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uestionable
operation

oncerns raised over
doctor’s numerous
malpractice suits
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SURGEON

® LeaderTelegram
By Traci Gerharz Kiein, Eric Lindquist
and Dan Holiz
Leader-Telegram staff

Since coming to Eau Claire 5 ¥2 years ago,
Dr. Thomas V. Rankin has been the target of
more than twice as many

% | malpractice claims as any

| other neurosurgeon in
Wisconsin, according to a
Leader-Telegram investiga-
fon.

Rankin, 57, who per-
forms spine and bran
| surgery at Sacred Heart
Hospital, has been sued 11
times in the past three

vears, An Bau Clare
Couvnty

Narotzky

T

found tum

negligent in one case, and

three cases were setiled out
of cowrt. The remaining
seven cases are pending.

“I don’t think you will
find one other person in the
whole world, who is a neu-
rosurgeon, who has this
patiern,” said Menomonie
attorney Michael Wagner,
who has represented chients
with claims against Rankin.

‘I think it’s unusual for any
physician, regardless of his
specialey.”

. Rankin demsed all
charges but would not com-
ment directly on the Jaw-
suits. He conceded that 11

suits in three years are a ot but blamed

another neurosurgeon’s allegations — not his
own actions — for prompting the swing of
claims in Eau Claire.

Immerman

Steans

Rankin has had 12 claims against him reg-
istered with the state agency that bandles
malpractice cases since he began practicing
at Sacred Heart in October 1993, No other
‘Wisconsin neurosurgeon had more than five
malpractice claims in the same period,
according 10 the state Medical Mediation
Panels, a division of the Supreme Court of
Wisconsin.

During that time 61 percent of the state’s
84 licensed neurosurgeons bad no claims,
and 93 percent had two or fewer claims, the
Medical Mediation Panels reported. The
agency tracks malpractice claims, which
include lawsuits and requests for mediation.

Before coming to Eau Claire, Rankin was
the target of several lawsuits in Florida,
be filed Chapter 7 bankrupicy to erase
i October 1992 after his malprac-
tice insurer went out of business.

He filed & petition to reorganize his debis
under Chapter 11 of the U.S. Bankyupiey
Code in Septernber 1996 in Eau Claire
accumsdating $1.2 million of debt to the
Internal Revenue Service and $90,000 of debt
to the Wisconsin Department of Revenue for
unpaid mcome taxes for 1994 and 1985,
according to U.S. Bankraptey Court docu-
ments. The filing showed Rankin also owed
$436,000 to Sacred Heart Hospital for an
unpaid loan. He estimated his gross monthiy
income for the next 11 years ar $70,000.

While a record of ralpractice lawsuits
alone doesn’t give consumers enough infor-
mation to judge a doctor, it should raise a red
flag any time a doctor has been sued that
many more wmes tan his peers, said Michael

after

Domo, director of projects for the People’s
Medical Society, a national health care con-
sumer advocacy organization based in
Allentown, Pa.

Dr. Thomas V. Rankin, a neurcsurgeon at
Sacred Heart Hospitai, has faced more
malpractice lawsuits in Eau Claire County
than any other piace in his career, he
said. Rankin, shown in this 1283 photo,

Staff file photo by Dan Reiiant
wasg recruited to revive the hospital’s neu-
resurgery program following the exodus ot
Mideifort Clinic neurcosurgeons afier the
clinic and Luther Hospital merged with
Mayo Clinic in 1982,

See RANKIN, Page 6A

Malpractice Claims

Wisconsin Neurosurgeons

Against

Of the 84 licensed neurosurgeons in Wisconsin, here |
of how often they have been the target of maipractice clsims from

October 1983 fo present:

& breakdown

By Traci Gerharz Klein
Leader-Telegram staff

Judi Wolter's 78-year-old mother can’t button
her blouse, zip her coat, pull a sweatshirt over her
head or lift 2 pan to cook z meal.

Wolter blames neurosurgeon Thomas V. Rankin
for her mother’s limited arm and hand use and
nerve damage. Wolter, of Eau Claire, believes he
performed unnecessary surgery on her mother.

Another nesrosurgeon who treated Wolter’s
mother following her surgeries by Rankin plans to
testify to that effect in June 2000, the date her

mother’s lawsuit against Rankin is scheduled o go

O =3

10 w trial, Wolter said.

ource: Wisconsin Medical Medistion Parels

Staff graphic by Kathy Nelson Wolter's mother is one of seven people with mal-

Woman blames Rankin
for mother’s allments

practice suits pending in Eau Claire County &
Rankin. Four other former patients have received
sertiements or jury awards for their claims against
Razkin since he began practicing at Sacred Heart
in October 1993,

Rankin declined to comment on individual cases.

In January 199% Wolier noticed her mother —
whom she did not want to name for this siory —
started to become unsteady on her feet, get dizzy
spells and fall.

Rankin said the cushioning between discs in
Wolter’s mother’s neck was deterjorating. and he
recommended surgery, Wolter said. “He said if it

See SURGEON, Page 74
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Doctor questions Rankin’s work

RANKIN
from Page 1

“People definitely should take hig
history mto consideraton if they are
referred to that neurosurgeon.” Donio
said, recommending patients do as
much research as they can before sub-
miming to & procedure by & doctor with
a guestionable record

The 11 Jawsuits filed against Rankin
1 Eau Claire County all deal with
complications resulting from surgery,
While the cases vary, many of the law-
suits contend Rankin performed unnec-
essary surgical procedures without
congidering less inusive

*“What I see evolving is & pattern of
Dr. Rankin convincing peopie they
need surgery they don't really need,
and then T see complications that
require a second surgery,” Wagner said.
“If vou have a problem: and it's him
recnmm:nd:ng surgery, | think you
owe it to yourself and your family to
gel & second opinion.

In one lawsuis against Rankin, the
plaingff — Rober: Determan of Red
Wing, Minn. — contended Rankin
puncrured his lung because the screws
used in the spinal surgery were oo
long.

In another suit, Brian Pierce of
Chetek claimed Rankin aggravated his
back problems and caused permanen:
nerve damage during spinal fusion
surgery. Medical reports indicated
Pierce, 36, suffered from chronic leg
pain, numbness and weakness and was
unable o stand for more than 30 min-
wles at 2 time.

Both Determan and Pied
corrective surgenes by ot
the suits contend.

In Pierce's case an Eau Claire
County jury in January found Rankin
negligent and awardes Pierce
$463,000, including $250.000 for past
and future pain, sutfering. disability
and disfiguremnent. Determarn’s case
against Rankin ended with & $65.000
out-of-count settiement.

Marlene Cartrette of Chippewa Falls
sued Rankin because of complications
— inciuding & logs of qtrcngtr ang pt:r«
manent nerve damage — resu
from an Ociober 1996
case was settled in Marc

o

ree required
1 doctors.

of Menomone.
s “multiple six-figure amount”
h Florida, where Rankin pracuced
‘rom 957 w0 1997, he had e mak
niaciice claims against hree o}
ihe cases resulted in settlements. and
e remmain pending

Boca Raton woman woke ap fr
¢ with permaneni bram
<. One claim against Rankin
r & $1 miltion paymen: by his
malpractice insurer,

Ancther Fiorida suit on behall of &
parapiegic man in his 20y seeks mii-
. of dollars for medical expenses,
puini, suffering and the loss of earming
zapacity and enjoyment of ife. The
sun. scheduied for wrial this fall, alleges
1 failed 10 identify & spinal injury
if weated 1mmcdz’at:‘;}, might have

man's cnaqc@ of ccxlcmng much
appear bieak because Rankin shielded
b

assets when he filed for bankrapicy,
sai¢ Lawrence Friedman, the Bocs
Raton auorney TEPIESEntin; )
| who was mjured i 2 mmorcvcl»
zw:dcm.

pon learning Rankin has had 1
nore malpracice claims since commg
Wisconsin, Friedmar exclaimed.
Gbviously, he should not be aliowed
i practice anymore. The medical
review board bag got 1o do something
with repeaiers like tins. They re endan-
gering the lives of patients

*if he had that man e down
here, his licanse WO{}SC n ve heen
pulied 2 jong vme age’

Rankin alse said i
ment in one malpras
Fennsylvania, where he worked for
eight years before moving fus pracuice
10 South Paim Beach County in
Flonda

Whar Rankin ,mp‘)ec for & license ©
practice medicin . he
submined & jarge file nhef th claims
ancﬁ fawsuits, according o ir.c sate

and practical exams, and w
his hiense
In a recent interview, Ranius dowrn-
played hg .mzaLorz history by pointing

% he has been § T his
Xi-vear .curo>urg TY < o 510
he has pc formed more ¢ 006

Dr. Rober: Narotzky, 8 neurosurgeon
ar Midelfort (‘hmc and Luther HOSp](a
whe left Bau Claire earhier this year to
begm & practice in Wyoming, acknowi-

edged he is the doctor o whom Rankin
is referring.

“I got involved because [ saw
patients wha were neediessly hurt”
Narotzky said in z welephone inerview
from Wyoming. "4 Jot of physicians
will turn their backs, but 1 felt [ needed
to siand up and get involved 10 the
i ving about what | was

ky said he performed “redo
surgeries” on some of Rankin's
patients and then ended up testifying
against Rankin in some cases.

Narotzky sav several of Rankin's
patients afrer Rankin operated on them
and said he believes there were serious
probiems with Rankin's surgeries on
these patients. Rankin performed
unnecessary operations. and patients
were harmed by the surgenies,
Naroiziy ssid.

“Complications were happening at 2
much greater rate and frequency than
they needed iv be. olzky sad

“They are co
with new neurologic deficits.
“That should be o rare occurrence. You
:goIng v gel g veneu outcome
every time. bui the rish of making
somebody worse should be ver

Watﬂre' the \x:nu'nnmt i
porayed Nar
Whe has show
the right thing. even when & means tak-
g the unusual siep of quesvoning 3
r»}mv. neurnsurgesn

anon by

in the cuse, and twe other “mer wit-

opinion. Steans

“ve heen downg medical malprac-
uee for over 20 vears. and I ve never
Fnst one
doctor in this region.”” Steans said.
Considering malpractice cases are
difficuit for piainuffs 1o win, the recard
of cases agamst Rankin that Jed 10 pay-
ments Suggests these are more than just

Or. Thomas V. Rankin wore special surgica! glasses to perform & procedure in 1893

Staft fite photo by Dan Refland

reported in 1997 1o the PIAS — 2
wwade associaton of more than 60 pro-
fessional lability companies that
insure about 60 percent of the nation’s
private practice physicians — the
median payment was $225,000

Rankin said he is a reviewer and
examiner for a national neurosurgical
peer review organization, wiich means
one of his roles is to help investigate
neurosurgeons who may have @ large
number of lawsuits in a limited amount
of tme.

“You have io fook at each of the
cases, but more than that you have 10
look at the total body of the person’s
work” to judge the surgeon” 5. he
said.

People who hear about his 11 faw-
suits in Wisconsin witl not know about
the rest of his career and will judge
him incorrectly, Rankin said

7 want to put it in conext of my
whole career,” hie said. 1 understand
very weli technically and inteliectualty
what (nesrosurgeons) are supposed o
be about, and this s why | am able 1o
answer sornewhat caiegoricaliy why
the charges brought against me are
rather frivolous and self-serving”

For most of his career at Sacred
Heart, Rankin-has beer the anly neure-
surgeon. For 15 months, from about
nuary 1997 to March 1998, nesrosur-
geon Dr. Thomas Oraverz worked with
Rankin.

As & result Rankin — whose pracuice
consists of about 70 percent elective
spine surgenes and about 30 percemt
bramn operations — is available 24
hours a de; days & week 10 do
urgery if necessary. He is searching
for another DEUrpSUTEess 1o JoIn his
practice.

“It’s been a significan: challenge” he
said of bcmg the haspm“c sole neuro-
surgeon. “}'s not 2 casual undertaking
It's 8 very cc’nammg sHuaLon

But neurosurgery gives his ife great
meaning, he sad, because it's intellec-
wally, spiritually, physically und tech-
nically challenging.

Rankin said be operates significan
more often than most U.S. neurosur

2

a4

If you have a problem and it’s (Dr.
Rankin) recommending surgery, 1 -
think you owe it to yourself and your-
family to get a second opinion.

— Michael Wagner,
nienomonie attorney who has represented
clients with claims against Rankin

shappy patents.
appear that there &

swate regulators haven't aken
son against Rankin
ity

Wisconsin medical
A state Department

procedures a year, according 1o the
American ASSOCiaton o
Surgeons.

“If you are operating on 300 or 400
peopie a year, you are afforded the
oppornity 1o do some significant
dooé said.

The numbers of
varies from year o year, but hie did the
mast operating during the Vietnam War
when he was based at Brooke Army
Megdical Center at Fort Sain |
San Antonio, Texas, he said.

Huge numbers of soidiers were sent
home to the United Staes for opera-
tions, said Rankin, 2 lieutenant cofone
in te U.S. Army who began as & st

ological

nider review,

0" avomatoal

s'mh)

§ patients the care ‘cl'
is. and one might won

5 four of the sor-
csed cases in Wisconsin, By
jans Insurance

pcrcem

resul x-d “n payment
Of the 69 paid e

rOSUrgery clams

nearosurgeon and Ainished & chiel
neumsurgmn at the milit

Lance Gambrell. no
Leonard Garnirel]
Eau Claire, became one
success stories it july |
Rankin operated
TEIOF ZrOWE

was hife-threatening
Lance,” Leonard Gambrell said
“Rankin said Lance could lose vision,
hie could Jose speech. He went over this
a half-dozen times with us
b very D}\mv aemwm' and
burim

dent a5 he could be but that ever: with
confidence. the operation might not go
as hopea‘ {.eonard Gambrell said

L,d_YICC Gambrell is doing well today,

¢ tus type of tmor tends o remm 30
pcrcc 1 of the time. mx father said.

