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The following agenda describes the issues that the Board plans to consider at the meeting. At the time of the
meeting, items may be removed from the agenda. Please consult the meeting minutes for a record of the actions
of the Board.

AGENDA
8:00 A.M.
OPEN SESSION - CALL TO ORDER - ROLL CALL

A.  Adoption of Agenda (1-5)

Approval of Minutes of May 16, 2018 (6-11)
Introductions, Announcements and Recognition

Conflicts of Interest

m O O W

Administrative Matters

1. Department and Staff Updates

2. Board Members — Term Expiration Dates

Alaa Abd-Elsayed — 07/01/2020

David Bryce — 07/01/2021

Mary Jo Capodice — 07/01/2018

Michael Carton — 07/01/2020

Padmaja Doniparthi — 07/01/2021

Rodney Erickson —07/01/2019

Bradley Kudick — 07/01/2020

Lee Ann Lau —07/01/2020

David Roelke — 07/01/2021

Kenneth Simons —07/01/2018

Timothy Westlake — 07/01/2020

Robert Zoeller — 07/01/2019
m. Robert Zondag — 07/01/2018

3. Wis. Stat. § 15.085 (3)(b) — Affiliated Credentialing Boards’ Biannual Meeting with the Medical
Examining Board to Consider Matters of Joint Interest
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F. 8:00 AM APPEARANCE: Discuss Requests for Proof of Continuing Education (CE) Upon
Complaint to the Division of Legal Services and Compliance - Nate Ristow (12)

G. Federation of State Medical Boards (FSMB) Matters
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Update on Re-Entry to Practice — Lee Ann Lau and Tom Ryan

Legislation and Rule Matters — Discussion and Consideration (13-30)

Review of Draft Report on Opioid Abuse

Revisions to Med 8 — 2017 Wisconsin Act 227

Proposals for Med 13, Relating to Continuing Medical Education for Physicians
Proposals for Med 25, Relating to Sports Physician Licensure Exemption
Update on Legislation and Pending or Possible Rulemaking Projects

ko E

Correspondence Received from M. Victoria Marx, M.D., President, Society of Interventional
Radiology and Federation of State Medical Boards (FSMB) Report on a Recommended

Framework for a Minimal Physician Data Set (31-112)

Controlled Substances Board Report — Timothy Westlake

Wisconsin State Coalition for Prescription Drug Abuse Reduction Report — Timothy Westlake
Governor’s Task Force on Opioid Abuse — Timothy Westlake

Interstate Medical Licensure Compact Commission (IMLCC) — Report from Wisconsin’s
Commissioners

Speaking Engagement(s), Travel, or Public Relation Request(s), and Report(s)
1. Travel Report — Attendance at the 2018 WAOPS Summer CME Meeting on June 9, 2018 in

Wausau, WI (Capodice)

Newsletter Matters (113-114)
Screening Panel Report
Informational Items

Items Added After Preparation of Agenda

1. Introductions, Announcements and Recognition
2. Administrative Updates
3. Elections, Appointments, Reappointments, Confirmations, and Committee, Panel and Liaison

Appointments
4 Council Appointment Matters
5. Education and Examination Matters
6. Credentialing Matters
7 Practice Matters
8. Future Agenda Items
9. Legislation/Administrative Rule Matters
10. Liaison Report(s)
11. Newsletter Matters
12.  Annual Report Matters
13. Informational Item(s)
14, Disciplinary Matters
15.  Presentations of Petition(s) for Summary Suspension
16. Presentation of Proposed Stipulation(s), Final Decision(s) and Order(s)
17.  Presentation of Proposed Decisions
18. Presentation of Interim Order(s)



19.  Petitions for Re-Hearing

20. Petitions for Assessments

21.  Petitions to Vacate Order(s)

22. Petitions for Designation of Hearing Examiner

23. Requests for Disciplinary Proceeding Presentations

24.  Motions

25.  Petitions

26.  Appearances from Requests Received or Renewed

27.  Speaking Engagement(s), Travel, or Public Relation Request(s), and Reports

T. Future Agenda Items
u. Public Comments

CONVENE TO CLOSED SESSION to deliberate on cases following hearing (8 19.85 (1) (a), Stats.); to
consider licensure or certification of individuals (8 19.85 (1) (b), Stats.); to consider closing disciplinary
investigations with administrative warnings (8 19.85 (1) (b), Stats. and 8§ 448.02 (8), Stats.); to consider
individual histories or disciplinary data (§ 19.85 (1) (f), Stats.); and to confer with legal counsel (8 19.85 (1)
(9), Stats.).

V. Education and Examination Matters
1. Consideration of Waiver of 24 Months of ACGME/AOA Approved Post-Graduate
Training

a. Jorge Saucedo, M.D. (115-157)
W. Deliberation on Division of Legal Services and Compliance (DLSC) Matters

1. Complaints
a. 16 MED 207 - J.C.L. (158-160)

2. Administrative Warnings
a. 17 MED 204 — H.R.N. (161-162)

3. Stipulations, Final Decisions and Orders
a. 16 MED 141 — Daniel S. Landdeck, M.D. (163-170)
b. 18 MED 009 — Kiarash Mirkia, M.D. (171-176)

4. Case Closings

16 MED 401 — K.M. (177-189)
16 MED 446 — K.S. (190-196)
17 MED 050 - S.L. (197-199)

17 MED 173 - D.P.W. (200-208)
17 MED 264 - J.D.0. (209-216)
17 MED 309 - T.F. (217-221)

17 MED 321 - E.K. (222-227)
17 MED 357 - S.E. (228-234)

17 MED 380 — H.T.W. (235-240)
17 MED 430 - J.N. (241-253)
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5. Request to Remove Language from Final Decision and Order #L.S9802041MED - Brian J.
Eggener, M.D. (254-270)

X. Open Cases
Y. Consulting with Legal Counsel

Z. Deliberation of Items Added After Preparation of the Agenda
1 Education and Examination Matters
2 Credentialing Matters
3 Disciplinary Matters
4, Monitoring Matters
5. Professional Assistance Procedure (PAP) Matters
6 Petition(s) for Summary Suspensions
7 Proposed Stipulations, Final Decisions and Orders
8 Administrative Warnings
9. Proposed Decisions
10. Matters Relating to Costs
11.  Complaints
12.  Case Closings
13. Case Status Report
14.  Petition(s) for Extension of Time
15.  Proposed Interim Orders
16.  Petitions for Assessments and Evaluations
17.  Petitions to Vacate Orders
18. Remedial Education Cases
19. Motions
20.  Petitions for Re-Hearing
21.  Appearances from Requests Received or Renewed

AA. RECONVENE TO OPEN SESSION IMMEDIATELY FOLLOWING CLOSED SESSION

BB. Vote on Items Considered or Deliberated Upon in Closed Session, if VVoting is Appropriate

CC. Open Session Items Noticed Above Not Completed in the Initial Open Session

DD. Delegation of Ratification of Examination Results and Ratification of Licenses and Certificates

ADJOURNMENT

ORAL EXAMINATION OF CANDIDATES FOR LICENSURE
ROOM 124D/E
10:00 A.M., OR IMMEDIATELY FOLLOWING THE FULL BOARD MEETING

CLOSED SESSION - Reviewing Applications and Conducting Oral Examination of Two (at time of agenda
publication) Candidates for Licensure — Dr. Timothy W. Westlake and Dr. Alaa Abd-Elsayed

NEXT MEETING DATE: JULY 11, 2018
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MEETINGS AND HEARINGS ARE OPEN TO THE PUBLIC, AND MAY BE CANCELLED WITHOUT
NOTICE.

