding public policy, and many studies have 

been made in recent years that project the nation's need for physicians. 

Since the results of the more important of these studies are not too 

dissimilar, their conclusions may be taken as reasonable approximations of 

f 
. 1 uture requirements. The most recent, the most sophisticated, and the 

most widely used of these studies was conducted by the Graduate Medical 

Education National Advisory Committee (GMENAC) and sponsored by the federal 

2 
government. 

I 

Although the GMENAC's conclusions are now being challenged in 
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some quarters, the study represents the best approximation of future 

requirements that we have. 

The GMENAC study projects that by 1990 the nation will require 191 

physicians per 100,000 population or one physician for every 524 people. 

It also forecasts a surplus of about 70,000 physicians in this country by 

that time. Based on the GMENAC study's predicted national surplus, some 

Alabamians have assumed that the state also will have a physician surplus 

by 1990. To prevent such an occurrence• these individuals argue. the 

state's medical schools should begin curtailing enrollment now• and that 

has already happened to a small degree at the medical school in Birmingham. 

This argument, however, fails to take into consideration other impor

tant factors. In 1980, Alabama had 4,858 active physicians or a ratio of 

3 
126 per 100,000 people --far below the 1990 GMENAC requirement of 191 per 

100,000. In sharp contrast, the nation as a whole already had enough phy

sicians in 1980 to meet the 1990 GMENAC requirements for a population of 

the present size, if they were distributed equitably geographically and by 

specialty, which they were not. Reports are now appearing that because of 

economic competition, 

11 . . 4 
sma er communities. 

increasing numbers of physicians are practicing in 

Although it is reasonable to expect improvement in 

Alabama's physician-population ratio by 1990 and in geographic distribu

tion, it seems most unlikely that in one short decade the state will gain 

enough physicians to match the national average of 1980, much less the 

projected national surplus of 1990, and achieve an equitable distribution 

geographically. 

A key _factor in the physician supply problem in Alabama is the 

distribution of physicians within the state. In large part because of 
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Alabama's rural character and the tendency of physicians to practice in 

urban and metropolitan areas, the shortage of physicians in rural areas 

remains critical. Using a standard that was approximately one-third that 

of the GMENAC requirement, the federal government, in 1980, found 

forty-four counties in Alabama and parts of fifteen other counties 

11 • • 11 h II f h · · S cr1t1ca y s ort o p ys1c1ans. If one applies another commonly used 

and somewhat more liberal standard (i.e., one primary care physician or 

generalist per two thousand people), only twenty-six counties in Alabama 

had enough primary care physicians in 1980 (an equal number of other 

specialists would be needed also). Applying this same standard to the 

state as a whole, one finds that Alabama was short 438 primary care 

physicians and 410 other specialists (see Tables 1-3). Allowing for a 

population growth of 13 percent and for physician attrition, the state 

would need 1,670 more primary care physicians and 1,670 other specialists 

to reach the GMENAC requirements by 1990, and, of course, special efforts 

and much time will be required to attract a sufficient number of these 

physicians to smaller towns and rural areas. 

The GMENAC requirement figures also reveal that Alabama has a shortage 

of practically all specialists, with the exception of surgeons (see Table 

4). Of these, three specialty areas, in particular, merit attention 

here--public health or general preventive medicine, obstetrics, and 

psychiatry. 

Before 1980, the state of Alabama had only thirteen physician health 

officers (some of whom had no special training in public health) who served 

twenty-four counties separately •r as small districts. The remaining 

counties were covered by a single health officer based in Montgomery. In 
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TABLE 1 
Alabama Counties According to Physician Population Ratio for Primary Care 

Physician-population ratio 
for primary care 

1:3,000- 4,000 

1:4,000- 5,000 

1:5,000- 7,500 

1:7,500-10,000 

1:10,000 plus 

Minimum "Standard": 1:2,000 

Number of counties 

21 

10 

6 

4 

1 

Source: Compiled from data provided by the Alabama State Health Planning and 
Development Agency, Montgomery, Alabama, based on the 1980 medical license 
renewal questionnaires. Specialties are self-determined by licensees. 
Military, federal, administrative physicians, residents, and full-time faculty 
were not considered "available to the public-at-large" to provide patient care 
and hence are not included in the physician count. 



TABLE 2 
Distribution of Physicians by County Population Size, Alabama, 1980 

Percent Total Percent Physician-
County Number of Total of state licensed of state population 

population size counties populations population physicians physicians ratio 

Below 25,000 27 463,111 12 166 3.4 36/100 ,000 
(1:2,778) 

25,000-50,000 19 685,842 17.8 379 7.8 55/100,000 
(1:1,818) 

50,000-100,000 14 944,765 24.5 738 15.2 78/100,000 
(1:1,282) 

Over 100,000 7 1,769,980 45.8 3,575 73.6 202/100,000 
(1:495) 

TOTAL 67 3,863,698 100.0 4,858 100.0 125/100,000 
(1 :800) 

Source: Population data from the preliminary 1980 United States Census; and physician 
numbers from a computer printout provided by the Alabama State Health Planning and 
Development Agency, Montgomery, Alabama, 1980. 



TABLE 3 
Physician Population and Numerical Physician Shortage, Alabama, 1980, by County and Health Systems Agency 
Regions (HSA) 

Column I Column 2 Column 3 Column 4 

1980 supply 3 Shortages 4 

available full at one 
time active physician per 

2 physicians 2,000 people 
Population 

I per Primary Primary 
County Population physician care Other care Other 

Lauderdale 80,218 955 36.5 48 4 
Colbert 54,324 1,358 19 21 8 
Limestone 45,992 2,555 13 5 10 
Madison 196,716 984 89.5 111.5 9 
Marshall 65,499 2, Ill 23 8 10 
Jackson 51,326 2,566 13.5 7 12 
Morgan 89,871 936 50 46 
Cullman 61,592 1,665 22.5 15 9 
Lawrence 30,141 2,740 10 I 5 
Winston 21,767 3,110 6 I 5 
Franklin 28,280 1,750 13.5 3 1 
Marion 29,687 2,699 7.5 4 8 

HSA I 755,413 1,315 304 270.5 81 108 

Lamar 15,898 2,650 4 2 4 
Fayette 18,645 2,664 4.5 2.5 5 
Pickens 21,455 3,065 7 0 4 
Greene 10,895 1,816 6 0 
Hale 15,304 3,826 4 0 4 
Bibb 15,501 5,167 2 1 6 
Tuscaloosa 136,081 1,308 43.5 60.5 25 

HSA II 233,779 1,706 ~ ~ 51 

Walker 68,143 2,004 20.5 13.5 14 
Jefferson 658,903 689 391 566.5 
Shelby 64,196 3,566 14 4 18 



St. Clair 41,145 4,572 6 3 15 
Chilton 30,381 4,340 6 1 10 
Blount 36,458 9,115 4.5 0 14 

RSA III 899,226 442 588 TI 

Etowah 102,543 1,152 50.5 38.5 1 
Calhoun 119,803 1,175 46.5 56 14 
DeKalb 53,429 2,812 13 6 14 
Cleburne 12,642 3,161 3 1 4 
Randolph 20,063 2,866 5 2 5 
Clay 13,706 2,741 3 2 4 
Talladega 73,718 1,940 21.5 17 16 
Coosa 11,354 11,354 1 0 5 
Tallapoosa 38,578 1,677 16.5 7 3 
Cherokee 18,794 2,349 6 2 4 
Chambers 39,130 1,565 12.5 13 

RSA IV 503,760 1,468 178.5 164.5 77 88 

Autauga 31,972 6,394 4 1 12 
Elmore 43,330 2,281 14 5 8 
Montgomery 197,255 805 107 138.5 
Lee 76,682 1,111 31 38 8 
Macon 26,909 2,242 6 6 8 
Bullock 10,652 3,551 2 1 4 
Lowndes 13,319 6,660 2 0 5 
Butler 21,334 2,667 4 4 7 
Crenshaw 14,033 2,339 4 2 3 
Pike 28,175 1,657 10 7 4 
Barbour 24,919 2,265 9 2 4 
Henry 15,288 3,822 4 0 4 
Dale 47,625 5,292 8 1.5 16 
Coffee 32,290 1,404 16 7 1 
Covington 36,216 1,207 22 8.5 
Geneva 24,237 4,040 6 0 6 
Houston 74,713 770 29.5 68 8 

RSA V 724,949 1,276 278.5 289.5 98 73 

Sumter 16;615 1,662 8 2.5 1 
Marengo 24,820 3,103 7.5 1 5 
Perry 14,872 3,718 4 0 4 
Dallas 52,919 1,038 26 25 1 



TABLE 3 (continued) 
Physician Population and Numerical Physician Shortage, Alabama, 1980, by County and Health Systems Agency 
Regions (RSA) 

Column 1 Column 2 

Population 

1 per 
County Population physician 

Wilcox 14,783 4,928 
Choctaw 16,871 4,218 
Clarke 27,639 2,303 
Monroe 22,637 2,058 
Conecuh 15,929 5,310 
Escambia 38,380 1,745 
Washington 16,778 5,593 
Mobile 358,679 899 
Baldwin 78,135 1,736 

RSA VI 699,057 1,209 

Russell RSA VII 47,514 1,901 

TOTAL 3,863,698 1,187 

1 Preliminary 1980 United States Census. 

2 This column calculated from columns 1 and 3. 

2 

Primary 
care 

3 
4.5 
7.5 
8 
2 

16 
3.5 

183.5 
33 

306.5 

13.5 

1,594 

Column 3 

3 1980 supply 
available full 
time active 
physicians 

Other 

0 
0 
5 
3 
1 
6 
0 

215.5 
12,5 

271. 5 

12 

1,662 

Column 4 

4 Shortages 
at one 
physician per 
2,000 people 

Primary 
care Other 

5 
4 
7 
4 
6 
4 
5 

6 
52 

11 

438 

78 

12 

410 

3 From an edited computer printout from the Alabama State Health Planning and Development Agency, Montgomery, 
Alabama, 1980. Federal physicians, residents, faculty, and limited license physicians not counted. 

4 Because many specialists do not usually practice in smaller rural counties, the "shortage" is calculated 
only by the Health System Agency regions and not by counties. 
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TABLE 4 
Selected Physician Specialists per 100,000 Population 

Specialty 

Total active physicians 

General practice/family practice 
Internal medicine 
Pediatrics 
Obstetrics/gynecology 

Total primary care 

Psychiatry 
Neurology 
Dermatology 
General surgery 
Orthopedic surgery 
Ophthalmology 
Neurosurgery 
Anesthesiology 
Pathology 
Radiology 
Emergency medicine 
Preventive medicine 

Total nonprimary care 

Determined Need 

GMENAC 1 1972 estimate2 

191 

34.5 
28.8 
12.4 
9.9 

85.6 

19.5 
2.3 
2.9 
9.7 
6.2 
4.8 
1.1 
8.6 
5.5 
7.4 
5.5 
3.0 

105.7 

163 (approx.) 

50.0 
20.0 
10.0 
9.9 

89.0 

10.0 
1.7 
2.5 

10.0 
4.0 
5.0 
1.0 
7.1 
5.0 
6.7 

5 

National 
supply

3 1980 

200 

25.7 
30.3 
11.8 
11.1 

78.9 

11. 9 

14.7 

58.7 

9 

Alabama 
supply

4 1980 

113 

22.8 
16.3 

8 .1 
7.6 

54.8 

3.8 
0.9 
1.6 

10.4 
4.3 
3.7 
1.2 
3.3 
3$5 
6.5 
2.3 
1. 7 

1 Alvin R. Tarlow, Chairman, et al., Graduate Medical Education National Advisory 
Committee to the Secretary of the Department of Health and Human Services, Summary 
Report (Washington, D.C.: U.S. Government Printing Office), September 30, 1980, Vol. 
1. (Ratios calculated from projected required numbers of physicians for 1990 and the 
estimated 1990 U.S. population of 243,413,000.) 

2 William F. Bridgers, M.D., Alabama Physician Shortage--An Estimate of Its Size and 
Distribution by County and by Specialty Groups, Alabama Journal of Medical Science 12 
(1975): 280-94: ratios calculated from Table II, p. 288. 

3 American Medical News, February 2 7, 1981, p. 13. (Preliminary 1980 U.S. census 
population of 226,504,825). Not all specialties were reported. 

4 Derived from a summary of licensees (physicians only) by specialty as of January 1, 
1980. Physician data provided by the Alabama State Health Planning and Development 
Agency, Montgomery, and the 1980 Alabama population of 3,890,061 (United States 
census). 

5 Some nonprimary care specialties were not included in this listing. 
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1980, when the state was reorganized into public health districts, the 

services of the public health physicians were redistributed, but their 

number was not increased. A study by Haven Emerson, sponsored by the 

Commonwealth Fund in 1945, concluded that there should be one trained 

physician health officer for every fifty thousand people. That has been a 

generally accepted standard ever since. 6 As new and specialized programs 

have developed, such as in child and maternal health, additional public 

health physicians are needed. Using the minimum standard and recognizing 

that the actual requirement is somewhat larger, Alabama should have a 

minimum of seventy-seven trained physician health officers. As of January 

1980, only thirty-nine physicians in the entire state designated public 

health or general preventive medicine as their primary specialty. 

The situation is no brighter in obstetrics. In 1980, Alabama had 292 

physicians in this specialty, and they practiced in only twenty-seven 

counties. Consequently, only three counties and one health system agency 

then had an obstetrician-population ratio that meets the national average 

of one per nine thousand people. For the entire state to meet the national 

average, Alabama would need 137 additional obstetricians immediately, and 

future shortages in this specialty may be even worse. As the post-World 

War II generation moves into the childbearing years, the need for 

obstetrical and maternal-child health services will undoubtedly increase 

during the next decade to serve the approximately 45 percent of Alabama's 

female population who will be in the fifteen to forty-four age group. 

Even more severe shortages exist in the field of psychiatry. In 1980, 

146 psychiatrists were practicing in the state, and two-thirds of these 

were located in Birmingham, Tuscaloosa, and Mobile. A high percentage of 
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them were serving in mental hospitals and were not available to the public. 

Only nineteen counties were served by psychiatrists at all, and these 

counties had psychiatrist-population ratios varying from one per 10,000 to 

one per 76,690. Not surprisingly, fifty-nine of Alabama's sixty-seven 

counties (or eighteen of twenty-one psychiatric catchment or service areas, 

as defined by federal guidelines) are listed as shortage areas for 

psychiatric personnel. 

In 1980, the nation as a whole was served by one psychiatrist per 

8,400 people or 11.9 per 100,000 population. In sharp contrast, Alabama's 

psychiatrist-population ratio in 1980 was one per 26,000 people or 3.8 per 

100,000 population, making the state's psychiatric practitioner supply 

among the lowest in the nation. Even to approach the national average, 

Alabama needs three to five times as many psychiatrists as it has now and, 

as with obstetrics, the situation may become even worse in the next decade 

as the twenty-five-to-forty-four age group--the group that has the highest 

rate of use of psychiatric services--increases significantly. 

Alabama, unlike the nation as a whole, shows no sign of having a 

physician surplus by 1990. Until data are available which demonstrate that 

the state can meet its current and future physician needs, curtailment of 

medical school enrollment would be a serious mistake. This conclusion is 

based upon much more detailed analyses that will be reported elsewhere. 

Notes 

1. United States Congress, Office of Technology Assessment, Forecast of 
Physician Supply and Requirements (Washington, D.C.: U.S. Government Printing 
Office, April 1980). 



12 Shortage of Physicians 

2. Alvin R. Tarlow, M.D., Chairman, et al., Graduate Medical 
Education National Advisory Committee to the Secretary of the Department of 
Heal th and Human Services, Summary Report (Washington, D. C. : U.S. 
Government Printing Office, September 30, 1980), Department of Health and 
Human Services, publication (HRA) 81-651. 

3. Alabama State Health Planning and Development Agency, Alabama Health 
Manpower Statistical Series (Montgomery, Ala., July 16, 1980). Based on a 
United States census population for Alabama of 3,890,061. 

4. Joseph P. Newhouse, et al., How Have Location Patterns of Physicians 
Affected the Availability of Services? (Santa Monica, Calif.: The Rand 
Corporation, 1982), publication R-2897-HJK/HHS/RWJ. 

5. Department of Health and Human Services, Public Health Service, 
Health Resources Administration, Federal Register Part II (Washington, D.C.: 
U.S. Government Printing Office, August 26, 1980), p. 57003. 

6. Haven Emerson, Local Health Units for the Nation (New York: The 
Commonwealth Fund, 1945). 



2 
Medical Education 

The state's medical education system is of particular concern to Alabamians 

for many reasons, chief among them being its importance in providing 

medical care and health services for the people and its cost in tax 

dollars. In recent years, however, these concerns have heightened, and 

some Alabamians now believe that our medical education system has become 

too large and too expensive for a state of limited resources to maintain. 

Before determining the accuracy of this judgment, we must consider 

briefly the history of medical education in Alabama because the state's 

current system can best be understood in light of the historical 

developments in medical education since World War II. 

Historical Background of Medical Education in Alabama 

The public was tremendously impressed with medical science's 

accomplishments in treating the casualties of World War II. This fact, 

plus a rising standard of living, a better educated and rapidly growing 

population, and the creation of prepayment mechanisms for financing medical 

care, led to an increased demand for medical services. The public's belief 

in the benefits of modern medicine rose to such a point after World War II 
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that access to good medical care was proclaimed in public policy as a human 

right. 

While the demand for medical services soared upward, the nation's ex

isting physician shortage became more acute, and population growth projec

tions indicated that even greater physician shortages would prevail in the 

future. The situation was particularly serious in rural areas, where a 

reduced number of older physicians were left to serve a larger number of 

people because many of the younger physicians, who served in the military, 

did not return to rural communities after the war. Instead, they chose to 

obtain more training, to specialize, and to practice in urban areas. 

The accomplishments of medical science during the postwar period, 

however, continued to increase the public's demand for medical services. 

The many significant scientific developments that occurred during that 

period--such as polio vaccine, antibiotics, and chemotherapy--only whetted 

the public's appetite for more. By 1950, many Americans believed that most 

of the country's medical care problems could be solved if the nation 

trained enough physicians and invested heavily in medical research. As a 

result, the federal government, state governments, foundations, and other 

private sources poured large sums of money into both these approaches. 

Alabama fared well in the competition for federal and private research 

dollars. Before World War II, the School of Medicine at The University of 

Alabama was a small, two-year program in Tuscaloosa. In 1945, the school 

was transferred to Birmingham and the program expanded to four years. In 

part because of research dollars, The University of Alabama School of 

Medicine in Birmingham (UAB) grew into a large medical center complex with 

a nationally recognized research program. As the University of South 
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Alabama Medical School (USA) developed, it exemplified similar charac

teristics on a smaller scale. 

