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Abstract 
The United States has been facing a shortage of physicians, primarily because of the growth and 
aging of the population and the impending retirements of older physicians. Analysis of physician 
supply and demand can improve decision making to help align the nation’s physician workforce 
with its health needs. When inaccurate, however, the studies actually hamper effective decision 
making. This white paper will review the research on this topic with particular attention to the 
methodologies employed, the population-to-physician ratios, and how these have been refined 
over time.   



Introduction 

 

The United States has been facing a shortage of physicians, primarily because of the growth 

and aging of the population and the impending retirements of older physicians. In 2015, 43.2% of 

active U.S. physicians were age 55 or older [1,2].  In addition, the number of Medicare-funded 

residency training positions have remained unchanged for two decades, limiting the number of 

new physicians. [3] The Association of American Medical Colleges (AAMC) predicts that by 

2025, the country will have a shortfall of between 61,700 and 94,700 physicians. The shortage 

range is 14,900 to 35,600 in primary care and between 37,400 and 60,300 in non–primary care 

specialties. [1]   

  

In primary care specialties including Family Medicine, Internal Medicine and Pediatrics, 

many studies after the year 2000 have shown a severe undersupply of physicians. As for non-

primary care specialties, Psychiatry remains an especially worrisome specialty shortage, 

particularly in child and adolescent Psychiatry. A recent survey suggests that psychiatry’s 

workforce needs to add 2,800 more physicians to its existing 45,580 and reveals that many areas 

in the country have no psychiatrists at all. 

 

Psychiatry is not the only such non-primary care specialty. In its 2016 report, AAMC updated 

its supply and demand data and identified increasing shortages in the surgical specialties, not only 

General Surgery, Urology, and Ophthalmology but also Vascular Surgery and 

Neurosurgery.  These shortages are more severe in rural areas. This maldistribution of physicians 

makes shortage particularly acute for some specialties. In addition to those mentioned above, 

Emergency Medicine, Hospitalist medicine, Endocrinology, Rheumatology, and Urgent Care are 

also facing shortages. 

  

Furthermore, the United States has fewer physicians per 1,000 people than 23 of the 28 

countries reporting data in 2013. [4] The United States has 2.56 doctors per 1,000 people, which 

is far behind countries like Austria (4.99), Norway (4.31), Sweden (4.12), and Germany (4.04). 

  

Although today there is a broad consensus that physician demand will grow faster than supply, 

this has not always been the case. Early studies such as the GMENAC study pointed to exactly the 

opposite conclusion and resulted in public policy decisions that contributed to the current situation. 

  

To determine the number of physicians the medical profession needed to recruit, hospitals, 

medical groups, and other healthcare organizations looked at physician-to-population ratios by 

specialty. When accurate, analysis of physician supply and demand can improve decision making 

to help align the nation’s physician workforce with its health needs. When inaccurate, however, 

the studies actually hamper effective decision making. 

  

This white paper will review the research on this topic with particular attention to the 

methodologies employed, the population-to-physician ratios, and how these have been refined over 

time.   

 

GMENAC, 1980 



 

In 1976, in response to concerns about the rapidly growing supply of physicians, the Graduate 

Medical Education National Advisory Committee (GMENAC) was established by the Secretary 

of the Department of Health, Education and Welfare (now the Department of Health and Human 

Services) to advise the nation on how many physicians were needed to provide medical care in the 

United States. After analyzing the distribution among specialty physicians and residents and 

evaluating alternative approaches to ensure an appropriate balance, GMENAC concluded in 1980 

that the nation faced a potentially serious surplus and recommended that it limit the number of 

medical school positions and severely restrict the number of international medical school graduates 

(IMGs) entering the United States. 

  

The GMENAC study, which contains 107 recommendations and over 800 pages of analysis, 

was the first detailed, specialty-by-specialty study of physician supply and demand. The study 

committee consisted of individuals and physicians holding positions in clinical and academic 

medicine, nursing, law, hospital administration, economics, and insurance and consulted with 

many individuals and organizations. [5] The study sought to develop comprehensive data and to 

forecast physician supply in the United States in 1990.   

