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TThe question for Garland 
County residents is this: 
If you get sick in the fu-
ture, are you going to be 
able to find a doctor in the 
county to take care of you? 
The answer might surprise 
you.  Garland  County  is losing doctors 
to retirement  and normal  attrition,  and 
we are unable to recruit  all the young 
doctors we need. If  this continues,  not 
only will  the physician  base in general 
be diminished,  but some specialties will  
cease to be represented. Any  action in  
Washington  that brings more people 
into the system will  exacerbate the 
problem. In  addition to the e�ect on pa-
tient care, the economic costs of such an 
eventuality  are staggering. 

Our  economy is based on small  busi-
ness, tourism  and a constant in�ux  of 
retirees  from all over the country.  Small  
business and retirees  look carefully  at 
the state of medical care in a community  
before they decide on a place to settle. 
Fewer  doctors in fewer specialties will  
make Garland  County  much less attrac-
tive.  In  addition,  the medical industry,  
with  its many nursing,  administrative  
and clerical  positions,  is responsible for  
15-20%  of all the jobs in the county.  

This  issue has been in the back of 
the minds of doctors in the county for  
many years as many of us began to expe-
rience more and more dif�culty  attract-
ing new associates to the area. Lately  
however,  it has been more acute as more 
and more patients told us about their  
dif�culty  in �nding a new doctor. After  
hearing this time and again, I  decided 

to do a little  research.  I  went to the li -
brary  and copied the physician  section 
of all the phone books from 1999-2008  
and from 1981-1985.  Each  physician  
name was entered into a spread sheet 
along with  the years they appeared in  
the book. This  was then combined with  
data on age, medical school, residency  
and several  other parameters to yield 
some interesting  facts.  It  should be not-
ed that only doctors listed in the phone 
book were counted, so this would ex-
clude emergency medicine,  hospitalists  
and anesthesiologists.  

As  of 2008,  there were 178 doctors 
in the Garland  County  phone book. Doc-
tors practicing in the county were found 
to be older than would be necessary to 
maintain  a stable medical community.  If  
the average doctor begins their  career at 
29 and retires  at 65,  one would expect a 
mean age of 47 in a perfect world  where 

each retiring  doctor is replaced by a 
new one. Sixty  �ve percent of our doc-
tors are older than this ideal mean age 
of 47 re�ecting the dif�culty  we have in  
recruiting  new physicians.  In  fact,  of the 
twenty one specialties studied, only two 
have an average age under 47.  Fifteen  
have an average age over 50 and six  over 
55 with  Urology  topping the list  with  an 
average age of 63.   

Approximately  60%  of the practic-
ing physicians  in town either graduated 
from UAMS,  from a UAMS  residency  
or both. The  UAMS  contribution  is 
helpful but uneven across specialties.  
Figure  1 is broken down by specialty 
and shows the number of years since 
a graduate of either UAMS  or a UAMS  
residency  came to Garland  County  to 
practice.  Neurology  has never received 
a contribution  from UAMS  and an-
other seven specialties have not seen a 
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UAMS  graduate for over two decades, 
sometimes three. Four  of these, neurol -
ogy, urology, cardiovascular  surgery and 
psychiatry,  do not have a single practic-
ing physician  under the ideal median 
age of 47.  These  specialties are in the 
greatest danger of disappearing from 
our county.  Other  specialties,  including  
family  practice,   have received UAMS  
graduates in the last ten years and 
there are four  specialties in the middle.   
However  recruitment  is not the only  
problem. When  they get here, we can’t 
keep them. From  1999-2008,  114 new 
physicians  were listed in the phone 
book for a net gain of thirteen,  so that 
it took almost 9 new hires  for a net gain 
of 1 physician.  (Figure  2).  Of  these 114 
new physicians,  55 came after 1998 
and left by 2008,  for an approximate 
2:1 turnover  ratio.  For  comparison,  I  
looked at the years 1981-1985.  It  took  
just two new hires  for a net gain of one, 
and the turnover  ratio  was much lower.   
Obviously  there has been a fundamental  
change in physician  behavior.

Working  with  this historical  data, 
one might say the solution is easy. If  we 
can recruit  114 doctors in the next ten 
years,  or 11.4  per year,  we will  at least 
sustain  our current  small  rate of growth 
(8%  over ten years).  Not  so fast.  In  the 
last ten years,  18 physicians  have retired.  

In  the next ten years,  61 physicians  will   
reach age 65.  This  is a 3.4 fold increase  
in probable retirements.  It  is recognized 
that some physicians  may choose to 
work  past 65.  On the other hand, some 
physicians  may choose early  retirement,  
particularly  if  there are further  drastic  
changes in healthcare.  This  may alter 
some of the numbers slightly,  but would 
not change the conclusion  of this study.
In  any case, if  the turnover  rate remains  
constant at approximately  2:1,  and we 

add in the extra  43 retirements,  we 
would have to recruit  another 86 doc-
tors to replace those 43 additional  doc-
tors that are going to retire.  When  added 
to the normal  turnover,  this would work  
out to twenty new recruits  per year!

 So, can we recruit  twenty  new doc-
tors per year?  Figure  3 shows the num-
ber of new doctors that appeared in the 
phone book in the �ve years  from 2004-
2008.  The  number is decreasing and in  
2008 we were only able to attract �ve 
new physicians.  Given  this data, the 
number of doctors in  Garland  County  
has to decline and decline precipitously  
over the next ten years  if  current  trends 
hold.

I believe the cause of this 
problem is three fold.