Times listed for meeting items are approximate and depend on the length of discussion and voting. All meetings
are held at 1400 East Washington Avenue, Madison, Wisconsin, unless otherwise noted. In order to confirm a
meeting or to request a complete copy of the council’s agenda, please call the listed contact person. The council
may consider materials or items filed after the transmission of this notice. Interpreters for the hearing impaired
provided upon request by contacting the Affirmative Action Officer, 608-266-2112



MEDICAL EXAMINING BOARD
MEETING MINUTES
MAY 16, 2018

PRESENT: Alaa Abd-Elsayed, M.D. (via GoToMeeting), David Bryce, M.D. (via GoToMeeting and
excused at 9:05 a.m.); Mary Jo Capodice, D.O.; Michael Carton (via GoToMeeting);
Padmaja Doniparthi, M.D.; Rodney Erickson, M.D.; Bradley Kudick; Lee Ann Lau,
M.D.; David Roelke, M.D. (via GoToMeeting and excused at 9:05 a.m.); Kenneth
Simons, M.D.; Timothy Westlake (arrived at 8:07 a.m.), M.D.; Robert Zoeller, M.D.;
Robert Zondag (arrived at 8:07 a.m.)

STAFF: Tom Ryan, Executive Director; Kate Stolarzyk, Bureau Assistant, and other Department
staff

CALL TO ORDER

Kenneth Simons, Chair, called the meeting to order at 8:01 a.m. A quorum of ten (10) members was
confirmed.

ADOPTION OF AGENDA

MOTION: Lee Ann Lau moved, seconded by Mary Jo Capodice, to adopt the agenda as
published. Motion carried unanimously.

MINUTES OF APRIL 18, 2018

MOTION: Bradley Kudick moved, seconded by Padmaja Doniparthi, to approve the minutes
of April 18, 2018 as published. Motion carried unanimously.

Robert Zondag and Timothy Westlake arrived at 8:07 a.m.
LEGISLATION AND RULE MATTERS

2017 Wisconsin Act 341 — Sports Medicine Physicians Licensed Outside of Wisconsin

Scope Statement for Med 25, Relating to Sports Physician Licensure Exemption

MOTION:  Timothy Westlake moved, seconded by Lee Ann Lau, to approve the Scope
Statement creating Ch. Med 25, relating to the sports physician licensure
exemption, for submission to the Department of Administration and Governor’s
Office and for publication. Additionally, the Board authorizes the Chair to
approve the Scope Statement for implementation no less than 10 days after
publication. Motion carried unanimously.

Reporting Requirement Under 2017 Wisconsin Act 262

MOTION: Lee Ann Lau moved, seconded by Padmaja Doniparthi, to designate Timothy
Westlake to serve as liaison to DSPS staff for drafting the report required under
2017 Wisconsin Act 262. Motion carried unanimously.

NEWSLETTER MATTERS - BOARD REVIEW OF SPRING 2018 NEWSLETTER FOR
APPROVAL
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MOTION:

Bradley Kudick moved, seconded by Robert Zondag, to approve the newsletter as
drafted. Motion carried unanimously.

David Roelke and David Bryce were excused at 9:05 a.m.

MOTION:

CLOSED SESSION

Timothy Westlake moved, seconded by Mary Jo Capodice, to convene to Closed
Session to deliberate on cases following hearing (8 19.85 (1) (a), Stats.); to
consider licensure or certification of individuals (8 19.85 (1) (b), Stats.); to
consider closing disciplinary investigations with administrative warnings (8 19.85
(1) (b), Stats. and 8§ 448.02 (8), Stats.); to consider individual histories or
disciplinary data (8§ 19.85 (1) (f), Stats.); and to confer with legal counsel (§ 19.85
(1) (), Stats.). Kenneth Simons, Chair, read the language of the motion aloud for
the record. The vote of each member was ascertained by voice vote. Roll Call
Vote: Alaa Abd-Elsayed-yes; Mary Jo Capodice-yes; Michael Carton-yes;
Padmaja Doniparthi-yes; Rodney Erickson-yes; Bradley Kudick-yes; Lee Ann
Lau-yes; Kenneth Simons-yes; Timothy Westlake-yes; Robert Zoeller-yes; and
Robert Zondag-yes. Motion carried unanimously.

The Board convened into Closed Session at 9:13 a.m.

MOTION:

RECONVENE TO OPEN SESSION

Bradley Kudick moved, seconded by Alaa Abd-Elsayed, to reconvene to Open
Session. Motion carried unanimously.

The Board reconvened to Open Session at 11:18 a.m.

VOTE ON ITEMS CONSIDERED OR DELIBERATED UPON IN CLOSED SESSION

MOTION:

Michael Carton moved, seconded by Robert Zondag, to affirm all motions made
and votes taken in Closed Session. Motion carried unanimously.

(Be advised that any recusals or abstentions reflected in the closed session motions stand for the
purposes of the affirmation vote.)

EDUCATION AND EXAMINATION MATTERS

Consideration of Waiver of 24 Months of ACGME/AOA Approved Post-Graduate Training

MOTION:

MOTION:

Sebahattin Cureoglu, M.D.

Padmaja Doniparthi moved, seconded by Lee Ann Lau, to grant Sebahattin
Cureoglu, M.D. a waiver of the 24 months of ACGME/AOA approved post-
graduate training. Motion carried unanimously.

Bradley Kudick moved, seconded by Alaa Abd-Elsayed, to grant the license to
practice medicine and surgery to Sebahattin Cureoglu, M.D., once all
requirements are met. Motion carried unanimously.

CREDENTIALING MATTERS
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Full Board Oral Exam

MOTION:

Tasha Turzo, D.O.

Robert Zoeller moved, seconded by Padmaja Doniparthi, to deny Tasha Turzo,
D.O. a waiver of the 24 months of ACGME/AOA approved post-graduate
training due to failure to demonstrate substantially equivalent education and
training. Wis. Stat. § 448.05(2)(c) and Wis. Admin. Code 8§ Med 1.02(3)(cm).
Motion carried.

DELIBERATION ON DIVISION OF LEGAL SERVICES AND COMPLIANCE (DLSC)

Complaints

MOTION:

MATTERS

16 MED 389 - A.H.L., M.D.

Robert Zondag moved, seconded by Bradley Kudick, to find probable cause to
believe that A.H.L., M.D., DLSC Case Number 16 MED 389, has committed
unprofessional conduct, and therefore to issue the Complaint and hold a hearing
on such conduct pursuant to Wis. Stat§ 448.02(3)(b). Motion carried.