  

This study and the subsequent studies led to the long-standing belief that there would be too 

many physicians, particularly specialists.  This view was accepted by many organization such as 

the Bureau of Health Professions, the Council on Graduate Medical Education (GME) in the 

1990s, and many medical organizations including the Association of American Medical Colleges. 

Not everyone accepted this conclusion, but the GMENAC study provided the dominant view and 

helped shape public policy. 

  

Methodology 

Essentially, GMENAC’s methodology is “adjusted needs-based.”  It used educated guesses to 

determine the numbers of physicians that would be required to treat the population in 1990. To 

project physician supply and demand, the GMENAC staff and technical panel on modeling 

developed three models:  the supply model, the graduate medical education model, and the 

requirements model. 

  

In the supply model, GMENAC considered the data on current numbers of predoctoral and 

postdoctoral training, foreign medical graduates, graduate medical education positions, and 

practitioner supply and attrition rates. GMENAC then estimated the future supply of physicians. 

  

The graduate medical education model was derived from analysis of the training histories of 

112,610 physicians who graduated from medical school between 1961 and 1975.  By applying this 

model and considering year of training, GMENAC attempted to specify what the supply of GME 

positions would be at future points in time. 

  

The requirements model was based on physician manpower. Several assumptions were made 

for this model based on an assessment of total burden of disease and disability in the target year 

1990. GMENAC asked panels of experts in different fields of medicine to reach a consensus on 

norms of care for each health condition and medical procedure and estimate the needs. Then a 



modeling panel adjusted the needs by taking into consideration economic, social, and behavioral 

constraints. [Table 1: physician-to-population ratios] 

  

Despite the inaccurate predictions it yielded, due to its comprehensive analysis, GMENAC 

continues to be one of the most frequently used ratios for physician supply and demand assessment. 

Today, however, some suggest that at most the specialty projections should be viewed as 

approximations or as ranges rather than as hard factors or accurate numbers. 

 

COGME, 1990s 

  

Predictions of potential physician surpluses were reinforced by a series of studies conducted 

in the 1990s by COGME. These included Improving Access to Health Care through Physician 

Workforce Reform: Directions for the Twenty-first Century, Third Report (1992); 

Recommendations to Improve Access to Health Care through Physician Workforce Reform, 

Fourth Report (1994); Managed Health Care: Implications for the Physician Workforce and 

Medical Education, Sixth Report (1995);  Physician Workforce Funding Recommendations for 

Department of Health and Human Services Programs, Seventh Report (1995); Patient Care 

Physician Supply and Requirements: Testing COGME Recommendations, Eighth Report (1996); 

and International Medical Graduates, The Physician Workforce and GME Payment Reform, 

Eleventh Report (1998). [6-11] 

  

Despite challenges from some, predictions of surplus derived from these studies gained wide 

acceptance and, like those based on GMENAC before them, formed the theoretical basis for 

subsequent actions including the termination of federal support for undergraduate medical 

education and a progressive decrease in support for graduate medical education. 

  

One of the conclusions in these reports was that physician-to-population ratio in the nation 

was adequate. COGME validated the conclusions of the previous GMENAC studies that a growing 

physician supply was to be expected and that further increases in the physician-to-population ratio 

would do little to enhance the health of the public or to address the problems of access to health 

care. Increasing demand for specialists was not anticipated. COGME asserted that ranges of 

primary care physicians between 60-80 per 100,000 population and specialists between 85-105 per 

100,000 population were reasonable estimates of physician utilization in the early 21st century. 