Much of the growth in biomedical research in Alabama occurred because 

of the significant allocations of money by the National Institute of Health 

and the National Science Foundation. Realizing that productive research 

necessitates the presence of highly trained scientists, these agencies 

protected their investments by pouring significant funding into the 

training of research personnel. Many of these individuals subsequently 

made research virtually a full-time career. As a consequence, the teaching 

in which researchers engage was--and continues to be--largely limited to 

their own highly specialized field, and the patient care they undertake is 

usually limited to those with complicated medical problems that require the 

researcher's specialized expertise. Still other faculty members teach no 

students at all. Instead, they conduct "basic research," or research that 

has no immediate clinical application but provides an essential base of 

knowledge for further studies that will have clinical value. 

The results of biomedical research efforts nationwide and in Alabama 

have been impressive. Although the technology of medicine is much more 

complicated and expensive now than in the past, significant advances have 

been made in the diagnosis, treatment, and prevention of disease. These 

advances, in turn, have enabled the physician to do much more for his 

patients that ever before. Any evaluation of a comprehensive medical care 

system, then, should not underestimate the importance--indeed, the 

necessity--of continuing substantial research programs. 

Other important changes that have taken place in medical education 

since World War II include a change in the character of the medical 
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schools. The part-time or voluntary practitioner/teacher has been replaced 

by full-tlme faculty, most of whom are active and competent in research. 

Between 1971-72 and 1978-79, for example, the number of full-time faculty 

in all U.S. medical schools increased from 29,496 
1 

to 48,829. The 

student-faculty ratio has also changed since World War II, dropping 

steadily to 1.3 students per faculty member. Teaching, however, now makes 

up only a fraction of the total responsibilities of these faculty members. 

Still other changes have occurred. Research led to specialization and 

subspecialization, and, as a consequence, little room was left for the true 

generalist (now called the primary care physician) as a teacher or for 

generalist training in the curriculum. As a result, medical students lost 

the role model of the practitioner as teacher in favor of the investigator 

as teacher. Until recently, there were no departments of general or family 

practice, and much of the teaching in all fields was specialty or 

subspecialty-oriented. This pa~ient care and teaching had to take place in 

a hospital with sophisticated modern equipment. Inevitably, students began 

to specialize and, afterward, to establish specialty practices in urban and 

suburban areas. 

The changes that occurred in student career plans between 1949 and 

1979 tell the story. During 1948-49 eighteen medical schools polled forty

three of their classes to determine the students' plans with respect to 

specialization. In twenty-eight classes the majority of students who had 

reached a decision planned to enter general practice, while in fourteen 

classes the majority planned to specialize. 
2 

By 1978-79, however, only 

about 10 percent of the residents in training were studying family medicine. 

Building new medical schools and enlarging the enrollment of existing 
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schools became high priority items for this country after World War II. 

Forty-four new medical schools (including the University of South Alabama) 

have been established since the war, bringing the total in the United 

States to 124. Student enrollment in schools of medicine and in schools of 

basic medical sciences increased two and a half times in that period. In 

1950-51, for example, 26,186 students were enrolled in these schools. By 

3 
1979-80, the number had reached 64,195, and predictions are that by 

1983-84, medical schools in the United States will graduate approximately 

17,000 students per year. 

Like the rest of the nation, Alabama has experienced a rise in medical 

school enrollment since World War II. In 1949 The University of Alabama 

School of Medicine had 56 students; by 1959, the number was 80. By 1975, 

it was 167, and in 1979-80, the figure reached 170. Although the number of 

medical students in Alabama has risen steadily (until recently), the 

figures have not met the levels anticipated by The University of Alabama 

Board of Trustees, who established in 1972 an enrollment goal of 200 

students per year, when funds and facilities permitted. 

A similar situation holds at the University of South Alabama, which 

opened in 1972 with an expected enrollment of 96 students per class. 

Twenty-five students enrolled in the first class in 1972. The figure 

increased to 64 the following year, and in 1979-80 it reached 71 but has 

4 
now dropped to 64. 

The nationwide growth in medical school enrollment since World War II 

has led many to believe that the United States will have a large surplus of 

physicians in 1990. Similarly, because Alabama also experienced a rise in 

medical school enrollment during that same period, many Alabamians believe 
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that the state will have more physicians than it needs in 1990. Thus, by 

1980-81, enrollment at the UAB was down to 150 in response to the 

apprehension that Alabama may be training too many physicians. Although 

projections of physician supply are difficult to make (see Chapter 1), 

Alabama's medical school enrollment figures do not suggest that the state 

will experience an adequate increase in the foreseeable future. 

Clearly, curtailment of medical school enrollment is not the answer 

for Alabama, but a reevaluation of our priorities in medical education and 

medical care is needed. The state has an impressive medical center complex 

at The University of Alabama in Birmingham, and a good beginning has been 

made at the University of South Alabama. These schools feature 

high-technology research and medical care for highly complex, specialized 

problems. Excellent provision has been made for patients with complicated 

medical problems, which usually is costly. 

Adequate provisions have not been made to prepare physicians to care 

for the more commonplace problems that affect most people. Until the 

present developments in family practice, the education of physicians did 

not emphasize the care of ambulatory patients and those with long-term 

illness, prevention, and health maintenance, care that was comprehensive, 

continuous, and family-oriented--the care most people want and need. This 

is the kind of care the new programs in family medicine prepare physicians 

to provide, and these practitioners can care for 80 to 90 percent of the 

problems most people have. They should have specialty back-up, however. 

In a state that is largely rural and poor economically, priority 

should have been given to training family physicians, general internists, 

and pediatricians rather than high-technology specialists. The state's 
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priorities in medical education, given their historical context, are 

understandable but have been upside-down and out of balance. This is now 

clear in hindsight, but most states made the same mistake. 

We must now restore the balance and give greater emphasis to training 

family and other primary care physicians and make medical care available to 

all the people of Alabama. At the same time, it would be prudent to 

protect our investment and advances in training specialists, which we also 

need, and in research. 

Redefining the Mission of a Medical School 

Unless one is clear about the mission of a medical school--and to what 

extent that mission is being discharged--one cannot determine the amount of 

public support these schools warrant. Unfortunately, the public is poorly 

informed about what medical schools can and should do. But even the 

faculties and the administrators of these institutions often fail to 

recognize the breadth of a medical school's mission. 

Most people think of medical schools primarily as institutions 

designed to transform medical students into physicians. Few realize that 

teaching consumes only about one-third of the efforts of a medical faculty, 

and few understand the emphasis these institutions give to research. 

Indeed, since the biomedical research boom that occurred between 1950 and 

1965, research appears to have taken precedence over teaching in many 

schools. An examination of the proportion of federal and private 

extramural support going to medical schools today reveals that research 

consumes an equal or a slightly greater ~mount of funds than teaching does. 

The teaching mission itself is not well understood and is much broader 



20 Medical Education 

than the public suspects. Certainly, it includes far more than simply 

teaching medical students. Graduate medical education or resident training 

for a specialty, for example, consumes a large amount of a medical school's 

time and resources. Today, virtually all physicians must receive a minimum 

of three years of training after medical school, and many graduates pursue 

additional subspecialty training for a few years after the completion of 

their residency. Not surprisingly, in some medical schools, the number of 

residents being trained exceeds the number of medical students. In 

Alabama, as of July 1979, the state's 648 residents in training equaled 68 

percent of the total medical student enrollment. The University of Alabama 

in Birmingham and the University of South Alabama oversee about 75 percent 

of all residency training in Alabama. 

Other teaching programs also require faculty time and resources. Most 

medical schools, for example, offer Ph.D. programs in the basic medical 

sciences, and these programs--critical to the training of scientists and 

teachers--are among the most expensive activities universities conduct. In 

addition, many medical schools, including those in Alabama, participate in 

the teaching of courses for undergraduates, contribute to interdisciplinary 

programs with other schools in the university, and teach basic science 

courses to dental, allied health, and other health professional students. 

Continuing education programs for practicing physicians are now 

virtually a mandate for any medical school. Because medical knowledge has 

expanded rapidly in recent years, a physician's knowledge is likely to be 

out of date within five or ten years after training unless he keeps current 

through continuing education. In fact, a number of medical specialty 

boards (including that in family medicine) and a number of medical 
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associations (including the Medical Association of the State of Alabama 

[MASA]) require physicians to complete a specified number of continuing 

education hours to retain specialty recognition or medical association 

membership. Membership in the Medical Association of the State of Alabama 

is required before most physicians can obtain liability insurance for 

malpractice in Alabama--something few physicians will practice without. 

Finally, medical school faculties provide care for a large number of 

patients. Although patient care is not the faculty's primary mission, such 

work is a necessary component of teaching and research programs and is, of 

course, a beneficial public service. 

Traditionally, the responsibilities involved in teaching, research, 

and patient care have comprised the total mission of the university medical 

center. It is time, however, to reexamine this mission. Society supports 

medical schools for the purpose of meeting the public's basic medical and 

health care needs, yet many of these needs have not been met in Alabama. 

Should our university medical centers accept a broader range of 

responsibilities? 

The answer is yes. Consider, for example, the problem of maldistri

bution of physicians by geography and specialty in Alabama. Traditionally, 

medical schools have considered their obligation discharged when they grad

uated a student either from medical school or from one of their residency 

training programs. What the physician did after graduation was his busi

ness and his responsibility, as it should be in a free country. Medical 

schools, however, by their admission processes and by the composition of 

their faculties and their programs, can have an impact upon the specialty 

choices and the ultimate geographic location of many of their graduates. 
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Although the size and availability of specialty residency training 

programs determine the number of specialists available to serve the public, 

until the last few years medical schools gave no thought to tailoring their 

programs to meet the public's need for specialists. Even today, the 

qualities that make for a superior investigator rank highest in the value 

system under which most medical schools operate. A more realistic value 

system would not downgrade the importance of research, but would, instead, 

upgrade the importance of meeting the public's most pressing medical needs. 

If university medical centers viewed service to the state as an 

important part of their mission, the public would benefit in a variety of 

ways. Medical faculty could, for example, advise communities seeking a 

physician and encourage their graduates to serve in suitable communities 

where physicians are needed. If all medical schools coordinated their 

placement services with each other and with the state medical association 

and health planning agencies, much time, effort, and expense would be saved 

by the communities and a more efficient job would be accomplished by all. 

Since many physicians consider the availability of medical education 

programs an important factor in choosing a practice location, medical 

schools could help alleviate physician shortages in rural areas by 

strengthening their education programs in these lo cat ions. To a limited 

extent, medical centers have already begun this process by establishing 

faculty circuit-riding programs and by assigning medical students and 

residents to selected local practitioners, who serve as preceptors. Such 

programs can now be conducted relatively efficiently and effectively as a 

result of the decentralization of medical education programs to Huntsville 
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and Tuscaloosa and to the Family Practice Network, which includes Selma, 

Gadsden, Anniston, Montgomery, and some Birmingham hospitals. 

University medical centers could help solve other problems as well. 

For example. Alabama's primary care clinics--many federally funded--have 

become major sources of medical care in many underserved areas but are in 

serious need of good management. Universities could alleviate some of 

these management problems by establishing training programs for clinic 

managers and providing them with technical assistance. 

It is in analyzing the many planning and public-policy problems facing 

the state, however, that university medical centers could be of greatest 

assistance. State and local governments and other agencies are faced with 

myriad financial and medical care delivery problems involving important 

policy issues. The problems frequently require highly sophisticated 

interdisciplinary analyses that can be accomplished only by trained 

personnel. Properly staffed and organized medical schools and their 

universities could provide the necessary expertise to these agencies. At 

present, though, too few medical centers are prepared to undertake these 

responsibilities. Individual faculty members may tackle some of these 

problems on request, but institutional commitments are not numerous. 

Why do not our medical centers accept broader responsibility for the 

state's medical care needs? Like other human institutions, medical schools 

go where the money is, and, until the recent establishment of family 

practice programs, little educational money has been directed toward the 

state's most pressing medical needs. Another reason has been a lack of 

leadership in this direction. Clinicians and scientists invariably choose 



24 Medical Education 

other clinicians and scientists as their leaders, and these individuals, 

perhaps understandably, have not considered public policy matters and the 

state's social needs among their primary concerns nor do they have the 

expertise and resources to call upon. 

Alabamians must realize that planning the state's medical care system, 

establishing priorities, and organizing and directing programs that meet 

those needs are time-consuming and expensive endeavors. Our medical centers 

can be the problem-solving, intellectual centers of both our medical 

education and our medical care systems only when we provide them with the 

funds and leadership necessary to accomplish these tasks. As long as state 

allocations are based on the erroneous premise that medical schools are 

capable only of training medical students, we cannot expect other services. 

Family Practice Programs 

In an effort to meet the need for physicians in rural and other 

underserved areas, the state of Alabama has made a significant investment 

in family practice programs. Highly successful in reaching their initial 

goals, these programs promise to be even more valuable in the future. An 

examination of the development of these programs reveals why many regard 

the family practice movement as the most significant development in medical 

education that occurred during the 1970s. 

By 1971 it was apparent to the governor, the legislature, and many 

others that the medical care needs of large segments of the population were 

not being adequately met. The state had a large biomedical research and 

education center in Birmingham and a similar but smaller center under 

development in Mobile, but these centers were providing highly specialized 

services for patients with complicated problems. Large numbers of 
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Alabamians did not have access to a physician at all. Clearly, something 

had to be done. 

The governor and the legislature looked to the medical education 

system of the state for a solution. Because a shortage of physicians was 

the state's most pressing medical care problem, the decision was made to 

train more. Consequently, enrollment was increased at the UAB and USA. As 

a second step, the governor and the legislature appropriated funds for the 

creation of two clinical campuses of The University of Alabama School of 

Medicine. One, the College of Community Health Sciences (CCHS), was made 

an integral part of The University of Alabama's main campus in Tuscaloosa; 

the other, the School of Primary Medical Care (SPMC), was made an integral 

part of The University of Alabama at Huntsville. 

Several consequences resulted from these actions. First, major 

training centers for family physicians were created at Tuscaloosa and at 

Huntsville; a network of family practice programs was established in 

Anniston, Gadsden, Selma, Montgomery, and East End Hospital in Birmingham; 

and both the School of Medicine in Birmingham and the Medical School of the 

University of South Alabama created family practice departments and 

training programs. (An independent family practice program has also been 

established at Carraway Methodist Hospital in Birmingham). Second, while 

continuing to train various subspecialists as they had in the past, 

internal medicine and pediatrics specialty programs at the medical centers 

gradually began to emphasize the training of true primary care physicians 

as well. Third, clinical training programs for a limited number of 

undergraduate medical students were established at Tuscaloosa and 

Huntsville. Because such programs are important in orienting medical 
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students to family medicine and to rural practices, Huntsville and 

Tuscaloosa have now become the state's most likely sources of family 

physicians for rural areas. Graduates of these programs are not limited, 

however, to the pursuit of this specialty. 

The process of decentralizing the state's medical education system--a 

process begun by the establishment of the programs listed above--bodes well 

for the medical care needs of many Alabamians. Studies indicate, for 

example, that the ready availability of medical education programs 

influences young physicians in selecting practice location; studies also 

show that a high percentage of all residents (usually 50 percent or more) 

who finished in a good program located their practice within seventy-five 

to one hundred miles of their training site. Therefore, if the quality of 

the programs is maintained, a decentralized medical education system stands 

the best chance of addressing directly Alabama's most pressing medical care 

delivery problems--the shortage of physicians in rural areas. 

The family practice programs that have already been developed in this 

state have compiled a list of substantial achievements to date. From 1973 

to July 1, 1980, 258 residents enrolled in these training programs. 

Although only 85 residents had completed training and entered practice, 

this figure must be judged in light of the fact that the family practice 

training period takes three years and only two programs in Alabama had been 

in existence for longer than four years. In addition, most programs 

require at least two years of organizational work before they can begin 

operation. Given these facts, 85 graduates since 1973 represents a highly 

creditable performance on the part of Alabama's family practice programs 

(Table 5 gives the figures as of July 1, 1981). 



TABLE 5 
Family Practice Programs in Alabama as of July 1, 1981 

1st year 
positions Total potential Residents 

Year available capacity for a in Residents 
Pro~ram established annuallr 3-rear 12rogram training* graduated* 
University of Alabama System 

Anniston 1976 4 12 14 5 
East End Hospital-Birmingham 1976 3 9 5 4 
University of Alabama in Birmingham 1978 6 18 11 2 
Gadsden 1978 4 12 12 3 
School of Primary Medical Care, 1973 12 36 36 45 

Huntsville 
Montgomery 1977 6 18 7 1 
Selma 1976 4 12 6 5 
Tuscaloosa 1974 12 36 35 48 

SUBTOTAL TI 153 126 113 

Other Programs 

University of South Alabama 1977 6 18 14 3 
Carraway Hospital, Birmingham 1976 4 12 3 7 

SUBTOTAL To 30 IT To 

GRAND TOTAL 61 183 143 123 

From the above data, the following calculations can be made: 

Total residents if all positions filled 61 X 3 = 183 

Total residents if 92 percent of all positions filled 
(a reasonable expectation) 183 x .92 = 168 

Potential graduates annually with 14.7 percent attrition 
and 92 percent of all positions filled 61 x .85 x .92 = 48 

* Data provided by Alabama State Health Planning and Development Agency, Montgomery, Alabama 1981. 
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Other aspects of family practice programs in general bode well for the 

state. A national survey of 1,433 family practice residents who graduated 

in 1979 reveals that 8. 7 percent located their practices in towns with 

populations of 2,500 or less and that 48 .8 percent settled in towns of 

5 
25,000 or less. No other specialty comes close to matching this record of 

service to the nation's smaller communities. 

The Alabama experience is similar. 6 A significantly high percentage 

of all graduates from the Tuscaloosa and Huntsville programs have located 

their practices in smaller towns, either in Alabama or in other states (see 

Tables 6 and 7). Alabama, however, retains a higher percentage of family 

practice graduates than it contributes to other states. In fact, 58 

physicians, or 52.4 percent of the family practice residents from The 

University of Alabama system, have remained in the state and are now 

practicing in counties where physician shortages have been particularly 

acute (see map). The picture, as of 1980, is further brightened by the 

addition of six students who dropped out of the program and nine former 

faculty members of family practice programs who are now practicing in 

Alabama. Although graduates have not yet located in several counties, many 

of these counties will gain family practice physicians in the future as 

graduates continue to flow from the education pipeline and as graduates 

from programs in other states move to Alabama. 

The retention percentage for Alabama graduates undoubtedly would be 

higher if more Alabama medical students had entered the programs. By 1980 

only 41 percent or 100 of the 244 residents enrolled were graduates of 

Alabama medical schools, and only 94 of these, or 38.5 percent, were 

residents of the state of Alabama. 
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TABLE 6 
Size of Communities Where Graduates of Alabama Family Practice Residency 
Programs Have Located in Alabama (Tuscaloosa and Huntsville Programs Only) as 
of July 1, 1980 

Towns less than 2,500 population 

Towns 2,500-5,000 population 

Towns 5,000-10,000 population 

Towns 10,000-15,000 population 

Towns 15,000-20,000 population 

Towns 20,000-30,000 population 

Huntsville, population 132,248 

Mobile, population 199,392 

Tuscaloosa, population 73,228 

Birmingham, population 282,068 

TOTAL 

Number of 
physician graduates 

1 

6 

5 

7 

1 

1 

9* 

1 

4 

1 

36 

Percent of 
physician graduates 

3 

17 

14 

19 

3 

3 

25 

3 

11 

3 

101 

* These 9 family physicians locating in Huntsville merely replaced 9 
physicians lost by death or retirement. 