(Kenneth Simons and Lee Ann Lau recused themselves and left the room for deliberation and voting in
the matter concerning A.H.L., M.D., Respondent — DLSC Case Number 16 MED 389.)

MOTION:

16 MED 339-T.M.S,P.A,; TM.D, M.D.; & D.E.H., Jr., M.D.

Timothy Westlake moved, seconded by Robert Zondag, to find probable cause to
believe that T.M.S, P.A.; T.M.D, M.D.; & D.E.H., Jr., M.D., DLSC Case Number
16 MED 339, have committed unprofessional conduct, and therefore to issue the
Complaint and hold a hearing on such conduct pursuant to Wis. Stat8
448.02(3)(b). Motion carried.

(Rodney Erickson recused himself and left the room for deliberation and voting in the matter concerning
TMS,P.A.,; TM.D, MD.; &D.E.H., Jr., M.D., Respondent — DLSC Case Number 16 MED 339.)

Administrative Warnings

Review of Administrative Warning (WARNO00000727/DLSC Case Number 17 MED 112)

MOTION:

MOTION:

Robert Zoeller moved, seconded by Alaa Abd-Elsayed, to affirm the
Administrative Warning in the matter of WARNO00000727/DLSC Case Number
17 MED 112. Motion carried unanimously.

17 MED 202 - A K.

Mary Jo Capodice moved, seconded by Robert Zoeller, to issue an Administrative
Warning in the matter of DLSC Case Number 17 MED 202. Motion carried
unanimously.

Stipulations, Final Decisions and Orders
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MOTION:

MOTION:

MOTION:

MOTION:

MOTION:

Case Closings

MOTION:

MOTION:

16 MED 343 — Martin Cleary, M.D.

Timothy Westlake moved, seconded by Lee Ann Lau, to adopt the Findings of
Fact, Conclusions of Law and Order in the matter of disciplinary proceedings
against Martin Cleary, M.D., DLSC Case Number 16 MED 343. Motion carried
unanimously.

17 MED 111 - Steven J. Johnson, M.D.

Lee Ann Lau moved, seconded by Robert Zoeller, to adopt the Findings of Fact,
Conclusions of Law and Order in the matter of disciplinary proceedings against
Steven J. Johnson, M.D., DLSC Case Number 17 MED 111. Motion carried
unanimously.

17 MED 161 — Gretchen Zachel, P.A.

Bradley Kudick moved, seconded by Timothy Westlake, to adopt the Findings of
Fact, Conclusions of Law and Order in the matter of disciplinary proceedings
against Gretchen Zachel, P.A., DLSC Case Number 17 MED 161. Motion carried
unanimously.

17 MED 259 - Sean K. Conroy, P.A

Bradley Kudick moved, seconded by Padmaja Doniparthi, to adopt the Findings
of Fact, Conclusions of Law and Order in the matter of disciplinary proceedings
against Sean K. Conroy, P.A., DLSC Case Number 17 MED 259. Motion carried
unanimously.

17 MED 467 — Shakuntala P. Chhabria, M.D.

Robert Zoeller moved, seconded by Lee Ann Lau, to adopt the Findings of Fact,
Conclusions of Law and Order in the matter of disciplinary proceedings against
Shakuntala P. Chhabria, M.D., DLSC Case Number 17 MED 467. Motion carried
unanimously.

17 MED 098

Lee Ann Lau moved, seconded by Alaa Abd-Elsayed, to close DLSC Case
Number 17 MED 098, against K.P.P., M.D., for No Violation. Motion carried
unanimously.

17 MED 131

Timothy Westlake moved, seconded by Robert Zoeller, to close DLSC Case
Number 17 MED 131, against R.D. & R.D., for Insufficient Evidence. Motion
carried.

(Lee Ann Lau recused herself and left the room for deliberation and voting in the matter concerning
DLSC Case Number 17 MED 131.)

17 MED 180
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MOTION:

MOTION:

MOTION:

Michael Carton moved, seconded by Timothy Westlake, to close DLSC Case
Number 17 MED 180, against B.S., for No Violation. Motion carried
unanimously.

17 MED 204

Timothy Westlake moved, seconded by Bradley Kudick, to refer DLSC Case
Number 17 MED 204, against H.N. back to DLSC for further investigation.
Motion carried unanimously.

17 MED 310

Mary Jo Capodice moved, seconded by Bradley Kudick, to close DLSC Case
Number 17 MED 310, against R.D., for No Violation. Motion carried.

(Lee Ann Lau recused herself/himself and left the room for deliberation and voting in the matter
concerning DLSC Case Number 17 MED 310.)

MOTION:

MOTION:

MOTION:

17 MED 318

Robert Zondag moved, seconded by Lee Ann Lau, to close DLSC Case Number
17 MED 318, against S.M.S., for Insufficient Evidence. Motion carried
unanimously.

17 MED 335

Padmaja Doniparthi moved, seconded by Rodney Erickson, to close DLSC Case
Number 17 MED 335, against W.M., for Insufficient Evidence. Motion carried
unanimously.

17 MED 393

Bradley Kudick moved, seconded by Robert Zoeller, to close DLSC Case
Number 17 MED 393, against R.D., for No Violation. Motion carried.

(Lee Ann Lau recused herself/himself and left the room for deliberation and voting in the matter
concerning DLSC Case Number 17 MED 393.)

MOTION:

MOTION:

17 MED 462

Mary Jo Capodice moved, seconded by Robert Zondag, to table DLSC Case
Number 17 MED 462, against P.F.F., for further investigation. Motion carried
unanimously.

17 MED 504

Lee Ann Lau moved, seconded by Bradley Kudick, to close DLSC Case Number
17 MED 504, against B.B., for No Violation. Motion carried unanimously.

PETITION FOR EXTENSION OF TIME

Unknown Respondent(s)
17 MED 145
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MOTION: Lee Ann Lau moved, seconded by Robert Zondag, to grant the Petition and
Request for an Extension of Time in the matter of DLSC Case Number 17 MED
145. Motion carried unanimously.

DELEGATION OF RATIFICATION OF EXAMINATION RESULTS AND RATIFICATION
OF LICENSES AND CERTIFICATES

MOTION: Robert Zoeller moved, seconded by Mary Jo Capodice, to delegate ratification of
examination results to DSPS staff and to ratify all licenses and certificates as
issued. Motion carried unanimously.

ADJOURNMENT

MOTION: Lee Ann Lau moved, seconded by Bradley Kudick, to adjourn the meeting.
Motion carried unanimously.