The committee recommended that total first-year residency positions be reduced to 110% of the 

1993 US medical graduates and that 50% of this reduced number enter practice as generalists. 

  

Methodology 

To predict physician supply, practice patterns, including the time spent providing patient care, 

number of patients seen, and retirement patterns were estimated from data collected in the mid-

1990s by gender, age, specialty, and location of medical education. Future demand was calculated 

by applying the historical usage rate to the expected population by age, gender, insurance status, 

race, ethnicity, and urban/rural status. Need was then calculated as demand minus supply. [Table 

1] 

  

From a retrospective view, the forecasts by GMENAC and COGME were not accurate at all. 

Although it was reported that the mean physician income in the United States fell by nine percent 



from 1993 to 2000, the market showed a strong need for physicians. For example, a survey showed 

that each newly trained California primary care resident in the early 2000s received an average of 

three job offers whereas specialist residents received four. [12, 13] One possible explanation for 

the inaccuracy is that the models were unable to anticipate the rejection by consumers of the tightly 

managed, primary care-centered HMO model in favor of the more open-access PPO model. 

Another possible explanation is that the growth in the economy and population between 1980 and 

2000 increased patients’ demands for physician services, while the growth of female physicians in 

the workforce reduced the effective supply of physician services because female physicians on 

average work fewer hours than male physicians. 

  

Richard Cooper, 2002 and 2012 

 

As mentioned above, by 2000, it was widely believed that the United States was producing 

too many physicians. However, in “Economic and Demographic Trends Signal an Impending 

Physician Shortage,” Cooper and colleagues developed a new model of physician workforce 

projections. It differed from previous models in that it projected physician shortages, a conclusion 

their second study reaffirmed in 2012. In the second study, working with AMN Healthcare, Cooper 

and colleagues developed a model that they called the Hospital Specific Physician Requirements 

Model. This model estimated the number of physicians in various specialties that a community 

can support at the hospital service area level. 

 

Methodology 

These studies used a “demand-based” model based on the number of physicians by specialty 

that a population is able to economically support rather than the number it may theoretically need. 

The research was structured around four broad trends: economic expansion that directly influences 

demand for physicians, declining physician work-effort, the increasing provision of services by 

non-physician clinicians, and the growth of the U.S. population, which often has not been factored 

inadequately. The authors believed that population growth was a second major factor affecting 

demand. The final major factor is the substitution of non-physician clinicians in the provision of 

physician services. In contrast to other studies, which employed basic Census Bureau estimates, 

Cooper et al used modified estimates forecasting that the U.S. population would grow from 285 

million in 2000 to 325 million in 2010 and that it will reach 345 million in 2020. [Table 1: 

Physician-to-Population ratios] 

  

The authors believed that most previous specialty studies had employed micro-quantitative 

models similar to those used by GMENAC and COGME and these proved to be methodologically 

flawed. By considering both micro- and macro-quantitative variables, they concluded that the 

United States was likely to experience a serious shortage of specialists in the future. 

  

Cooper’s “trend model” took into consideration the growth of the national economy and 

factors that change the productivity of the average physician. These are factors that the previous 

prediction methods did not consider. 

 

 

 

 



Solucient, 2003 

 

Solucient, a healthcare information content company later acquired by Thomson Corporation, 

conducted a study in 2003 using data derived from physician/patient visit rates supplied by the 

Medical Group Management Association and the National Ambulatory Healthcare 

Administration.  A national model and four regional models were reported to show a range of 

physician requirements based on regional practice patterns. [14] 

  

Today, most healthcare organizations take both Solucient and GMENAC data into 

consideration to determine a physician-to-population ratio. 

