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The American medical education community has 
reached a consensus that a shortage of doctors is looming. 
Several years of heated discourse, dominated by current 
and former medical school deans, culminated in an 
influential position paper by the American Association 
of Medical Colleges (AAMC) calling for an urgent and 
immediate expansion of US medical students by 30%.1

The arguments for expansion have been discussed 
fully elsewhere,2-5 They include the belief that patients 
will soon want and need more services than the current 
stock of doctors can provide, newly trained doctors will 
be unwilling or unable to see as many patients each week 
as in the past, and the US should not be so reliant on 
doctors trained abroad. But is there really a problem? 

US workforce supply
The supply of US doctors has grown faster than the 
patient population for many decades (fig 1). The 
proportion of doctors that are generalists has been falling 
fast. The ever growing importance of specialists in the 
US, and the plummeting popularity of primary care 
among new medical graduates has been understandably 
disquieting to the primary care specialty societies.6 7

The pipeline for new American medical practi-
tioners is multifaceted (box 1). Although the output 
of programmes training medical doctors has been 
level over the past few decades, schools training nurse 
practitioners, physicians assistants, and doctors of 
osteopathy (a uniquely American qualification) have 
grown exponentially.

Of the roughly 35 000 new clinical trainees who 
entered practice in 2006, less than half (43%) had a MD 
degree from the US; about 8% were osteopathic doctors, 
32% were nurse practitioners or physician assistants, and 
17% were doctors who trained outside the US. Currently 
more than 100 000 nurse practitioners and physician 
assistants are practising in the US. If these non-doctors 
are added into the mix, the number of clinicians per 
population increases by around 15% (from 240/100 000 
to 277/100 000 in 2005).8 

This unabated non-MD growth is, some believe, 
a major unspoken reason for the AAMC’s call for 
expansion. In its doctor oriented analysis, the association 
(which represents only schools that grant MD degrees) 
does not explicitly consider the potential of these clinical 
trainees to do some of the work of medical doctors or 
whether expanding their numbers would be more cost 
effective than training more doctors.

The issue of international medical graduates is contro-
versial. The US has long been a magnet for all types 
of well educated immigrants, including doctors. Today 
about 25% of all practising doctors in the US were 
trained abroad, and international graduates fill about 
the same proportion of postgraduate (residency) training 
slots. Calls are also growing for reassessment of the role 
of international graduates, not (overtly at least) because 
of protectionism or quality concerns but because of the 
ethical considerations of a global “brain drain.”9 10

Many parties believe that allowing the US to become 
more self sufficient is a valid reason to support the 
expansion of home grown doctors.9 However, without 
a comprehensive overhaul of medical and general 
immigration policy, more US trainees would not 
necessarily decrease the brain drain from developing 
nations. Moreover, if the larger number of US medical 
school graduates is to translate into more practising 
clinicians down the road, the number of postgraduate 
residency positions must increase concomitantly. 
Otherwise the expanded pool of US graduates will 
displace the large cohort of international graduates 
now in these positions and there would be no net gain 
of doctors.

Assessing the need
Not everyone agrees that the AAMC’s plan for 30% 
growth is supported by evidence.11-13  In the resource 
rich, fee for service US healthcare system, doctors can 
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Fig 1 | Actual and forecasted US non-trainee doctors (MD and 
DO degrees) per 100 000 population, 1975-2015 (American 
Medical Association, American Osteopathic Association, 
2006).4 Primary care includes family physicians, general 
internal medicine, and paediatrics
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easily keep their offices busy with well insured patients 
who have come to equate intensive care with better 
care. However, population based research suggests that 
above a certain threshold, more is not better. As use of 
services increases, quality and health related outcomes 
(at least to the degree we can currently measure it) do 
not improve.

For example, two recent studies (one at the US county 
level, the other at state level) show that as the supply of 
specialists per population increases, indicators of quality 
of care decrease, costs increase, and population mortality 
does not change. However, the same studies show that 
as the generalist supply increases, quality increases and 
both cost and mortality decrease.14 15

Another argument against the need for expansion is 
that high quality, efficient care can be delivered with far 
fewer doctors than the AAMC calls for. This is shown 
by comparisons between areas with low and high 
doctor supply in the US, doctor supply ratios in other 
countries, and US organised practice settings such as 
health maintenance organisations.16 17 

Although more doctors could increase access to 
care for those who need it, past expansions have only 
modestly benefited regions with shortages; far more 
doctors have been added to areas with high supply. 
Programmes that offer targeted incentives (such as 
paying off loans) to young doctors who practise in 
areas of special need, are a more efficient way to ensure 
even distribution than blanket subsidies to all training 
programmes.13 17

For several reasonsincluding 
the lack of central control and 
population focusthere has 
been almost no public discourse 
on issues surrounding medical 
workforce. Specifically, is the 
annual public sector investment 
of $3bn-$5bn (£1.5bn-£2.5bn; 
€2bn-€4bn) necessary to expand 
medical training the best use of 
resources to improve population 
health? In a nation that already 
has one well trained clinician for 
every 320 patients, and at the 
same time has over 45 million 

residents with no health insurance and tens of millions 
receiving third world levels of care, could these added 
health care dollars be used more effectively in other 
ways? This is not the type of question American health 
policymakers are used to asking; but it should be.