If it doex reurn, 1 wouldn't hesitate
o have him do {the su:gery\, again.”
Leonard Gambrel! said of Rankin

Rankir also operated on Chrissy
Schiageter, 12, of Eau Claire in
December t remove an egg-size brain
Wmor

Rankin told her parents, Mark and
Jane, the operation was risky. “He was
50 honest with us 1 had to ger up and
leave the room.” Mark Schiagerer said.
1 didn’t want to hear that my daughter
might die”

Chrissy Schiageter was like & new-
born baby after the surgery and a sub-
sequent coma. She needed to learn 10
walk and talk again, but she is making
significant progress, her father said.

g omcmmg would have happened
1o Chrissy. | wouid not have biamed
Dr. Rankin,” Mark Schiageter said
“He went 1nto it to do his best”

Dr. Steven Immerman, 2 general sur-
geon in Eau Claire. operates with
Rankin about twice 2 month and has
recommended him to relatives who've
needed surgery.

If Rankin needt to reach the spine
from the front or side. Immerman
surgeon calied in to open the chest or
abdomen. After Rankin does his
surgery, Immerman returms to close the
chest or abdomen.

What impresses Immerman is that
Rankin accurately estimates how long
it will take him to do his work, so
immerman knows when (o return.
“That implies that he knows what he’s
doing and how long it will take as
opposed to him getting into probiems,”
Immerman said.

“If ¥ didn’t think he was doing a
good job and we weren’t getting good
results, T would be reticent Lo worl
with him,” he said.

agamsi Rankin paing a far different pic-
wre

In addition to the 11 lawsuits,
Rankir has beer invoived in three
mediation cases that have yet 1o result
in huigation. Alj three cases were medi-
ated last year. and none were sertled
through the mediation proces:

Malpracuw cases are heard by @
state medical mediation panel cons:
ing of an aworney. medical professional
and mernber of the general public
before & la car be filzd The pur-
pose of mediation is 1o ry and settt
cases withow hugaton, said Sieans,
the Menomonic aitomey who has rep-
resenied plamtiffs in swits against
Rankin

Both parties
process, Sieans said

Wagner, the other Menomonie ator-
ney, is investigating five more cases.
ang Steans is Jooking inio three more

ases that could result in naw lawsuits

against Rankin

“t's nuts. {Potential chient
alm ‘Wagner saic

sut

aaive the mediation

“Tee

agner said he hears a commnon
question from his clients and prospec-
ir, Rankin-related cases: ™
3 Saaec Heart lets him do
surgery over there™ ©

Ir & statement. Sacred Heart's direc-
107 of communicat David Duax,
saic¢ Rankin leases he
bat 13 not an employee

The hospital monitors the perfor-
mance of doctors who work there
through a process called physician pee
review “Peer review involves ongain

eview and analysis of & wide vi
o‘ patient care rendered in the hospi-
ral,” Duax smd. “This includes inci-
dent "

hospiial is ot abie to release infor-
maton about specific doctors, he
said.

patients
are the hospial's first priority. "Ag
{atholic hospital we want to pros
the best possibie care both from
medical and spiritual perspective;
he said, “Secondly, quality improve-
mers in all we do 18 & very high pri

Rankin said his Hitigas
in his short time in Eau Claire and
the negative perception of him by 3
few people .caxc 20 inaccurate
n')prs:,wa‘ pa'x.mz ha\e: been
pleased
SR

In addition,
inuation b

rate on large sumbers of people
career and “be a person with
ired judgment and moderate

he sard, "That simply

Kieir

be rea
¢ reached ai 83

7. Thev also car be reavked af
236-7077.

"Rankin Cases

Fotiowing s & surmary of the 11 maipracics iaw:
suits filed against neurosurgeon Thomas V. Raniin in

March 1856 - Robert Ueterman of Red Wing. Minr.,
sued Rankin and Sacred Heari Hospital, claiming
Rankin's negligence white performing surgery ied 1o the
man sufiering permanent ung damage

The suit was settied in May 1998 for $65.000.

Agcording (¢ Dererma' $ Sull, he was sdmitiad ©
Saored Hear on Aug. 2, 1984, with inuries, including 8
fractured vertebrae, suffered in a moloreytle accic!

Three gays fater Rankin performed spinal fusion
surgery on Determan. inserting screws to stabilize the
fractured vertebrae.

The suit claimed Rankin inserted screws that ware
toc fong, puncturing Determarn’s iung, which required
corrective surgery three weeks fater at the University of
towa Hospital

September 18587 ~ Wnstin Bonn of Durand sued
Rankin, claiming he deviated from standard care Dy per
forming an anterior discectomy and fusion surge

Bonn claimed the June 13, 1984, surgery wes urnec
essary.

Bonn accused Rankin of failing to conduct appropr-
ate diagnostic testing and ignoning findings on two MR1
scans that were essentialiy normat.

Rankir: used bone plugs from & bone bank dunng
surgery instead of using bone from Bonn's body

Rankin failed to take an appropriate health s
Bonn, which woult have giSCiosed she was &
smoker and & poor candidate as & recipient
tone bank, the sult claimed

Rankin fai n Bonn of altemative Yeatmean
1o surgery, inch Gmg diagnostic testing, sterdic injec
tions and physical therapy

The suit was settled last December for an undis
ciosed sum

Bonn was seeking $500,00C in the jawsuil ang
offered to settie for $400,000 in Septermber 1857

October 1997 — Brian Pierce of Chetek suec Ranidn
for negiigent care and for inadequstely informing na
his medica! condition before, dunng and after fis
16, 1996, surgery.

Plerce’s suft claimed his back probiems were aggia
vated by Rankin's negiigence. which inciuded causing
PErMANENT NENVE UBMEgZE.

Rankin performed  spinal fusion on Pierce at Sacred
Heart that fatied. Pigrce eventuslly hac & second suc
cessful surgery at Luther Hospital, said Chuck Bye of
River Falis, Pierce's atiomey

Ajury in aanuar) found Rankin negligant in: the care
and treatment of Plerce and awarded him $463,000

April 1898 - Kimberii J. Hansen of Blair sues
Rankin for performing unnecessary surgery on March
22, 1998, without conducting normal ang accepted
diagnestic procedures.

Hansen injured ner neck al work and was refermed 1o
Rankin.

Tae sult claims Rankin's negiigence during surgery
resulted in nerve impingement and permanent ioss of
nerve function, including NUMDNESS BNd weakness

Tne surgery resulted in significant disfigurement at the
site of the ariginal bene g'an harvest, the sull claim:

Hansen's sult againg: Rankin is schedulec for tnai
Aug. 10.

April 1988 — Mariene Cartretie of Chippewe Fafis
sued Rankin because of complications resulting from an
Oct. 18, 1986, sugery

Cartretie wes eferrec 10 s€ of sE
pamn and numbness in her iefr amn end nanm

After she emerged from surgical anesthesia. Carrette
iost use of Dot arms and reguireC PIOIRNEET HOSPRal
ization, the suit claimed

Compiications from the surgery inciudec possibie
asteomyelitis and six weeks of antibiotic therapy

The suit ciaimed Rankin faiied 10 use the degree
caire, skifl, and judgment normally exercisec by 2 nsurc
surgeon under fike or similar circumstances

The case was settied in March for an undisclosst
sum.

November 1998 — Donald Aliard Jjr. of Holcombe
sued Rankin for negligentiy performing an anterior ceve
cai fusion on Allarg on Aug. 28, 1984

Aliard’s sult accuses Rankin of performing an unnec
essary surgety and misdisgnosing Allard’s neck prob
izm,

Rankin falied to take an appropriate health Mstory
which would have disciosed that Allerd was & haawvy
smoker. That made Aliard & poo! cangitate as & readr
ent from & bone bank 107 the surgical protedure

Rankin failed 1o give Aliard sufficient information con
cerming his medical concition and the risks ant benefits
of ‘reatrent options, the sult daims.

Ajiarg sought $400,000 irs the fawsuit and made &
settiement offer for that amount i Jenuary.

A trial gate has not beer set

December 1998 — Man Haun of Eay Clar
Rankin: for neglig = w:E anc periar
wWo Surgeries on her in Jamas 298.

Renkin falied o inforre Haun of alternatv:
methods (o surgery. Rankin falied U
information sbowt hier medica! condition

opted for the swrgeries, the sult claims,

Haun named Sacred Meart as & defendant for
ing Ragniin to perform the surgeries.

The case fs pending, and no riai date has

January 1988 — Eike Neison of Fali 3
Rankir: because of negligence stermming from net Nov
14, 1987, surgery.

Trie suft claims Rankin was negigent in nis care of
Ne sor: before, during and after Surgery.

Neison claims Rankin inadequat
about her reatmant

The case i& pen

January 1988 — Darrin P, Johnson of £
sust Renkin as & result of three surgenies performed by

Tresl

before she

Rankin was neghigent by failing 1o discio
procedires ant the risks ang a SEOVET
three surgenes he suft ol
1t aliow

GROSO

10 make &0
on“ec *r\cme mbOXﬁ his care, the sult :iaM<

Spored Hear is named n e lawsui &5 & Sefengar
afiowing Renkin 1o perfomm the surgenes
rnson has sufiered severe temporaty and oe
rigs es & result of the neglig
The cate s pending. and 1o
Aprit 1899 — Richart L8
for negligent cerg and veat
fprl 16, 1298
™
Lahngr racens
The case i 5

o1 Rariin

Dahiby's surgery on Juiy 1.1
Dahioy cizims Rankin talied to atequs
shout the procadure and dion't obiain
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Patient: Operation
created new probiem

SURGEON
from Page 1

was pot corrected and she fell, she would be
paralyzed,” Wolter said.

Wolter's mother woke up from the surgery
with “excruciating pain down both her arms,”
Wolter said, adding her mother could not Lift
her right arm. Before surgery, she did not
have arm pain, Wolter said.

When the pain didn’t stop, Wolter was rold
by another doctor that Rankin had pinched 4
perve during surgery and would fix the prob-
lem in a second surgery when he returned
from vacation, Wolter said.

Following the second surgery, Wolter’s .
mother’s condition was no better, Wolter said.

Wolter had her mother transferred to anoth-
er hospital, where a newrosurgeon told Wolter
her mother was having small sirokes but did
pot need the first surgery, Wolter said.

“The surgery had nothing 1o do with her
symptoms, so she had a surgery she didn’t
need,” Wolter said.

Wolter said Rankin created a new medical
problem for her mother by performing a
surgery that wasn’t necessary in the first
place.

Kristin Bonn of Durand echoes Wolter’s
sentiments when she talks about her own
medical problems, which she said were Wors-
ened by Rankin’s care.

Her case against Rankin was settled in
December for an undisclosed sum.

“Maybe somewbere zlong the way he’s
helped somebody, but it’s a shame that he’s
hurting the innocent people who don’t need
surgery,” said the 34-year-old.

“As a victim, this is why I don’t have good
feelings about him.” Bonn said. “In 50 many
words he has roined a lot of my life. He's
taken away something that can’t be given
back.”

In 1993, Bonn, then 29, was having severe
arm pain and numbness in both arms. Rankin
told her she bad a pinched nerve in her neck.
“He led me 1o believe I needed this surgery if
1 wanted to be out of pain,” she said.

After surgery, Bonn’s arm pain was no bet-
ter, but she also had a new, severe pain — in
her neck.

When she told Rankin on a follow-up visit
about the arm and neck pain, he recommend-
ed a second surgery to replace a bone plug
used from a bone bank in the first surgery, she

said. One of the bone piugs had dissoived, she
said.

At that time, be also diagnosed Bonn with
carpal turmel syndrome and told her he could
do surgery on that at the same time, she said.

“That was a new diagnosis, and it sent
some red flags up io my mind,” Bonn said,
adding that she had never been tested for
carpal munnel syndrome.

She sought a second opinion and was wid
she did not have carpal unnel syndrome, she
said. Bonn also was told the first surgery was
unnecessary and she should have first been
offered alternatives, such as pain medication,
physical therapy or chiropractic care, Bonn
said.

She was told a second surgery was now
necessary because a bone plug had dissolved,
said Bonn’s husband, Mike.

Her own bone graft — which she said the
body is more apt to accept — was used for
the second surgery, which was performed by a
different surgeon. She now has a plate and
seven screws in her neck to stabilize it.

Five years after surgery, she continues to
have pain and numbness in her arms, so bad
that she loses sleep many nights. With further
medical treatment, she hopes the arm pain
will some day be controllable.

But the neck pain and lack of mobility are
here to stay, she said.

As a result, she can’t back up her car with-
out turning her entire body, and she no longer
can deer hunt, play tennis and volleyball or
shoot pool. The joit of every sneeze and
cough sends pain down her neck.

“When she has soup, she can’t bend 1o eat
jt; she has to bring the bow] up to her mouth.”
said Mike Bonn, who now backs the car into
the garage so his wife can drive it straight
out.

She is not supposed to lift anything weigh-
ing more than 20 to 25 pounds, which is diffi-
cult for a mother of two young children,
Michael, 1, and Kayla, who turns 3 in July. T
try not to pick them up, but when one of them
falls 1 have to.” she said.