  

Methodology 

Solucient’s method used visit demand versus median level of physician productivity to arrive 

at its conclusions. The ratios were calculated from a combination of public claims, private claims, 

and multiple surveys. [Table 1: Physician-to-Population Ratios] 

 

HRSA, 2006 to Current 

 

Since 2006, the Department of Health and Human Services has presented a series of physician 

supply and demand projections through a future year for physicians in patient care and for 

specialties. These studies incorporate demographic, economic factors and changes in workforce 

characteristics. These results were consistent with the Cooper and Solucient studies indicating the 

U.S. is facing a physician shortage. [15-18] 

 

Methodology 

HRSA's model produces national projections of physician supply for 36 medical specialties, 

which are aggregated into 18 specialties for comparison to the PRM (Physician Requirements 

Model) projections. The PSM (Physician Supply Model) is an inventory model that tracks the 

supply of physicians by age, sex, country of medical education, medical specialty, and primary 

activity. The future supply of physicians was based on the number of physicians in the preceding 

year, new U.S. medical graduates, international medical graduates, and attrition due to retirement, 

death and disability. [Table 1] 

  

James Lifton, 2007 

  

Following the Health Resources and Services Administration study published in 2006 on 

physician supply and demand projections for fifteen specialties, James Lifton published a paper in 

2007 titled “Current Perspectives on Physician Supply and Demand.” The study updated data and 

assumptions for the physician supply and demand model developed by the HRSA. The base year 

was 2000, at which time physician supply and demand were assumed to be in balance.  

 

 Methodology 

Several scenarios were modeled as part of the study: 1) Greater use of non-physician 

clinicians, 2) High economic growth, 3) Increased physician productivity, and 4) High economic 

growth offset by increased productivity.  [19] [Table 1: Physician-to-Population Ratios] 

 



Dill and Salsberg, 2008, AAMC (Association of American Medical Colleges) 2010, 2015-

2018 

 

In contrast to GMENAC and COGME, but in basic agreement with Cooper et al, in 2006, the 

Association of American Medical Colleges (AAMC) recommended a 30% increase in U.S. 

medical school enrollment and an expansion of Graduate Medical Education positions. These 

recommendations were based on several studies and factors likely to influence future physician 

supply and demand, such as the aging of the physician workforce and the U.S. population. 

  

These recommendations found support in the study conducted by Dill and Salsberg in 2008. 

In this report [20], the authors assumed that practice and utilization patterns in the future were very 

unlikely to be the same as in the present. Their assumptions included an increase in physician 

utilization rates, changes in physician work schedules with older physicians working more hours 

and younger physicians working fewer, productivity improvements, and a moderate expansion of 

graduate medical education capacity. Taking these factors into account, the authors projected that 

there would be a shortage of 159,300 FTE physicians by 2025, or 35,000 more than the baseline 

shortage. 

 

In 2010 and from 2015 to 2018, the AAMC published several updates to incorporate the latest 

methods and data. [21-24] The conclusions were similar to those of the original study. 

  

Methodology  

All these reports used a consistent microsimulation approach to project physician supply and 

demand. They estimated supply by taking account of current physician numbers, specialty mix and 

demographics of new entrants to the physician workforce, retirement and mortality patterns, and 

hours devoted for patient-care. 

  

The demand projections took into consideration projected changes in population growth, age, 

disease prevalence, other health risk factors, and health insurance coverage. 

 

Economics of Graduate Medical Education 

 

As mentioned previously, the inaccurate predictions derived from the early studies led to some 

problematic public policy decisions that contributed to the current shortages. For example, due to 

the economic situation and GMENAC and COGME recommendation, Congress took steps to 

control GME spending by including in the 1997 Balanced Budget Act provisions that effectively 

capped the number of GME positions that Medicare would fund.  Because Medicare is the single-

largest financier of GME, this policy limited the growth of the number of practicing physicians. 

The cap resulted in a system that is not easily adaptable to a growing demand for physicians and 

contributed to a bottleneck in the number of residency slots available each year, approximately 

113,000 in 2012. [25] This situation is exacerbated by the fact that resident positions in primary 

care are disproportionate to specialty training positions. 