Source: Calculated from data on location of graduates provided by the 
Tuscaloosa and Huntsville program. 



TABLE 7 
Size of Communities Where Graduates of Alabama Family Practice Residency Programs Have Located (Tuscaloosa 
and Huntsville Programs only) as of July 1, 1980 

Towns less than 10,000 population 

Towns 10,000 to 30,000 population 

Towns greater than 30,000 population 

Other 

Military Service 

TOTAL 

Number of physicians 

College of Community 
Health Sciences 

(Tuscaloosa program), 

11 

9 

5 

1 

3 

29 

School of Primary 
Medical Care Total 

(Huntsville program) 

16 27 

8 17 

12 17 

1 2 

0 3 

37 66 

Source: Calculated from data on location of graduates provided by Tuscaloosa and Huntsville programs. 

Percent 

41 

26 

26 

3 

5 

101 
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Lauderdale 

Lamar 

Pickens 

--
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UNIVERSITY OF ALABAMA SCHOOL OF 
MEDICINE/CCHS, TUSCALOOSA, 27 PHYSICIANS 

UNIVERSITY OF ALABAMA SCHOOL OF 
MEDICINE/SPMC, HUNTSVILLE, 21 PHYSICIANS 

Information provided by the Tuscaloosa and 
Huntsville programs. 
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To attract the best Alabama and out-of-state students and to achieve 

the goal of filling all our first-year positions, we must first realize 

that residency programs across the nation are highly competitive in their 

search for top students. Before Alabama can attract the number and the 

quality of students the state needs, potential students must be ensured 

that (1) the teaching of family medicine to medical students is unusually 

good; (2) the curriculum is properly constructed; (3) students admitted to 

the medical schools are properly selected; and (4) the resident programs 

are of very high quality. These goals can be met only if we require strong 

departments of family medicine in all of the medical education and family 

practice residency programs in the state. 

If all of our programs were fully developed and 92 percent of all 

positions were filled, Alabama would have 135 residents in training. If 

attrition continues at 14.7 percent for all programs, at least 48 new fami

ly practice residents would graduate annually, and many of these, statis

tics suggest, would remain in Alabama. Unfortunately, however, our family 

practice programs are not fully developed, and the primary reason is money. 

Although the state has made a significant investment in family practice 

programs, it still provides only about 28 percent of the total operational 

costs of the six University of Alabama programs, exclusive of Tuscaloosa 

and Huntsville. It is difficult to separate costs of residency training, 

medical school education, and other public services in the Tuscaloosa and 

Huntsville programs. Local community support, especially from the 

hospitals, and earnings from the faculty and from grants provide over 50 

percent of the costs. Federal support, despite impressions to the con-

trary, provides only 12 percent of the total costs and is now decreasing. 
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If the state assumed a larger role in the support of family practice 

programs, we could expect our existing programs to achieve optimal 

development. More medical students--and a higher percentage of Alabama 

students--could be attracted to family practice programs, and more family 

practice physicians could be graduated, many of whom would locate their 

practices in the state's smaller communities. By supporting family 

practice programs, the state would be addressing directly the most serious 

medical care delivery problems now facing the people of Alabama. 

The Challenge for Alabama's Medical Schools 

There are several steps which the medical schools of Alabama should 

take to improve their educational programs and to serve the state better. 

Although not all of the possible alternatives for improving the state's 

medical education programs can be included here, the most important and the 

most feasible ones for Alabama are listed below. 

THE EDUCATIONAL PROCESS 

Faculty Selection. The faculty can exert a profound influence upon 

their students' career choices and upon the way their students later 

practice medicine. Medical schools should emphasize the selection of 

faculty role models who exemplify the sensitive, compassionate, and caring 

family or primary care physician. Although all medical schools have 

full-time faculty members who are compassionate and caring about their 

patients, more such people are needed on most faculties because the role 

model of the practitioner-teacher has almost been lost in favor of the 

teacher-investigator. 

Curriculum Changes. Greater emphasis upon the behavioral sciences and 
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community and family medicine is needed in the curriculum. The study of 

the behavioral sciences can help medical students become more effective and 

more acceptable to their patients by providing the students with, among 

other things, a better understanding of themselves in relation to their own 

and other cultures; insights into the varying responses of patients to 

illness; and an understanding of the cultural and environmental differences 

of various ethnic and other groups that result in different perceptions of 

disease and acceptance of treatment. 

The study of community medicine can help students understand the cul

ture, structure, and organization of a community--what its health problems 

and resources are--and how a physician can function as a leader in helping 

the community meet its health needs. In addition to providing students 

with the essential tools of epidemiology and biostatistics, community medi

cine programs can impart to students a sense of responsibility that trans

cends their own practice and encompasses the community and region as a 

whole. Community medicine departments can also help the state through 

outreach programs that bring much-needed services to underserved areas. 

Behavioral sciences and community medicine programs would be assisted 

greatly if undergraduate college or university programs offered potential 

medical and health science students a good introductory program to the 

health fields, including emphasis on the social sciences and their 

relationship to medicine, medical economics, the health status of the state 

and the nation, and possible solutions to health problems. The political 

interests and economic pressures upon medicine and the entire health care 

system--pressures with which the physician and other health care 

professionals must ultimately deal--should also be studied. Unfortunately, 
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many medical students today do not appreciate the importance of these 

subjects to their future practice of medicine and to their role as 

practicing physicians in the community. Undergraduate programs with such a 

slant would undoubtedly do much to reduce the antagonism of medical 

students to the study of behavioral sciences and community medicine in 

medical school. 

The behavioral sciences, community medicine, and family medicine, all 

of which are distinct disciplines, need strong departments and an adequate 

portion of time in the medical curriculum. Although these programs exist 

in most, if not all, Alabama programs, they are not always placed on a par 

with other departments in the schools. Many medical school administrators 

and faculty members, as well as students, apparently do not understand the 

importance of these disciplines and, therefore, do not give them the 

support they need and deserve. 

Disease Prevention/Health Maintenance and Promotion. Physicians 

should place more emphasis upon the prevention of disease and the 

maintenance and promotion of health. Clearly, prevention is the cheapest 

and most cost-effective type of medical service available; yet, it commands 

only a tiny fraction of the dollars spent today on medical care. 

There is much preventive work that physicians can and usually do such 

as administering immunizations, providing prenatal care, and conducting 

case findings among patients to ensure early diagnosis and treatment. 

Physicians can also encourage good health through public health screening 

programs for diseases like cancer, high blood pressure, glaucoma, and 

' diabetes, to name only a few, Through health education, physicians can 

also play a role in disease and accident prevention. Although some 
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diseases and accidents are more a function of life style and environmental 

factors than they are of biological factors, physicians can increase the 

patient's understanding of the health risks involved in smoking, 

alcoholism, poor nutrition, and the lack of appropriate exercise. Health 

education on these and other topics can improve the life styles of people 

who are concerned enough to consult a physician, and these are the ones 

most susceptible to good health education. 

Environmental safety, of course, requires sound public health 

measures. Here, too, the physician can help educate the community by 

playing a leading role in efforts to secure a better environment and in 

correcting health hazards. 

Although health education and environmental improvement activities 

have not been considered part of the physician's responsibilities in the 

past, these activities should be an important component of medical practice 

today. Medical schools could increase the student's interest in correcting 

health hazards by making health education a more attractive and a more 

important part of the training program. 

Health Problems of the Aging. The health and medical problems of the 

aging deserve much more attention than is usually given in the medical 

school and residency curriculum. Although the elderly suffer from the same 

diseases as the young, more suffer from chronic conditions. Most elderly 

patients, except those acutely ill, live at home and many in nursing homes. 

Their socioeconomic status, environment, psychological, and physiological 

conditions differ from those of the young and require adjustments in their 

treatment and management. As the number of older people in society 

steadily increases, the study of gerontology becomes more important; yet, 
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few medical students are interested in the problems of the elderly, and 

medical schools, in general, are only beginning to pay much attention to 

the field. 

Interdisciplinary Training. Educational programs for medical and 

other health professionals should no longer be conducted as separate and 

isolated entities. For the most effective functioning, there needs to be a 

team effort, with mutual respect and cooperation among the disciplines and 

with each professional knowing what his role is in relation to the other 

team members. Although much lip service has been given to the team 

approach, little has been done to foster it, and there is, in fact, little 

intermingling of the disciplines during the educational process. The 

family practice residency probably represents the best example of the team 

approach, but even here the team aspect is frequently superficial. In 

private practice, physicians may gradually develop and train their own 

teams as a matter of efficiency and necessity. Undoubtedly, more 

physicians would develop more efficient teams if students learned, while 

they were still students, how to work effectively with other professionals. 

A logical solution to this problem would be to develop coordinated 

education programs among many of the health professions. Little progress 

has been made toward this goal primarily because of limited curriculum time 

and jurisdictional problems. Nevertheless, an understanding of the roles 

and relationships involved in professional teamwork could be achieved by a 

relatively small amount of formal teaching (with students from various 

disciplines together), followed by a clinical teamwork experience. Because 

there are few successful role models for teamwork in the education setting, 

experimental approaches to develop a successful model must be used. 
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Practice Management and Cost Containment. Most medical students and 

residents clearly need more information about practice management than they 

have at the time they enter practice. Too few students and residents, for 

example, are aware of the costs of the treatments they are providing; 

little consideration is given to the necessity for certain prescriptions or 

to their impact upon the cost of medical care (whether to the patient or to 

a third party); and alternatives that might be equally as effective do not 

receive enough attention. Whether the patient should be hospitalized or 

could be treated on an ambulatory basis is a question too seldom 

considered. In short, the subject of cost containment needs more emphasis 

in the educational program. 

ADMISSION POLICIES. Methods for selecting medical students should be 

modified to some extent. Society needs a balanced student body in medical 

schools--a student body comprised of individuals who have a broad range of 

interests and who represent a cross-section of the state's population. 

Although the interests and attitudes of medical students reflect, to a 

large extent, the school's curriculum and the faculty role models present 

there, the background, interests, and capabilities the students bring with 

them to medical school are important also. 

Studies have been made in an attempt to predict a student's success in 

medical school. Few reliable indicators for determining success are 

available, however, other than the students' past academic performance, 

medical school aptitude tests, and motivation (to the extent that this can 

be determined). 

A number of studies have been made designed to character•ize students 
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most likely to select a primary care field and to practice in a small town 

or rural area. About the only indicator of value generally agreed upon is 

that students who grew up in a small town or rural area are more likely to 

select such an area as their location for practice, especially if they 

7 
married a person from a rural area or small town. However, a much smaller 

percentage of rural youth are being admitted to the nation's medical 

schools than the percentage of rural population in the United States, 17 

percent admitted versus 26 percent of the population nationally in 1975. 8 

In Alabama about 20 percent of the students admitted to medical school come 

from rural areas but the percentage of population living there is much 

higher than for the nation as a whole, 40 percent. This suggests that 

medical schools in states like Alabama, with a significantly large 

rural-small town population, should do more to foster the admission of 

rural and small town youth. 

Traditionally the percentage of women and minority students admitted 

to medical school has been low; however, the percentage of women enrolled 

9 
has increased to approximately twenty-nine percent, more than three times 

the percentage entering in 1969 when enrollment of women in medicine began 

to increase. In Alabama, women comprised 21 percent of the medical school 

population in 1980-81. lO 

Relatively few blacks were admitted to medical schools until 

desegregation; but since that time, there has been competition among 

virtually all the medical schools for black students. Nationally, 

admission of blacks reached a peak of 6.3 percent in 1974-7511 and declined 

to 5.7 percent in 1980-81. 12 In 1980-81, The University of Alabama School 

of Medicine had thirty-eight black students, comprising 6.2 percent of its 
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total enrollment; the University of South Alabama had seven black students 

or 2.6 percent of its enrollment. 13 

Some progress toward a more representative cross-section might be 

achieved with the present applicant pool. If enrollment is to reflect a 

cross-section of the population, however, measures will have to be taken to 

help rural and minority youth find ways to qualify for medical school and 

finance their medical education. 

At present, medical students come from predominantly white, middle or 

upper economic class families. In general, only students in the higher 

economic classes can afford to go to medical school, a trend enhanced 

further by inflation. Rural and minority youth, on the other hand, are 

generally disadvantaged economically and educationally. Although the 

quality of education varies throughout the nation, rural schools and those 

serving minorities generally provide inferior education. Medical school 

admission committees necessarily favor students with strong educational 

backgrounds because they are the ones most likely to complete medical 

school. Certainly, admission committees would do neither the youth of this 

nation nor society a favor by accepting students who are not able to 

complete their medical training. 

The deficient educational background of rural and minority youth is a 

problem that cannot be solved by the medical schools alone. Universities 

and state departments of education, with the assistance of medical schools, 

however, could and should develop remedial programs for talented but 

educationally disadvantaged high school students. Such a program could 

bring students to a university campus with a medical education program, 

perhaps after their third year of high school, to receive formal 
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instruction that would help them overcome their educational deficiencies 

and to work in a medical setting--an experience that might help them 

determine whether or not they wanted a career in one of the health 

professions. Although some efforts are being made in Alabama along this 

line, a concentrated statewide program is needed. 

course, would require adequate funding. 

Such a program, of 

Substantial financial assistance programs have been developed by the 

federal and state governments and by portions of the private sector to help 

economically disadvantaged students finance their medical education. 

Whether these programs will continue at reasonable levels in the face of 

the nation's economic austerity is uncertain, but they are not now keeping 

pace with the escalating costs of medical education. 

If students are to be assisted in going to medical school, it seems 

reasonable to tie financial assistance to obligations of service in areas 

of state and national need. Such obligations are now being incorporated in 

some programs, but they are not being employed to the extent that they 

might be (see Chapter 3). 

RESEARCH. Because our knowledge of medical science outstrips our ability 

to deliver high quality health care to all people, medical school research 

programs should be broadened to include health care delivery research as 

well as research in the biomedical sciences. Such studies would include 

experimental and demonstration programs in new methods of delivering 

medical and health services and research in the behavioral sciences, 

psychology, anthropology, economics, law, and other disciplines, as they 

relate to medical care. Clearly, such an interdisciplinary effort could be 
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accomplished best in a comprehensive university with education programs in 

medicine and in some of the other health professions. 

INTEGRATION WITH THE UNIVERSITY. Although most medical schools are part of 

a university, in the past they have operated largely as separate entities 

and have not integrated their programs and activities well within the 

university's interdisciplinary programs. Although Alabama's medical 

education system includes examples of interdisciplinary programs, they are 

not adequate. Unless more is done, both the medical school and the 

university will continue to lose enrichment opportunities, and the public 

will lose the benefit of better graduates in medicine and in other fields. 

The Mandate: A Comprehensive Health Science and Medical Education Program 

Meeting the health needs of the rural and small town areas of the 

state, as well as those of the ghettos of the metropolitan areas, should be 

one of Alabama's principal priorities. Much progress in meeting these 

needs could be made if the state charged an appropriate agency with the 

mission of solving Alabama's largest and most complex health care problem. 

Other important and difficult problems have been solved by similar 

approaches, The space program, the elimination of poliomyelitis, and some 

of the work of the various National Institutes of Health are only a few 

examples of complex problems that were assigned to and then solved by 

well-qualified and well-funded agencies. Alabama could be equally 

successful in remedying its health care problems if an appropriate state 

agency or institution--also well-qualified and well-funded--were charged 

with the mission of sponsoring the research and finding acceptable 

solutions. 
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Experience suggests, however, that solutions will not be easy to find. 

Already the state has spent large sums of money on a variety of programs 

designed to solve or ameliorate health problems. These include the use of 

nurse practitioners or physician assistants, the development of primary 

care centers, the institution of professional standards review organiza

tions, the creation of scholarship and loan funds for health profession 

students (with obligated service in areas of need as a condition or repay

ment), and others. Conducted under different auspices, these programs have, 

for the most part, been poorly coordinated and evaluated and have not 

solved the problem of making high-quality health care available to all the 

people. Not surprisingly, some of these programs have been criticized by 

the medical profession and by other vested interest groups as ineffective 

and wasteful. 

Despite the problems these programs have encountered, some of them 

have been good. But they are not necessarily the answer to Alabama's 

health care needs. The truth is that we do not know what they could do 

because they have not been attempted in a controlled, coordinated manner; 

they have not been supervised well or evaluated objectively. All we really 

know is that existing patterns of health care delivery in Alabama have not 

solved the state's problems. 

Clearly, changes must be made, but altering the patterns of health 

care delivery will not be easy for a system that is tradition-bound and 

lacks the incentive and the organizational framework to accomplish the 

task. Only a willingness to try bold and original approaches to a 

long-standing problem can lead to success. 

Like all complex problems, this one will require complex solutions 
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that will necessitate the cooperation of many disciplines, including 

medicine and the health professions, economics, public administration, the 

social sciences, law, and many others. Because the academic departments 

and the expertise needed to solve the problem can be found in a 

comprehensive university with a medical education program, it seems 

reasonable to assume that an institution of this type would be able to 

recruit the necessary additional expertise better than any other agency in 

the state in order to develop answers. The selected university, however, 

should not be expected to provide the medical care needed by all the 

underserved people in Alabama. Instead, its job would be (1) to research 

and identify existing barriers to the delivery of adequate medical care in 

the state--many, but not all, of which are known; (2) to formulate 

solutions to the problems identified, using all the public and private 

resources available; (3) to evaluate proposed solutions through 

demonstration programs; and (4) to train the professional and technical 

personnel necessary to deliver medical services to Alabama's underserved 

populations. 

Of the two comprehensive universities in Alabama--The University of 

Alabama and Auburn University--the former appears to be the most logical 

choice for the task because of its obvious interest in the problem, its 

medical education and other health-related programs, including nursing and 

allied health programs, and its Office of Rural Services and Research. 

Other institutions and agencies, of course, would not be precluded from 

working on these problems or serving the needs of the rural and inner city 

areas, and graduates of other institutions could be encouraged to locate 

their professional work in these areas as well, 
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Although the problems of rural and urban populations are similar in 

some regards, they are different enough to justify separating the 

approaches to solving them. Because the rural areas present by far the 

most difficult problem, their health needs should be designated as the 

university's first priority. Within that category, there are two distinct 

aspects of the problem: (1) the need to develop educational programs to 

prepare those who will deliver the services, and (2) the need to work with 

various agencies and health professional groups in developing a suitable 

medical care delivery system. 

If The University of Alabama--with a mission mandated by the 

legislature and with autonomy and reasonable funding on a program 

basis--implemented the changes in medical education suggested in the 

previous section and focused its educational programs on the problems of 

rural health care delivery, programs such as the following might then be 

instituted. 

1. Special programs for high school students. Because rural students 

are more likely to serve in rural areas, they deserve special attention, 

and talented high school students from these areas should be assisted in 

preparing for a career in medicine or some otfier health field. Many are 

now deprived of the opportunity to enter these professions because of their 

inferior public school education and because they are not familiar with the 

opportunities available in the various health fields. Programs should be 

designed to provide this information and to stimulate interest in a 

health-related career. An experimental program, funded by nonstate 

sources, is now being developed by The University of Alabama. 