The meeting adjourned at 11:19 a.m.
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State of Wisconsin
Department of Safety and Professional Services

AGENDA REQUEST FORM
Name and Title of Person Submitting the Request: Date When Request Submitted:
Cori Altmann, Paralegal on behalf of June 3, 2018

Division Administrator Nate Ristow
Division of Legal Services and Compliance

days before the meeting f
k days before meeting for.a

Name of Board, Committee, Gouncil:

Medical Examining Board

'| Board Meeting Date: Attachments: How should the item be titled on the agenda page?
] Yes Discuss requests for proof of CE upon complaint to DLSC
Tune 20, 2018 X No
Place tem in: Is an appearance hefore the Board being Name of Case Advisor(s), if required:
[X] Open Session scheduled? [f yes, by whom?
[1 Closed Session DX Yes by . nfa
D Both Nate Ristow
] No

Desctribe the issue and action the Board should address:

“A.u't[rrloﬁz'étio:n': o

7 |
!!f : s ff / 7 . i W}/ f
[t LA LI
Sighature of person making this request Date
Supervisor signature {if required) ' Date
Executive Director signature (indicates approval to add late items to agenda) Date

Revised Form 9/23/2011 Division of Board Services/DRL
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AGENDA REQUEST FORM

1) Name and Title of Person Submitting the Request: 2) Date When Request Submitted:
Dale Kleven 6/8/18
Administrative Rules Coordinator Items will be considered late if submitted after 12:00 p.m. on the deadline
date:
= 8 business days before the meeting

3) Name of Board, Committee, Council, Sections:

Medical Examining Board

4) Meeting Date: 5) Attachments: 6) How should the item be titled on the agenda page?

Xl Yes Legislative/Administrative Rule Matters:

6/20/18 [] No 1. Review of Draft Report on Opioid Abuse

2. Revisions to Med 8 — 2017 Wisconsin Act 227

3. Proposals for Med 13 Relating to Continuing Medical Education for Physicians
4. Proposals for Med 25 Relating to Sports Physician Licensure Exemption

5. Update on Other Legislation and Pending or Possible Rulemaking Projects

7) Place Item in: 8) Is an appearance before the Board being 9) Name of Case Advisor(s), if required:
X Open Session scheduled?
[] Closed Session
[] Both [ ] Yes (Fill out Board Appearance Request)
X No

10) Describe the issue and action that should be addressed:

11) Authorization

Dale Kleven June 8, 2018
Signature of person making this request Date
Supervisor (if required) Date

Executive Director signature (indicates approval to add post agenda deadline item to agenda) Date

Directions for including supporting documents:

1. This form should be attached to any documents submitted to the agenda.

2. Post Agenda Deadline items must be authorized by a Supervisor and the Policy Development Executive Director.

3. If necessary, Provide original documents needing Board Chairperson signature to the Bureau Assistant prior to the start of a
meeting.
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Wisconsin Medical Examining Board Report on Opioid Abuse — October 2018

Scope and purpose of the report: 2017 Wisconsin Act 262 requires the Medical Examining
Board to annually submit a report related to opioid abuse to the Legislature and Governor’s Office.
This preliminary report must include proactive efforts taken by the Board to address the issue of
opioid abuse and goals for addressing the issue of opioid abuse as it relates to the practice of
medicine and surgery in Wisconsin. Future reports must also include actions taken by the Board to
achieve the goals identified in previous reports, and whether those goals have been achieved.

Proactive efforts taken by the Board to address the issue of opioid abuse:
Statewide Outreach

As vice chair of the Medical Examining Board and a member of the Controlled Substances
Board and Governor’s Task Force on Opioid Abuse, Dr. Timothy Westlake has worked with the
Governor’s Office, the Legislature, the Wisconsin Medical Society, the state’s two medical
schools, and hospital and clinic systems to ensure the Board is an effective partner in statewide
efforts to enhance the physician workforce’s knowledge concerning the appropriate use and best
prescriptive practices with opioids.

Doctor Westlake also was instrumental in Wisconsin’s passage of Act 60 this legislative
session—the new law allows law enforcement to pursue cases involving a fentanyl analog not
yet specifically included in the state’s controlled substances act.

National Outreach and Leadership

In May 2018, Dr. Westlake highlighted in testimony before the U.S. House Judiciary Committee
the extreme dangers of illegal fentanyl use and urged the federal government to use as an
example a Wisconsin law that could help federal law enforcement better prosecute drug crimes
involving fentanyl analogues.

Doctor Kenneth Simons, Chair of the Medical Examining Board, serves on the Board of
Directors for the Federation of State Medical Boards (FSMB). During his term, the FSMB has
undertaken several initiatives related to opioid abuse, including adoption of the Guidelines for
the Chronic Use of Opioid Analgesics and publication of several articles in the Journal of
Medical Regulation.

Opioid Prescribing Guideline

In July 2016, the Board issued its Opioid Prescribing Guideline. The Guideline, which
encourages providers to implement best practices for responsible prescribing, was developed
using the Centers for Disease Control and Prevention’s Guideline for Prescribing Opioids for
Chronic Pain and the Wisconsin Department of Workforce Development’s Chronic Opioid
Clinical Management Guidelines for Wisconsin Worker’s Compensation Patient Care as
primary resources. The Board has continually monitored and periodically updated the
Guideline, most recently in April of 2018.
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Continuing Education Related to Prescribing Controlled Substances

The Board revised its administrative rules to require both MD and DO physicians to take two of
the required 30 hours of continuing medical education via an approved course on the Board’s
Opioid Prescribing Guideline. Physicians who do not hold a U.S. Drug Enforcement
Administration number to prescribe controlled substances are exempted from the requirement.
The requirement first applied to renewals in 2017 and 2018 and will sunset with the renewal on
November 1, 2019.

Goals for addressing the issue of opioid abuse as it relates to the practice of medicine and
surgery in Wisconsin:

Continuing Education Related to Prescribing Controlled Substances

As the current requirement for continuing medical education related to the Opioid Prescribing
Guideline expires after the current biennium, the Board has started the process for a rule revision
that would define future requirements for the completion of continuing medical education related to
prescribing controlled substances. The Board’s goal is to have the rules in place at the beginning of
the 2019-2021 biennium.

Enforcement Action

Currently, if an investigation of a physician’s prescriptive practices occurs, it is done in response to
a complaint filed against the physician. The Board’s goal is to, in partnership with the Controlled
Substances Board, begin proactively investigating physicians whose prescriptive practices with
controlled substances may be inconsistent with the standard of minimally competent medical
practice. The Controlled Substances Board will use reports generated from the Prescription Drug
Monitoring Program to refer physicians to the Board for possible investigation.

Opioid Prescribing Guideline

The Board will continue to monitor the Guideline and make updates as needed to keep it current
and relevant to physicians and their patients.

Continued Outreach and Leadership

It is the Board’s goal to continue its active participation in the statewide and national efforts to
combat opioid abuse.
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State of Wisconsin

2017 Assembly Bill 582

|

Date of enactment: April 3, 2018
Date of publication*: April 4, 2018

2017 WISCONSIN ACT 227

AN ACT 10 renumber 448.05 (5) (a) 1. and 2.; to renumber and amend 448.05 (5) (a) (intro.); to amend 441.16 (6),
448.01 (6), 448.20 (1), 448.21 (1) (d), 448.21 (2), 448.21 (3) and Med 8.01 (2); and to create 448.015 (1u), 448.015
(1w), 448.20 (3m), 448.21 (4), 448.62 (2m), 448.62 (7) and 448.695 (4) of the statutes; relating to: delegation of
the practice of podiatry, practice of a physician assistant under the supervision of a podiatrist, modifying administra-
tive rules of the Medical Examining Board relating to practice of physician assistants, and providing an exemption

from emergency rule procedures.