 

Today, efforts are underway to address the problem of shortages caused in part by the earlier 

predictions. Because medical schools and teaching hospitals play crucial roles in educating future 

physicians, some believe that increasing graduate medical education funding is key to addressing 



overall physician shortages and that increased funding support will lead to the production of more 

residents and reduce the financial burden imposed by becoming a physician. [26,27] 

 

Not everyone agrees that the federal government should play a role in financing graduate 

medical education.  In fact, the most recent attempt led by the AAMC and its allies to fund an 

additional 15,000 positions to increase GME financial support was declined during discussions of 

the Affordable Care Act. [28,29]  

 

In light of this, possible new sources of funding for GME should be considered including 

mechanisms proposed by a variety of stakeholders over the past 10 years.  Some, however, 

question the extent to which the government should be involved in financing medical training or 

the amount of funding available. Calls have been made to consider all-payer systems or other 

alternatives to the current Medicare-based approach. In a perspective published in The New 

England Journal of Medicine (NEJM), Amitabh Chandra et al discussed the suggestion that 

residents, not the hospital where they obtain their training, bare the full cost of their education and 

that they accept lower wages during training that offset training's significant costs. The authors 

argue that GME funds are often used in ways that are difficult to trace and assess. Two alternative 

solutions could be considered: 1) If the goal for GME funding is to alleviate a physician’s 

indebtedness or to encourage more medical graduates to enter into primary care, strategies such as 

offering selective loan forgiveness to offset tuition for trainees who opt for careers in primary care 

could be employed; and  2) If the current training system is not preparing residents to improve 

health care outcomes as expected, GME funding should be targeted at these goals with appropriate 

metrics verifying these outcomes. 

   

 Although there is an ongoing debate about alternative methods, most people agree that 

changing the GME program is important to solving the physician shortage.  In response to the call 

by the AAMC to expand the physician workforce, medical schools have increased enrollment by 

nearly 3% annually since 2002. In contrast, residency positions lag behind, growing by 1% 

annually during the same period. This imbalance still results in geographical maldistribution of 

physicians and resources. 

 

Ultimately, altering the GME program will not solve the physician shortage problem by itself. 

Other measures will be needed. 

  

Conclusion 

  

To sum up, around 40 years ago, GMENAC and COGME predicated a surplus of physicians 

and recommended reducing the number of physicians to be trained.  However, since 2000, 

workforce projections by the majority of studies including COGME swung from surplus to 

shortage, though the magnitude of predicted shortages varies. The components affecting supply 

and demand include policy, clinical practice, payment, health insurance coverage, delivery system 

organization, technology development, and workforce composition. For hospital recruiters, 

physician-to-population ratios may be useful in preparing physician community need plans and in 

determining the appropriate use of temporary physicians and advanced practitioners. Furthermore, 

better understanding of each specialty’s future workforce is important to give policymakers the 



information needed to make relevant policy or regulations for the health care system to provide 

high-quality, cost-efficient care.   

  

The current shortages show the importance of conducting these studies with proper 

consideration to all relevant variables. Furthermore, although there is broad consensus that the 

physician shortage does in fact exist, a debate about the severity of the problem and how best to 

address it is ongoing. 

  

From the early studies to the later ones, we see how the methodologies have improved, but 

further refinements are possible.  The potential refinements were well summarized in the AAMC 

report. Several knowledge deficits provide opportunities for ongoing research on physician to 

population ratios. 

  

These knowledge deficits include: 

 

1)     Physician workforce participation: comprehensive assessment of physician work hours 

and retirement patterns could help improve supply predictions. 

2)    APRN and PA supply: The past decades have seen rapid growth in APRN and PA 

supply. Given the important role that these practitioners play in care delivery, what is the effect 

of this growth on physician supply? 

3)     Geographical imbalances in provider supply: Many studies project that the growth in 

demand will exceed the growth of physician supply.  How might a growing shortfall at the 

national level exacerbate geographical imbalances in supply? 

4)     Individual physician specialties: It is important to look more closely at some specialties 

or subspecialties that may experience severe shortages. 

5)     Current shortages and inefficiencies: Except for primary care specialties, most 

projection models assume that physician supply and demand were in equilibrium based on the 

year they started. We know, however, that this is not presently the case. It is important, therefore, 

that models based on other assumptions be developed and refined. 