High-quality health education programs should also be developed in 
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public schools, in cooperation with state and local boards of education. 

University faculty could assist these programs in developing curricula, in 

counseling selected students, and in providing much better training for 

teachers in health education. In addition, summer enrichment programs for 

selected high school juniors could be established through a cooperative 

arrangement between the public schools and university health sciences 

programs. If both formal classroom work and work experience in a health 

field were offered, students could improve their academic standing and be 

introduced to the various health careers. They could also gain the 

exposure necessary to determine whether a career in one of these fields 

suited them. 

2. The several programs previously mentioned to improve medical 

education, specifically: strong programs in the behavioral sciences, 

community medicine, preventive medicine, geriatrics, disease prevention, 

and health maintenance; outreach programs directed toward smaller towns and 

rural areas; demonstration programs for research and evaluation of new and 

existing medical care deli very methods; admissions programs giving more 

preference to rural-small town youth and minority groups. 

3. An integrated undergraduate college and medical school program. 

Using campus facilities and the university's basic and clinical sciences 

faculty, programs could provide enrichment in the health-related 

disciplines (the behavioral sciences, health care administration, law, 

medical economics, medical ethics, community medicine, and others). Such a 

program would prepare undergraduate students to enter medicine, if 

qualified, or one of the allied health fields. If the program were 

properly constructed, students who did not enter medicine would not lose 
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time or credits if they entered an allied health field, and even a change 

in the student's major would not impose any academic credit loss. 

(Obviously, the initial enrollment--encompassing students in all the health 

fields--would be much larger than the number of students who eventually 

studied medicine at The University of Alabama or elsewhere.) Clinical 

training for medical students would be provided by the medical education 

program at the appropriate .time, and clinical experiences would be provided 

for students entering other health professions such as nursing, medical 

technology, and health care administration. Throughout the programs, rural 

health and medical care would be emphasized and significant field 

experiences provided. 

One important advantage of the integrated program is the possibility 

that good students could complete the curriculum in six or seven years, if 

they wished, thereby reducing the cost to the student and to the state. 

Although there is some controversy about a shortened curriculum, several 

schools have demonstrated that such programs are not only possible but 

practicable for selected students. (The UAB, it should be noted, recently 

reverted from a three-year medical school program to the traditional 

four-year program; however, an integrated undergraduate and medical school 

program is quite different from simply a shortened medical school program.) 

Experience with graduates of family practice residencies indicates 

that programs with a clearly defined mission, carefully selected students, 

appropriate faculty role models, and a curriculum designed especially for 

rural health care can expect to produce a high percentage of graduates who 

would be prepared and motivated to practice in the state's underserved 

areas. If undergraduate, as well as residency or postgraduate programs, 
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worked toward the same end, even more graduates could be expected to locate 

their practices in Alabama's small towns. Percentages would probably be 

even higher if educational programs were supplemented by service, research, 

and demonstration programs designed to improve the delivery of health care 

in these areas. 

A logical spin-off of programs such as these would be the establish

ment of a health policy institute--an interdisciplinary research and con

sultation group concerned with major health problems and public policy. 

Because the health field is now so large and expensive (with many complex 

educational, legal, economic, and administrative problems), an interdisci

plinary institute could be an excellent resource for state and local 

governments and other health agencies and institutions and could provide 

invaluable assistance in solving such problems as the reorganization of the 

fragmented health care system prevalent in Alabama and other states. 

Such an institute need not limit its concerns to rural health but 

could and should study state and national problems as well. Before any of 

these tasks could be accomplished, however, a comprehensive university 

would have to be designated as the institute' s home base, a qualified 

full-time director and a nuclear staff would have to be selected, faculty 

participation would need to be assured, and funding for salaries and 

research would have to be allocated, 

Although programs such as those described above should have been 

mandated when the new medical education programs were launched in the 

1970s, it is not too late to begin. Alabama can solve its health care and 

medical education problems if the people and the legislature are willing to 

take the necessary steps. It would be naive to assume, however, that such 
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a move would be without strong opposition from those with vested interests 

in the status quo in medical education. One likely criticism would be that 

Alabama does not need another medical school. If an existing comprehensive 

university with an existing medical education program assumes the programs 

described here, there would, in fact, not be another new school, although 

technically it would be so classified. If, at a later time, it appears 

that Alabama is producing too many physicians, which does not seem likely, 

medical school enrollments could be easily realigned. A second criticism 

could be that the programs described here would cost more than the state 

can afford. Undoubtedly, there would be additional costs, but they could 

be held to minimal limits by building on existing university resources and 

facilities. Certainly the expenses involved would be no more than those 

required to build and operate a major biomedical research and tertiary care 

institute, of which there are now several in Birmingham. Furthermore, if 

the state commits itself to such a program and directs some of its existing 

expenditures for medical care into university-conducted experimental 

efforts, other funds could be secured from foundations, granting agencies, 

and private sources. The federal government's current interest in 

transferring control and administration of programs to the states could 

also benefit Alabama in that excessive regulatory control, which would make 

reasonable experimentation difficult, could be minimized. All costs, 

however, need to be considered in relation to the benefits the state would 

derive from mounting a concentrated attack on its most serious health care 

problem. (For a discussion of program costs and tax revenues, see Chapters 

5 and 6.) 

Although other objections undoubtedly will be raised, policy changes 
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as sweeping as those described here are within the reach of this state. If 

a courageous legislature mandated action; if a comprehensive university/ 

medical school, in conjunction with the state's entire health education 

resources, researched and designed the programs; and if a cooperative 

attitude prevailed among the state's health professionals, Alabama could 

bring high-quality health care within the reach of all of her citizens. 

Financing Medical Education 

It is not difficult to describe in general how medical schools are 

financed and the fiscal problems they face. It is difficult to present 

detailed financial information on each of the programs in Alabama, and it 

is impossible to make valid comparisons among them or between Alabama and 

other states. The available data do not permit comparisons, and it is 

important to understand why. 

Most universities with large medical schools also have other health 

professional schools and programs, such as dentistry, nursing, the allied 

health professions, and at the UAB optometry and public health. The 

medical school faculties are often involved in teaching these and other 

university students. Hence, the medical school budget covers instructional 

costs for more than medical students. 

A number of special programs have been developed that are classified 

by the Alabama Commission on Higher Education (ACHE) as "health related." 

At the UAB there are the Multipurpose Arthritis Center, the Medical Genetic 

Program, the Diabetes Institute, the Health Related Research and Public 

Services Program, and others. Usually these have been initiated by the 

medical school faculty and are financed from multiple sources, primarily 
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nonstate, largely federal, with some private and some state support. Some 

have patient fee income. These special programs provide some training for 

specialists in medicine, enrich the medical school programs, provide 

training for students in the allied health professions and nursing and 

public education programs, conduct research, and supply an increasing 

volume of highly specialized and needed patient care that frequently is not 

available elsewhere in the state. Medical schools vary in the number, type 

and scope of these programs, and their expenditures are only partial as 

they contribute to medical education. 

Medical school revenues are usually classified as either unrestricted 

or restricted. The unrestricted money is primarily for the support of the 

school and its educational programs. Restricted income is for special 

research programs, health-related programs, and public service and is not 

available for the general operation of the school. Without adequate 

unrestricted money there would not be sufficient faculty or facilities to 

attract restricted funds. Much, but not all, of the restricted money comes 

from the federal government. The state supports only a fraction of the 

medical school budgets and the health-related programs; the rest comes 

primarily from the initiative and work of the faculty outside their formal 

teaching responsibility. Many schools consider figures on restricted and 

some other nonstate revenue confidential, and they do not report that 

income in public documents. Even when the schools release this information 

to certain outside individuals, they usually do so with the understanding 

that it is confidential and will not be made public. 

University programs for their health professions vary widely in 

student enrichment and in scope and nature. Furthermore, their 
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organizational patterns and accounting systems differ, so that comparable 

data cannot be obtained at this time, even from published and audited 

reports. 

Many states have one or more private medical schools. The relative 

amounts of financing from various sources differ greatly from public 

schools and hence are usually considered separately from public schools. 

Even though many of them receive some state subsidies, these sums are far 

less than the state must provide for its own public schools. When trying 

to compare states, however, the private schools greatly distort comparisons 

in state expenditures. 

There are many new or comparatively new schools that are not yet fully 

developed. The income picture of these schools differs significantly from 

that of older, larger, well-established schools. They have smaller student 

enrollment and faculties and, in general, less capacity to attract nonstate 

money. Special programs like those at the CCHS and SPMC, providing only 

clinical training for a small number of students and family practice 

residents, have small faculties and facilities and thus less capacity to 

generate nonstate money than the larger schools with many more faculty 

members and facilities. 

The only national compilation of medical school revenues and 

expenditures is made by the Association of American Medical Colleges (AAMC) 

from answers furnished by the schools to a standard questionnaire. These 

figures are published annually for the United States as a whole and are not 

available for individual schools or even states. Some of the large public 

and private schools and a few others refuse to answer the questionnaire at 

all or answer it only in part. For this reason, and because the questions 
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are open to variations in interpretation, and also because of differences 

in programs and university accounting systems, this compilation has serious 

flaws. Although in the past such agencies as the Southern Regional Educa

tion Board have obtained figures on a state-by-state basis for their region, 

the president of the AAMC has stated that these figures are not reliable 

enough to provide valid comparisons among states, much less individual 

schools. Nevertheless, it was upon such data that the governor charged 

that Alabama is spending twice as much per student, per capita, and per 

unit of personal income than most other states spend. The governor's budget 

officer admitted, however, that the data could not support such a charge. 

Even though the figures are flawed, they give a picture of the various 

sources of medical school revenue with percentages that may approximate the 

national picture but not necessarily the picture of the state and indivi-

dual schools. The following figures are derived from the 1979-80 compila-

tion, the latest available, when 

. f f 14 picture o sources o revenue. 

this was written, to give a general 

From these figures and previous compila-

tions, certain trends are clearly demonstrable and will be discussed later. 

According to these flawed figures, about one-third of medical school 

revenues are now restricted, compared to a decade ago when over half the 

revenues were restricted because large sums of federal money were available 

for research, research training, and special programs, many of which are 

now being curtailed. 

Of the unrestricted revenue for public schools, appropriations by 

state and local government amounted to only 53 percent of the total. This 

is the money required for the general operation of the school and its 

educational programs. Tuition and fees, which have increased rapidly in 
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recent years, amount to only 4 percent; income from hospitals and clinics, 

9 percent; professional fees received from patients or third parties for 

services rendered to patients, 17 percent; general university funds, 4 per

cent; gifts, 2 percent; and miscellaneous sources, 10 percent. Of the one

third of total revenues that are restricted, the federal government pro

vided 61 percent; state and local governments, 9 percent; private sources, 

16 percent; various miscellaneous sources, 14 percent (see Table 8). 

At a minimum, the medical faculty, through its work in teaching, se

curing competitive grants and contracts for research, professional services 

rendered to patients, hospitals, and the university, and obtaining private 

gifts and grants, provides more than one-half of the revenue of the medical 

schools--about 54 percent of the total revenue, unrestricted and restrict

ed; whereas, state and local governments provide only about 35 percent. 

There is no other public educational institution for which the faculty 

is so largely responsible for financing the total program and the state 

such a small percentage. Even though these figures are a crude 

approximation at best, this conclusion is widely known and accepted by 

medical educators and most university officials. Perhaps it explains, in 

part at least, why medical schools consider that figures on the income 

generated by faculty efforts is confidential, especially when faculty 

members must generate a significant part of their salary. 

STATE EXPENDITURES FOR HEALTH PROFESSIONS EDUCATION, INCLUDING MEDICINE, 

AND HEALTH-RELATED PROGRAMS IN ALABAMA. The state of Alabama appropriated 

$32,550,675 in 1980-81 from the Alabama Special Education Trust Fund 

(ASETF) for medical school operations at its four campuses. This was 2.6 

percent of the trust fund remaining after deduction of social security, 



TABLE 8 
Sources of Medical School Revenues 

State and local government 
Tuition and fees 
Hospitals and clinics 
Professional fees 

for services to patients 
General university funds 
Gifts and incidental sources 
Other miscellaneous funds 

TOTAL 

Sponsored Programs 

Federal grants 
State and local grants 
Private sources 
Miscellaneous 

TOTAL 

GRAND TOTAL 

Percent of 
unrestricted 

revenues (rounded) 

53 
4 
9 

17 
4 
2 

10 

99 

Percent of 
restricted 

revenues (rounded) 

61 
9 

16 
14 

100 

SUBTOTAL 

SUBTOTAL 

Source: Journal of the American Medical Association, December 25, 1981, p. 2929, Table 34. 

Percent 
of total 

revenues (rounded) 

35 
3 
6 

11 
3 
1 
8 

67 

Percent 
of total 

revenues (rounded) 

21 
4 
5 
4 

34 

101 
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retirement, the cost of the Alabama Commission on Higher Education, and a 

few other relatively small items that are paid directly from the trust 

fund. To support all health professions schools and programs that could be 

identified at the four universities and their health-related programs, the 

state appropriated in 1980-81 $72,148,527 or 5,8 percent of the available 

trust fund monies (derived from Tables 9 and 11-1 to 11-4). Considering 

the magnitude of health problems facing the people of Alabama, their 

demands for more and better health services, and the large amount of 

nonstate dollars generated by medical schools, this does not seem to be a 

disappropriate amount, especially when it is realized that for every one 

dollar of state money the faculties of medical schools probably generate 

about $1.40, maybe more. Thus, the state appropriation appears to be an 

excellent investment. (The detail on trust fund appropriations and 

revenues are shown by school on Tables 9 through 11-4). These figures show 

that the state provided 62 percent of the unrestricted funds. Tuition and 

fees amounted to 5 percent and other sources, not specifically identified, 

32 percent. 

Efforts were made, by visiting the campuses, to secure figures on both 

unrestricted and restricted funds by source of revenue. It was impossible 

to secure this information from all schools, and detail on sources of 

revenue varies considerably from school to school and was not classified in 

comparable ways. From the data obtained it is reasonable to conclude that 

the relatively new programs, especially the small programs at the College 

of Community Health Sciences at The University of Alabama and the School of 

Primary Medical Care at The University of Alabama in Huntsville obtained a 

small amount of restricted revenues, and The University of Alabama in 
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TABLE 9 
1980-81 Appropriations from Special Education Trust Funds (after 3.5681% 
proration) 

Elementary/secondary education 
Vocational-technical schools 
Junior colleges 
Four-year institutions 
State teacher retirement 
Social security (FICA) 
Other* 

TOTAL 

$ 685,010,023 
35,825,486 
43,149,234 

269,170,642 
170,073,900 
69,400,000 
48,684,277 

$1,321,313,562 

* Includes appropriations to private schools, other state education agencies 
and programs, nonstate agencies, and miscellaneous needs. 

Source: Act No. 80-751, Alabama Law, Regular Session, 1980, Alabama 
Commission on Higher Education, OIA 9/23/81. 

Courtesy of UAB Office of Institutional Research and Service. 
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TABLE 10 
ASETF Appropriations for Colleges and Universities, FY 1980-81 (prorated 
3.5681%) 

Direct Operating Funds 
Alabama A&M 
Alabama State 
Athens 
Auburn 
Auburn at Montgomery 
Jacksonville State 
Livingston 
Montevallo 
North Alabama 
South Alabama 
Troy State 
University of Alabama System 

The University of Alabama 
University of Alabama in Birmingham 
Univeristy of Alabama in Huntsville 

Total Operating Funds 
Teachers retirement 
Social security 
Debt service 
Board of Dental Examiners 
Board of Medical Examiners 

Commission on Higher Education 

TOTAL 

43,297,923 
65,911,204 
11,571,828 

Source: UAB Office of Institutional Research and Service. 

$ 9,353,894 
8,052,064 
1,562,196 

59,471,543 
6,460,937 

12,053,987 
3,760,844 
6,268,074 
7,666,336 

24,626,779 
8,582,439 

120,780,955 

42,489,968 
20,524,746 
14,344,919 

228,000 
711,000 

1,435,618 

$ 348,374,299 
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TABLE 11-1 
ASETF Appropriations for FY 1980-81 for the Medical Center at The 
University of Alabama in Birmingham by the Alabama Commission on Higher 
Education Categories (after 3.5681% proration) 

Regular Academic Programs 
School of Community and Allied Health 
Regional Technical Institute 
Joint Health Sciences Departments 
School of Nursing 
Nursing scholarships 
Nursing loans 

SUBTOTAL 

First Professional Health 
School of Dentistry 
School of Medicine 
School of Optometry 
System Medical Education Program 

SUBTOTAL 

Health Related Research and Public Service 
Family Practice Residency Programs 
Montgomery Internal Medicine Residency 
University Hospitals 
Public Health Graduate Research Programs 
Department of Pediatrics 
Health Related Research & Public Services 
Emergency Medical Training 
Hypertension Research 
Arthritis Center 
Medical Genetics Program 

SUBTOTAL 

TOTAL 

Source: UAB Office of Institutional Research and Service. 

$ 2,263,703 
1,887,164 
2,942,455 
3,286,383 

85,246 
11,572 

$ 10,476,523 

7,403,371 
16,976,964 
2,178,184 

510,550 

$ 27,069,069 

$ 1,644,427 
248,936 

6,044,973 
192,864 
322,104 

2,928,546 
167,205 
405,592 
405,592 
192,864 

$ 12,553,103 

$ 50,098,695 
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TABLE 11-2 
ASETF Appropriations for FY 1980-81 for Health Programs at The 
University of Alabama in Huntsville by the Alabama Commission on Higher 
Education Categories (after 3.5681% proration) 

Regular Academic Programs 
School of Nursing 
Nursing scholarships 

SUBTOTAL 

First Professional Health 
School of Primary Medical Care 

SUBTOTAL 

Health-Related Research and Public Service 
Community Medicine Rural Preceptorship Program 
Ambulatory Care Center 
Paramedic training 

SUBTOTAL 

TOTAL 

Source: UAB Office of Institutional Research and Service. 

$ 862,340 
17,358 

$ 879,698 

$2,548,226 

$2,548,226 

$ 28,930 
657,447 
127,203 

$ 813,580 

$4,241,504 
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TABLE 11-3 
ASETF Appropriations for FY 1980-81 for Health Programs at The 
University of Alabama in Tuscaloosa by the Alabama Commission on Higher 
Education Categories (after 3.5681% proration) 

Regular Academic Programs 
School of Nursing* 
Nursing scholarships 

SUBTOTAL 

First Professional Health 
College of Community Health Sciences 

SUBTOTAL 

Health Related Research & Public Service 
Center for Emotionally Disturbed Children 
Family Practice Center 
Emergency Medical Services 
High Risk Nursery 
Rural Infant Stimulation Environment Program 

SUBTOTAL 

TOTAL 

$ 596,895 
17,358 

$ 614,253 

$ 2,352,949 

$ 2,352,949 

$ 514,190 
809,774 
136,483 
109,186 
135,453 

$ 1,705,086 

$ 4,672,288 

* Published records do not show an appropriation for the School of 
Nursing as a separate item (it is included in operations and maintenance 
line for the University). The amount shown here is the allocation for 
the School of Nursing provided by the UA General Accounting Department. 