The people of the state of Wisconsin, represented in
senate and assembly, do enact as follows:

SECTION 1. 441.16 (6) of the statutes is amended to
read:

441.16 (6) Nothing in this section prohibits a nurse
from issuing a prescription order as an act delegated by
a physician, and nothing in this section prohibits an
advanced practice nurse certified under this section from
issuing a prescription order as an act delegated by a podi-
atrist.

SECTION 2. 448.01 (6) of the statutes is amended to
read:

448.01 (6) “Physician assistant” means an individual
licensed by the medical examining board to provide med-
ical care with physician supervision and direction or to
practice podiatry with podiatrist supervision and direc-
tion.

SECTION 3. 448.015 (1u) of the statutes is created to
read:

448.015 (1u) “Podiatrist” has the meaning given in
s. 448.60 (3).

SECTION 4. 448.015 (1w) of the statutes is created to
read:

448.015 (1w) “Podiatry” has the meaning given in s.
448.60 (4).

SECTION 5. 448.05 (5) (a) (intro.) of the statutes is
renumbered 448.05 (5) (a) and amended to read:

448.05 (5) (a) The Except as provided in s. 448.695
(4). the board shall promulgate rules establishing licens-
ing standards and practice standards for physician assist-
ants and shall license persons under those rules.

(b) The board may not grant a license as a physician
assistant to an applicant unless the applicant submits evi-
dence satisfactory to the board of all of the following:

SECTION 6. 448.05 (5) (a) 1. and 2. of the statutes are
renumbered 448.05 (5) (b) 1. and 2.

SECTION 7. 448.20 (1) of the statutes is amended to
read:

448.20 (1) RECOMMEND LICENSING AND PRACTICE
STANDARDS. The council on physician assistants shall
develop and recommend to the examining board licens-
ing and practice standards for physician assistants prac-
ticing under physicians and shall develop and recom-
mend to the podiatry affiliated credentialing board
practice standards for physician assistants practicing
under podiatrists. In developing the standards, the coun-

* Section 991.11, WISCONSIN STATUTES: Effective date of acts. “Every act and every portion of an act enacted by the legislature over the governor’s
partial veto which does not expressly prescribe the time when it takes effect shall take effect on the day after its date of publication.”
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cil shall consider the following factors: an individual’s
training, wherever given; experience, however acquired,
including experience obtained in a hospital, a physician’s
or podiatrist’s office, the armed services or the federal
health service of the United States, or their equivalent as
found by the examining board; and education, including
that offered by a medical school and the technical college
system board.

SECTION 8. 448.20 (3m) of the statutes is created to
read:

448.20 (3m) ADVISE PODIATRY AFFILIATED CREDEN-
TIALING BOARD. The council shall advise the podiatry
affiliated credentialing board on revising practice stan-
dards for physician assistants practicing podiatry.

SECTION 9. 448.21 (1) (d) of the statutes is amended
to read:

448.21 (1) (d) The practice of podiatry within-the
meaning-of s—448.60(4). except when the physician

assistant is acting under the supervision and direction of

a podiatrist, subject to sub. (4) and the rules promulgated
under s. 448.695 (4).

SECTION 10. 448.21 (2) of the statutes is amended to
read:

448.21 (2) EMPLOYEE STATUS. No physician assistant
may be self-employed. The employer of a physician
assistant shall assume legal responsibility for any medi-
cal care, including the practice of podiatry, provided by
the physician assistant during the employment. The
employer of a physician assistant, if other than a licensed
physician or podiatrist, shall provide for and not interfere
with supervision of the physician assistant by a licensed
physician or podiatrist.

SECTION 11. 448.21 (3) of the statutes is amended to
read:

448.21 (3) PRESCRIPTIVE AUTHORITY. A physician
assistant may issue a prescription order for a drug or
device in accordance with guidelines established by a
supervising physician or podiatrist and the physician
assistant and with rules promulgated by the board. If any
conflict exists between the guidelines and the rules, the
rules shall control.

SECTION 12. 448.21 (4) of the statutes is created to
read:

448.21 (4) PRACTICE OF PODIATRY. A physician assist-
ant who is acting under the supervision and direction of
a podiatrist shall be limited to providing nonsurgical
patient services.

SECTION 13. 448.62 (2m) of the statutes is created to
read:

448.62 (2m) An advanced practice nurse who is cer-
tified to issue prescription orders under s. 441.16 and
who is providing nonsurgical patient services as directed,
supervised, and inspected by a podiatrist who has the
power to direct, decide, and oversee the implementation
of the patient services rendered.
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SECTION 14. 448.62 (7) of the statutes is created to
read:

448.62 (7) A physician assistant who is acting under
the supervision and direction of a podiatrist, subject to s.
448.21 (4).

SECTION 15. 448.695 (4) of the statutes is created to
read:

448.695 (4) The affiliated credentialing board shall
promulgate rules establishing all of the following:

(a) Practice standards for a physician assistant prac-
ticing podiatry as provided in s. 448.21 (4).

(b) Requirements for a podiatrist who is supervising
a physician assistant as provided in s. 448.21 (4).

SECTION 16. Med 8.01 (2) of the statutes is amended
to read:

Med 8.01 (2) Physician assistants provide health care
services as part of physician—led or podiatrist-led teams,
the objectives of which include safe, efficient, and eco-
nomical health care. The realities of the modern practice
of medicine and surgery require supervising physicians
and podiatrists and physician assistants to use discretion
in delivering health care services, typically at the level of
general supervision. The constant physical presence of
a supervising physician or podiatrist is often unneces-
sary. The supervising physician or podiatrist and the
physician assistant are jointly responsible for employing
more intensive supervision when circumstances require
direct observation or hands—on assistance from the super-
vising physician.

SEcTION 17. Med 8.02 (5x) of the administrative
code is created to read:

Med 8.02 (5x) “Podiatrist” has the meaning given in
s. 448.60 (3), Stats.

SECTION 18. Med 8.05 (4) of the administrative code
is amended to read:

Med 8.05 (4) LICENSURE; RENEWAL. At the time of
licensure and each biennial registration of licensure
thereafter, a physician assistant shall list with the board
the name and address of the supervising physician or
podiatrist and shall notify the board within 20 days of any
change of a supervising physician or podiatrist.

SECTION 19. Med 8.07 (1), (2) (i) and (3) of the
administrative code are amended to read:

Med 8.07 (1) SCOPE AND LIMITATIONS. In providing
medical care, the entire practice of any physician assist-
ant shall be under the supervision of one or more licensed
physicians e, physicians exempt from licensure require-
ments pursuant to s. 448.03 (2) (b), Stats., or licensed
podiatrists. The scope of practice is limited to providing
medical care as specified in sub. (2). A physician assis-
tant’s practice may not exceed his or her educational
training or experience and may not exceed the scope of
practice of the physician or podiatrist providing supervi-
sion. A medical care task assigned by the supervising
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physician or podiatrist to a physician assistant may not be
delegated by the physician assistant to another person.