6)     New care-delivery and financing models: New finance models, policies, technologies, 

and economic factors affect care-delivery models. How will these changes affect the demand for 

health care services and staffing patterns?  For example, how will technologies and payment 

reform that better enable telemedicine and new digital technologies affect demand for physician 

services, physician productivity, and patient access to care? 

  

With additional information, more accurate physician-to-population ratios can be developed 

to advance the field of health workforce modeling. 
  



Table 1:  Physician-to-Population Ratios 

Original 

Research 

Date Title Specialties Studied (Suggested physician 

ratios per 100,000 population) 

 

  
GMENAC 1980 

 

 

 

 

Summary Report of The 

Graduate Medical Education 

National Advisory Committee 

• Family/General Practice (25.2) 

• Internal Medicine (28.8) 

• Ob/Gyn (9.9) 

• Pediatrics (15.0) 

• Allergy (0.8) 

• Cardiology (3.2) 

• Dermatology (2.9) 

• Endocrinology (0.8) 

• Gastroenterology (2.7) 

• Infectious Disease (0.9) 

• Nephrology (1.1) 

• Neurology (3.4) 

• Pulmonology (1.5) 

• Rheumatology (0.7) 

• General Surgery (9.7) 

• Ophthalmology (4.8) 

• Orthopedic Surgery (6.2) 

• Otolaryngology (3.3) 

• Urology (3.2) 

• Anesthesiology (9.1) 

• Emergency Medicine (5.5) 

• Pathology (6.5) 

• Psychiatry (23.2) 

• Radiology (8.9) 
 

Hicks and 

Glenn 

1991 Rural Populations and Rural 

Physicians: Estimates of 

Critical Mass Ratios, by 

Specialty 

• Family/General Practice (33.7) 

• Internal Medicine (17.6) 

• Ob/Gyn (11.1) 

• Pediatrics (12.9)   

• Allergy (1.0) 

• Cardiology (3.8) 

• Dermatology (2.1) 

• Endocrinology (0.7) 

• Gastroenterology (1.7) 

• Infectious Disease (0.6) 

• Nephrology (0.9) 

• Neurology (2.2) 

• Pulmonology (1.5) 

• Rheumatology (0.7) 

• General Surgery (13.6) 

• Ophthalmology (4.8) 

• Orthopedic Surgery (5.4) 

• Cardiac Surgery (0.7) 

• Neurosurgery (1.3) 

• Otolaryngology (2.4) 



• Urology (2.9) 

• Emergency Medicine (3.0) 

• Psychiatry (10.0) 

COGME 1992- Improving Access to Health 

Care through Physician 

Workforce Reform: Directions 

for the Twenty-first Century; 

Recommendations to Improve 

Access to Health Care through 

Physician Workforce Reform,  

Managed Health Care; 

Implications for the Physician 

Workforce and Medical 

Education; 

Physician Workforce Funding 

Recommendations for 

Department of Health and 

Human Services Programs;  

Patient Care Physician Supply 

and Requirements: Testing 

COGME Recommendations, 

International Medical 

Graduates, The Physician 

Workforce and GME Payment 

Reform; 

Physician Workforce 

Policy Guidelines for the 

United States, 

2000-2020. 

Supply and demand numbers were 

discussed, and ratios were not provided 

• Generalist 

• Non-Generalist 

 

Cooper 2002 Economic and demographic 

trends signal an impending 

physician shortage. 