Source: UAB Office of Institutional Research and Service. 
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TABLE 11-4 
ASETF Appropriations for FY 1980-81 for Health Programs 
University of South Alabama by the Alabama Commission on 
Education Categories (after 3.5681% proration) 

at the 
Higher 

Regular Academic Programs 
Division of Allied Health 
School of Nursing 
Nursing scholarships 
Basic medical sciences 

SUBTOTAL 

First Professional Health 
College of Medicine 

SUBTOTAL 

Health Related Research & Public Service 
University Medical Center 
Birth Defect/Genetics Center 
Family Practice Residency Programs 
Paramedic Training Program 
Newborn Growth and Development Program 
Medical Research and Public Service 

SUBTOTAL 

TOTAL 

Source: UAB Office of Institutional Research and Service. 

$ 675,024 
578,592 

17,358 
241,080 

$ 1,512,054 

$ 8,678,880 

$ 8,678,880 

$ 1,617,576 
212,150 
556,413 
132,594 

77,146 
349,207 

$ 2,945,086 

$ 13,136,020 
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Birmingham and the University of South Alabama large amounts (see Table 

12). Even schools that can be considered fully developed, such as that at 

The University of Alabama in Birmingham, have areas that need to be 

strengthened and expanded to reach a greater potential of education, 

research, and public service and an ability to attract restricted funds for 

needed special services and programs. 

THE FISCAL CRISIS FACING MEDICAL SCHOOLS. In these times of economic 

depression and inflation, medical schools are stressed institutions with 

little capacity to adjust to these new economic conditions, as an 

examination of their major sources of income will reveal. 

State Appropriations. As have other functions of government in 

Alabama, the medical schools have suffered by proration and essentially 

level funding for several years. 

Federal Support. For years after World War II the federal government 

allocated increasingly greater sums, to build new schools, and to enlarge 

existing ones to increase enrollment. This funding has now essentially 

ceased. Even larger sums were appropriated for research, research 

training, and special projects, a large part of which went to medical 

schools in the form of restricted grants that could not be used for general 

operations of the school. Since these grants and contracts were awarded on 

a competitive basis, the strongest schools fared the best. The 

University of Alabama in Birmingham was among the more successful schools 

in attracting federal money, which was primarily, but not entirely, 

responsible for funding the large, complex medical center at Birmingham 

with its many specialized health-related programs. As research programs 



TABLE 12 
Revenues for Schools and Colleges of Medical Education in Alabama, 1980-81 (exclusive of health-related programs 
and other health profession schools) 

University of Universiti of Alabama ProBrams 
South Alabama Birmingham Tuscaloosa Huntsville 

State Educational Trust Fund $10,119,865 $17,322,827 $2,318,000 $2,794,983 

Tuition and fees 606,383 1,993,005 45,000 103,400 

Other 310,828 3,513,867 173,405 636,823 

SUBTOTAL $11,037,076 $22,829,699 $2,536,405 $3,535,206 

Less transfers for plant and other purposes -16,765 -i,581, 926 -120,936 

Total available for educational programs and general operations of the school 

$11,020,311 $20,247,773 $2,536,405 $3,414,270 

Sponsored programs for research, training, and service--funds restricted for specific programs 

TOTAL 

6,200,288 

$17,220,599 

8,833,230 

$29,081,003 

589,603 

$3,126,008 

529,100 

$3,943,370 

Total 

$32,555,675 

2,747,788 

4,634,923 

$39,938,386 

-2,719,627 

$37,218,759 

16,152,221 

$53,370,980 

Only medical school revenues for the education, sponsored research, and training programs are shown in this 
table because they closely approximate expenditures. 

Some of the figures are approximate, but it is believed that they are close. The University of Alabama in 
Birmingham provided the figures for the Alabama State Educational Trust Appropriation, tuition and fee income, and 
transfers of funds for the three University of Alabama campuses because it is centrally located in the state. But 
the figures shown for the trust fund by the UAB are not identical with those furnished by the Alabama Commission on 
Higher Education. Nor are they identical with figures provided by the campuses in Huntsville and Tuscaloosa. The 
discrepancies are not large, however. All other figures came from the respective schools and colleges. 



No detailed information is available for the category "other." In some schools, but not all, some information 
is available on the sources. Some of it represents earnings by the schools reimbursing them for educational 
service provided. Some endowment and gift income may be included, but this is negligible unless the UAB is 
an exception. 

Data on income from professional fees are available for some schools but not others. Such data have been 
omitted entirely from these tables, unless perchance some are included in the "other" category. It is known that 
significant amounts are used, at least in some schools, to subsidize the teaching hospitals and clinics because the 
relatively small state appropriation plus fees from patients or third parties are inadequate. Some are used to 
subsidize the state portion for faculty salaries to make them competitive with other schools and for faculty 
development and equipment. In aggregate, it is doubtful that this exceeds the 11. 3 percent of total revenue 
reported nationally by many but not all public schools. 

University hospital and clinic appropriations and other income are not shown here; only income for the academ
ic and some public service programs is given. 

The following notes apply to the figures for specific schools. 

1. University of South Alabama. Race track revenue amounting to about $2.2 million a year is not included 
because this is reserved for capital needs and is not available for operating expenses. 

2. University of Alabama in Birmingham. An appropriation of approximately $2 million from the general fund 
is not included; it is used to help support the Department of Psychiatry and operate the Psychiatric Institute. 

The University of Alabama System Medical Education appropriation is included in the UAB revenues. This 
amounted to $502,968. It was appropriated to and is controlled and administered by the UAB. It was intended to 
enable the UAB to assist the programs in Huntsville and Tuscaloosa and the Family Practice Programs in Montgomery, 
Selma, Gadsden, Anniston, and Birmingham. This appropriation has helped these programs but also has helped the 
programs at the UAB. 

3. College of Community Health Sciences at The University of Alabama. A grant of about $1.1 million from the 
Veterans Administration is not shown. This was given to help in the development of the college and to enable the 
college to provide educational and other services at the Tuscaloosa Veterans Hospital, upgrading the quality of 
care for veterans. This grant was terminated in 1981, as provided for under the terms of the original award. 



66 Medical Education 

grew, the general operating costs (instruction, administration, and 

maintenance) of medical and other health professions schools increased, but 

funding for general operating costs did not increase proportionately. To 

assist the schools, which were hard-pressed for general operating money, 

the federal government provided capitation grants, which early in the 1970s 

exceeded $2,000 per student per year, and, in special circumstances, 

hardship grants. 

Now the picture is changed. Although research grants and contracts 

continue to increase a little in actual dollars, the amounts available have 

not kept pace with inflation. Capitation has been phased out completely. 

In the meantime, competition for available federal dollars has increased as 

new schools have been developed, which means more laborious work by faculty 

in writing grant applications and in most schools a decrease in the 

percentage of grant applications that are approved and funded. One study, 

based upon the somewhat flawed national figures previously cited, has shown 

a decline in the role of the federal government as a source of revenue for 

medical schools from a high of 55 percent in 1965-66 to 30 percent in 

1977-78, 15 and it is lower now. 

Patient Fee Income for Professional Services. Reliable figures are 

impossible to obtain from all schools. In most medical schools, including 

those in Alabama, these monies go into a separate foundation, are kept 

separate from state and university funds, and are used to supplement 

faculty salaries to make them competitive with other schools, which the 

state appropriations are not adequate to do. The universities, however, 

make sure that the faculty members do not receive more than their 

agreed-upon salary, considering both state and foundation money. The rest 
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of the money goes to support the ambulatory patient clinics, especially in 

Tuscaloosa and Huntsville, necessary for teaching; facilities and equipment 

for teaching and research; and expenses for faculty research and develop

ment, liability insurance and similar items. Even though the actual dol

lars are not known, one can have confidence that all of the money is used 

for legitimate medical school expenditures and the accounts are audited. 

With the decline in federal and state support, there has been more 

pressure upon medical school faculties to generate additional income from 

patient fees. According to the national figures previously cited, this 

source has increased as the percentage of the total revenue of medical 

schools from 5.9 percent in 1968-69 to 13.7 percent in 1979-80 in the 

public medical schools. Although the exact figures are not known, the 

trend is unmistakable and significant. 

This source of income has probably reached its maximum in most 

schools. To increase it more, without an increase in full-time faculty, 

would compromise the time available for teaching and research and the 

quality of both, Furthermore, it has the potential of creating town and 

gown problems because of economic competition between the schools and the 

local practicing physicians. Furthermore, there has been an effort by the 

federal government, so far unsuccessful, to impose regulations that would 

prohibit the payment of Medicaid and Medicare fees for services of 

full-time faculty members. It seems likely that reimbursement from both 

Medicare and Medicaid for professional services will be reduced. 

Hospitals. Teaching hospitals have provided a share of medical school 

revenues estimated to be about 6 percent nationally. Because of pressures 

to contain hospital costs, this source will not increase but may diminish. 
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The 327 nonfederal, short-patient-stay teaching hospitals of the 

nation, comprising 5. 6 percent of the nation's hospitals, incurred 47 

percent of the nation's charity care ($601 million) and 35 percent of the 

16 
nation's hospital bad debts ($1.2 billion) in 1980. Even without this 

problem Medicare and Medicaid and most insurance policies do not usually 

cover the full hospital costs for the patients served. 

Even in Birmingham, where there is a charity hospital for the 

indigent, Cooper Green Hospital, the University Hospital reported in 1980 

about $11 million of care to patients who could not pay their bills. The 

UAB received from the state government about $6 million to help defray 

hospital educational costs and no direct appropriations to the hospital, 

which is about a $100 million a year operation. 17 In Mobile the University 

Medical Center provided over $12 million in charity 
18 

care. It was 

estimated to receive about $1.68 million from the state for hospital 

d . l . 19 e ucat1ona costs, not patient care. 

University hospitals and clinics are an increasing financial burden 

for medical schools and universities. Without additional state support, 

the medical schools are forced to cannibalize their educational budgets to 

maintain hospitals and clinics that are essential for teaching. They are 

also forced to be more selective in admission of patients, refusing an 

increasing number of patients needing care but unable to pay for it, which 

is difficult for a public institution to do. 

Tuition and Fees. These have been increasing rapidly during the last 

several years, especially in private schools and to a lesser degree in 

public schools. In the United States, tuition and fees were reported to 

have provided only about 2.8 percent of the total revenues in 1979-80. 20 
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In Alabama, they provided 5 percent of the unrestricted revenues of medical 

schools in 1980-81 (derived from Table 12). 

Tuition in Alabama is a little below the national average for public 

medical schools, excluding California, which offers free tuition to all 

students. There might be room for modest increases in tuition, 

particularly if more financial aid can be made available to students. This 

would have relatively little impact, however, upon the total financial 

problems of the schools. 

A staggering increase in tuition would be required to cover lost 

federal and state revenues. The effect would be to price medical education 

out of the market for all but the most wealthy. As it is, most students 

have a substantial debt when they finish their medical education, and it is 

doubtful that they could bear much heavier tuition and fees. 

Thus, the only relief possible for medical schools, other health 

professions schools, and related health programs lies in increased state 

revenues with tight fiscal management. 

HOW APPROPRIATIONS ARE MADE FOR HEALTH PROFESSIONS EDUCATION AND RELATED 

HEALTH PROGRAMS. The need for more state revenue poses a serious question: 

how much state support should these programs receive? Because of the 

interrelationships among programs and the lack of adequate data, there is 

no firm basis upon which to make rational allocations of money. The fiscal 

picture must be viewed in the context of all of the health science programs 

of the universities with their teaching, research, and public service 

components. This problem is facing all,states, and the result has usually 

been a politically negotiated settlement with the schools asking for more 
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than they really need or expect to receive. These requests cause 

frustration on the part of state agencies, such as the ACHE, and 

responsible legislators and governors who would like to see a rational 

answer to the question of how much state money the schools should receive. 

A few states have undertaken ambitious studies in an effort to find a 

rational answer. It will not be settled until some responsible agency, 

such as the ACHE, has both the authority to require the submission of all 

relevant data regarding programs, unrestricted and restricted revenues, and 

expenditures, and the staff expertise to analyze the data obtained. 

Alabama has neither of these. In addition to legislation granting the 

necessary authority, the staff expertise required calls for a medical 

statesman who understands the total health needs of the state and the 

proper role of the medical schools and universities in meeting these needs. 

Such people exist, but they are rare, hard to find, and expensive, although 

well worth the cost if their advice is followed by the legislature and 

governor. 

The Alabama Commission on Higher Education has approached the problem 

by developing a formula for the program elements that educate students. A 

recent study commission by the ACHE attempted to refine the formula being 

21 
used. As a result of the study, the commission employed as a base the 

cost per student contact hour with faculty. The result of this 

calculation, which assumed the same cost for the same type of student for 

all schools, was multiplied by a factor assumed to cover costs other than 

faculty salaries. The ACHE calculated a cost of $12,088 per student per 

year for the first two basic science years in medical school, $67,900 per 

student per year in the clinical years, and $193,400 per resident per year. 
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These figures, multiplied by the respective enrollments, theoretically gave 

the educational costs. Subtracting tuition and certain other unrestricted 

nonstate funds theoretically gave the requirement for state funds. The 

results would have required significantly higher appropriations than the 

available money could cover. Therefore, the results were reduced 

arbitrarily by a factor that was supposed to represent the state support 

factor, on the assumption that the state was not responsible for paying the 

total costs yielded by the formula. Although no one in the medical schools 

was entirely happy with the formula, several administrators believed that 

the approach, with refinement, offered promise as a partial way to 

determine state revenue requirements. When the results of the formula were 

arbitrarily manipulated with the state support factor and largely ignored 

in the legislative process of making appropriations, however, medical 

school faculty and administrators approach the task of preparing budget 

requests based upon a formula with cynicism. 

politics. 

It pays off better to play 

Granting that the new formula represents an improvement over previous 

formulas used, it is subject to serious criticism. First, the assumption 

that all doctors are the same and the cost of educating them is the same in 

all schools is simply not true. Programs, local costs, and circumstances 

differ greatly from school to school. Second, the results were essentially 

manipulated by arbitrarily adjusting the state support factor to give 

results that were politically desirable and consistent with assumptions 

about the state's economy. Finally, many programs, especially those 

financing health-related programs and the university hospitals and clinics, 

are not subject to formulas. They remain, as before, politically 
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determined allocations. The ACHE still carries them in its budget 

recommendations, recently adding only a factor from previous appropriations 

for inflation. In these times of economic hardship no consideration is 

given to program improvement or to new developments. 

If the formula approach is not adequate, is there a better way? It 

would appear that a program budget offers the possibility of a better way, 

provided the ACHE or a similar agency has the authority to obtain the 

required information and a medical statesman with the necessary staff 

expertise to analyze the data. 

This approach would call for a clear definition of the mission of each 

institution, which should differentiate one from another, based upon 

regional needs and the historical background of the school. Medical school 

faculties and administrators tend to return to familiar values and 

objectives, usually emphasizing biomedical research and specialty training 

rather than meeting the priority needs of the people in the state and 

region. The original mission of schools is often lost as new faculty are 

recruited from traditional schools and with a traditional orientation. In 

fact, some schools facing financial stringencies will not employ a new 

faculty member who cannot bring with him research grants or other 

restricted money to support him and a large part of his work. 

philosophy does not foster much innovation or change. 

This 

After a clear definition of mission has been made, it is necessary to 

define the requirements and costs of existing and new programs to 

accomplish this mission and all sources of revenue, restricted and 

unrestricted, that will be available to support the program. The 

difference between requirements and close estimates of nonstate funds 
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available would presumably give the state support required. Since demands 

for funds almost invariably exceed available money, priorities must be set. 

This is a matter upon which there must be agreement among the university 

and administrators of its health programs, agencies such as the ACHE, and 

the legislature and governor. Priorities are often difficult to determine, 

especially when choices must be made among good programs, all requesting 

additional support and all presenting good supporting documentation. 

People have differing interests and value systems and, hence, different 

priorities. Therefore, the decision becomes a political one, made in hopes 

of meeting the needs and desires of the public to be served as well as the 

needs of the school. Reducing appropriation requests according to 

priorities after the true needs of the program have been evaluated by a 

responsible state agency would appear a better approach than 

across-the-board cuts. 

Because of the tendency of medical faculties and administrators to 

revert to traditional values, if the public wants new programs or new 

orientations to existing programs, funds must be earmarked in specific line 

items. We have seen that the major changes and advancements in this 

country in medical education, such as the family practice program, have 

been made through restricted line item appropriations. Some of the 

suggestions for improving medical education offered in this monograph will 

be realized only if funds are earmarked in the budget. 

Medical school administrators prefer the freedom that unrestricted 

funds provide. It is true that special programs cannot be sustained 

without sufficient unrestricted funds for general operations of the 

institutions, but to determine the size of the unrestricted funds needed as 
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well as special line items requires skilled, objective, and statesmanlike 

judgments. Perhaps the formulas can calculate the minimum core amount of 

unrestricted money the state should appropriate provided there is flexi

bility to add or subtract money to cover special local circumstances and to 

fund the programs that the people want and need through special line items. 

The usual pattern when new programs are proposed is to assume that 

existing programs are sacrosanct and that additional monies are required 

for new programs rather than reallocating any existing money. To a large 

extent, but not necessarily entirely, this may be true. It is clear, 

however, that additional funds for medical schools and all the 

health-related programs will be required in the face of inflation and unmet 

needs of the public that the schools could satisfy if they had the 

resources. Alabama has untapped potential resources, as indicated in 

Chapter 5, that could be made available. Courage on the part of the 

legislature and the governor and support from the public will be required 

to implement program budgeting and to realize the additional revenues that 

are potentially available. The future will be bright or dim, depending 

upon the actions of the legislature and the governor on this issue and the 

understanding and support of the people. 
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3 
Primary Medical Care for Rural 
and Other Underserved Areas 

The primary medical care needs for rural and other underserved areas are 

many. The fact that physicians are hard to retain in these areas presents 

not only the central and the most serious aspect of the problem but leads 

to many other problems as well. Most rural and small town communities 

that have an adequate population base, however, should be able to recruit 

a primary care physician if they approach the problem properly and allow 

themselves an adequate amount of time to accomplish the task. A committed 

community, with a viable economy and an accessible hospital, should be 

able to find a physician in three years or so, if the people are willing 

to invest a modest sum in the search and if the physicians already in 

practice are willing to cooperate in the recruitment effort. Expert 

consulting services can provide valuable assistance throughout the 

1 
recruitment process. 

Recruiting a Physician for Rural-Small Town Practice 

The federal government has designated an area with one primary care 

physician per two thousand people as not in need of federal assistance in 

providing primary care. Few young physicians today, however, will practice 

in a community where there are no colleagues available to provide 
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intellectual stimulation, consultation, and back-up for time off, and 

experience has demonstrated that before a community can attract at least two 

physicians, there must be at least four thousand or more people in the 

service area. 2 Communities with smaller populations may need and want a 

physician, but they are not likely to be successful in attracting one today. 