(2) (i) Issuing written prescription orders for drugs
provided the physician assistant has had an initial and at
least annual thereafter, review of the physician assistant’s
prescriptive practices by a physician or podiatrist provid-
ing supervision. Such reviews shall be documented in
writing, signed by the reviewing physician or podiatrist
and by the physician assistant, and made available to the
Board for inspection upon reasonable request.

(3) IDENTIFYING SUPERVISING PHYSICIAN OR PODIA-
TRIST. The physician or podiatrist providing supervision
must be readily identifiable by the physician assistant
through procedures commonly employed in the physi-
cian assistant’s practice.

SECTION 20. Med 8.09 of the administrative code is
amended to read:

Med 8.09 Employee status. No physician assistant
may be self-employed. If the employer of a physician
assistant is other than a licensed physician or podiatrist,
the employer shall provide for, and may not interfere
with, the supervisory responsibilities of the physician or
podiatrist, as defined in s. Med 8.02 (6) and required in
ss. Med 8.07 (1) and 8.10.

SECTION 21. Med 8.10 of the administrative code is
amended to read:

Med 8.10 Physician or podiatrist to physician
assistant ratio. (1) No physician or podiatrist may
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supervise more than 4 on—duty physician assistants at any
time unless a written plan to do so has been submitted to
and approved by the board. Nothing herein shall limit the
number of physician assistants for whom a physician or
podiatrist may provide supervision over time. A physi-
cian assistant may be supervised by more than one physi-
cian or podiatrist while on duty.

(2) A supervising physician or podiatrist shall be
available to the physician assistant at all times for consul-
tation either in person or within 15 minutes of contact by
telecommunication or other means.

SECTION 22. Nonstatutory provisions.

(1) EMERGENCY RULES. Using the procedure under
section 227.24 of the statutes, the podiatry affiliated cre-
dentialing board may promulgate emergency rules under
section 448.695 (4) of the statutes. Notwithstanding sec-
tion 227.24 (1) (a), (2) (b), and (3) of the statutes, the
board is not required to provide evidence that promulgat-
ing rules under this subsection as emergency rules is nec-
essary for the preservation of the public peace, health,
safety, or welfare and is not required to provide a finding
of emergency for rules promulgated under this subsec-
tion.

SEcTION 23. Effective dates. This act takes effect on
the day after publication, except as follows:

(1) The modifications of administrative rules take
effect as provided in section 227.265 of the statutes.
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Chapter Med 8
PHYSICIAN ASSISTANTS

Med 8.01 Authority and purpose.

(1) The rules in this chapter are adopted by the medical examining board pursuant to authority in ss. 15.08
(5), 227.11, 448.04 (1) (f) and 448.40, Stats., and govern the licensure and regulation of physician
assistants.

(2) Physician assistants provide health care services as part of physician-led or podiatrist-led teams, the
objectives of which include safe, efficient, and economical health care. The realities of the modern
practice of medicine and surgery require supervising physicians and podiatrists and physician assistants to
use discretion in delivering health care services, typically at the level of general supervision. The constant
physical presence of a supervising physician or podiatrist is often unnecessary. The supervising physician
or podiatrist and the physician assistant are jointly responsible for employing more intensive supervision
when circumstances require direct observation or hands-on assistance from the supervising physician.

Med 8.02 Definitions.

(1) “Board" means the medical examining board.

(2) “Council" means the council on physician assistants.

(3m) “DEA" means the United States drug enforcement administration.

(4) “Educational program" means a program for educating and preparing physician assistants which is
approved by the board.

(5) “Individual" means a natural person, and does not include the terms firm, corporation, association,
partnership, institution, public body, joint stock association, or any other group of individuals.

(5m) “License" means documentary evidence issued by the board to applicants for licensure as a physician
assistant who meet all of the requirements of the board.

(5%) “Podiatrist” has the meaning given in s. 448.60 (3), Stats.

(6) “Supervision" means to coordinate, direct, and inspect the accomplishments of another, or to oversee with
powers of direction and decision the implementation of one's own or another's intentions.

Med 8.03 Council. As specified in s. 15.407 (2), Stats., the council shall advise the board on the
formulation of rules on the education, examination, licensure and practice of a physician assistant.

Med 8.04 Educational program approval. The board shall approve only educational programs
accredited and approved by the committee on allied health education and accreditation of the American
medical association, the commission for accreditation of allied health education programs, or its successor
agency.

Med 8.05 Panel review of applications; examinations required. The board may use a written
examination prepared, administered and scored by the national commission on certification of physician
assistants or its successor agency, or a written examination from other professional testing services as
approved by the board.

(1) APPLICATION. An applicant for examination for licensure as a physician assistant shall submit to the board:

(a) An application on a form prescribed by the board.

Note: An application form may be obtained upon request to the Department of Safety and Professional Services office located at
1400 East Washington Avenue, P.O. Box 8935, Madison, Wisconsin 53708.

19



(b) After July 1, 1993, proof of successful completion of an educational program, as defined in ss. Med 8.02
(4) and 8.04.

(¢) Proof of successful completion of the national certifying examination.

(cm) Proof that the applicant is currently certified by the national commission on certification of physician
assistants or its successor agency.

(d) The fee specified in s. 440.05 (1), Stats.

(e) An unmounted photograph, approximately 8 by 12 cm., of the applicant taken no more than 60 days prior to
the date of application which has on the reverse side a statement of a notary public that the photograph is
a true likeness of the applicant.

(2) EXAMINATIONS, PANEL REVIEW OF APPLICATIONS.

(a) All applicants shall complete the written examination under this section, and an open book examination on
statutes and rules governing the practice of physician assistants in Wisconsin.

(b) An applicant may be required to complete an oral examination if the applicant:

1. Has a medical condition which in any way impairs or limits the applicant's ability to practice as a physician
assistant with reasonable skill and safety.

2. Uses chemical substances so as to impair in any way the applicant's ability to practice as a physician
assistant with reasonable skill and safety.

3. Has been disciplined or had certification denied by a licensing or regulatory authority in Wisconsin or
another jurisdiction.

4. Has been convicted of a crime, the circumstances of which substantially relate to the practice of physician
assistants.

5. Has not practiced as a physician assistant for a period of 3 years prior to application, unless the applicant has
been graduated from an approved educational program for physician assistants within that period.

6. Has been found to have been negligent in the practice as a physician assistant or has been a party in a lawsuit
in which it was alleged that the applicant has been negligent in the practice of medicine.

7. Has been diagnosed with any condition that may create a risk of harm to a patient or the public.

oL

. Has within the past 2 years engaged in the illegal use of controlled substances.

9. Has been subject to adverse formal action during the course of physician assistant education, postgraduate
training, hospital practice, or other physician assistant employment.

(c) An application filed under this chapter shall be reviewed by an application review panel of at least 2 council
members designated by the chairperson of the board to determine whether an applicant is required to
complete an oral examination or a personal appearance or both under par. (b). If the application review
panel is not able to reach unanimous agreement on whether an applicant is eligible for licensure without
completing an oral examination or a personal appearance or both, the application shall be referred to the
board for a final determination.