Her dream of teaching preschool-through-
kindergarten children may be just that
becanse of all the movement required, said
Kristin Bonn, who is nearly finished with her
teaching degree from the University of
Wisconsin-Stout. She will be certified to
teach preschool-age children through third-
graders.

“I think Dr. Rankin needs to be faithful to

$taff photo by Mark Christian
With several malpractice lawsuits pending against
Dr. Thomas Rankin and other potential ones under
investigation, attorney Michael Wagner has
assembied quite an array of files and supporting
materials for the cases in his Menomonie office.

his patients apd give them every alternative,
and surgery should be the last alternative,”
she said. “We are wusting in (doctors). When
somebody says surgery, they should mean
that is the last option.”

For Judi Wolter’s mother, & third surgery by
another doctor to correct probiems from the
first and second surgeries was ruled out. It
was too risky because of her mother’s osteo-
porosts and diabetes and because of the dam-
age done to her nerves, Wolter said she was
toid.

So Wolter’s father began taking care of his
wife. He cleaned the house and cooked meals,
and dressed his wife. He died of a heart attack
in April while helping her get dressed, Wolter
said.

When he died most of his retirement bene-
fits stopped. His wife now lives in a local
assisted living center but is $900 short each
month to pay the cost.

‘Wolter and her sister took out loans 1o pay
the extra money each month and have applied
for further funds to pay for their mother's
care.

“This lawsuit isn’t for our own benefit,”
Wolter said. “I don’t want & penny. I just want
my mom taken care of.”

Klein can be reached at 833-9206 or (800}
236-7077.

Suits also hit Luther neurosurgeons

By Leader-Telegram staff

In addition to Dr. Thomas
Rankin, one of the three other
neurosurgeons in Eau Claire has
had malpractice lawsuits filed
against him in Wisconsin.

Dr. Alfred Murrie, a neurosur-
geon for Lather Hospital and
WMidelfort Clinic, has been named
in two lawsuits since coming 1o
Eau Claire in 1982,

No malpractice suits have been
filed against Dr. Theresa Cheng
or Dr. Shih Liu, both colleagues
of Murrle’s &t Luther/Midelfort.

Cheng joined Luther/Midelfort
in August 1995, and Liu arrived
in the summer of 1998.

Dr. Robert Narotzky, who left
Luther/Midelfort earher this year
10 begin a practice in Wyoming.
was named in five lawsuits dur-
ing the nearly 20 years he
worked &s & neurosurgeon here.

In the first suit filed against
Murrle in Chippewa County in
1993, Gladys 1. Gotautis of
Holcombe claimed the antibiotic
therapy she received to treat an
infection she developed after
disk surgery caused her perma-
nent imjury.

A jury found Murrle was not
negligent in his treatment. But
the jury did find Murrle failed 1o
adequately inform Gotautis of
the risks and advantages of the
antibiotic prescribed.

Elmer Nelson of Rice Lake
sued Murrie in August 1997
sternming from a spinal fusion
surgery in September 1994.

Nelson claimed Murrle failed
to carry out the fusion at the cor-
rect and intended Jevel. The suit
claims Nelson sustained perma-
nent injuries as a result of the
surgery.

The suit was settled for an
undisclosed amount in 1998,

The five suits against Narotzky
all have been closed, A jury
found in favor of Narotzky in the
suit that went to trial.

In that lawsuit, Susan
Gunderson of Eau Claire claimed
Narotzky didn’t get her informed
consent hefore performing two
brain biopsies in November
1985

Gunderson’s claim of lack of
informed consent was denied,
and the jury judgment was in
Narotzky's favor.

Peter Selz of Eau Claire filed
suit against Narotzky, who per-
formed a lumbar puncture on
Selz in September 1981 at Sacred
Heart Hospital,

The suit claimed Narotzky
fajled to timely diagnose Selz’s
cryptococcus meningits, failed
1o retest Selz and reported nac-
curate information to another
doctor.

A medical malpractice screen-
ing panel found Narotzky was
negligent with respect to certain
medical services rendered. The
case was settled for an undis-
closed amount.

June Gilbertson of Eau Claire
claimed Narotzky used 2 halo pin
that was tightened to the point
where it pierced her skull and
invaded ber brain.

Gilbertson’s suit claimed the
incident caused her to have focal
seizures, imbalance, confusion,
muscle atrophy and poor speech.
The case was dismissed.

Karen Retzloff of Menomonie
sued Narotzky after seeing him
in January 1986 for neck, arm
and shoulder pain.

Retzloff claims the drag he

prescribed caused her (0 have 2
reaction called Stevens-Johuson
syndrome. The case was dis~
missed.

4 former University of
‘Wisconsin-Eau Claire student
sued former Eau Claire neurosur-
geon Peter Gianaris, Narotzky
and Midelfort Clinic because of a
1993 spinal surgery that left him
a guadriplegic.

The case filed by Derek
Risbau was settied in June 1998
for $3.5 million. The settiement
was paid only on Gianaris’
behalf.

The lawsuit claimed Gianaris
stuck a needle through Riebau’s
spinal cord during surgery. The
action pushed the cord against &
bone.

The suit claims the cord
became herniated and com-
pressed into the bone, causing
guadriplegia.

The suit claimed Gianaris was
negligent during the surgery at
Sacred Heart Hospital. The suit
said Narotzky supported

ianaris, who never had per-
formed the procedure used dur-
ing Riebau’s surgery.
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FACTS AND REASONS WHY
THE WISCONSIN FAMILY JUSTICE BILL (SB-467)
MUST BE MADE INTO LAW --
A FACT SHEET FOR THE LEGISLATURE
March 3, 2004

Madison, WI. Did you know that if your single son or daughter is 18 or older and experiences medical
malpractice and dies in Wisconsin that you, as a parent or sibling, will not be able to bring a claim for
wrongful death against the wrong doers. Also, did you know if your single parent experiences medical
malpractice and dies as a result in Wisconsin, that you as an adult child of that parent will not be able to
bring a claim for wrongful death against the wrong doers. You will never find out what really happened,
you will never get accountability, you and your family will never see justice. It will be tough to gain
closure. Wisconsin law currently discriminates against two classes of people, single young and single
elderly.

In this time of “family values”, it is totally unbelievable that Wisconsin law does not recognize the life-
long, and growing with age, bond between parent and child, regardless of the child’s or parent’s age and
regardless of whether the parent is widowed or divorced. Up until now, the state law has been based on
the bottom-line values of the health care providers, insurance companies, physicians’ organizations and
manufacturers and other big campaign contributors, not the family values held by the majority of
Wisconsin citizens.

Wisconsin, of all states, you would think would be supportive of its citizen’s rights. Not currently so.
Six other states/districts in the US also have discriminating laws like this one, namely, Indiana, Florida,
Maine, New Jersey, Maryland, and DC. Victims in these states are also fighting to change the law there
to allow equality under the law. Forty-four states do not discriminate!

Wisconsin families who have suffered the loss of a family member due to apparent medical negligence
have found the courthouse door slammed shut in their faces. In response, they have formed the
Wisconsin Family Justice Network (WFIN).

A group of Wisconsin families, made up of both Republicans and Democrats from all walks of life, who
suffered the loss of a family member due to apparent medical negligence, have been fighting to change
the Wisconsin law back to what it was prior to 1995. We are a small group of families who now
understand what the law means. The rest of the public still doesn’t understand. We have few resources,
but we must get the message out to the unsuspecting public, voters, media, and work with our legislators
to get the law changed! The current WFIN members, their home towns, and their victimized family
member are:

Jeanine & Lauren Knox Jim & Donna Harvey Sandy Gunwaldt
Milwaukee (mother) Waterford (mother) New Berlin (mother)
Stephanie O’ Connell Sherry Ellis Dan & Kim Leister
Green Bay (father) Ozk Creek (mother) Mukwonago (daughter)
Roger Fransway Bernice Watts Lonny & Rhonda Brown

Chippewa Falls (sister) Brown Deer (daughter) Chippewa Falls (son)



Willie Davis
Milwaukee (mother)

John Zachar
Greendale (mother)

Judy Demeuse
Germantown (father)

Carolyn Walasek
Park Falls (mother)

Helen Szurovecz
Milwaukee (mother)

Pam Vertanen
Manitowoc (mother)

Susan Czapinski
Madison (mother)

Patty Schey
Wauwatosa (father)

Steve Janasik
Park Falls (mother)

Harriet Yancey
Milwaukee (father)

Sheryl Holdmann
Milwaukee (mother)

Jake Budrick
Saukville (mother)

Lee Davis

Menomonee Falls (brother)

Ray & Betty Lange
Beaver Dam (son)

Rosemary Halvorson
Readstown (mother)

Peter Torgerson
Colfax (mother)

Anita Harris
Milwaukee (son)

James & Dottie Webb
Whitewater (daughter)

Eric & Linda Rice
Middleton (daughter)

Dimitri Jordan
Milwaukee (mother)

James Bollig
Cottage Grove (father)

Sharon Kind
West Bend (mother)

Jonna Fedie
Hammond (mother)

Mary McBride
Madison (father)

Mack Kirksey
Brown Deer (mother)

Mary Siedschlag
Argyle (mother)

Kathleen Sese
Kewaskum (son)

Lee Brown
Milwaukee (mother)

Taron Monroe
Milwaukee

Michelle Martin
Green Bay (mother)

Phil Tipke
Cottage Grove (son)

Jeanne Hanson
Neenah (son)

Sister of Jackie Hemenway

Twin Lakes (father)

Mark Lavalle
Twin Lakes (mother)

Lisa Jacobsen
Darlington

The focus of the Wisconsin Family Justice Network (WFJN)—growing since being formed five years
ago to over 45 families across the state—is now turning to the State Legislature, where Network
members are working to build bi-partisan support for the passage of the Wisconsin Family Justice Bill
(SB-467) and other legislation. This is not a political issue! Republicans and Democrats together
should recognize that this problem needs fixing as soon as possible. We will not stop our efforts until
we get the Wisconsin Family Justice Bill passed by the legislature and signed by the Governor -- our
motto is “We Will Not Stop Until Justice and Accountably is Available to all Wisconsinites”. The bill is aimed at
closing loopholes in current state malpractice law. In 2002, this bill passed the Senate, but failed to be
put up in the Assembly.



A barrage of “mis-information” by opponents of the Wisconsin Family Justice Bill may again be upon
us. Those trying to protect the unfair status quo will claim that Wisconsin’s insurance rates will go up
and that we will see doctors leaving the state or refusing to practice in nursing homes. But, malpractice
costs are about one-half of one percent (0.55%) of all medical costs, so the claims of skyrocketing
medical costs were plain ridiculous. 44 other states allow all families to have legal rights in malpractice
cases, and they have not suffered any loss of doctors willing to practice.

Private malpractice insurance carriers are very healthy. The loss ratios for malpractice insurers from
1995 to 2000 are very low. During this period, the average loss ratio is 18. That is only 18¢ of every
dollar the insurance company estimates it will pay on all malpractice claims. In addition, private
physicians are compelled by state law to pay into the patient’s medical compensation fund every year
(roughly $30 to 55M per year). The fund now has grown to over $678,000,000. Because it is so big, the
Governor wants to take some of this surplus to help the state’s budget problems. These insurance rates
should be going down! But they are not — why?

The Wisconsin Family Justice Network suggests that once you, as a representative of the people of this
great State of Wisconsin, honestly consider the thoughts below that you will be compelled to support the
Wisconsin Family Justice Bill. Try answering the questions below and we think you will understand
exactly what we are fighting for.

0 Do you believe that the bond between you and your parent and you and your child is life-long, and
not eroded by age or marital status, but actually grows with age? Ponder that thought for a minute.

o How would you deal with the awful prospect of the loss of your own 18-year old son or daughter
due to gross medical errors? How would you react with the fact that you can’t get any legal
representation because you are not allowed to have a wrongful death case under current Wisconsin
law?

0 Consider the prospect of the loss of your mother or father due to medical errors in a simple medical
procedure and you can’t get answers, accountability or justice.

o How would you deal with the fact that you can’t get any attorney to take your case because of the
current law constraints and limits?

o Do you feel comfortable with Wisconsin being one of just 6 states of 50 that make arbitrary
distinctions in legal rights, based on the age and marital status of the victim?

o Think about this, do you have less love? less compassion? less affection? or less connection to your
family members when they become 18 or even when they become 60 years old?

0 And finally, was it really the intent of the Wisconsin State Legislature to implement an biased and

discriminating law that denies equal protection that says your loving son or daughter, over 17 years
old and your single mother or father has ABSOLUTELY NO VALUE.

The Wisconsin Family Justice Network and the rest of the citizens of this state simply want a single
standard of access to the courts and accountability for all citizens. It is a fundamental matter of equity
and equality; the current law is biased, discriminating and totally unfair and must be changed!



FACTS AND WHY
THE 180-DAY NOTICE RULE FOR MEDICAL MALPRACTICE FOR STATE
RUN INSTITUTIONS AND STATE PHYSICIANS
MUST BE REPEALED RETROACTIVELY (SB-7€))
March 3, 2004

Madison, WI. Did you know that if you are treated by physicians at UW Hospital & Clinics or UW
Health/Physicians Plus and medical malpractice results in injury or death to your family member, you
will not likely be able to bring a claim forward unless you have given notice to the state attorney general
within 180 days after the event occurs? The current statute allows for discovery after this period;
however, the most all the courts (case law) have made this tough to do. If you are late with your notice,
not only will it be difficult or impossible to ever bring a case, but you may never find out what really
happened, you and your family will never see justice, and the physicians won’t talk and will never be
held accountable for any of their errors/mistakes. Wisconsin law favors state physicians over private
ones. Did you also know that state-employed physicians do not have to pay medical malpractice
insurance? The state self-insures them. Private physicians and organizations remain outraged by this
and the 180-day notice rule.