There are exceptions, of course, as when smaller communities, relatively 

close to each other, cooperate in creating a combined service area with four 

thousand or more people. 

Medical centers can often help physicians in smaller communities, if 

they will. All physicians, for example, need to consult at times with 

specialists and to receive laboratory and X-ray services. The MIST line to 

the UAB, by which a physician can obtain a prompt toll-free consultation 

with a specialist, is proving to be a most valuable and popular service; 

electrocardiograms and other test data can also be transmitted by telephone, 

and other reports can be returned promptly if the necessary arrangements 

have been completed; laboratory specimens and X rays can usually be sent to 

the nearest large medical center for examination and interpretation, and 

these, too, can be returned in a day or so if transportation is expedited; 

arrangements can also be made for periodic visits by a radiologist or other 

specialist provided the volume of work justifies such a visit. Although 

services such as these are extremely valuable, nothing replaces having a 

specialist on call who can see patients selected by the local physicians. 

A variety of factors can discourage young physicians from small-town 

practice. For example, the requirement that the physician spend an 

excessive amount of time covering the hospital emergency room at night and 

on weekends leads many to practice in areas where there are enough 
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physicians to share the load. Some communities are meeting this problem by 

paying residents-in-training to provide hospital emergency room coverage on 

their free nights and on weekends. These arrangements, however, are not 

ideal. In addition to being expensive, they may be illegal if the residents 

are not supervised by a local physician working under the aegis of the 

training program. 

The willingness of a spouse to live in a small town can also be a 

critical factor in the physician's decision to locate in one. Certainly, 

connnunities in search of a physician should include the spouse in the 

recruitment process and make every effort to ensure that the physician's 

family, as well as the physician, feel at home. 

Communities that already have one physician and are in search of 

another should also realize that older and younger physicians frequently 

have different methods of practice and may not be able to work together 

without friction. Communities that are large enough (two thousand 

additional people in the service area for each additional physician) should 

consider recruiting two young physicians who may have trained at the same 

school and would enjoy working together. 

Other factors play an important role in a physician's decision to 

locate in a particular community. Few physicians, for example, are 

attracted to a community whose population and economy are declining. So 

they can participate in education programs, physicians usually locate 

reasonably close to medical education centers or to active education 

programs for health personnel. Accessibility to a hospital is another 

important factor in physician recruitment. 

Almost every county in Alabama has at least one hospital, and many of 



80 Medical Care for Underserved Areas 

these, especially the ones in rural areas, are small (twenty-five to fifty 

beds) and have been approved and licensed by the state health department. 

Built originally with the help of federal funds from the former Hill-Burton 

Act, many of these hospitals are now old and are in serious need of new 

equipment and modernization. Although many "experts" believe hospitals of 

this size are too small to offer efficient, high-quality medical care, small 

hospitals can play a vital role in the community if they are properly 

equipped and if their functions are limited to the capabilities of their 

medical staff. Unfortunately, many of these small hospitals have only one 

or two physicians on their staff. Should one or both become sick or leave 

for a period of time, the hospital census drops precipitously, and its 

financial situation becomes most precarious. The consolidation of two or 

more nearby hospitals can result in the creation of one viable hospital that 

is attractive to physicians and patients. Although local community pride 

and jealousy frequently make consolidation difficult, careful regional 

planning, involving all interested parties, often resolves problems of this 

kind. Expert consulting from medical centers or other sources can also be 

of value. 

Some county-owned and operated hospitals find that selling the hospital 

to a proprietary chain is the easiest solution to their financial problems. 

For-profit sponsorship may make the hospital financially solvent, but it can 

also close the doors to many poor people who cannot pay for services 

directly or through insurance. 

Other factors, too, could influence the future of Alabama's smaller 

hospitals. As the state trains more family practice physicians, and as 

rural and small town areas engage in active recruitment programs, enough 



Medical Care for Underserved Areas 81 

physicians could be drawn to most of these hospitals to make them 

economically viable and valuable medical care resources for the area. If 

the state would provide financial aid, many of these hospitals could 

modernize their facilities and survive economically during the 

physician-recruitment period. Community planning efforts along these lines 

would be enhanced considerably if an appropriate agency were designated--the 

state health department or a university named by the state--to survey 

systematically the communities now seriously short of physicians and to 

evaluate their potential for recruiting physicians and/ or for developing 

alternatives, such as primary care centers. Local hospitals could be 

evaluated as part of this process, and plans for improvement could be 

developed for selected ones. 

Communities with one or more physicians and in need of still more 

should consider also the importance of including local physicians in the 

recruitment process. Unfortunately, some physicians are not supportive of 

recruitment programs even in communities where the need for additional 

medical services has been substantiated clearly. New physicians, however, 

are not likely to locate in communities where the existing physicians are 

antagonistic. Sometimes skillful outside consulting help can assist 

communities in resolving this problem. 

RECRUITING A PHYSICIAN. Al though there are many resources to tap, the 

relative scarcity of family physicians today makes the recruitment process 

difficult but not impossible. Communities already committed to the 

undertaking should begin by organizing a committee to study (1) the 

feasibility of recruiting one or more physicians--or alternative methods of 

securing the needed medical services; (2) the hospital situation and the 
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steps necessary, if any, to make the hospital attractive to young 

physicians; and (3) the procedure the community will follow in the 

recruitment process, 

The recruitment committee should include local physicians, the hospital 

administrator, leading bankers, and other prominent citizens. 

Representatives from all segments of the community--the poor, blacks, the 

elderly, and others--should also be included. Once assembled, the committee 

should seek expert guidance to help it through the recruitment process. 

A community committed to attracting and keeping a new physician should 

be willing and able to invest money, if necessary, to provide suitable 

office or clinic space and equipment. Most physicians would prefer an 

office located adjacent to or near the hospital; however, facilities should 

be built or purchased only in consultation with the new physicians because 

communities that build an office first, hoping it will attract a physician, 

usually waste money either because the community does not attract physicians 

or the construction does not meet the physician's personal specifications. 

Office facilities and the equipment could be provided either free or as a 

loan, repayable over time at a reasonable interest rate, or they could be 

rented to the physician with an option to buy. 

Communities may also find that guaranteeing the physician a minimum 

income (at least $50,000) for the first two or three start-up years may be 

very helpful in the recruitment process. Such an agreement may not require 

much money from the community because the amount paid would only be the 

difference between the physician's net earnings and the guarantee. 

A number of different recruitment routes are available for communities 

in search of a physician. Some communities select a long-term solution by 
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agreeing to finance the medical education of one of their young college 

students who has already been accepted to medical school. Other communities 

use the placement resources of hospital or medical organizations. The 

Medical Association of the State of Alabama, for example, maintains a file 

of physicians seeking a location, and the Alabama Hospital Association 

maintains a placement service for which it charges a fee. There are also 

many private physician-placement firms available, but ,the quality of service 

varies greatly from firm to firm, and their fees are usually high. If 

medical schools, the state medical association, and other agencies 

coordinated their services, communities should not need to use private 

physician-placement firms. 

One potential source of physicians for 

Health Service Corps (NHSC), 3 which provides 

some areas 

generous 

is the National 

financial aid to 

medical and some other health professional students who agree, in return, to 

serve for a specified time in areas deemed critically short of health 

personnel by the U.S. Department of Health and Human Services. In 1979, 

forty NHSC physicians were practicing in Alabama, although more than 

fifty-nine sites had been designated as eligible for their services. In 

general, Alabama and the South have more eligible sites than do other parts 

of the nation. Unfortunately, many NHSC physicians leave their assigned 

practice lo cat ions after their obligation is completed, in part, perhaps, 

because relatively few of these physicians are from the South and few have 

rural backgrounds. 

If this program is continued, and it will unless it falls victim to 

federal budget cutting during the coming years, it can be an important 

source of heal th personnel for underserved areas. To date, however, the 
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NHSC is not large enough to begin to meet the need for health services in 

Alabama. 

The state medical student loan 
4 

program may also offer hope for 

Alabama's underserved areas. Housed at the UAB, the state loan program is 

administered by a board of medical educators, state medical association 

members, and public representatives. Loan recipients are obligated to 

practice a year for each year of financial assistance they receive, in an 

approved location, usually an area with a population between five thousand 

and fifteen thousand. These loans, awarded on the basis of the student's 

financial need as well as scholarship, leadership qualities, and character, 

amount to $3,000 per year maximum for a student in a four-year medical 

school program. Currently, funds are available to provide loans to 20 

percent of the entering classes of Alabama's two medical schools. 

Although the program's goals are exemplary, its effect has been minimal 

because students can--and many do--buy out of their rural service obligation 

by repaying their entire loan at the prevailing interest rate. It would 

seem that the state would do well to redesign the program along the lines of 

the National Health Service Corps, a program whose future is not entirely 

assured but that has been successful in placing physicians in underserved 

areas. To accomplish this task, the state would need to take the following 

actions: 

1. Give preference for loans to students from rural areas and those 

from minority groups who agree to locate their practice in a rural community 

or other underserved areas for a minimum of two or three years, serving at 

least one year for each year of financial assistance received. 

2. Increase the dollars available per loan: $3,000 is not nearly 
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enough money to see a medical student through a year of school if he is 

seriously in need of funds, as many youths are, particularly those from 

rural areas and minority groups. The NHSC loan is approximately $11,000 per 

year. 

3. Lower the population range of eligible communities to include those 

with four thousand or more people in their service area and give priority to 

communities with serious physician shortages. 

4. Eliminate the option to repay the loan in lieu of serving in an 

area of need or discourage students from doing so by attaching a severe 

financial penalty to this option. Some students might refuse to accept a 

loan with these restrictions, but, with the increased difficulty that many 

medical students face in financing their education today, it is highly 

unlikely ~hat such rules would prevent the program from being successful. 

5. Provide funds to assist the physician in starting practice and in 

sustaining it during the start-up period. If a state and local partnership 

were established and a strong community board organized, the board could 

select the physicians, administer the funds provided for facilities and 

equipment, provide a guaranteed annual income for the physician, and collect 

and manage any funds earned until the physician's obligation is discharged. 

Equally as important, the committee could help the physician become an 

integral part of the community so that he would be more likely to remain 

there after the period of obligated service. 

6. Nurse practitioners can play an important role in alleviating 

health care problems in underserved areas. A loan program for nurse 

practitioners similar to the one established for physicians could prove very 

valuable to the state and to communities in need of health care. 
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Primary Care Centers 

A major effort has been made in Alabama and in several other states to 

provide primary medical care to underserved rural areas (and, in some cases, 

to urban areas) through primary care centers. These centers are probably 

the best alternative for communities that cannot attract a physician. 

Alabama has about seventy primary care centers, forty-four of which are 

5 
rural and federally funded. 

The concept of a primary care center is simple. Under the auspices and 

direction of a knowledgeable local community board, a small clinic is 

established with essential facilities, including waiting room, business 

office, examining room, offices for physicians and other staff, and minimal 

laboratory and X-ray equipment. Each federally supported primary care 

clinic is required to provide a minimum array of services, including 

prevention and health education services. Some clinics, however, have 

nutrition counseling, dental, and social services as well. 

These centers are staffed by physicians or nurse practitioners, or a 

combination of nurse practitioners and physicians, plus administrative and 

clerical staff. Allied health professionals also serve in some centers. 

Whatever the staffing pattern, however, a physician must be available to 

supervise the work of the nurse practitioner, to provide back-up services, 

and to handle referrals. Ideally, the physician should review the records 

daily, but physician staffing is so thin that this ideal frequently is not 

obtained. 

In addition to these personnel, locally recruited home health aides are 

employed by some primary care centers to provide a variety of important 

services inexpensively. After several weeks of training, home health aides 
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can be expected to serve as clinic receptionist/ clerical assistant and to 

help the physician or nurse practitioner as needed; ensure that patients 

understand the instructions of the physician or nurse practitioner; make 

home visits to ensure that treatment is being carried out and to undertake 

some health education and case finding; and promote the clinic among the 

people in the community. 

Although federally funded primary care centers were expected to become 

economically self-sufficient after a period of time, this has not been 

possible in many areas because patients are charged for services according 

to their ability to pay and no one is denied services because he or she 

cannot afford to pay. Fortunately, the federal government has decided to 

continue partial funding for most clinics that cannot become self-sufficient 

because of the economic level of the people served. 

Funding is not the only problem. Although a survey of thirty primary 

care clinics in Alabama (conducted in the fall of 1979 and the summer of 

1980) 6 revealed that overall the clinics have been successful and some have 

been highly successful, serious problems exist. Some problems such as low 

patient loads, may be attributable to the time needed for patient loads to 

build up, and most clinics had been operational for only three years or 

less. Other problems revealed by the survey, however, are more serious. 

STAFF RECRUITMENT AND RENTENTION. Of the thirty clinics studied, twelve 

were staffed by nurse practitioners, seven by physicians, five by both 

physicians and nurse practitioners, and six were not operational. Physician 

retention problems plagued almost all the clinics. The turnover rate of 

about 80 percent occurred primarily because many of the physicians staffing 

the clinics were National Health Service Corps members, few of whom remained 
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in the area after completing their period of obligated service. Compounding 

the problem was the fact that some communities were not satisfied with the 

performance of the NHSC physicians. None of the physicians in the clinics 

surveyed had graduated from one of Alabama's medical schools, and eight of 

the twenty-one were graduates of foreign medical schools. 

Physician recruitment also remained one of the clinics' most 

frustrating problems. Five of the six nonoperational clinics fell into this 

category because they were unable to recruit staff; two others were open 

only on a part-time basis for the same reason. In addition, the survey 

revealed numerous accounts of community representatives who had been given 

what they considered the run-around in recruitment efforts by various 

agencies and organizations, including the medical schools. As a result, 

many representatives believed that the time and money their community spent 

on recruitment had been wasted. 

Recruitment and retention of nurse practitioners presented slightly 

different but equally serious problems. Although, according to the survey, 

the recruitment of nurse practitioners was easier than that of physicians, 

the shortage of nurse practitioner graduates made locating potential 

candidates difficult. Of the seventeen nurse practitioners included in the 

survey, nine were graduates of the UAB program, seven came from other 

states, and one came from Great Britain. 

The negative attitude of many members of the medical profession toward 

nurse practitioners complicates the issue further. Because of these 

attitudes, the survey reports that some clinics were closed temporarily in 

1979 and the personnel of other clinics believed they might have to close 

eventually. Fear of physician harassment has made many communities 
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hesitant to use nurse practitioners. Not surprisingly, the turnover rate 

for nurse practitioners is high, about 30 percent, although not as high as 

the rate for physicians. When the nurse practitioners came from the area 

served, the turnover rate was only about 10 percent. 

Not all physicians, of course, object to working with nurse 

practitioners. Some physicians find them of great help, especially in 

hospital and office work, and studies have shown that nurse practitioners 

can increase the productivity pf a physician by 30 to 60 percent or more, 

depending upon the type of practice and the duties delegated to the nurse 

practitioner. 

Unfortunately, many lay people do not understand the role of the nurse 

practitioner, complicating the situation even further. Briefly, their 

qualifications and functions are as follows. Nurse practitioners differ 

from nurses in that they have, in addition to basic nursing training, one or 

two years of special training that enable them to function in at least one 

of a number of different roles, ranging from surgical assistant to family 

nurse practitioner. Family nurse practitioners are not second-class 

physicians. They emphasize health education and prevention; they follow up 

patients delinquent in their appointments and make home visits when 

necessary. They can also screen patients for a physician and administer 

treatment to selected patients, especially those with milder conditions and 

those with relatively stable chronic diseases. 

All nurse practitioners are required to work under the supervision of a 

physician and to follow rigidly a list of standing orders governing the 

conditions they are deemed qualified to handle. The word "supervision," of 

course, means different things in different states. In Alabama, according 
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to the policies of the state medical association, a nurse practitioner must 

work under the personal supervision of a physician in his office or the 

hospital. In other states, nurse practitioners can work in remote sites 

away from a physician provided one supervises the work regularly and is 

available by phone or in person for back-up services and emergencies. 

Because the licensing of nurse practitioners falls under the nurse 

practice act, physicians cannot legally prohibit their employment; however, 

the MASA-sponsored Professional Liability Trust Fund, which provides 

liability coverage for most practicing physicians in Alabama, does not 

protect a physician from acts performed by a nurse practitioner who is not 

working in his immediate presence, and virtually no physician will practice 

without this insurance. Government employees such as Veterans 

Administration physicians, U.S. Public Health Service physicians, and, in 

some cases, full-time university faculty are protected by their employer. 

As a consequence, Alabama physicians who are not full-time university or 

government employees and who cannot be in constant attendance at a primary 

care center or elsewhere are reluctant to hire nurse practitioners. 

Reports from other states where nurse practitioners can work freely at 

sites remote from a physician indicate that patient acceptance and 

satisfaction with nurse practitioners are good. On the other hand, some 

physicians in Alabama, and presumably elsewhere, report that nurse 

practitioners are not well received and that patients will travel some 

distance to see a physician even when a nurse practitioner clinic is closer. 

Much depends, of course, on the competence and personality of the nurse 

practitioner and upon the education of the public, 

Other factors that hinder the acceptance of nurse practitioners include 
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the belief of some physicians that the nation's alleged physician surplus in 

1990 will render nurse practitioners unnecessary. Still others fear that 

the nurse practitioners will organize as a competitive pressure group. 

Unfortunately, though the problems and the arguments continue, the fact 

remains that physician antagonism makes it difficult to recruit the 

relatively few nurse practitioners who are available. Despite all the 

controversy, however, the weight of evidence is in favor of using nurse 

practitioners at primary care clinics as well as in many other settings, 

provided they are well trained and supervised, have physician back-up, and 

work under appropriate standing orders. 

Other problem areas for Alabama's primary care clinics are described 

below. 

EXPENSIVE SERVICES. Some of the services that must be offered to satisfy 

federal requirements are too expensive for some communities to afford. 

REIMBURSEMENT FOR SERVICES. Certification for third-party reimbursement has 

been a problem, especially for nurse practitioner clinics, because the 

application process for certification is difficult, the waiting periods are 

long, and many patients are not covered by any third party, even Medicaid. 

This situation seriously undermines the financial stability of these 

clinics. 

TRANSPORTATION AND COMMUNICATION. Because no public transportation exists 

in most primary care center areas, traveling to clinics is difficult for at 

least half the patients. Many do not nave cars and cannot afford to pay 

someone to transport them to a clinic. Furthermore, most of the patients 

lacking a car (40 to 60%) also do not have a telephone. The few clinics 
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that were able to offer transportation services said this service was 

essential for good patient care. 

COMMUNITY PARTICIPATION. Although federally supported clinics are required 

to establish local boards and local support, the survey revealed that 

community support in many areas was minimal and that the boards varied 

greatly in their effectiveness--many were totally inadequate because the 

members did not understand their responsibilities and duties, and in several 

clinics the boards were virtually nonexistent. The most successful clinics 

were those whose board members were the best informed and the most active 

and where there was good citizen participation. 

BUREAUCRATIC INTERVENTION. Many clinics reported that excessive federal 

intervention, red tape, and paperwork, plus long delays in obtaining 

decisions from the federal government interfered seriously with clinic 

operations. 