(d) Where both written and oral examinations are required they shall be scored separately and the applicant
shall achieve a passing grade on both examinations to qualify for a license.

(e) The board may require an applicant to complete a personal appearance for purposes of interview or review
of credentials or both. An applicant's performance at a personal appearance is satisfactory if the applicant
establishes to the board's satisfaction that the applicant has met requirements for licensure and is
minimally competent to practice as a physician assistant.

(3) EXAMINATION FAILURE. An applicant who fails to receive a passing score on an examination may reapply
by payment of the fee specified in sub. (1) (d). An applicant may reapply twice at not less than 4-month
intervals. If an applicant fails the examination 3 times, he or she may not be admitted to an examination
unless the applicant submits proof of having completed further professional training or education as the
board may prescribe.

Note: There is no provision for waiver of examination nor reciprocity under rules in s. Med 8.05.
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4) LICENSURE; RENEWAL. At the time of licensure and each biennial registration of licensure thereafter, a
2
physician assistant shall list with the board the name and address of the supervising physician or
podiatrist and shall notify the board within 20 days of any change of a supervising physician or podiatrist.

Med 8.053 Examination review by applicant.

(1) An applicant who fails the oral or statutes and rules examination may request a review of that examination
by filing a written request and required fee with the board within 30 days of the date on which
examination results were mailed.

(2) Examination reviews are by appointment only.

(3) An applicant may review the statutes and rules examination for not more than one hour.

(4) An applicant may review the oral examination for not more than 2 hours.

(5) The applicant may not be accompanied during the review by any person other than the proctor.

(6) At the beginning of the review, the applicant shall be provided with a copy of the questions, a copy of the
applicant's answer sheer or oral tape and a copy of the master answer sheet.

(7) The applicant may review the examination in the presence of a proctor. The applicant shall be provided
with a form on which to write comments, questions or claims of error regarding any items in the
examination. Bound reference books shall be permitted. Applicants shall not remove any notes from the
area. Notes shall be retained by the proctor and made available to the applicant for use at a hearing, if
desired. The proctor shall not defend the examination nor attempt to refute claims of error during the
review.

(8) An applicant may not review the examination more than once.

Med 8.056 Board review of examination error claim.

(1) An applicant claiming examination error shall file a written request for board review in the board office
within 30 days of the date the examination was reviewed. The request shall include all of the following;:

(a) The applicant's name and address.
(b) The type of license for which the applicant applied.

(c) A description of the mistakes the applicant believes were made in the examination content, procedures, or
scoring, including the specific questions or procedures claimed to be in error.

(d) The facts which the applicant intends to prove, including reference text citations or other supporting
evidence for the applicant's claim.

(2) The board shall review the claim, make a determination of the validity of the objections and notify the
applicant in writing of the board's decision and any resulting grade changes.

(3) If the decision does not result in the applicant passing the examination, a notice of denial of license shall be
issued. If the board issues a notice of denial following its review, the applicant may request a hearing
under s. SPS 1.05.

Note: The board office is located at 1400 East Washington Avenue, P.O. Box 8935, Madison, Wisconsin 53708.

Med 8.06 Temporary license.

(1) An applicant for licensure may apply to the board for a temporary license to practice as a physician
assistant if the applicant:

(a) Remits the fee specified in s. 440.05 (6), Stats.

(b) Is a graduate of an approved school and is scheduled to take the examination for physician assistants
required by s. Med 8.05 (1) or has taken the examination and is awaiting the results; or

(¢) Submits proof of successful completion of the examination required by s. Med 8.05 (1) and applies for a
temporary license no later than 30 days prior to the date scheduled for the next oral examination.
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(a) Except as specified in par. (b), a temporary license expires on the date the board grants or denies an
applicant permanent licensure. Permanent licensure to practice as a physician assistant is deemed denied
by the board on the date the applicant is sent notice from the board that he or she has failed the
examination required by s. Med 8.05 (1) (¢).

(b) A temporary license expires on the first day of the next regularly scheduled oral examination for permanent
licensure if the applicant is required to take, but failed to apply for, the examination.

(3) A temporary license may not be renewed.

(4) An applicant holding a temporary license may apply for one transfer of supervising physician and location
during the term of the temporary license.

Med 8.07 Practice.

(1) SCOPE AND LIMITATIONS. In providing medical care, the entire practice of any physician assistant shall be
under the supervision of one or more licensed physicians, physicians exempt from licensure requirements
pursuant to s. 448.03 (2) (b), Stats., or licensed podiatrists. The scope of practice is limited to providing
medical care as specified in sub. (2). A physician assistant's practice may not exceed his or her
educational training or experience and may not exceed the scope of practice of the physician or podiatrist
providing supervision. A medical care task assigned by the supervising physician or podiatrist to a
physician assistant may not be delegated by the physician assistant to another person.

(2) MEDICAL CARE. Medical care a physician assistant may provide include:

(a) Attending initially a patient of any age in any setting to obtain a personal medical history, perform an
appropriate physical examination, and record and present pertinent data concerning the patient.

(b) Performing, or assisting in performing, routine diagnostic studies as appropriate for a specific practice
setting.

(¢) Performing routine therapeutic procedures, including, but not limited to, injections, immunizations, and the
suturing and care of wounds.

(d) Instructing and counseling a patient on physical and mental health, including diet, disease, treatment, and
normal growth and development.

(e) Assisting the supervising physician in a hospital or facility, as defined in s. 50.01 (1m), Stats., by assisting
in surgery, making patient rounds, recording patient progress notes, compiling and recording detailed
narrative case summaries, and accurately writing or executing orders.

(f) Assisting in the delivery of medical care to a patient by reviewing and monitoring treatment and therapy
plans.

(g) Performing independently evaluative and treatment procedures necessary to provide an appropriate
response to life-threatening emergency situations.

(h) Facilitating referral of patients to other appropriate community health-care facilities, agencies and
resources.

(i) Issuing written prescription orders for drugs provided the physician assistant has had an initial and at least
annual thereafter, review of the physician assistant's prescriptive practices by a physician or podiatrist
providing supervision. Such reviews shall be documented in writing, signed by the reviewing physician or
podiatrist and by the physician assistant, and made available to the Board for inspection upon reasonable
request.

(3) IDENTIFYING SUPERVISING PHYSICIAN OR PODIATRIST. The physician or podiatrist providing supervision
must be readily identifiable by the physician assistant through procedures commonly employed in the
physician assistant's practice.
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Med 8.09 Employee status. No physician assistant may be self-employed. If the employer of a physician
assistant is other than a licensed physician or podiatrist, the employer shall provide for, and may not
interfere with, the supervisory responsibilities of the physician or podiatrist, as defined in s. Med 8.02
(6) and required in ss. Med 8.07 (1) and 8.10.

Med 8.10 Physician or podiatrist to physician assistant ratio.