1)Medicare 
Garland  County  has one of the high-

est percentages of Medicare  patients 
in the country  and Arkansas  is among 
those states with  the lowest Medicare  
reimbursement  rates (bottom 15%  of 
all states).  The  county is  rich  in older, 
sicker  patients and providers  get paid 
the least for taking care of them. The  re-
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sult is physician  salaries  that are among 
the lowest in the country.  In  a national  
market  for physicians,  many of whom 
are $100,000-200,000  or more in debt 
from medical school, we fare poorly.  

This  low Medicare  reimbursement  
is another example of unintended con-
sequences getting in the way of good 
intentions.  The  point of the Medicare  
programs was to create a way for seniors  
to get quality  medical care they can af-
ford.  Since di�erent  parts of the country  
have di�erent  costs of living,  the reim-
bursement was adjusted to re�ect this.  
Sounds fair,  but the consequences are 
and will  continue to be disastrous  for  
poor areas of the country  with  larger,  
more needy elderly  populations.  Dif -
ferential  Medicare  reimbursement  rates 
arti�cially  redistribute  physician  man-
power to New  York,  for example, whose 
reimbursement  rates are much higher.  
This  discriminates  against those very  
people the program was designed to 
help; people, by the way,  who have con-
tributed just as much in Medicare  taxes 
as their  New  York  counterparts.  That’s  
the bad news.  

The  good news is that it appears that 
Medicare  reimbursement  rates have the 
power to in�uence  the distribution  of 
physicians.  Perhaps this power could be 
used for good. There  are a number of 
ways  to begin to level the playing �eld or 
even to �nd underserved areas and bring 
them in line with  rates in more heavily  
served communities.  One could add a 
new category to the Relative  Value  Unit  
(RVU)  that could place a value on com-
munity   physician  manpower needs. The  
Geographic Practice  Cost Index  for that 
RVU  can then be increased or decreased 
depending on the needs of the county or 
even a particular  specialty in that coun-
ty.  Medicare  does have modest bonus 
payments for underserved specialties in  
areas,  but this is not working  either be-
cause it is not enough or communities  
at risk  are being identi�ed too late. For  
example, the only specialty that receives 
the Medicare  bonus in Garland  County  

is psychiatry.  This  is appropriate.  There  
is not a single Medicare  outpatient psy-
chiatrist  in the County.  But  what of the 
specialties that are at risk?  The  young-
est Urologist  is 58 years old and his four  
colleagues are 62,  63 and 67.  The  heart 
surgeons are 57 and 61.    Neurology  has

 four  physicians,  age  48,  54,  59  and  75.
 Must  we  wait  until  care  in  these  areas
 completely  falls  apart?
Rather  than wait  until  a crisis,  per-

haps areas of need can be identi�ed by 
methods similar  to those I  employed in  
Garland  County  and adjustments can be 
made before things become critical.  In  
the absence of a change in Medicare,  Ar -
kansas  can try  to even the playing �eld 
with  incentive  programs similar  to those 
administered  for primary  care by the 
Rural  Practice  Board.  These  programs 
need to be expanded and need to include 
other specialties in areas of need. 

2) The disappearance of 
    the independent physician

As  more hospitals and clinics  em-
ploy young physicians,  the practice of 
medicine is increasingly  changing from 
a profession to a job, with  doctors occu-
pying an increasingly  subordinate posi-
tion in the company organization  chart  
rather  than being self employed. Faced 
with  these realities,  young doctors are 
behaving like  corporate employees. They  
are accepting jobs with  in�ated salaries  
designed to help the Arkansas  clinic  or 

hospital compete in the national  market  
for doctors. Once their  two or three year 
contract is over,  their  salary  is decreased 
to be more in line with  lower  Arkansas  
reimbursement  rates and they are o� to 
the next contract.  In  the past, physicians  
were recruited  into doctor owned prac-
tices by physicians  who would eventu-
ally  become their  partners.  There  was 
a future  in staying put in one town and 
building a professional  life.  I  think  this  
move towards “corporate  medicine”  
contributes signi�cantly  to the increase  
in turnover  rates that we see when we 
compare the early  eighties to the nine-
ties. I  don’t really  see this trend revers -
ing any time soon. 

3)  Arkansas trained doctors 
     leave the state. 

UAMS  is #3 nationwide  in the  per-
centage of medical students who stay in  
state, but I  do not have data on the num-
ber of medical residents who ultimately  
practice in Arkansas.  I  do know  that the 
state in which  you do your  residency  is 
a very  important  predictor of where you 
will  eventually  practice.  Figure  1 shows 
us that the UAMS  contribution  to the 
medical community  in Garland  County  
is very  uneven.  Some departments, such 
as family  practice,   pediatrics  and oth-
ers contribute regularly  and some do 
not. I  think  we need to �gure out what 
it is that post graduate residencies  on 
the right side of Figure  1 are doing that 
those on the left are not and work  with  
UAMS  to maximize  it’s  contribution  to 
the pool of Arkansas  physicians  across 
all specialties.   

I  suspect that Hot  Springs and Gar -
land County  are not alone here. I  am 
currently  applying the same simple 
methods to Je�erson County  with  the 
help of  a physician  who practices there. 
You  can’t tackle a problem until  you 
have identi�ed it’s  extent and I  will  con-
tinue to look at even more counties and 
to work  with  UAMS  and the legislature 
to identify  solutions.   

“Four of these, neurology, 
urology, cardiovascular 
surgery and psychiatry, 

do not have a single 
practicing physician 

under the ideal median 
age of 47. . .”

— Richard G. Pellegrino, MD, PhD