TECHNICAL ASSISTANCE. Most clinics found the start-up period to be arduous 

and lengthy, with smaller communities having the most difficult time because 

the rural people involved did not have the expertise necessary to manage a 

medical program. They did not know--nor should they be expected to 

know--how to prepare grant applications, secure available funds, plan 

suitable facilities, and recruit professional staffs. In some cases, the 

local health system agencies were helpful, but where they were not, the 

clinic suffered as a result. 

PATIENT CARE VOLUME. Some clinics were seriously underused with an average 

of fewer than twelve patients a day. Reasons for this situation included 
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the low economic and educational level of the population, transportation 

problems, and the patients' reluctance to use a new, unstable service that 

had a high turnover of professional staff. Time is needed to develop 

confidence in and rapport with a health provider. 

Low patient use, of course, results in unduly high costs per patient 

visit. Concerned about this issue, the State Office of Rural Health 

Affairs studied the cost per patient visit in the forty-four federally 

funded primary care centers (four of which were not operational) from 

January through July 1980.
7 

Because many of the clinics were under single 

management, cost figures were presented not by clinic but by the aggregate 

of clinics under single management. The study showed that the cost per 

patient visit ranged from a high of $67.81 to a low of $22.42, averaging 

$34.98. Although it appears that some clinics were unduly costly, cost 

comparison figures are meaningless because there are no standards of service 

against which to measure them. Furthermore, high costs can be anticipated 

during the start-up period. 

The fact remains, then, that properly located, staffed, and 

administered primary care clinics can become effective and not unduly 

expensive ways to render primary care to underserved areas. It is equally 

obvious that many clinics will remain in need of financial subsidy, a 

problem that can be resolved by federal and/or state subsidies (preferably 

state) or by a broadening of the Medicaid program to include the medically 

indigent, which now seems unlikely. 

The Tuskegee Primary Care Center Network as a Model 

The Tuskegee Primary Care Network can serve as a model for many Alabama 

. . 8 
communities. From a base clinic, the John Andrews Health Center in 
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Tuskegee, in 1980, a staff of three trained persons planned and managed a 

network that provided access to primary health care for forty thousand 

people, or half the population of three counties. 

In addition to the base clinic, the program had two mobile vans 

equipped as small clinics and connected by a telephone hook-up to the John 

Andrews Health Center, so that consultation, back-up, and referral services 

could be obtained immediately. Besides the van drivers, who provided minor 

repairs for the vehicles and simple laboratory work, the vans were staffed 

by nurse practitioners, nutritionists, and seven lay community workers who 

lived in the communities served. These communities provided a location for 

the vans adjacent to a church, school, or other suitable building that 

served as a waiting room for patients. 

On a scheduled basis, these van clinics made periodic visits to seven 

communities in the three counties, serving an average of twelve to fourteen 

patients per visit. Community health workers advertised the clinic and 

scheduled patient appointments. They also assisted in clinic operation by 

registering patients and helping with record keeping and, when necessary, 

patient transportation. 

Steps were then being taken to integrate into the network several state 

and federally funded programs, such as the state Maternal and Child Health 

Care Program, screening programs for schoolchildren, monitoring and 

treatment programs for patients with chronic diseases, and alcoholism 

prevention and treatment programs. These important developments will not 

only expand the network's services greatly but will help integrate community 

resources and reduce the cost per clinic visit. Because of the economic 
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level of the patients served, only 50 percent were able to pay for 

services, making continuing subsidy of the network necessary. 

Although similar programs using mobile trailers have not succeeded in 

other areas, the considerable popularity and success of the Tuskegee Primary 

Care Network suggests that such programs are indeed viable and that failures 

elsewhere may have occurred because the wrong programs were put in the wrong 

places and were run by the wrong people. 

Making the Primary Care Centers Efficient and Effective 

ADMINISTRATION. Because many of the primary care centers are federally 

funded, many of the bureaucratic regulations that impair the operations of 

these centers could be eliminated if the programs were funded by state and 

local governments. Given the policies proposed by the new administration in 

Washington, these transfers could probably be achieved easily. 

In such an event, the state would need to identify an agency whose 

primary mission would be to administer and evaluate the programs and, 

through its staff and by contracts or agreements with university centers, 

provide technical assistance and management and training services. This 

office--which would supplement, not duplicate, the functions of existing 

offices--could also help integrate primary care centers with other state and 

local health programs and, in cooperation with medical schools, assist in 

placing physicians in areas of need. North Carolina now has an office of 

this type that has proved immensely valuable. 

A similar office could be established in Alabama if the Office of Rural 

Health Affairs, which recently merged with the state health department, were 

reestablished as an office of rural and urban health affairs, placed 
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administratively under the Governor's Office, and provided with a strong 

staff and advisory committee of professional and public representatives 

committed to helping the state's underserved rural and urban areas. Another 

alternative--placing the office under the state health department as it now 

is--would be acceptable if the department were committed to such programs. 

At present, however, it is not. 

NURSE PRACTITIONERS. The nurse practitioner and/ or physician's assistant 

problem needs to be resolved, primarily because nurse practitioners are the 

only realistic source of service that can be made available to people in 

many underserved rural and urban areas. It is time for the physicians of 

Alabama and the legislature to address the problem directly so that 

physician's assistants and nurse practitioners can be recognized, respected, 

and allowed to work where they are needed. Compensated adequately for their 

services by third parties and others and provided with adequate physician 

supervision, Alabama's nurse practitioners can become--as they are in other 

states that are supportive of such programs--a great help in meeting the 

needs of the people for health services. 

The argument that a physician surplus in the future will render the 

nurse practitioner unnecessary ignores the fact that no physician surplus is 

likely in Alabama and that physicians are reluctant to locate their 

practices in the sparsely populated districts where the need is greatest. 

Even if a physician surplus should arise in the future, nurse practitioners 

and physician's assistants will still be needed in these areas. 

PHYSICIAN RECRUITMENT. The need in many primary care centers for a 

physician who maintains regularly scheduled clinic hours and who is 
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available for back-up emergency services could be met in several different 

ways. For example, if a group of physicians (preferably three or more who 

were located in a nearby community with a hospital) agreed to work together, 

they could maintain their private practices and still provide the 

supervision and the back-up the clinic needed; the National Health Service 

Corps or a properly designed state scholarship program could also provide 

physicians for these areas. Medical education centers would more than 

likely be willing to provide the necessary staffing for some centers if 

their costs were reimbursed adequately; supervised family practice residents 

could then be used as part of the clinic's medical staff. 

TRANSPORTATION. The patient transportation problems that hamper the 

operation of many primary clinics could be alleviated by organized 

committees who sought assistance from local volunteers in solving the 

problem. In addition, federal funds might be found that could help in the 

development of a transportation system, and much progress could be made if 

the various transportation services that are now or could be made available 

entered into cooperative arrangements designed to meet the needs of primary 

care clinic patients. 

The Needs of Urban People 

Although urban areas have many physicians and other resources, they 

also have large numbers of people, not all of them poor, who have difficulty 

obtaining access to medical care. Of the people who use hospital emergency 

room services, 80 or 90 percent do not have emergency problems. Not only is 

emergency room care expensive (it also, consumes a significant amount of 

Medicaid money), it is generally impersonal and offers little or no 
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follow-up or continuity of care; yet for thousands of people the hospital 

emergency room serves as the family physician. 

Like health care problems in rural areas, this problem could be solved 

by the establishment of well-run primary care centers that, in addition to 

their regular hours, provided evening and weekend clinic services. 
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4 
Area Health Education Centers 

The provision of adequate, high-quality medical care for all the people of 

Alabama would be greatly facilitated by a statewide system of area health 

education centers (AHECs). The educational opportunities provided by such 

centers attract students, physicians, and other health professionals to the 

area, leading to a higher quality of patient care and a better geographical 

distribution of health personnel throughout the state. In addition to 

their unique advantages (participation is voluntary, they need not be 

federally funded, and they depend on incentives rather than regulations), 

AHECs can be extremely flexible in response to local needs, and they are 

not expensive to operate in relation to the benefits they deliver. Like 

all major new programs, however, AHECs require time to develop, and their 

progress has to be measured over a period of years. 

A 1970 report from the Carnegie Commission on Higher Education (later 

called the Carnegie Council on Policy Studies in Higher Education) 

established the conceptual framework for area health education centers and 

provided guidelines for program implementation. 1 Primarily an education 

program that is based upon a strong community hospital or a hospital 

consortium, AHECs use all relevant resources in the region, including local 
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physicians, the health department, hospitals and other agencies, and 

colleges and universities with programs in the allied health field. 

Although linked formally to the nearest university health science 

center, which participates in and supervises the educational programs, area 

health education centers are not governed by the university. Instead, each 

area center establishes a formal governing body comprised of regional 

representatives from the participating agencies and the public. These 

centers then offer field experiences of six weeks or more to university 

students in medicine, dentistry, nursing, and allied health fields. 

Students in the allied health fields from other educational institutions 

within the region also are rotated for field experience. In addition, 

continuing education programs are conducted in the field by the university 

health science center in cooperation with local professional groups. The 

area health education center also engages in limited research by evaluating 

area health care delivery programs and, with university help, cooperates 

with hospitals and community agencies in planning more effective health 

care delivery programs. 

The Carnegie Commission report states: 

It was considered important that a genuine two-way relationship 
develop between the health science center and the communities 
adjacent to it. The health science centers can be a significant 
influence for improving the quality of health care and health 
manpower education in an area but should also be responsive to 
the ideas and suggestions developed by community groups. 

In the past, university health science centers and their parent 
universities have not considered improvement of the quality of 
health care in their areas as primary goals. We are pleased to 
note that several medical schools have recently taken important 
steps in this direction. America's land grant institutions have 
been responsible for remarkable advances in agriculture and the 
quality of rural life. Although they [university health science 
centers] now tend to be philosophically remote from such a 
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concept, [they] could well play a similar role in [ rural and] 
urban life. Social concern, especially among students, favors 
this attitude, so that the time may be right for university 
health science centers to meet the challenges of helping 
communities develop model centers. 
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As envisioned by the Carnegie Corn.mission, area health education 

centers could also improve the quality of patient care in the region by 

guiding students toward careers in primary care, by helping them locate in 

areas of need, and by offering local physicians continuing education 

opportunities. The corn.mission realized, however, that the AHEC program 

alone could not solve all health care problems in underserved areas and 

recommended that assistance be sought in financing medical care, in 

constructing new facilities, and in other areas. 

The Carnegie report caught the attention of Congress and the federal 

government primarily because by 1970, when the report appeared, it had 

become apparent to many that despite heavy federal investments in medical 

education and research, there were still large numbers of people in this 

country who did not have access to good medical care. Congress responded 

that same year by authorizing the establishment of eleven demonstration 

programs in various states (Alabama was not selected), and these programs 

were funded in 1972. 

With federal funds channeled through a medical school, as was 

stipulated by Congress, the programs were allowed one year for planning, a 

second year for tooling-up, and a third for full activation. By the 

program's third year, 75 percent of the funds had to be expended in the 

field, although they could be and often were used to purchase services from 

the universities. Subsequently, federal support was to be gradually phased 

out and, after six years, terminated. 
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In the years after 1972, Congress instituted various requirements for 

the eleven area health education centers. Congress determined, for exam

ple, the amount of a medical student's education that must occur in the 

centers and required that specialty training programs for physicians in the 

primary care fields (usually family practice) be established. As a result 

of these and other regulations, the centers lost much of their flexibility 

--one of the features that had made them successful and attractive in the 

first place--and some were no longer able to adjust easily to the demo

graphic, cultural, and economic conditions of their regions. Not surpris

ingly, two centers that had valuable and successful programs already under 

way were forced to close because the resources in the region did not permit 

full compliance with government regulations. 

Two in-depth studies of the eleven original area health education cen

ters concluded, however, that on the whole the programs had been well worth 

the money invested in them. The first study, conducted in 1979 by Charles 

Odegaard, a former University of Washington president, described the devel

opment, accomplishments, and problems of the centers. He found the pro

grams, in general, highly successful. 2 A second study, the November 9, 

1979, report of the Secretary of the Department of Health, Education, and 

Welfare (HEW) entitled An Assessment of the National Area Health Education 

3 Center Program, stated that seven of the eleven initial projects had 

successfully created AHEC organizations capable of bringing university and 

community resources together to achieve the programs' goals. Two projects, 

however, experienced conflicts between the regional site and the health 

science center, which prevented the development of strong programs; two 
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others lacked the required resources (largely because restrictive federal 

regulations had been imposed). 

The HEW report stated, however, that AHEC projects had provided 

library and other education resources at regional sites for the use of 

students and practitioners and that information exchange among health 

providers had been facilitated by telephone consultation "hot lines" and 

educational telephone networks. The report found, in addition, that 

university faculty spent substantial amounts of time at the regional sites 

teaching, helping with curriculum development, recruiting and training 

local faculty, and providing consultation and continuing education 

services. Furthermore, as a result of AHEC projects, minority students and 

students from rural areas were being recruited, special education programs 

had been established for minority groups, and at all eleven sites 

multidisciplinary continuing education programs had been started. 

Odegaard found that AHEC projects also showed great promise in 

improving the distribution and the percentage of health care providers in 

their areas. Although physician-population ratios were lower on the 

average for the AHEC target counties than for comparison counties in 1972, 

by 1976 the reverse was true. In fact, Odegaard reported, AHEC county 

ratios increased 12.2 percent on the average during this period, while the 

ratio increase in comparison counties was only 7.1 percent. He also found 

that 66 percent of the AHEC student participants who finished their 

programs chose primary care, as compared with 54 percent of the students at 

AHEC schools who did not participate in AHEC training and 58 percent of 

students in other schools. 
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Odegaard also identified several factors that contributed to the 

success or failure of these programs. The programs could not succeed, he 

reported, unless the traditional attitudes toward medical education that 

are held in most medical and other health science schools were changed. 

Nor could they succeed unless these schools and especially the clinical 

departments within them committed themselves to the development of outreach 

educational activities. To assist in bringing about these changes and 

obtaining adequate medical school participation, Odegaard recommended that 

each AHEC project seek the strong backing of the university administration 

and that they employ a faculty committee structure in developing the 

program. He also recommended .that programs hire a director with a medical 

education background and accord him direct access to the health science 

deans, department chairmen, and university administrators, including the 

president. 

Strong community commitment to the program, Odegaard found, is just as 

important to the success of an area health education center as the 

commitment of the university health science center. Regional attitudes, 

local loyalties, jealousies, and institutional rivalries, he reported, can 

seriously handicap, delay, or block the development of an AHEC. 

In most states, however, these programs were so well received that 

federal funds were either replaced or significantly supplemented by state 

funds and by other sources. In fact, several states, including North 

Carolina and Kentucky, initiated the development of AHECs or other similar 

programs that now cover the entire state. 

The North Carolina program has been particularly successful. Not only 

has almost all federal funding been phased out, 4 but in 1980-81, the 
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legislature earmarked $18 million, or 21 percent of the $86 million medical 

education budget, for area health education center programs. Exclusive of 

any capital construction monies, this $18 million included stipends for the 

three hundred new residency positions (two-thirds of which were in family 

practice) established under the AHEC program; it also included funds for 

the support of approximately seventy-five full-time faculty positions in 

medicine and support for fifty other health professionals who live and work 

at the various AHEC sites. 

Considered one of the best of its kind in the country, the North 

Carolina program is difficult to appreciate without visiting it. The 

legislature appropriates the funds to the University of North Carolina 

which, in turn, channels the money to the nine different area health 

education centers that the university coordinates. Each of the four 

medical schools in the state is the hub of one or more AHECs. These funds 

are often supplemented by local contributions--some in cash, some in 

facilities and services. Currently, the North Carolina program receives 

approximately 83 percent of its funding from state revenues, 7 percent from 

federal funds, and 10 percent from community resources. 

All area health education centers are housed in impressive buildings 

that were funded by a onetime state appropriation of $24 million. These 

facilities house administrative offices, an auditorium, classrooms, and 

well-stocked and widely used libraries and audiovisual aid centers. 

The programs at each center vary but altogether they include family 

practice training programs, programs for other primary care specialists, 

extensive public education programs, and an active continuing education 

program for local physicians, family practice residents, and other health 
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professionals. A series of continuing education programs also flow from 

the center' to the smaller hospitals and professional societies in the 

region. Most of the continuing education activities at the centers are 

conducted by the faculty from the medical schools with which the AHEC is 

affiliated, whereas programs throughout the region are usually conducted by 

local practitioners at the base. 

Asheville, for example, is the base for the Mountain Area Health 

Education Center. In 1979-80, the nursing consultant based at Asheville 

arranged for approximately seventy continuing education programs for 

nurses. More than half of these one- or two-day programs were conducted in 

the field. The same nurse .. also consulted with directors of hospital 

nursing services, health departments, and other agencies to help them solve 

their nursing-related problems. 

Junior-year medical students from Chapel Hill are required to spend at 

least one month of their clinical training at an area health education 

center. Seniors, supervised by the AHEC's ten to twelve full-time faculty 

and by voluntary physicians, serve as acting interns or residents at an 

AHEC hospital, where they are exposed to various practice sites and 

provided access to educational and research resources. 

These programs have led to what is perhaps the most impressive 

accomplishment of the state AHEC program--two-thirds of the AHEC-trained 

primary care residents have chosen to practice in North Carolina and 40 

percent have located in towns with populations of less than ten thousand. 

During the past five years, North Carolina's physician-population ratio has 

increased by approximately 43 percent, and the state's physician supply has 

grown at a rate approximately 50 percent greater than that experienced by 
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the rest of the country. During the 1970s, North Carolina's rural counties 

also showed continuing improvement in their physician-population ratios, 

after experiencing a seriously worsening situation relative to other rural 

counties in the United States. The state's success in placing AHEC-trained 

physicians has been due in part to the State Office of Rural Health 

Services, which has provided technical assistance, short-term operational 

subsidies, and some capital funds. 

Other AHEC programs have helped improve the state's health care deliv

ery system. These include nurse practitioner training programs, nutrition 

education programs, off-campus master's programs in health administration, 

and programs designed to recruit, prepare, and train minority and disadvan-

taged students for careers in a health profession. In addition, a 

biomedical interdisciplinary curriculum project has been established in 

four North Carolina high schools to acquaint students with a variety of 

health careers and to provide them with a five-week community experience 

supervised by local health care practitioners. 

One particularly successful AHEC, based at Tarborough, North Carolina, 

was developed through the initiative of a group of physicians. Involving a 

consortium of four hospitals (with a total of nine hundred beds) and other 

health agencies, the center serves 260,000 people in a five-county area. 

Addressing the nursing shortage problem (a serious health personnel prob

lems now facing North Carolina), the Tarborough AHEC has stimmulated four 

technical schools and four hospitals into organizing a cooperative nurse 

training program that accepts one hundred students per class. The stu-

dents, who come from twenty-five counties, can qualify as licensed prac

tical nurses after one year and as associate degree nurses after two years. 
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The North Carolina AHEC program has a central advisory board in Chapel 

Hill that includes representatives from private practice and from all the 

major health professions in the academic center. Each AHEC has a similar 

board, which is responsible for the use of funds channeled to it. Within 

the AHEC regions, funds are administered by a legally constituted 

participating nonprofit agency that allocates funds to other agencies and 

institutions according to established criteria. 