Again, Wisconsin families who have suffered the loss of a family member due to apparent medical
negligence have found the courthouse door slammed shut in their faces.

A group of Wisconsin families, made up of both Republicans and Democrats, who suffered the loss of a
family member due to apparent medical negligence have been fighting hard to fix Wisconsin law. We
are a small group of families and we have few resources, but we must get the message out to the
unsuspecting public, voters, media, and work with legislators to get the law changed!

The focus of the Wisconsin Family Justice Network (WFJN)—growing since being formed five years
ago to over 45 families across the state—is now turning to the State Legislature, where Network
members are working to build bi-partisan support for the passage of the Wisconsin Family Justice Bill
and now, the repeal of the 180-day notice rule for medical malpractice by state healthcare employees.
These are not political issues! Republicans and Democrats together should recognize that these
problems need fixing as soon as possible. We will work to get the retroactive repeal of the 180-day
notice bill passed by the legislature and signed by the Governor. Senator Fred Risser, a Democrat, has
agreed with Dr. Eric Rice, a Republican constituent of Senator Riser, to again to whole heartedly
sponsor this year’s bill. Last year, it passed the Senate by voice vote, but never was introduced to the
Assembly.

The Wisconsin Family Justice Network suggests that once you, as a representative of the people of this
great State of Wisconsin, honestly consider the thoughts below that you will be compelled to support the
repeal of the 180-day notice for medical malpractice claims for state healthcare employees.

a For example, how would you deal with the awful prospect of the loss of a loved one due to gross
medical errors at UW Hospital? After much grief, you finally get around to talking with an attorney
and then the attorney tells you how sorry he or she is, but you missed the 180-day notice deadline
and your potential legal claim is now likely void! You, like almost everyone, thought you had 3
years to respond. This happens all the time to grieving families!
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How would you react to the fact that you can’t get any legal representation because you are not
likely to have a case under this current Wisconsin law if you are late with your notice of claim?

Was it really the intent of the Wisconsin State Legislature to implement a biased law that denies
Wisconsin citizens their rights for justice and accountability?

How are you ever to know about the 180-day notice rule? Have you ever heard of it before? The
public does not know. Check out your constituents — ask them if they know. We would bet that
none do, except us and our close friends.

If you loose a loved one at the UW Hospital, do they tell you have only 180 days to file a claim for
malpractice with the Attorney General’s Office? No. Of all the forms one has to sign in the
hospital, is there a form that you sign in the hospital that says you have 180 days to file a notice of
claim if the hospital were to perform malpractice? No!

Private health care providers (HMO’s etc.) and UW co-mingle their employees at the HMO and UW
Hospital facilities. How do you really know which physician is a UW employee and which one is
with the HMO private provider? Which ones do you give notice to, if you knew of the rule?

If medical malpractice occurs, it seems to take forever to get a copy of the medical records. This
cuts into your time to assess and decide if you have a claim or not with the 180-day rule. We don’t
need to be filing notices of claim if we are not sure! Time is needed to assess the medical records
and have other expert physicians review what happened.

For sure, the 180-day rule is likely never to be known by a grieving family.

One should believe that there should be fairness and equal protection under the law for all
Wisconsinites, regardless of what hospital they go to, but is not currently the case.

It’s obvious that this law is aligned to protect the insurance companies and the UW physicians; not
the patients and their families. The law is biased to benefit state employees and state-run medical
facilities. V

Private physicians are outraged by this discrimination and that the State self insures them at no cost.

The Wisconsin Family Justice Network and the rest of the citizens of this state simply want a single
standard of access to the courts and accountability for all citizens. It is a fundamental matter of equity
and equality; the current law is biased, discriminating and totally unfair and must be changed! The
retroactive repeal of the 180-day notice for state medical employees needs to be made ASAP so more
people are not totally defeated by this unfair and biased favoritism.
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Executive Summary

In early 2003, the Wisconsin Hospital Association, together with the Wisconsin Medical Society, established o Task
Force on Wisconsin's Future Physician Workforce. The charge to the Task Force was:

Undertake a needs assessment of current and fuiure physician supply and distribution issues.

e l|dentify factors that are impediments to meeting those needs.
Find specific sirategies that will help assure adequate future access to physicians for Wisconsin patients
and communities.

The work plan included the following tasks:
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Identity and understand issues relating to estimating physician demand.
Estimate the current and fuiure demand/need.
Identify strategies for meeting the specific needs.
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Task Force membership included representation from physician practice groups, the Wisconsin Medical Society, the
Wisconsin Academy of Family Physicians, hospitals and health systems, the medical schools in Wisconsin and others.
Four meetings were held. Information and data were shared that represented a number of perspectives on the
issue. This final report provides a comprehensive set of recommended solutions to the physician shortage problem.

Conclusions Regarding Physician Supply
After reviewing existing data and analysis, the Task Force concluded that an unmet current need exists for physician
services and that the problem will likely grow worse in the future unless aggressively managed.

The current supply is not sufficient when measured several different ways:

e There is a shortage of primary care physicians in rural Wisconsin and inner city Milwaukee.
e In general, non-primary specialty physicians are in demand and are hard fo recruit on a statewide basis.
e General surgeons and radiologists are critically needed in rural areas.

These unmet needs are projected fo grow even more in the future. By 2015, we anticipate demand for physicians
fo grow:

e By an additional 13.5% for primary care physicians.
o At rates exceeding 20% for all other physicians.

At the same time, physician supply is projected fo lag even further, due to projected negligible growth in Wisconsin's
physician workforce over the next 10 years. This compares fo a projected increase in population of 8.8%, with
demographic factors expected to drive demand for health care services in excess of that total.

Our Action Plan
A number of major changes are necessary to have a sufficient number of physicians to meet the anticipated demand
in the future. These changes focus on:

Enrolling students in medical schools who will practice in Wisconsin.
Developing new care delivery models.

Retaining physicians in and affracting physicians to Wisconsin.
Targeting and enhancing funding for medical education.

Creating an infrastructure to guide medical education in Wisconsin.
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Goals and Action Steps

GOAL I: Recruit, enroll and train in Wisconsin’s medical schools individuals who are likely to practice in
Wisconsin, with particular aftention towards underserved parts of Wisconsin.

Action Steps:

e Increase the number of students in medical school.

e Esiablish goals for medical schools fo set and achieve fargets for successful recruitment and refention of
students from underserved areas.

s Create regional specialty training networks to expose trainees to underserved areas.

e Develop/replicate programs that aftract o medical school, students most likely 1o practice in underserved
areas.

e Create a programmatic focus or a “School within a School” 1o focus on underserved areas.

e Start promoting health careers ot the middle school level.
GOAL II: Develop care delivery models that will enhance and leverage physician resources.

Action Steps:
s Provide funds for pilot projects demonstrating “team care models.”

e Conduct pilots and studies of alternative delivery models.
e Prepare medical students and residents to work with advanced practice providers.
e Investigate potential mentoring opportunities using retired, part-time and administrative physicians.
¢ Evaluate shortening the timeframe for medical education.
GOAL lll: Create policy and practice that encourages physicians fo enter and remain in practice in Wisconsin.

Create similar policies to encourage physicians fo return fo Wisconsin fo practice.

Action Steps:

e Create funds for loan forgiveness for physicians to stay in the state after their residencies.
Establish incentives fo ensure specialisis are adequately dispersed across the state.
Identify and publish best practices for recruitment and retention.

Maintain Wisconsin's favorable medical malpractice environment.
Ensure adequate payment rates to support physician recruitment.
Provide monetary incentives to address selection of locale and specialty.
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GOAL IV: Provide for adequate and targeted funding for medical education.

Action Steps:
¢ Increase state funding for medical education.
e Increase Medicaid GME and tie increases to Task Force goals.

GOAL V: Develop an infrastructure to guide medical education policy in Wisconsin.

Action Steps:
e Create a Wisconsin advisory council o monitor, predict and recommend activities fo maintain an
adequate supply of physicians for Wisconsin.
e Creafe a process fo maintain adequate data about physician supply and demand.

Conclusion

These goals and action steps require the efforts of Wisconsin’s medical schools, the provider community and policy
makers to enact changes in medical education and physician practice. If that work is successtul, we can be assured
that our future physician workforce will be able to provide needed services to all of Wisconsin's citizens.
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Introduction

Early in 2003, Wisconsin Hospital Association staff began fo hear from member hospitals that they were having
increasing difficulties recruiting physicians. While many rural and inner city communities have struggled with this
issue for years, the statewide nature of these reports created a new urgency. Information was shared at the WHA
Rural Health Council and at the WHA Board of Directors, which led the Board to establish a Task Force on
Wisconsin’s Future Physician Workforce. WHA also discussed the issue with the Wisconsin Medical Society, resulting
in their co-sponsorship of the Tosk Force. The charge to the Task Force was:

¢ Conduct a needs assessment fo understand current and future physician supply and distribution issues.
Identify factors that are impediments fo meeting those needs.

e Find specitic strategies that will help assure adequate future access to physicians for Wisconsin patients and
communities.

The charge to the Task Force work plan included the following tasks:

Understand the current supply of physicians in Wisconsin.

Identify and understand issues relating o estimating physician demand.
Estimate the current and future demand/need.

Identify strategies for meeting the specific needs.
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Members of the Task Force included representatives from physician practice groups, the Wisconsin Medical Society,
the Wisconsin Academy of Family Physicians, hospitals and health systems, the medical schools in Wisconsin and
others. Four meetings were held. Information and data shared represented a number of perspectives on the issue,
and the Task Force spent considerable time evaluating the evidence and arriving af potential solutions to the
problem.

This document is organized into the following sections:

A summary of the existing physician workforce in Wisconsin.

An assessment of whether the current supply is adequate to meet the needs of Wisconsin's citizens now.
A projection of future demand for physician services.

A summary of the structure of physician preparation in Wisconsin.

Analysis and conclusions regarding the supply, demand and education structure.

A plan for action fo address the issues and problems.
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Physicians in Wisconsin

A Snapshot of the Current Physician Workforce

In 2000 there were 9,533 physicians working in Wisconsin {Health Counts in Wisconsin, BHI, 2000). Compared to
other states, Wisconsin’s 184 physicians per 100,000 population ranked 26 among the states (HRSA, State Health
Workforce Profiles, 2000).

Physicians are commonly grouped by specialty, either as primary care physicians (physicians whose practice is family
medicine, infernal medicine or pediatrics) account for 34% of the total or as other specialists (surgery, radiology,
neurology, etc.). The physician workforce reflects other health care workforce demographics in that 29% of the
physicians in Wisconsin are over 55 years of age.

Is the Current Supply Adequate for Today's Needs?

The question of whether there is an adequate supply of physicians should be analyzed along two dimensions —
geographic distribution and specialty. In other words, two questions must be answered: “What population and what
geographic region are we referring to2” and “Which type of physician specialty - primary or other — are we looking
ate”
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The question of physician availability is a complex one involving elements of geography, culture and financing.
Within the scope of this paper, the focus is not on the various financing mechanisms for health care delivery. But
geographic and cultural barriers remain as very important factors that can prevent access to care for many patients,
which is the focus on this analysis.

It is imporfant to note that there are distinct differences between rural and urban areas when analyzing access. For
rural areas, the issue is largely, although not entirely, one of geographic distance. For residents of rural areas, it
may be foo fime consuming to seek care. In urban areas, on the other hand, residents may be as close as a few
blocks from a physician practice, but because of cultural barriers, do not access nearby physician services. In the
analysis that follows, we will focus on both of these situations.

The following sources were used to provide a framework for our analysis:

The American Medical Association 2002 physician data base.
The 2000 Wisconsin Bureau of Health Information survey of physicians.

2000 census data.

Research in the area of physician supply and demand.

. & @ @

Primary Care Physicians

In looking at the adequacy of primary care physicians, one could mistakenly conclude that based on statewide
averages, Wisconsin's current supply is adequate. The number of primary physicians in 2000 was 68 per 100,000
population. That is above the national average of 59 per 100,000 and well within the range considered as
reasonable. However, the problem with drawing this conclusion is that it ignores the differences in distribution of
primary care physicians among individual counties in Wisconsin. The exhibit below highlights those differences.

County Primary Physicians Per 100,000
Dane 115

o S o

Waukesha 72

Jefferson - : 42

o ! i -

F‘ierce ’ - 24

Statewide 68

Source: BHI Physician Survey, 2000

J

Wisconsin's 72 counties range from a low of 20 primary care physicians per 100,000 people in Florence County to
a high of 463 per 100,000 in Wood County (BHI 2000 Survey of Physicians, WHA analysis). The median is 31
physicians per 100,000 population. Thus, with respect to primary care physicians, Wisconsin appears fo have a
maldistribution problem, not one of total supply.