• Family/General Practice (31.0) 

• Internal Medicine (30.8) 

• Ob/Gyn (14.0) 

• Pediatrics (7.0) 

• Allergy (1.4) 

• Cardiology (7.8) 

• Dermatology (4.0) 

• Endocrinology (2.0) 

• Gastroenterology (4.4) 

• Infectious Disease (1.7) 

• Nephrology (2.5) 

• Neurology (5.1) 

• Pulmonology (4.0) 

• Rheumatology (1.5) 

• General Surgery (11.4) 

• Ophthalmology (5.5) 

• Orthopedic Surgery (8.4) 

• Cardiac Surgery (1.5) 

• Neurosurgery (1.6) 

• Otolaryngology (3.2) 

• Urology (3.6) 

• Anesthesiology (14.0) 

• Emergency Medicine (11.0) 

• Pathology (5.2) 



• Psychiatry (16.0) 

• Radiology (10.2) 
 

SOLUCIENT 2003 Physician Community 

Requirements in the 21st 

Century: The 2003 Physicians 

to Population 

Ratios 

• General & Family Medicine (22.5) 

• Internal Medicine (19.0) 

• Pediatrics General (13.9) 

• Allergy/Immunology (1.72) 

• Cardiology (4.22) 

• Dermatology (3.13) 

• Gastroenterology (3.50) 

• Hematology/Oncology (1.08) 

• Nephrology (0.73) 

• Neurology (1.79) 

• Physical Medicine and Rehab (1.44) 

• Psychiatry (5.73) 

• Pulmonary (1.30) 

• Rheumatology (1.33) 

• General Surgery (6.01) 

• Obstetrics and Gynecology (10.17) 

• Ophthalmology (4.71) 

• Orthopedic Surgery (6.12) 

• Otolaryngology (2.84) 

• Plastic Surgery (2.22) 

• Urology (2.86) 

• Pediatric Cardiology (0.20) 

• Pediatric Neurology (0.12) 

• Pediatric Psychiatry (0.59) 

• Other Pediatric Subspecialties (0.89) 

• Emergency Department (12.34) 

HRSA 2006 Physician Supply and Demand: 

Projections to 2020; 

Projecting the Supply and 

Demand for Primary Care 

Practitioners Through 2020; 

Projecting the Supply of Non-

Primary Care Specialty and 

Subspecialty Clinicians: 2010-

2025; 

National and Regional 

Projections of Supply and 

Demand for Primary Care 

Practitioners: 2013-2025. 

Supply and demand numbers were 

discussed, and ratios were not provided 

• Primary Care  

• Gen. & Family Practice  

• General Internal Med.  

• General Pediatrics  

• Other Med. Specialties  

• Allergy  

• Cardiology  

• Dermatology  

• Gastroenterology  

• Internal Med. Sub Spec  

• Pediatric Cardiology  

• Pediatrics Sub Spec  

• Pulmonary Diseases  

• Surgical Specialties  

• General Surg Sub Spec  

• General Surgery  

• Neurological Surgery  

• Obstetrics & Gynecology  

• Ophthalmology  

• Orthopedic Surgery 

• Otorhinolaryngology 



• Plastic Surgery  

• Thoracic Surgery  

• Urology   

• Other Specialties   

• Anesthesiology   

• Child Psychiatry   

• Diagnostic Radiology   

• Emergency Medicine   

• Gen. Prevent Medicine  

• Neurology   

• Nuclear Medicine  

• Occupational Medicine   

• Other Specialties  

• Pathology   

• Physical Med. & Rehab.   

James Lifton 2007 Current Perspectives on 

Physician Supply and Demand 

2020 projection 

• Family Practice (40.5)  

• Internal Medicine (42.7) 

• Pediatrics (17.2)   

• Cardiology (8.8) 

• General Surgery (15.5) 

• Obstetrics and Gynecology (14.1) 

• Ophthalmology (7.5) 

• Orthopedic Surgery (9.4)  

• Otolaryngology (3.7) 

• Urology (4.3) 

• Anesthesiology (15.0)  

• Emergency Medicine (9.5) 

• Pathology (6.7) 

• Psychiatry (14.1) 

• Radiology (12.2) 

Dill and 

Salsberg; 

AAMC 

2008, 

2015-

2018 

The Complexities of Physician 

Supply and Demand: 

Projections Through 2025 

Supply and demand numbers were 

discussed, and ratios were not provided 

• General Primary Care 

• Medical Specialties  

• Surgery 
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