Good management, of course, is essential for the success of the AHECs, 

and several centers in North Carolina have developed management training 

programs in cooperation with schools and hospitals in their area. These 

programs serve not only AHEC staff but also staff from hospitals, health 

departments, and other agencies. 

The North Carolina AHEC program illustrates better than any other the 

outreach role that major health science educational centers can play. 

Judging from the amount of money the legislature allocates to it, the 

people of North Carolina must believe that this program is going a long way 

toward meeting their health care needs. 

An Area Health Education System for Alabama 

An area health education system (AHES) is a statewide system of area 

health education centers coordinated by a central office with a statewide 

advisory committee that sets broad policy, grants funds to individual 

AHECs, approves their organization and administration, and evaluates their 

programs, such as in North Carolina. 

Although Alabama does not have an AHEC or an AHES, there are many 

program elements in existence in the state that could easily fit into the 

AHEC model. (Odegaard found that AHECs were most successful in states 
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where there were already a significant number of programs around which the 

AHEC could be developed.) Alabama programs that fall into this category 

include (1) decentralized medical education programs in Tuscaloosa and 

Huntsville and the Family Practice Network; (2) nursing and allied health 

education and training programs in several colleges, universities, junior 

colleges, and vocational schools; (3) field placement programs for students 

in medical, dental, pharmacy, and other schools; (4) the Regional Technical 

Institute at the UAB, which provides clinical instruction for many junior 

college and university allied health students throughout the state; (5) an 

active continuing education program developed by all the medical schools, 

plus many other programs sponsored by professional societies and voluntary 

health agencies; (6) some health science center outreach programs designed 

to help local communities; (7) health department and voluntary health 

agency programs; and (8) Project HELP, sponsored as a public educational 

program by the UAB's School of Public Health and Auburn University. 

The development of an ARES for Alabama would probably do more to 

coordinate existing programs and to place new ones where they are needed 

than most other steps that might be taken. For example, creation of an 

ARES would result, over time, in a much better supply and distribution of 

the state's health personnel; in more teaching duties being assumed by 

physicians and health professionals in health agencies and community 

hospitals (indirectly improving the quality of their practice); and in 

providing additional continuing education opportunities for health 

professionals and improved access to health care for more people. It would 

also enhance the development of a sufficient number of high-quality sites 

for student field training, currently a serious problem in Alabama. 



110 Area Health Education Centers 

Even though the rivalries among institutions, hospitals, and medical 

centers in Alabama continue to exist and the various health professional 

groups do not cooperate as well as they might, the state's potential for 

developing a viable AHES is very good. What is lacking is an organiza

tional framework for the program, administrative leadership, staff support, 

and a sufficient number of faculty members oriented toward this form of 

community medicine. 

Funding the program might be achieved with federal monies. If these 

are not available, however, the state might be persuaded to finance a pro

gram for the relatively modest expenditure of about $5 million, beginning 

with a smaller planning appropriation of perhaps $250,000 to $300,000. 

Because the planning of an AHES for Alabama must necessarily involve 

many different groups--hospitals, other health agencies, and all the health 

professional schools--the process would be greatly facilitated if a neutral 

state agency were designated as the planning coordinator. Alabama's Office 

of Rural Health Affairs, broadened to include rural and urban health 

affairs and assisted by a strong staff, would be an appropriate agency for 

this task. 

A statewide advisory committee should be formed with representatives 

from each medical school campus, as well as health providers and consumers 

from the various regions of the state. Provided with clear objectives and 

priorities, the commit tee would be able to develop policy, approve AHECs 

that were acceptably organized, evaluate programs, and review and approve 

fund applications from the various AHEC programs. Funds should be 

allocated first to programs with high-priority objectives such as primary 

medical care, health maintenance, disease and disability prevention, and 
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health education. Fund applications should clearly define the activities 

to be carried out and demonstrate the extent to which these activities 

would contribute to the fulfillment of regional program objectives. The 

commitments of all institutions and providers involved, implementation 

schedules, and budgetary requirements should also be presented in detail. 

In addition, project applications should carry written endorsements by all 

parties involved in carrying out the projected activities. 

Each of the state's four medical education centers could serve as a 

base for one or more AHECs, with the state advisory connnittee determining 

the geographic areas to be served. Because Alabama's medical schools vary 

in their readiness to accept the responsibilities of an AHEC, however, the 

development phase should be extended over a period of four year? or more. 

Once established, though, the area health education system should prove as 

successful in Alabama as it has in other states and could become, in the 

long run, one of the best investments the state could make. 
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5 
Tax Money for Medical Education, 
Medical C,are, and Other Public Services 

Finding more money for public services, including education generally and 

medical education specifically, is critical to the solution of Alabama's 

health problems. Although Alabama is not unique in needing more tax money, 

the need is more urgent in this state than in most. Not only is more money 

needed to maintain the medical education system, to train primary care 

professionals and specialists, and to establish an area health education 

system for the state, it is also needed to help communities solve their 

medical care problems. Health and medical programs, of course, must 

compete for state tax dollars with other essential public programs--public 

school education, public safety programs, the prison system, and the 

transportation system, to name only a few. 

Despite its current depressed economy, however, Alabama could greatly 

increase its tax revenues and, in doing so, greatly improve many of these 

vital but underfunded services. A comparison of Alabama's tax structure 

with that of other states illustrates the point. 

Several studies have been made recently of the tax structures in 

various states. By comparing the states' per capita average tax return in 

major tax categories, the studies show the tax capacity of each state, the 
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difference, if any, between realized and potential tax income, and the 

ranking of the various states according to each of the major tax cate

gories. Table 13 shows the picture for Alabama in 1977 according to one of 

these studies. 1 In that year, total Alabama tax revenue was $460 million. 

The state ranked fortieth among all the states in "effort." Alabama ranked 

high among the states in only two categories--the general sales tax 

(seventeenth) and selective sales and gross receipts taxes (fifth). In all 

other categories, Alabama ranked from medium to low, and in property 

taxes--the single largest tax loss for the state--it ranked at the bottom. 

Alabama's exceptionally low property taxes have a direct bearing on 

the state's ability to finance medical education. Property taxes 

(generally, locally collected city and county taxes) are used by most 

states to finance primary and secondary education and, in some states, 

vocational education and junior colleges. In Alabama, however, the state's 

tax structure makes it almost impossible for local governments to fund 

primary and secondary education, so virtually all public education is 

funded by the state. Not surprisingly, the studies show that Alabama ranks 

highest in the nation in the proportion of state support for public school 

education and lowest in the nation in educational support provided by local 

governments. 

Although tax reform is a complicated subject beyond the scope of this 

report, the figures cited indicate clearly that if property tax laws were 

reformed so that local governments could fund most of the public education, 

as is done in other states, the Alabama Special Education Trust Fund could 

amply finance higher education, including medical education and many other 

services. 
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TABLE 13 
Ranking of Alabama among States* in Securing Potential Tax Revenue, 1977 (in 
thousands of dollars) 

Ranking 
among Dollars 

states Tax Tax as not 
Ty:ee of tax in effort :eotential** collected realized 

All taxes 40 $2,231,105 $1,771,494 $459,611 

General sales tax 17 539,167 593,244 (54,077) 

Selectives sales and gross receipts 5 357,601 487,991 (130,390) 

Licenses 32 110,019 94,068 15,951 

Individual income 30 354,934 282,257 72,677 

Corporate net income 33 83,249 75,874 7,375 

Property taxes 

Residential 51 299,190 89,699 209,491 

Commercial and Industrial 51 295,169 90,893 204,276 

Farm so 42,099 7,900 34,199 

Public utilities 48 96,399 31,603 64,796 

Death and gift 17,068 4,208 12,860 

* Includes District of Columbia counted as the fifty-first state. 
** Tax potential relates to the average per capita tax raised by all the states. 

Source: John Porter, former director of the Alabama Commission on Higher 
Education, based on a preprint of a tax study by Marilyn McCoy, University of 
Colorado, 1980. 
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Before this can happen, however, the people of Alabama must understand 

the nature and the seriousness of the problem so that they can support the 

changes needed and urge the governor and the legislature to address the 

problem directly. Recent tax changes--the so-called "sin taxes"--are, in 

effect, regressive sales taxes that provide little more than "band-aid" 

solutions. 

Briefly, the overall property tax situation in Alabama is as follows. 

The state has lower tax rates than virtually all other states. In 1977, 

for example, Alabama derived only 69.2 percent of its total revenue from 

taxes, a percentage lower than that for adjoining states and much lower 

2 
than the national average of 78.8 percent. Moreover, Alabama's average 

1977 property tax of $60 per capita was less than 21 percent of the 

national average and one-half the amount collected in Mississippi. 3 

Although the reasons for the present situation are explainable 

historically, the problem now is to understand the situation and to deal 

with it. 

Five elements of Alabama's property tax combine to make it one of the 

lowest in the nation: low appraisals, low assessments, low millage, 

classified assessments that reduce the tax base in many instances, and more 

than one hundred arbitrary exemptions for a wide variety of industries, 

b . h h .. d · 4 us1nesses, omes, c ar1t1es, an equipment. 

Other factors also contribute to low tax income: (1) Seventy percent 

of Alabama's land is in forests; forests account for more than 50 percent 

of the lands in sixty of the sixty-seven counties. (2) Thirty-four 

percent of Alabama's surface area is owned in land tracts of five hundred 

acres or more by fewer than .05 percent of the population, with twenty-six 
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landowners owning 3 .8 million acres or 12 percent of the state's surface 

area. The poorest counties in Alabama are those in which the fewest number 

of landowners control the greatest amount of land. (3) Forest land in 

Alabama is taxed at an average rate of 59 cents per acre, whereas in 

Georgia it is taxed at an average of $6.70 per acre. (Although most other 

southeastern states tax at rates much closer to Alabama's than to 

Georgia's, that fact should not obscure the potential of many millions of 

dollars in tax income that are not being realized in Alabama.) ( 4) Hornes 

in Alabama are also taxed at very low rates. For example, in 1977 the 

owner of a $30,000 rural home paid $26 in taxes in Alabama. For the same 

home in Mississippi the owner would have paid $157; in Georgia, $250; and 

in Florida, $425. 

After the federally mandated reappraisal, designed to achieve some 

equity in Alabama's taxation base, the state legislature was called into 

special session to pass the "Lid Bill," which became Amendment 373 to the 

Alabama Constitution and which neutralized the effects of the reappraisal 

program. Officials of the Alabama Department of Revenue estimate that the 

"Lid Bill" will cost the state from $8 to $9 million in lost property taxes 

and local governments $47.7 million a year; tax revenue lost from exempted 

business inventories is estimated at $5 million per year in Jefferson 

County and $1 million in Etowah County; as a result of the amendment, the 

twenty-six largest landowners in Alabama were provided tax relief of at 

least $1 million a year, and $6.3 million in property taxes that would have 

been levied on forest lands alone were not collected; the bill also 

exempted all agricultural equipment and eliminated over $7 .6 million in 

taxes on agricultural lands. 

https://milli.on
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As an enticement for homeowner support, a $70 tax cut for homeowners 

was included in the bill, the effects of which can be seen in the tax 

pictures of a Tuscaloosa city employee's single-family house appraised at 

$36,500. 

Taxes before reassessment in 1977 
Taxes after reassessment 
Taxes after passage of "Lid Bill" 

$184.28 
219.56 
155.25 

This tax relief came at a time when over one-half of the bridges in Alabama 

were defective (of these, 1,623 needed replacement) and 12,953 miles of 

county roads needed resurfacing. 

The "Lid Bill" has other ramifications as well. The various arbitrary 

exemptions provided under current laws force public utilities to bear a 

large part of the local tax burden. On the surface, this may seem 

reasonable, but the net result is that the tax bill is passed on to 

consumers, resulting, in effect, in another regressive sales tax. 

Alabama's need for revised property taxes is not new. What has been 

almost a freeze on property taxes has resulted in a fifty-year-long 

relative decline in support for public services. In 1929, for example, the 

average rural property tax in Alabama was 21 cents per acre; in 1978, it 

was 35 cents per acre in northern Alabama. (The more than one million 

acres of land sold for delinquent taxes during the Great Depression, 

1928-32, brought about 31 cents per acre.) 

A further consideration in the property tax problem is the fact that 

minerals in northern Alabama, a source of considerable profit and wealth, 

contribute a negligible amount to the tax base. Severed mineral rights are 

not appraised at fair market value, nor are they assessed in the 

appropriate tax classification; instead, they are assessed at a rate of 10 
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percent of the fair market value, rather than in the 20 percent 

classification in which they belong. Moreover, some lands are exempt from 

property taxes if a nominal onetime mineral documentary tax is paid. 

Tax loss from these sources is significant. There are over 1.5 

million acres of severed mineral rights in fifteen northern Alabama 

counties. Absentee corporations own 805,625 acres of severed mineral 

rights lands in large parcels of about 5,000 acres per owner. Five 

corporations own 50,000 acres each of mineral rights, and forty 

corporations own 60 percent of the mineral rights in fifteen counties, or 

22 percent of these counties' land area. Although severed mineral rights 

are, as required by law, appraised, assessed, and taxed separately from 

surface land, Alabama's mineral rights have not been appraised since 1930 

and remain at about 3 cents per acre. Moreover, most owners are allowed to 

declare the value of their mineral rights, usually quoting a figure of $10 

to $15 per ·acre, which is far below the $50 to $800 per acre range in which 

most mineral rights would sell. 

The minerals underlying fee-simple lands are, for all practical 

purposes, not taxed at all. The land is appraised only according to its 

surface value, even though its selling price is determined largely by its 

mineral reserves. This is in violation of section 40-7-15 of the Code of 

Alabama, which states that "for purposes of assessment, real and personal 

property shall be estimated at its fair and reasonable market 

value •.. taking into consideration all elements or factors bearing on 

such value." Thus, even when minerals clearly affect the market value of a 

piece of fee-simple property, they are not included in the appraisal 

process. 
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Clearly, the governor and the legislature could find ways to fund more 

adequately the state's essential services, including medical education and 

medical and health care services. Tax reforms will have to be instituted, 

of course; the "Lid Bill" will have to be repealed, and an extensive public 

education effort, spearheaded by our public officials, will have to be 

made. Let us hope that Alabama has enough statesmen among its public 

officials to achieve this necessary reform. 

Notes 

1. Information provided by John Porter, 
Alabama Commission on Higher Education, based on 
by Marilyn McCoy, University of Colorado, 1980. 
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former director of the 
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2. U.S. Bureau of the Census, Statistical Abstracts of the United 
States, 1979 (Washington, D.C.: U.S. Government Printing Office, 1979). 

3. Ibid. 

4. Charles F. Norton, Jr. "Rural Landownership, Property Taxation, 
and Public Services in Alabama," Xeroxed, Tuscaloosa, Office of Rural 
Research and Services. University of Alabama, June 1980. Most of the 
material in this chapter was taken from this study. 



6 
The Costs 

In this monograph, various measures have been suggested by which Alabama's 

medical education system could be made more responsive to the needs of the 

people. Ways to coordinate a ,fragmented medical care system and to develop 

primary care services have also been described. Although the approaches 

outlined here represent the least expensive methods for improving Alabama's 

medical education and medical care delivery situation, they are not without 

costs. 

A conservative approach to the problem of funding seems wisest in this 

period of deep concern over rising costs. If we are going to attempt to 

solve some of the state's medical education and medical care delivery 

problems, let us begin by doing those things which are not unduly expensive 

but which we know will alleviate the problem. Instead of throwing money at 

problems, as we have in the past, let us tackle this problem carefully by 

spending money only on those programs which research and demonstration 

indicate are the most likely to achieve some measure of success. 

Only programs of demonstrated value and others reasonable and 

inexpensive enough to warrant careful trial have been suggested in this 

report. Compared with current state expenditures for Medicaid and other 
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programs, the cost of all of these would be modest, probably about $30 

million annually in 1980 dollars. This figure excludes patient care 

expenditures that would be incurred in some research and demonstration 

programs, capital expenditures that would probably be relatively modest, 

and any state-aided capital costs for hospitals. It includes, however, 

much more than medical education costs as they are currently considered. 

A rough estimate, perhaps conservative, of the components of this $30 

million is as follows: 

Millions of Dollars 

Curriculum modification (primarily 
new material taught by new faculty) 

Experimentation in teamwork 

Remedial program for high school students 

An integrated undergraduate health science 
program (including medical education) 

Health policy institute 

State medical scholarship program additions 
(excluding practice start-up costs) 

Area health education centers 

Total 

$ 4.0 

0.5 

0.5 

17.7 

0.7 

1.8 

5.0 

$30.0 

Because it takes time to modify significantly a major system such as 

the medical education system, changes would occur over a long period of/ 

time, and added costs would not accrue at once. Except for planning and 

start-up costs, expenditures would be incurred only as program developments 

occurred and only to the extent that they did occur. (Patient care costs 

for medical care delivery demonstration programs could be largely financed 

by reallocation of existing medical care costs.) Thus, it is possible that 

the suggestions offered here could be implemented over the course of a 
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decade, during which time the added costs could be assimilated as the 

economy expanded. Firm policy decisions, however, need to be made now so 

that planning and implementation can proceed as resources permit. 

Money made available for these programs should be sharply targeted. 

It should be allocated to medical schools and other agencies only after an 

appropriate plan with stated objectives has been submitted. Programs 

should be monitored closely each year to determine the extent to which 

goals were achieved, and all programs should be required to justify fully 

any request for allocation increases. 

State appropriations could begin at about $5 million the first year, 

and the allocation could be increased each year by $3 to $5 million, 

depending upon the progress made in implementing the various programs. 

Total increases could be held to the maximum of $30 million, adjusted for 

inflation, unless the legislature felt that a larger or smaller amount was 

indicated as the programs developed. 

Who would administer and allocate the money? The most logical choice 

would be a state agency that had the necessary expertise. If the Alabama 

Commission on Higher Education under its new leadership developed the 

necessary staff expertise, it would be an ideal agency to oversee 

educational projects. A reconstituted Off ice of Rural and Urban Health 

Affairs, under the aegis of the Governor's Office and working cooperatively 

with ACHE, would be an appropriate agency to spearhead efforts to 

reallocate state funds. This office, for example, could find ways to 

reallocate state Medicaid and/or other monies so that existing funds could 

be used to cover the expenditures for medical care which some of the 

programs suggested here would require. 
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Because Medicaid money is not adequate to cover the costs of medical 

care for many people in need, however, experimental programs would need 

further supplementation. Some of the costs for programs involving patient 

care could be borne by local communities, but until the state's present tax 

structure is changed, these communities could contribute only a small 

amount. The rest would have to come from the state, and it would have to 

be in addition to the $30 million proposed. The added expenditure would be 

more than justified, however, if sound demonstration and research programs 

were undertaken to develop better and more economical approaches to medical 

care delivery--approaches that could be applied throughout the state. 
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