The fact that there are disparities does noft, by itself, prove that there is an insufficient supply in those counties at the
low end of the distribution. A number of studies have been conducted that attempt to answer the question of “How
many are sufficiente”

Donald Libby, PhD and David Kindig, MD, PhD, in their paper “Estimates of Physicians Needed to Supply
Underserved Americans Adequately until Universal Coverage,” used an “expert average” approach to determining
the adequate number of primary physicians, by geographic area. They surveyed a number of researchers who study
issues related to the physician workforce and arrived at a consensus number per 100,000 population. The
geographic areas were defined around population concentrations.
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The resulting matrix is displayed below. It should be noted that this study did not intend o say what was needed but
what might be reasonably achievable under current conditions; obviously advocates for rural communities would
argue (as the national Council On Graduate Medical Education [COGME] has done) that these “expert averages”
are foo low for rural communities.

Type of County “Expert Avercg?’;)iéfocgg\mendcﬁon per )
Metro Core 72
Meiro Fringe a 58
Small City ” 72
| Rural 55
Sparse 51

" i . )

The “Metro Core” geographic unit is further subdivided between areas that include urban shortage areas and those
that do not. Urban shortage areas are geographic areas, often very small, that have been defined by the Bureau of
Primary Health Care, an agency of the Health Resource and Services Administration, as being medically
underserved. Using this construct, WHA compared the number of primary care physicians in each geographic unit
to the recommended levels. The results are displayed in the table below.

4 - N
100,000 100,000 Physicians

Metro Core 1,137 1,383,248 82 72 77
Meiro Fringe 500 943,626 N 53 58 o 110
Small City 1,426 1,890,031 | 75 72 205
Rural 496 862,759 58 55 69
Sparse “ 114 284,011 40 - 51 45
Statewide 3,674 5,363,676 68 68 506

_ Source: 2000 BHI Physicion Survey; WHA Analysis y.

Using the recommended average for primary physicians per 100,000 and applying that to the 2000 population in
each of the categories above, this analysis suggests that there is currently an unmet need for primary physicians in
Wisconsin fotaling 506. Note that several geographic areas, in total, appear to have a surplus. Yet a deficit is
indicated. This is because a deficit exists for cerfain counties within those areas, and it is assumed that primary care
physicians in neighboring counties will not fill the deficit. While one could make an argument that patients could
travel info counties with surpluses to seek primary medical care, this would deny the right of patients fo have access
to care in their own communities, and ignores the circumstances of those unable to fravel. While patients may travel
outside of their community fo seek specialized care, that is rarely the case for primary medical services. So we make
the assumption that if a county shows a deficit, that deficit is valid regardless of whether it is adjacent to a county
with a surplus.

With respect to the “Metro Core” area, the calculation shows a deficit of 72 primary physicians in the medically
underserved areas of Milwaukee County. As stated above, access issues in urban areas are not necessarily related
to distance. Other barriers, including income and ethnicity, often prevent access to care to residents in these areas.
So even though the populations in the urban medically underserved areas may be quite close to concentrations of
physicians, patients will not access that care.

Even though the overall statewide total appears to be sufficient, the distribution of physicians is skewed toward the
urban (but not inner city) areas. The populations of the “Metro Fringe,” “Rural,” “Sparse,” and the medically
underserved areas of the “Metro Core” units represent 45% of Wisconsin’s population, while having only 35% of
primary physicians.

\
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Specialty Physicians

The methodology used to analyze the need for primary care physicians cannot be applied to specialists. There is no
consensus evidenced in the literature on the number of specialists that are needed across a population. Instead, the
need for specialists was determined using two sources of information:

¢ A recent national survey, conducted by Dr. Richard Cooper, of medical school deans and state medical
societies.

e Information provided fo WHA by The MHA Group, a physician recruitment firm regarding their national
experience and in recruiting physicians for Wisconsin.

Cooper’s survey, which was published in the December 10, 2003 issue of the Journal of the American Medical
Association, received responses from 70 medical school deans and 44 state medical societies. Each group was
asked to assess the status of the physician supply in their areas or states. In each case, more than 80% of
respondents said that they thought there was a shortage of physicians. A summary of their responses is provided in
the following table:

Table. Perceived Specialty Shoriages and Surpluses of Physicians

No. (%)
Madical Schools Medical Societies i
(n=70) {n=44)
éhortaga Surpluses Shortages Surpluses'
Anesthesiology 35 (50 i{1) 1023
Radiology 31 (84} 8 {14}
Pathology o 12 12
Family/genaral practice, 2130 2143 24 {54 49
genaral memal medicine,
primary care
Pedistrics S 24
Pediatric subspecialies Sty 3{7
Obstetncs/gynecalogy 46 11 {25) JAMA, Dec 10, 2003, Vol 290,
WMedical subspacialiies 27 (39 2@ 1843 37 p2993. Copyrighted © 2003,
Cardiology 700 5{14) American Medical Association.
Gastroenteralogy 813 8(14 .
Y B 1) 5 All Rights reserved.
Puimonary/critical care 344 37
Dermatoiogy 1420) 708
Neuroiogy 507 448
Surgery (generaitrauma) 1217} 614
Surgery subspecialiies 15(21) 13 (30
Neurosurgary 817 37
Onhopedic surgery 34 8018
Otoiaryngology 34 12
Lirology 444y T 3T
Paychialry g013 8(18;
Child psychiatry 34 24
Erngrgency medicing 70 7088

IAMA, Decernber 30, 2003-—Yol 280, No 11 2983

The two types of respondents differ regarding specialty, and the severity of the shortages is not indicated. However,
in the opinion of those who are likely to have some knowledge about the supply of specialists, there is a shortage in
a number of specialty areas.

- . . . 4 . . it .

The MHA Group provided WHA with the following results Specialties Rated “Very Difficult” to Recruit

fran ﬂ'}&i:’ “2003 Physician Recruﬁmem‘ Tr§nds" report, Radiologist 63%

which is the product of an annual nationwide survey of X

. . Orthopedic Surgery 58%

hospitals and medical groups. — :
Anesthesiologists 49%
Cardiologists 47%
Rheumatologists 46%
Urologists 42%
Dermatologists 41%
Source: MHA Group, 2003 Physician Recruitment Trends

. S/
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In addition, The MHA Group shared their national experience regarding the number of physician search

engagements that they have had over two time periods. The table below summarizes that comparison.

4 Number of Number of P h
Searches in Searches in Ci::gl
1997/1998 2002/2003
Radiology 11 230 1991%
Orthopedic Surgeﬁ N 76 | 191 B 151%
Cardiology - ” 97 | 188 | 94%’
Anesthesiology 9 134 1389%
Family Praciice - 585 - 122 - Minus 79%
Internal Medicine - | ”“””231 H 113 N ’!“;f"xin’us 57%
Obstetrics/Gynecology 124 M0 Minus11%
,,Geneml oo 2] » 300%
Gastroenterology 7 R  ess%
W!;;ychiafry 42 ” 59 40% N
_ Source: MiHA Group, 2003 - )

The first analysis is suggestive of a shortage across a number of specialties such as radiology and orthopedic
surgery. The second reveals a shift away from searches for primary physicians in 1997/1998 and towards more
specialists in 2002/2003; but also shows a dramatic increase in the number of searches for the ten speciaities listed.
Overall, searches for the top 10 specialties increased during that period by 8%.

Both of the MHA Group analyses provide a clear indication of the increased demand for specialty physicians. These
results represent national totals. Wisconsin data is not available by specialty, but for the same periods, MHA
searches for specialists in Wisconsin increased from 38 in 1997/1998 to 60 in 2002/2003, a 58% increase,
indicating that at least in terms of using physician recruiting firms, Wisconsin activity greatly exceeded the national
averages.

With regard to distribution of specialty physicians within Wisconsin, disparities exist that are similar fo those with
respect fo primary care physicians. The table below compares physician totals per 100,000 for urban and rural
areas of Wisconsin.

g Geographic Unit  Specialty Physicians Ph);sgé'cggoper
Meiro Core 2,232 152
Meéﬁro’F;ir"»’ge ’ - 770 90

»fsma” Gy 2504 . 137 S—
Rural o 451 49
Sparse 19 8
Statewide 6,066 113
Source: 2000 BHi Physician Survey; WHA Anglysis

AN S

While the average for the entire state is 113 specialty physicians per 100,000, the range is quite wide: from a low of
eight in the “Sparse” geographic unit fo a high of 152 in “Metro Core.”

Foreign Born International Medical Graduates

The foreign born international medical graduates (IMG) provide access fo care in underserved areas throughout the
U.S. Just under a quarter of the nation’s physicians are IMGs. They represent a similar percentage among
physicians that admit to Critical Access Hospitals.
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For Wisconsin, IMG physicians represent 16% of total physicians. They enter practice in underserved areas as part

of the J1Visa Waiver Program. The Wisconsin Office of Rural Health, as part of a study of this program, found that
these physicians are seen as good providers and work well with staff, but have more difficulty integrating into the
community. Two thirds of these physicians were still af their original practice site after three years (the length of the
J1 Visa Waiver Program), but this number dropped to 30% after six years. This is far less than non-IMG physicians.

In addition, the application of Homeland Security laws has created more barriers for these physicians to enter the
U.S. Recent HHS regulations will also significantly reduce the number of underserved sites that will qualify for this
program. IMGs have played an imporiant role in providing access o health care in underserved areas; however,
their overall numbers in Wisconsin are smaill, and regulatory changes will likely limit this further. Because of these
considerations, the IMG component of the physician work force in Wisconsin is not one that has potential as a
solution to the work force needs.

Conclusions R@gﬁf’déﬂg Current The implications are that patients are increasingly

~ . waiting longer to receive care, traveling long

bwppiy and Demand ) , _ distances for that care, or because of these and
- other barriers, are deciding o not seek necessary

An analysis of the current situation indicates an unmet medical care.

need for both primary care and specialty physicians in

Wisconsin, particularly in rural areas and in the inner
city of Milwaukee. The implications are that patients are increasingly waiting longer to receive care, traveling long
distances for that care, or because of these and other barriers, are deciding fo not seek necessary medical care.

One illustration of the impact that lack of access to physician services causes is inappropriate emergency room
utilization. WHA conducted a study of emergency room use in hospitals in Milwaukee County by the uninsured. In
2002, almost 36,000 emergency room visits were considered urgent or otherwise non-emergent. Most of these
visits took place between the hours of 6 p.m. and 10
. b.m. In addition to the substantial misallocation of
Lack of access to physician services causes | resources this involves, this is evidence that needed
| inappropriate emergency room utilization. primary medical care services are not being met in a
A B O R timely or cost efficient way.

What About Future Needys?

The Task Force was also charged with assessing the supply of, and demand for, physician services in the future. This
is critical because of the long timeframe, a decade or longer, needed fo frain physicians. If it is determined that a
physician shortage is likely o exist in the future, action must be taken now to begin to address that forecasted
shortage.

Making predictions about the future is always fraught with risk. There are many factors that will affect the demand
for physician services, most of which no one can forecast with any great degree of confidence. Consequently, the
following approach was used:

Identify factors that influence the supply of and demand for physician services.

Assess the usefulness of each factor in the forecast.

Arrive at a set of assumptions about how the remaining factors will change in the future.
Calculate the supply and demand.

e o o 9

Factors Thot Influence the Demand for Physician Services
e Utilization patterns
Population and demographic factors
Payment for health care in the future - insurance/payment changes
Technology
Reduced need for health care because of better disease management

¢ ® 6 o
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Factors That Influence the Supply of Physician Services
¢ Changes in graduate medical education (GME)

Physician aftitudes and cultural changes

Changes in the delivery of care

Technology

Malpractice environment

Government policies

® ¢ o & @

From the lists above, the population and demographic factors and utilization patterns were chosen as tools fo
project demand. To estimate the supply of physicians, Wisconsin's existing physician workforce was used as a
baseline, with those expected to be trained and stay in Wisconsin and those from other siates expected fo enter
practice in Wisconsin added in. Those expected fo retire or otherwise leave practice were subtracted from the fotal.
Alsc factored in was the expected impact of changes in physician work hours. All the other factors were found fo be

either lacking in adequate documentation or foo speculative to project; or they were items that need fo change, and
therefore were more appropriately incorporated into the Task Force’s recommendations.

Utilization Patterns

Age, gender and cultural factors have a significant
influence on the use of physician services. In general,
elderly patients and females consume a higher number
of physician services than younger, male members of
the population.

| Elderly patients and females experience a higher
| number of physician services than younger, male
| members of the population.

The chart below illustrates the magnitude of the difference for physician office visits. For example, a male aged 75
or older will, on average, have four times as many office visits as a male between the ages of 25 and 44. A female
between the ages of 25 and 44 will have, on average, twice as many office visits as a male of the same oge. i is
not clear whether the relationships of office visit frequency among various population compenents will be the same
in the future. Much speculation has been made about, for example, a healthier future elderly population lessening
the need for as much health care services. That point is covered in Appendix A, but the Task Force concluded thaf
predictions about that couldn’t be made with any confidence. Therefore, the analysis assumed the same relative
ratios of visits, as currently is the case.

(" Physician Office Visits, By Age Group h
800.0

700.0 “Female EMadle

600.0

500.0

400.0

300.0

Visits per 100 Persons per Year

200.0

100.0

0.0

“AlAges  Under15  15-24 25_44 45-64 65-74 75 & over

\Source: National Center for Health Stafistics
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Population and Demographic Factors

The U.S. Census Bureau has developed a forecast of Wisconsin's population in 2015 by age range. The chart below
summarizes that forecast. One can observe that the populations in the “65 to 74” and “75 and over” age ranges
are predicted to increase substantially.