Global context
How does the supply of doctors in the US compare 
with that in the UK and other countries? The current 
medical education expansion plans in the US have 
direct parallels in the UK. The UK’s medical education 
capacity has grown by about 50% over the past decade, 
and from 2008, training slots are likely to be increased 
even further.18

Most people assume that the UK has far fewer doctors 
per person and a far higher percentage of generalists than 
the US. But this historical notion is no longer accurate. 
Britain is fast approaching the US in terms of its overall 
level of total doctors per person and, surprisingly, the 
percentage of practising doctors trained as generalists in 
England will soon be lower than in America. As recently 
as 1995, the US had 83% more practising (non-trainee) 
doctors than England per person. In that year, 52% of all 
English practising doctors were generalists19 20; far higher 
than the comparable rate in the US (35%). By 2005, the 
gap narrowed slightly. The US had 70% more doctors 
per capita than England and the proportion of English 
doctors that were general practitioners decreased to 45% 
(table, see bmj.com).

Comparisons of only doctors who have finished their 
training is misleading in the case of the UK. About 40% 
of all British medical school graduates are still in the 
education pipeline; more than three times the US rate 
of 13%. When all active doctors (including trainees) 
are compared, the total number of active and trainee 
doctors combined is only 16% higher in the US than 
in England (table). Moreover, the proportion (33%) of 
English doctors trained or training as general practi-
tioners is now a bit lower than the comparable rate of 
generalist doctors in the US (35%). 

Comparison with several other developed countries 
in 2004, the most recent year for which statistics 
are available from the Organisation for Economic 
Cooperation and Development,21 shows that the 
numbers of doctors (including trainees) in the US and 

UK fall towards the middle 
of the range (fig 2). 

 What can we learn from 
this natural experiment in 
doctor staffing? Just as the 
US data do not show a clear 
positive relation between 
more providers and better 
outcomes, it is hard to see 
linkages between more 
doctors and improved 
health in these countries. 
However, as patient popula-
tions age and societies get 
wealthier, patients have 
come to expect more 

Box 1 | US clinicians
Medical doctor (MD)—The degree takes four years of medical training after graduating from a 
four year baccalaureate. About 17 000 MD students entered medical school last year. There 
are currently about 800 000 trained MDs working in the US
Doctor of osteopathy (DO)—A physician trained equivalently to an MD, although originally 
based on a more holistic approach involving osteopathic manipulation. The US has around 
50 000 trained DOs, and about 3800 entered osteopathy school last year
Nurse practitioner—Requires 1-3 years of training after obtaining registered nurse  
certification (which requires 3-4 years of training).  85% of nurse practitioners provide 
primary care. Around 70 000 are currently working in the US and 6500 graduate annually
Physicians assistant—A quasi-independent clinical practitioner who, with minimal 
supervision (from a doctor), can offer both primary and specialised clinical services 
including prescriptions.  The training is generally four years at the baccalaureate level. Many 
courses were developed in close alliance with medical schools. About half of physician 
assistants practise in specialty areas and half in primary care. There are around 50 000 
currently  working, and 4600 graduate each year
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and better services. Countries with a higher number 
of doctors seem to do a better job of meeting those 
expectations.22

Conclusions
The US healthcare system is consumer focused but 
often inequitable and non-rational. In contrast, the 
NHS has a long history of equity and rationality, if not 
always bottom-up consumerism. It is interesting that the 
approaches to medical workforce staffing within the two 
nations are in many ways converging.

The next few years will be crucial for planners, 
policymakers, educators, managers, and researchers 
concerned with ensuring a well trained cadre of 
medical practitioners. Many shared issues are likely 
to be confronted. One example, is how to get the right 
medical workforce, in terms of both overall number and 
relative mix. The answer will be coloured by context. 
Just as many in the US are concerned with impending 
shortages, the UK may be facing an overabundance of 
doctors. Will all the young doctors find posts to their 
liking? Will the concerns of US primary care advocates 
regarding an inappropriate dominance of specialists be 
a harbinger of things to come for the UK? International 
research into these and other related issues will be 
essential.

Medical workforce policy challenges are 
becoming ever more global. Leaders of health 
policy and medical education have much to gain 

from a shared international research and policy  
analysis framework. Box 2 suggests some priorities.

The objective of all this is to find creative and 
financially feasible ways to produce a medical workforce 
that balances clinical need, consumer preference, profes-
sional aspirations, and population equity. Although 
accomplishing this will hardly be easy, it will be 
essential.
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Another argument 
against the need 
for expansion is 
that high quality, 
efficient care can be 
delivered with far 
fewer doctors than 
the AAMC calls for

Box 2 | Priorities for international research on medical 
workforce 
•	Forecasting and measuring supply, demand, and need
•	Evolving roles of primary and specialty care
•	Best way to structure and staff health care organisations 

to maximise population benefit
•	Roles of alternative professionals
•	Ways to encourage doctors to practise in less desirable 

settings
•	Approaches for assessing and assuring provider efficiency 

and productivity 
•	Ways to predict and ethically manage patterns of 

international medical migration
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Fig 2 | Doctors per 100 000 population for selected countries in 
the Organisation for Economic Cooperation and Development, 
2004.21 Some countries have higher and lower ratios, ranging 
from 140/100 000 in Turkey to 490/100 000 in Greece

Summary points
Above a certain threshold, 
there is little evidence that 
more doctors add to health 
of population
Many countries, US 
regions, and health 
maintenance organisations 
provide superior care 
with fewer doctors per 
person than the current US 
national ratio 
Forecasts of a future US 
doctor shortage do not 
adequately consider the 
availability of other clinical 
providers
Information technology 
and preventive healthcare 
may increase productivity 
and decrease patient 
demand 
The billions to be spent 
on expanding US medical 
training would be better 
spent on meeting the 
needs of citizens without 
access to basic care
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