2,000,000
1,800,000
1,600,000
1,400,000

1,200,000
1,000,000
800,000
600,000
400,000

200,000

Under 15

15-24

25-44

4564

65-74

75 & over

£ 1998

1,110,730

736,150

1,598,650

1,081,320

358,230

331,310

B Est 2015

1,078,713

749,084

1,752,798

1,154,253

468,374

473,126

% Chonge

-2.9%

1.8%

9.6%

6.7%

30.7%

42.8%

Gource: U.S. Census Bureau; WHA Analysis )

Projected Demand

Combining the existing ratio of visits by age category and the projected changes in demographics, one can project
the number of visits. The table below shows that, while the total population is projected fo increase by 8.8%, visits
are projected fo increase by 13.5%. This results from assuming that the current relationships for visits by age cohort
hold frue, combined with the increase in the percentage of the population having a higher frequency of visits.

Actual and Projected Office Visits
1998 Adiual 2015 Projected Percent Change
Wisconsin Population 5,216,390 5,676,349 8.8%
Visits per 100 302.9 31 6.(5 o 4.3%
Physician Visits ]5,7‘55;600 17,937,000 13.5% y

AN

Visits are considered fo be a reasonable measure of demand for primary physicians. Without any further
assumptions regarding changes in delivery of care,
the conclusion is that there will be a double-digit
increase in the demand for primary physicians.

e a double-digit
increase in the demand for office visits.

Demand for specialists will, to a large extent, also be

driven by the change in population and
demographics. But technology and its increasing availability and effectiveness for treating patients is at least as

important in making such projections for specialists.

~
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While much research has been done on this subject, the most recent work by Dr. David A. Eizioni, of the UCLA
Medical School is noteworthy. Efzioni used a methodology similar to the one used above to project the demand for
surgical procedures in 20710 and 2020. His data sources included the 1996 National Survey of Ambulatory Surgery
and the National Hospital Discharge Survey, combined with the population forecasts from the U.S. Census Bureau.

Etzioni concluded that demand for surgery would increase by nearly 50% by the year 2020. Surgeries performed
predominantly on older adults, such as cataract and heart surgery, will have the highest increase in demand. The
following table summarizes his projections:

Projected Percent increase in Surgeries Performed by Specialty

Specialiy 2010 2020
Cardiothoracic Surgery 18% 41%
4Ge’n’ercl Surgery 13‘% 28%
Neurésurger;y - - 3:4% ' 27%
Oph’rhc’l‘i’r;’\oiogy 15% 47%
Orthopedic Sufgex&f ’ 1 3%' - 25%
Oiofé&ngolcgy | 6% ' ” 'iﬂé%
Urology ' M% - 33%
‘Source: David Erioni, UCLA Medical School; WHA Analyss |

vy

While this study focused on surgery specialties, one can assume that the increase in surgical volume would result in
an associated increase in demand for other specialists, such as radiologists and anesthesiologists. In summary, a
reasonable conclusion is that the demand for most specialists will increase by double-digit percentages.

Supply of Physicians - Methodology
As stated above, the existing ratio of physicians per 100,000 people was used, and factored in were the number of

physicians trained and retained in Wisconsin, expected retirements and number of physicians from other states
entering practice info Wisconsin.

The first component of the above formula relates to the number of graduates from Wisconsin's medical schools. The
total number of graduates from those schools has remained relatively constant for over a decade, as the following
chart illustrates:

-

360

Wisconsin Medical School Graduates

~—~

320

300

280

250

240 |-

220

200

1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002

Source: AAMC Dato Warehouse, December 15, 2003

The chart shows that Wisconsin’s medical schools have
graduated between 325 and 350 students per year.
Historically, about 38% of Wisconsin’s medical school
students are retained and practicing in Wisconsin. This
would imply that between 125 and 133 per year would
be practicing in Wisconsin, resulting in an additional

1,500 to 1,600 physicians by 2015.

| Historically, about 38% of Wisconsin’s medical |
 school students are retained and practicing in
- Wisconsin.
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Incoming physicians are defined as those who choose to practice in Wisconsin but neither attended a Wisconsin
Medical School, nor did a residency in Wisconsin. Wisconsin Medical Society information and the last fen years of
data from the Wisconsin Department of Regulation and Licensing on newly licensed physicians was used to calculate
the number of physicians coming info Wisconsin.

Physician retirement represents the largest component of expected reductions in Wisconsin's physician workforce. To
calculate the expected number of retirements per year over the next 10 years, the age demographics of the currently
available data were analyzed. The following chart provides an analysis of the age distribution of physicians
practicing in Wisconsin in the year 2000.

~
Age Distribution Percentages of Physicians Pracficing in Wisconsin
35% S g
S 17
25% 24% - 53%areover4d
20% 17%
15% 13%
10% L
5%
0% : e i L -
Under 35 35-44 45-54 55-64 65+
Source: BHI 2000 Physician Survey; WHA Anclysis
. J

The chart indicates that 28%, or 2,660, of the 9,533 physicians currently licensed in Wisconsin will either retire or
significantly reduce their practices within the next 10 to 12 years. This timeframe is within the prediction horizon of

2015.

Another emerging factor that will have an impact on the available workforce relates fo cultural demographic factors
within the physician workforce. Survey results and anecdotal comments from health care recruiters are pointing
towards a desire on the part of recent medical school
graduates for fewer practice hours, and an expression
of a greater emphasis on family life. Further, research
by Cooper and others indicates that physicians entering
the workforce today are choosing lifestyles that devote
less fime fo medical practice and more balance with
family and personal activities. Based on the admittedly
limited data af this point, the Task Forces estimates that,
by 2015, this phenomenon will have the effect of
reducing the “raw count” of physicians by a minimum of 2%.

 Physicians entering the work orce today are
| choosing lifestyles that devote less time to medical |

 practice and more balance with family and
| personal activities.

Projected Supply of Physicians in 2015

In summation, this study projects that the Wisconsin physician workforce for 2015 results from the summing of the
current workforce; adds future graduates from Wisconsin medical schools who are anticipated fo stay in the state, as
well as those from other states who are expected to enter practice in Wisconsin, subtracts retiring physicians and
applies an FTE reduction factor to estimate the effect of a growing pretence for lifestyle balance.

Who Will Care For Our Patients 13 y




-
The following table provides a summary of the projection.

Low Estimate High Estimate
Currently licensed in Wisconsin 9,533 9,533
Physicians produced by Wisconsin medi‘cd!'sc‘:hoc;isu : 1,505 . 1,600
Physicians ffsm other siafeé obfaining "\”v”’iﬂsmc’onsin li’c’:ér;’se - ~E,(Z)SHC’) : - 1,800
Refiring physicians ” ’ (?,660) 7 (2,660)
FTE redu&fén factor (2% of otal) ’ N (;ﬁ 90} ’ ) ’{2’05)
Projected total %of 2015 o 9,283 ’ ’ T0,0Sé ”

The projections range from a slight decrecse of 2.6% fo an increase of 5.6% in the number of physicians. In either
case, the projections indicate a shortage overall compared to the projected double-digit percentage increases in
demand. There is insufficient data to segment the projections by primary versus specialty physicians.

Physician Preparation

The standard frack for medical education in the United States starts with baccalaureate preparation for the study of
medicine, followed by a university-based medical school, finishing with direct clinical experience as part of medical
education (referred fo as a residency). The tofal number of years for physician preparation under this model ranges
from 17 years for generalists to 15 years or more for specialists. Physicians trained in Wisconsin’s medical schools
follow this structure.

Medical Education in Wisconsin

Medical schools in Wisconsin graduated 348 new physicians in 2002. Wisconsin has traditionally ranked higher
than average in the number of medical school graduates. In 1997, Wisconsin ranked 19 among the 46 states with
medical schools in the number of graduates. On a per capita basis, Wisconsin graduated 6.4 new physicians per
100,000 population, comparable to the national average of 6.6 and ranked 20 among the 46 states in medical
school graduates per capita. Overall, approximately 38% of medical students who have attended one of the two
schools in Wisconsin are practicing in Wisconsin.

Wisconsin's Medical Schools
The state of Wisconsin has two medical schools: The University of Wisconsin-Madison School of Medicine (UW), and
The Medical College of Wisconsin (MCW).

The UW Medical School opened in 1907 as a two-year program. The school averages about 550 medical students
and graduates approximately 138 each year. Approximately 17% of physicians practicing in Wisconsin are
graduates of the University of Wisconsin Medical School.

The Medical College of Wisconsin is located in Milwaukee. While it is a private academic institution, it has received
significant federal and state assistance over the years. MCW began in 1893 as the Wisconsin College of Physicians
and Surgeons, in 1913 it became the Marquette Medical School and in 1967 it became a freestanding institution.
The school averages about 780 medical students and graduates, on average, 197 students each year.
Approximately 17% of Wisconsin physicians are graduates of the Medical College of Wisconsin or its antecedent
institutions.
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The chart below provides an overview of graduates for the period 1992 through 2002.

4 Wisconsin Medical School Graduates, 1992-2002 A
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\_ Source: AAMC Daota Warehouse, December 15, 2003 )

Residency Programs

Wisconsin had more than 1,400 allopathic physicians in training (residents) in 1999 and ranked 21 among states in
the number of allopathic residents. On a per capita basis, Wisconsin ranked 23 among states, with 27.5 residents
per 100,000, lower than the national average of 35.9. Between 1989 and 1999, the number of residents per capita
in Wisconsin grew by 6.4%, higher than the national increase of 3.9%.

There are 153 residency programs available in Wisconsin. For the 1999/2000 school year, there were 1,443
physician residents.

Of the 153 residency programs, there are 12 family practice programs. Two of the 12 are focused on inner city
programs with 12 slots, while five offer rural fellowships or training tracks, having a total of 24 slots.

Conclusions Regarding Supply of Physicians
The analysis shows a deficit of physicians, both for current needs and for the anticipated demand for services in the
future. To summarize, the current supply is not sufficient along two dimensions:

e There is a shorfage of primary physicians in rural Wisconsin and inner city Milwaukee.
e In general, specially physicians are in demand and hard fo recruit on a statewide basis.

For the projected year of 2015, it is anticipated that the demand for physicians will grow:

e By atf least 13.5% for primary physicians over

and above current shortages. The change in physician supply is projected to be

e At rates in the high feens fo a low 20% range between a 2.6% decrease and a 5.6% increase.
for specialists. This compares to a projected increase in

e Overall, we can conclude that there will be a population of 8.8%, with demographic factors
significant increase in demand. expected to drive demand for health care services

in excess of that total.

The change in physician supply is projected to be
between a 2.6% decrease and a 5.6% increase.
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This compares to a projected increase in population of 8.8%, with demographic factors expected to drive demand
for health care services in excess of that fofal.

The projected supply is expected to lag the demand in either of the supply projection scenarios, both of which the
Task Force considered to be conservative.

Observations on the Current Medical Education Structure

While the medical schools in Wisconsin graduate and train a substantial number of physicians, fewer than 40% of
those trained practice in the state. Furthermore, the programs that are currently in place to address underserved
populations, the rural and inner city residency programs, have not supplied enough physicians to meet the demand.
As indicated above, there is currently a shortage in rural areas of over 400 primary physicians and in the inner city
areas of Milwaukee, the shortage is calculated at 72 primary physicians. Yet there are only 24 residency slots
targeted af serving rural areas, and 12 that focus on the inner city.

Based on the needs that have been identified, it is unlikely that these programs, as currently constituted, will ever
produce the required number of physicians for rural or inner city areas. A fundamental reassessment and
potentially a restructuring of the state’s medical education institutions will be necessary.

Other Factors That Need to Change in Order to Meet the Anticipated Demand

Increasing the production of physicians by Wisconsin’s medical schools will not, by itself, solve the physician shortage
problem. It would be difficult for our medical schools to increase the numbers rapidly enough to keep up with the
increasing demand. Stakeholders need to consider other factors that would enhance the ability of Wisconsin's
citizens fo access physician services. The Task Force considered two such factors:

e Develop strategies to attract physicians currently practicing elsewhere.

Obviously, there is a supply of physicians outside the stafe of Wisconsin. if Wisconsin implemented strategies
to market the advantages of practicing in Wisconsin, the physician supply could increase in a more timely
way than if producing physicians relied solely through the medical education establishment. Caution is in
order here, however, because there is growing evidence of a significant national physician shortage.
Redistributing physicians among the states merely shifts the supply problem.

e Evaluate the current system of care delivery to identify whether there are ways fo leverage and enhance the
existing complement of physicians.

Currently, the methods for delivering services relies on physicians, supplemented with nursing personnel,
making one-on-one contacts with patients,
making assessments regarding diagnosis, and
developing and implementing treatment plans.
This model relies heavily on the physician, and
if left unchanged, will do nothing to solve the
physician shortage issue.

| A number of health care systems have been using
L innovative approaches to provide care to more
| patients with the same number of providers.

Wisconsin should analyze current delivery systems to

identify ways in which changes could help leverage the existing base of physicians to provide more care. A number
of health care systems have been using innovative approaches to provide care to more patients with the same
number of providers. Stakeholders should study these methods for their potential in improving supply.

In addition, attention needs to be given to the possibility of making available and using a greater number of other
health care providers, including physician assistants and nurse practitioners. These providers could provide many of
the services currently provided to patients by physicians. Moreover, the educational and training timeframe to
adequately prepare them is significantly less than it is for physicians. However, it needs to be recognized that a
number of barriers, including patient expectations, physician culture and licensing requirements, would have to be
overcome in order for this solution to be viable.
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A Plan for Action

A number of major changes are necessary in order to have a sufficient number of physicians fo meet the anticipated
demand in the future. These changes focus on:

Enrolling students in medical schools who will practice in Wisconsin.
Developing new care delivery models.

Retaining physicians in and atftracting physicians fo Wisconsin.
Targeting and enhancing funding for medical education.

Creating an infrastructure o guide medical education in Wisconsin.

e & ¢ ¢ e

The changes would affect Wisconsin’s medical schools, the provider community as a whole, and the ways in which
the state finances medical education and physician practice. The Task Force identified five major goals that address

the major objectives outlined above.
Cools and Action Steps

GOAL I: Recruit, enroll and train in Wisconsin’s medical schools individuals who are likely fo practice in
Wisconsin, with particular attention towards underserved parts of Wisconsin. This recommendation would require
Wisconsin’s medical schools to both increase the number of students, and to structure the recruitment and admission
process fo assure that students from underserved areas and students with an expressed interest in working in such
areas would constitute a significant portion of each class.

Responsibility: Schools of Medicine, health care providers

Action Steps:

¢ Increase the number of students in medical school.

e Establish goals for medical schools fo set and achieve targets for successful recruitment and retention of
students from underserved areas.

e Create regional specialty training networks o expose trainees fo underserved areas.

e Develop/replicate programs that aftract, to medical school, students most likely to practice in underserved
arecs.
Creatfe a programmatic focus or a “School within a School” to focus on underserved areas.

e Start promoting health careers at the middle school level.

GOAL ll: Develop care delivery models that will enhance and leverage physician resources. This
recommendation would include researching and developing new care delivery models, including, for example: new
teaching methods to expose students to teams of care, working with advanced practice providers and utilizing
distance-learning methods for practitioners in isolated locations. It would also set the expectation that teaching/
learning would be conducted in areas where physicians would be expected to practice.

Responsibility: Schools of Medicine, hospitals and medical groups

Action Steps:
e Provide funds for pilot projects demonstrating “team care models.”
Conduct pilots and studies of alternative delivery models.
Prepare medical students and residents to work with advanced practice providers.
Investigate potential mentoring opportunities involving retired, part-time and administrative physicians.
Evaluate shortening the timeframe for medical education.

® ® o o
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GOAL Ill: Create policy and practice that encourages physicians fo enfer and remain in practice in Wisconsin.
Create similar policies fo encourage physicians to return fo Wisconsin to practice. This recommendation would
create incentives o practice in targeted areas and specialties.

Responsibility: Policy makers, funding sources, employing organizations

Action Steps:
e Create funds for loan forgiveness for physicians fo stay in Wisconsin after their residencies.
e Establish incentives fo ensure specialists are adequately dispersed across the state.
¢ Identify and publish best practices for recruitment and retention.
¢ Maintain Wisconsin's favorable medical malpractice environment.
e Ensure adequate payment rates fo support physician recruitment.
e Provide monetary incentives fo address selection of locale and specialty.

GOAL IV: Provide adequate and targeted funding for medical education. Current funding for residency programs
is inadequate to cover true costs. Furthermore, no specific targeted funding is made available. This
recommendation would focus on federal and state sources to fund resident education.

Responsibility: Federal policy makers, state policy makers, medical schools

Action Steps:
e Increase state funding for medical education.
e Increase Medicaid GME and tie increases to Task Force goals.

GOAL V: Develop an infrastructure to guide medical education policy in Wisconsin. The state of Wisconsin does
not have a plan for identifying the numbers and specialties of physicians necessary to provide services to ifs cifizens.
In addition, it does not have the means to monitor and adjust any plan. This goal establishes an infrastructure fo
guide and monitor policy for medical education in Wisconsin.

Responsibility: Health care providers, medical schools

Action Steps:
e Create a Wisconsin advisory council fo monifor, predict and recommend activities fo maintain an
adequate supply of physicians for Wisconsin.
e Create a process fo maintain adequate data about:
e Demographics.
Practice patterns and specialties.
Practice components such as call schedules and referral patterns or retirement plans.
Tracking physicians to identify where they are practicing — Wisconsin or elsewhere.
Students who graduated from Wisconsin high schools, who aftended Wisconsin Medical Schools, and
whether they did their residencies in Wisconsin, and their current location of practice.
¢ Data on where physicians who graduated from Wisconsin medical schools are practicing at present.
If not practicing in Wisconsin, recruit them back.
o Medical school applications, acceptances and graduations for zip code of origin to determine if
students from underserved areas are making it into the system.
e Determine actual number of years in practice. This could be useful in answering questions about
whether physicians are planning to retire af certain intervals.

¢ & @ ¢
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Payment for Health care in the Future - Insurance/payer Changes

In many ways, the ability fo obtain medical care is a factor of whether one has insurance and what that insurance
covers. Today in Wisconsin there are people without medical insurance. Should a program be created which
provides coverage for all, demand for particularly primary care could change. Conversely, if benefit levels drop
and/or coverage changes dramatically, consumers might reduce their utilization of health care resources. An
example of such a change would be broad implementation of defined contribution plans. While there currently is a
movement on the part of employers fo reduce benefits or implement defined contribution plans, one cannot predict
whether this will be a long term phenomenon, nor what impact there will be on utilization.

Cultural Changes in Practice Time Commitment

The number of hours a physician spends in medical practice varies. There is increasing evidence that physicians in
general are reducing the amount of time spent in their practice and thus their productivity. Female practitioners, on
average, spend fewer hours in practice; and recruiters report a greater emphasis on family life, time off and reduced
call schedules being important fo new physicians entering employment. The lifestyle changes are a relatively recent
development, and not enough data has been generated to provide an adequate basis for prediction.

Technology

New devices, procedures, hardware and software are announced in the public and professional press every day.
The impact of these devices on practice varies widely and while some innovations may reduce the time and effort
previously dedicated to a procedure or administrafive task, others will increase the amount of services delivered by
making new services and procedures available.

Reduced Need for Health care Because of Better Disease Management

Recent news reports have suggested that the next wave of ‘older’ patients will be in befter health that foday’s
population. It has been proposed that foday’s adult is more likely to exercise, monitor fat intake and less likely fo
smoke. Many believe that we are more health conscious and will use fewer resources as we age. If this is the case,
people are more likely to live longer, but have a lower level of utilization during the aging years.

Shift fo Advanced Practice Providers in Different Ratio Than Today

Many Wisconsin physician practices utilize advanced practice providers (APPs). This is true for both primary care
practices and specialist practices. These providers also deliver care in urgent care seftings. Preparation fime for this
level of practitioner is shorter than for a physician and the patient response fo care provided by nurse practitioners
and physician assistants is positive. Current reimbursement and scope of practice issues place limits on these
practices. Changes in either would make a difference in the number of advanced practice providers used in
Wisconsin.

Demographic/Cultural Changes

The cultural face of Wisconsin Es changing There is a significant Latino population; additionally there is a significant
Hmong population and hospitals in the state report additional new cultural and ethnic populations. This may impact
physician supply and utilization.

Malpractice Environment

The cost of medical malpractice insurance and the degree of physician liability may influence where physicians
locate or relocate. Professional journals contain stories of individual physicians moving their practices to Wisconsin
because of current protections offered here. Significant in-migration of physicians would change the supply side.
Other states passing legislation to offer similar protections is as likely a scenario.
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Appendix B

What Works: A Compendium of Methods and Programs to Address Physician Shortages
in Use in Other States

WHA staff collected examples of how states have addressed their rural physician supply problems. We felt that these
approaches might be useful references for the Task Force as it developed its recommendations for addressing
Wisconsin's physician workforce issues.

lowa

The lowa Health Professions Inventory (IHPI) is o computer-based fracking system that contains demographic,
educational and professional information on every active lowa health practitioner in selected professions (physicians,
nurse practitioners, physician assistants, dentists and pharmacists). The 31-year-old tracking system allows the state
to have “real time” data about both the supply of and demand for health professionals in the state. For example, if a
physician moves info the state, retires or changes office location, the information is captured in the database almost
immediately. To do this, program staff collects information from many sources-membership rosters at the state’s
medical and professional organizations, reports from hospitals on staff changes, news clippings and word of mouth,
among other sources-and continuously update the database. In addition, they track the number of job openings for

health professionals across the state.

According to Roger Tracy, assistant dean at the University of lowa Medical College where the IHPI was first
developed and is now maintained, this tracking system enables the stafe fo do several things: 1) characterize its
health workforce in “real time;” 2) monitor workforce trends (age, supply, demand, etc.); 3) provide support and
justification for new workforce initiatives, such as recruitment and refention programs; 4) evaluate existing workforce
programs; and 5) conduct research that results in policy changes. In the future, Tracy hopes to expand IHPI to
include registered nurses.

Pennsylvania

Uneven geographical distribution of health care professionals is a major challenge for states, and shortages of
physicians in rural areas is a persistent occurrence. Several medical school programs are taking the lead fo increase
the number of rural physicians by selectively admitting students who come from rural areas in the belief that they will
return fo practice in those areas. The Physician Shortage Area Program (PSAP) at Jefferson Medical College of
Thomas Jefferson University in Philadelphia, Pennsylvania, has been doing this for 25 years with great success.
According fo the PSAP’s comprehensive tracking data, 87 percent of PSAP graduates were practicing rural family
medicine 5-10 years after they first located in practice. In addition, PSAP graduates account for 21 percent of rural
family physicians practicing in Pennsylvania who graduated from an in-state medical school, even though they
represent only one percent of all graduates from the state’s medical schools.

The program recruits and then selectively admits students who have grown up in rural areas or small towns and who
intend fo refurn to a similar rural area to practice family medicine. Once admitted, students are paired with advisors
in the Department of Family Medicine and are provided with financial aid. During their first two years of medical
school, PSAP students meet with these advisors several times and are given the opportunity to participate in summer
research in family medicine. During their third and fourth years, PSAP students are required to complete their
clerkships and subinternships in rural or small town family practice centers. Following graduation, PSAP participants
are expected fo complete rural family medicine residencies.

The PSAP program began in 1974. It admits about 15 students a year. According to Howard K. Rabinowitz, MD,
Professor of Family Medicine at Jefferson Medical College and Director of the PSAP since 1976, the program recruits
students who have grown up in a rural area and who are committed to practicing family medicine in the same or
similar area. PSAP students follow a curriculum similar o their non-PSAP classmates, but fake some courses that
focus on practicing family medicine in a rural community, receive training in rural or small town areas and pair with
an academic advisor from Jefferson’s family medicine department. Overall, PSAP graduates were eight times more
all kinds of practice settings and geographic locations — from remote rural fowns to suburban settings to major
urban hospitals to inner city clinics. Further information about the School of Medicine curriculum, including
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curriculum ot WWAMI sites, is available.

Pcrhc pcn‘mg umvers hes bessdes the University of Washington are: University of Alaska (UAA), Washington State

ty of idaho (Ul), and Montanag State University (MSU). In 1988, the Ul and WSU programs
were combined under a single directorship. The University of Wyoming (UWy) joined in 1996 (modifying the
acronym to WWAMI).

A Collaborative Success

The success of the WWAMI program has depended on the cooperation and partnership of many different parties in
each state — state legislatures, state and local medical associations, hospital associations, higher education boards,
colleges and universities, and, above cll, faculty and community physicians from those states. That cooperation and
partnership has become a trademark of the program. WWAMI works thanks to the efforts of thousands of
committed individuals throughout the region.

Special Programs For Medical Students

Special experiences to encourage medical students fo learn about and consider rural medicine have developed
through the WWAMI program over the years. The Rural/Underserved Opportunities Program (R/UOP) provides early
exposure for medical students to medical care in rural and urban underserved environments. The R/UOP program
has received generous financial and organizational assistance from the Area Health Education Centers (AHEC),
Washington Academy of Family Physicians, the Hearst Foundation, and many other individuals, communities, and
organizations. The WRITE program offers a six-month clinical experience in a rural community for some medical
students during their third year of medical school.

Medical students from the University of Washington can complete all of their third-year clinical clerkship
requirements in Spokane, WA and Boise, ID. The “tracks” are coordinated through the Regional Medical Education
Offices in Spokane and Boise. A similar experience in Anchorage is being developed.

Associated Programs

In addition to education for medical students, the WWAMI program focuses on a number of other areas:
encouraging K-12 students from underserved areas fo consider health careers; developing residency programs
throughout the region; providing continuing medical education and consultations for physicians who practice
throughout the region; and developing methods o enhance and improve health infrastructures in underserved
communifies. Programs like the Area Health Education Center (AHEC) Network serve a number of functions.
Although not all of the described programs are directly part of the WWAMI program, all of them have grown out of
the regional emphasis initiated by the program.

An Integral Part of the Medical School

The University of Washington School of Medicine is proud of the WWAMI program. The program serves as a
constant reminder to faculty and students that service to and working with one’s community provide rewards and
immeasurable gains for all involved.

Just as the WWAMI program has benefited the region, so has the region benefited the medical school. WWAMI
believes their medical students receive an education second fo none, and a substantial portion of that success is due
to the WWAMI program. Graduating classes consistently rank the diversity of the regional clinical training
opportunities as one of the School’s great strengths.

Michigan

Rural Physician Program (RPP}: A Rural Clinical Experience

The Rural Physician Program (also known as the U.R Program) is the College of Human Medicine’s rural education
program. Each year, eight College of Human Medicine applicants are selected to their clinical years in Michigan’s
Upper Peninsula. Preference for this program is given, though not limited to, applicants who have had significant
experiences in rural Michigan or are considering eventually practicing in a small-town setting.

The Rural Physician Program Application Process
Physician shortages exist in Michigan’s rural areas, and it is a goal of CHM to educate physicians who will practice
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there. All applicants who receive a CHM Secondary Application are invited fo apply fo the RPP by submitting two
essays outlining their interests in rural medicine and highlighting their personal characteristics and experiences that
are consistent with becoming an excellent rural physician. RPP applicants should have inferests and personality traits
consistent with living in a smaller community and practicing in underserved, rural areas.

Program Description

The College of Human Medicine’s mission is explicit about educating excellent, caring physicians who will practice in
Michigan’s underserved rural communities. The Rural Physician Program is a highly competitive program designed
fo educate students to become exemplary physicians with the clinical skills needed to meet the needs of rural
Michigan.

The College of Human Medicine is a community-integrated medical school. Years 1 and 2, the preclinical years,
take place af the Michigan State University East Lansing campus. Years 3 and 4, the clinical years, take place ot one
of six community campuses: Elint, Grand Rapids, Kalomazoo, Lansing, Saginow and the RPP_campus located in the
Upper Peninsula (Marquette).

Each year, eight CHM admitted students are selected for the RPP a clinical option for students whose goals include
becoming able to serve the people in small towns and rural communities. The goal of the RPP is to provide students
with enriched clinical experiences, community service opportunities, and small town lifestyle advantages that will
encourage CHM Rural Physician Program alumni to establish rewarding practices in Michigan’s rural communities.

RPP students receive an excellent clinical education from Michigan State University faculty and from CHM selected
board cerfified volunteer physicians from the local community. Students also have the opportunity to work with the
Family Practice Residenis at Marquette General Hospital.

While the RPP was particularly designed for students entering primary care fields, graduates can and have gone info
nearly all specialties. In keeping with the very successful Upper Peninsula (U.R) Program that was established in
1974, the RPP curriculum emphasizes the caring, compassionate, humane approach to the doctor-patient
relationship. Administered by the Upper Peninsula Health Education Corporation, the RPP provides students with
outstanding, state-of-the-art facilities while maintaining a humanistic, personalized approach.

Rural Physician Program Block Il (Years 3 and 4)

As a community-infegrated medical school, CHM is uniquely positioned to provide students with comprehensive
training in clinical seftings that most closely parallel the type of environment in which many physicians will ultimately
practice. All CHM students who successfully complete Block | (Year 1), Block Il (Year 2), and Step 1 of the United
States Medical Licensure Exam (USMLE) advance to Block Il {Years 3 and 4), the community-based, clinical
experience. Block lll is an 80-week curriculum block comprised of physician-supervised required clerkships in family
practice, internal medicine, pediatrics, obstetrics and gynecology, psychiatry, and surgery. These experiences take
place in a variety of hospital and ambulatory settings. Advanced clerkships are required in surgery and internal
medicine. Concurrent with clerkships, students participate in required weekly structured learning seminars on core
inferdisciplinary topics important to the care and health management of patients. Block ill students also have four,
four-week elective clerkships that may include an international experience.

After passing Step 1 of the USMLE, students who are accepted fo the Rural Physician Program move to the Upper
Peninsula for a challenging clinical experience. Students assume increasing responsibility for diagnosing and treating
patients during their ambulatory care experience. A variety of outpatient seftings, including schools and counseling
programs, also enrich this ambulatory care experience. Additional opportunities for students to train at rural sites
throughout the Upper Peninsula are continually being developed.

The core clinical disciplines are done at Marquette General Hospital, a 352-bed regional referral center with
outstanding state-of-the-art facilities and dedicated physician educators. A hallmark of the program is the two-
month Family Medicine clerkship in a small Upper Peninsula community, where one-on-one teaching and
fremendous clinical exposure serves fo coalesce prior learning and experience in a comprehensive, humanistic
approach. Additional required and elective time can be done in Marquette, anywhere in the CHM system, nationally
or internationally.
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Applicant Qualifications
Competitive applicants to the College of Human Medicine M.D. program must have strong academic credentials,
and personal aftributes and career goals that are consistent with the CHM Mission.

Applicants o the Rural Physician Program must be admitted fo CHM and have outstanding qualifications for
practicing in a rural areq, with consideration given for previous rural life experiences, initiative, and the desire to
become not only excellent physicians but also community leaders. The RPP Admissions Selection Committee strives to
accept students for RPP who reflect the diversity of the College of Human Medicine’s entering class.

Hinois

Hlinois ranks as one of the top states in the nation in ferms of producing physicians, but it ranks fourth from the
botfom for the number of residents living in areas underserved by primary care physicians. Of lllinois” 102 counties,
84 are considered rural by the Center for Rural Health of the lllinois Depariment of Public Health (IDPH). 75 of these
84 rural counties are designated underserved (using a primary care physician-to-population ratio of 1:2400 or
greater in rural areas).

This lack of primary care physicians in less populated areas is a problem that the University of lllinois College of
Medicine at Rockford has begun to address with its Rural Medical Education Program (RMED). RMED is designed fo
prepare students for the unique challenges that face rural physicians. The College of Medicine began matriculating
students in the RMED program in August 1993. Students with roofs and plans to practice in rural lllinois are
encouraged to apply to RMED so they may participate in a special curricular experience designed fo assist them in
achieving their career goals.

Students meeting the qualifications of the University of lllinois College of Medicine are selected on the basis of
evidence of their motivation for becoming a family physician, their desire fo return to practice in rural lllinois, and
their commitment to serve their communities. Selection involves a dual application process — submission of the
regular AMCAS application with supplemental application to the University of lllinois College of Medicine and
completion of the RMED application and interview. Fifteen students per year may be recommended for admission fo
the RMED program and the College of Medicine. Successful applicants must pledge to complete the RMED program,
select a family practice residency program, and practice in rural Hlinois.

The RMED undergraduate medical education curriculum will infegrate with the regular curriculum of the College of
Medicine at Rockford, which is noted for its 30 month longitudinal ambulatory primary care experience at the
College’s rural primary care cenfers.

The RMED curricular focus during the first two years is on Foundations in Rural Family and Community Medicine |
and II. RMED students begin to develop an understanding of the core concepts of family medicine and the ways
physicians can interact with their communities to affect both individual and community health. They are also exposed
to a variety of rural health care topics, settings and providers.

The third year focuses on the interface between family medicine and the community. Students learn about the
concepts involved in community-oriented primary care (COPC). They are also taught the skills necessary to design a
community project, which will be implemented during their fourth year rural preceptorship.

The fourth-year students participate in a 16-week rural preceptorship experience, which is the capstone of the RMED
curriculum. Hospitals and family physicians located in small, rural communities collaborate with the University of
lllinois College of Medicine at Rockford to provide a unique educational and clinical experience for senior students.
The preceptorship experience focuses on clinical skill development in a rural sefting, the implementation of a
community-oriented research or programming project, and a study of the rural community’s social, economic,
cultural, organizational and political structure. There are now 20 sites for this rural clerkship statewide. Curriculum
and faculty development, site visits, and the use of telecommunications facilitate the development, monitoring and
evaluation of this key educational experience.
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Minnesota
University Minnesota Duluth  School of Medicine Graduates:
e 53% practice family medicine, compared to 13 percent nationally
e 44% practice in communities smaller than 20,000 people
e 63% practice in Minnesota; 75% of graduates practice in Minnesota or Wisconsin

In the past 10 years, the University of Minnesota has graduated more than 8% of the nation’s American Indian
physicians, while providing less than 2% of the country’s medical students.

School of Medicine Health Professionals Schooled to Serve Small Towns and the Rural Midwest

The University of Minnesota Duluth’s School of Medicine is a nationally recognized two-year medical school program
focused on training family practice physicians to practice in rural areas. Within the School of Medicine, the
University’s Rural Health School coordinates medical education and training for nurses, pharmacists, physician’s
assistants, social workers and advanced nurse proctitioners. It is also recognized for its significant research in a
number of areas with interests as diverse as molecular brain biochemistry, rural health issues, foxicology, aging,
cancer and voscular disease.

Since its opening in 1972, the School has consistently led the nation in the percentage of its students choosing family
practice as a career choice.

The School is offiliated with the University of Minnesota Medical School in Minneapolis where UMD students transfer
to complete their third and fourth years of medical training.

Strong Local Support for Medical School Concept

The incentive for a school of medicine in Duluth began in 1966 when Samuel H. Boyer, a Duluth cardiologist, and
then Assistant Provost Robert L. Heller discussed the need for a medical school through a chance meeting on a plane
to Minneapolis from Duluth.

The idea for a medical school was developed through the efforts of a small group of local physicians, UMD
administrators and faculty. Boyer assembled a group of leaders from the Duluth business and medical community to
form the Northern Minnesota Council on Medical Education to lobby for the school and raise funds.

Eventually, the two-year Duluth medical school was approved in the face of competing proposals from St. Paul and
Rochester. In 1969, the Minnesota Legislature appropriated $340,000 for planning.

Early Roots and Innovative Beginnings

The school was originally located on the Old Main campus in the former Laboratory School building at 2205 East
Fifth Street. With Dr. Robert Carter as its first dean, the school accepted its first 24 students in the fall of 1972, That
first year every medical student received a key fo the school building, a tradition that continues today.

Two unique aspects of the medical school’s curriculum have been the emphasis on the behavioral sciences and early
exposure to patient care. A cornerstone of the school’s training is the preceptorship program where a student lives
with and shadows a rural family doctor several times a year. In 1990, the School received the prestigious National
Rural Health Association’s Outstanding Rural Health Program Award as a result of this program.

The School of Medicine moved fo new facilities on the upper campus in 1979 near the science department area. The
new building provided much needed expanded research facilities, which were designed with faculty input.

In 1987, the Center of American Indian and Minority Health was established to coordinate the various Indian
programs administered throughout the School. Gerald Hill, MD, former president of the Association of American
Indian Physicians, became the center’s director in 1990. The school has always held a strong commitment to the
recruitment and training of American Indian students as part of its mission to encourage and educate practitioners of
rural medicine.

In 1997, the School of Medicine building was expanded with a four-level addition, which incorporated more student
teaching space, a learning resource center and research facilities.
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Definitions

Advanced Practice Providers - Non-physician providers of healthcare. This includes, but is not limited to, Physician’s Assistants,
Nurse Practitioners, and Nurse Midwives.

Council on Graduate Medical Education (COGME) - a body authorized by Congress in 1986 to provide an ongoing
assessment of physician workforce trends, training issues and financing policies, and to recommend appropriate federal and
private sector efforts to address identified. It is housed in the Division of Medicine and Dentistry; Burecu of Health Professions;
Heaolth Resources & Services Administration.

Critical Access Hospitals (CAH) - A federal category for rural hospitals with less that 25 beds that receive cost-based
reimbursement from Medicare and Medicaid.

Expert Average - Methodology used by Libby and Kindig fo determine physicians needed to supply underserved Americans.
The methodology involved polling experts on physician supply using a structured data collection and using that data to create a
population-based reguirement estimate.

Foreign Born International Medical Graduate (IMG) - Physicians who were born and obtained their medical education in a
country other than the United States.

Graduate Medical Education (GME) - Post MD medical training programs.

J-1 Visa Waiver Program - One way for graduates of foreign medical schools to enter the United States for further education is
a J-1 Visa. Approximately 45% of IMG's who are not U.S. citizens or permanent residents, enfer the U.S. on a J-1 Visa. A J-1
Visa allows six years in the U.S. and then requires a two year residence in the home country. It is possible to have that
requirement waived. Providing care in a medically underserved area of the United States is one way fo recsive a J-1 Visa
Waiver.

Metro Core (Counties) - Ceniral counties in mefropolitan areas that have a population of one million or greater.

Metro Fringe (Counties) - Fringe counties in metropolitan areas that have a population of one million or greater, or
alternatively, non-metropelitan counties with an urban population of 20,000 or more adjacent to a metropolitan area.

Primary Care Physician - o physician who identifies his/her specialty as General Internal Medicine, General Pediatrics, Family
Medicine, or General Practice.

Rural (Counties) - Non-metropolitan counties with an urban population between 2,500 and 20,000.

Small City (Counties) - Counties in metropolitan areas that have a population of fewer than one million, or alternatively, non-
metropolitan counties with an urban population of 20,000 or more NOT adjacent to a mefropolitan area.

Sparse (Counties) - Non-metropolitan counties with an urban population of fewer than 2,500.
Specialist - a physician who identifies his/her specialty as any specialty other than those listed for Primary Care Physician.

Team Care Models - Models of healthcare delivery in which o physician and one or more advanced practice providers in
addition to other healthcare dinicians { such as Registered Nurses and Pharmacdisis) provide care o a patient or a group of
patients.

Wisconsin Hospital Association - The Wisconsin Hospital Association represents more than 130 hospitals and health care
systems across the state. WHA's mission is to advocate for the ability of its community-based hospital members to provide high
quality, accessible and affordable health care services fo Wisconsin communities.

Wisconsin Medical Society - The Wisconsin Medical Society, a trusted source for health policy leadership since 1841, is the
largest association of medical doctors in the sfate with more than 10,000 members dedicated to the best interests of their
patients.

Wisconsin Office of Rural Health - an office within the University of Wisconsin the purpose of which is to improve the quality of
health for Wisconsin's rural and underserved communities by collaborating with heaith care, community and educational
organizations to develop programs and provide resources.
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