(1) No physician or podiatrist may supervise more than 4 on-duty physician assistants at any time unless a
written plan to do so has been submitted to and approved by the board. Nothing herein shall limit the
number of physician assistants for whom a physician or podiatrist may provide supervision over time. A
physician assistant may be supervised by more than one physician or podiatrist while on duty.

(2) A supervising physician or podiatrist shall be available to the physician assistant at all times for
consultation either in person or within 15 minutes of contact by telecommunication or other means.
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Chapter Med 8

Med 8.01 Authority and purpose. Med 8.056 Board review of examination error claim.

Med 8.02 Definitions. Med 8.06 Temporary license.

Med 8.03 Council. Med 8.07 Practice.

Med 8.04 Educational program approval. Med 8.09 Employee status.

Med 8.05 Panel review of applications; examinations required. Med 8.10 Physician or podiatrist to physician assistant ratio.

Med 8.053 Examination review by applicant.

Note: Chapter Med 8 as it existed on October 31, 1976 was repealed and a new
chapter Med 8 was created effective November 1, 1976. Sections Med 8.03 to 8.10
as they existed on July 31, 1984 were repealed and recreated effective August 1, 1984.

Med 8.01 Authority and purpose. (1) The rules in this
chapter are adopted by the medical examining board pursuant to
authority in ss. 15.08 (5),227.11,448.04 (1) (f) and 448.40, Stats.,
and govern the licensure and regulation of physician assistants.

(2) Physician assistants provide health care services as part of
physician—led or podiatrist-led teams, the objectives of which
include safe, efficient, and economical health care. The realities
of the modern practice of medicine and surgery require supervis-
ing physicians and podiatrists and physician assistants to use dis-
cretion in delivering health care services, typically at the level of
general supervision. The constant physical presence of a super-
vising physician or podiatrist is often unnecessary. The supervis-
ing physician or podiatrist and the physician assistant are jointly
responsible for employing more intensive supervision when cir-
cumstances require direct observation or hands—on assistance
from the supervising physician.

History: Cr. Register, October, 1976, No. 250, eff. 11-1-76; am. Register, April,
1981, No. 304, eff. 5-1-81; am. Register, July, 1984, No. 343, eff. 8—1-84; correction
made under s. 13.93 (2m) (b) 7., Stats., Register, May, 1989, No. 401; am. Register,
October, 1996, No. 490, eff. 11-1-96; am. Register, December, 1999, No. 528, eff.

1-1-00; CR 12-005: renum. to (1), cr. (2) Register February 2014 No. 698, eff.
3-1-14; 2017 Wis. Act 227: am. (2) Register April 2018 No. 748, eff. 5-1-18.

Med 8.02 Definitions. (1) “Board” means the medical
examining board.

(2) “Council” means the council on physician assistants.

(3m) “DEA” means the United States drug enforcement
administration.

(4) “Educational program” means a program for educating
and preparing physician assistants which is approved by the
board.

(5) “Individual” means a natural person, and does not include
the terms firm, corporation, association, partnership, institution,
public body, joint stock association, or any other group of individ-
uals.

(5m) “License” means documentary evidence issued by the
board to applicants for licensure as a physician assistant who meet
all of the requirements of the board.

(5x) “Podiatrist” has the meaning given in s. 448.60 (3), Stats.

(6) “Supervision” means to coordinate, direct, and inspect the
accomplishments of another, or to oversee with powers of direc-
tion and decision the implementation of one’s own or another’s
intentions.

History: Cr. Register, October, 1976, No. 250, eff. 11-1-76; am. (6) and (7) (b)
to (e), Register, June, 1980, No. 294, eff. 7-1-80; r. (7), Register, July, 1984, No. 343,
eff. 8—1-84; am. (2), (3) and (4) and cr. (3m), Register, October, 1996, No. 490, eff.
11-1-96; renum. (3) to be (5m) and am., am. (6), Register, December, 1999, No. 528,
eff. 1-1-00; 2017 Wis. Act 227: cr. (5x) Register April 2018 No. 748, eff. 5-1-18.

Med 8.03 Council. As specified in s. 15.407 (2), Stats., the
council shall advise the board on the formulation of rules on the

Published under s. 35.93, Stats. Updated on the first day of each month.
is the date the chapter was last published.

education, examination, licensure and practice of a physician
assistant.

History: Cr. Register, July, 1984, No. 343, eff. 8—1-84; am. Register, October,
1996, No. 490, eff. 11-1-96; am. Register, December, 1999, No. 528, eff. 1-1-00;
correction made under s. 13.92 (4) (b) 7., Stats., Register August 2009 No. 644.

Med 8.04 Educational program approval. The board
shall approve only educational programs accredited and approved
by the committee on allied health education and accreditation of
the American medical association, the commission for accredita-
tion of allied health education programs, or its successor agency.

History: Cr. Register, July, 1984, No. 343, eff. 8—1-84; am. Register, October,
1994, No. 466, eff. 11-1-94; am. Register, December, 1999, No. 528, eff. 1-1-00.

Med 8.05 Panel review of applications; examina-
tions required. The board may use a written examination pre-
pared, administered and scored by the national commission on
certification of physician assistants or its successor agency, or a
written examination from other professional testing services as
approved by the board.

(1) APpLICATION. An applicant for examination for licensure
as a physician assistant shall submit to the board:

(a) An application on a form prescribed by the board.

Note: An application form may be obtained upon request to the Department of

Safety and Professional Services office located at 1400 East Washington Avenue,
P.O. Box 8935, Madison, Wisconsin 53708.

(b) After July 1, 1993, proof of successful completion of an
educational program, as defined in ss. Med 8.02 (4) and 8.04.

(c) Proof of successful completion of the national certifying
examination.

(cm) Proof that the applicant is currently certified by the
national commission on certification of physician assistants or its
successor agency.

(d) The fee specified in s. 440.05 (1), Stats.

(e) An unmounted photograph, approximately 8 by 12 cm., of
the applicant taken no more than 60 days prior to the date of appli-
cation which has on the reverse side a statement of a notary public
that the photograph is a true likeness of the applicant.

(2) EXAMINATIONS, PANEL REVIEW OF APPLICATIONS. (a) All
applicants shall complete the written examination under this sec-
tion, and an open book examination on statutes and rules govern-
ing the practice of physician assistants in Wisconsin.

(b) An applicant may be required to complete an oral examina-
tion if the applicant:

1. Has a medical condition which in any way impairs or limits
the applicant’s ability to practice as a physician assistant with rea-
sonable skill and safety.

2. Uses chemical substances so as to impair in any way the
applicant’s ability to practice as a physician assistant with reason-
able skill and safety.

3. Has been disciplined or had certification denied by a licens-
ing or regulatory authority in Wisconsin or another jurisdiction.

4. Has been convicted of a crime, the circumstances of which
substantially relate to the practice of physician assistants.

. Entire code is always current. The Register date on each page
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5. Has not practiced as a physician assistant for a period of 3
years prior to application, unless the applicant has been graduated
from an approved educational program for physician assistants
within that period.

6. Has been found to have been negligent in the practice as
a physician assistant or has been a party in a lawsuit in which it was
alleged that the applicant has been negligent in the practice of
medicine.

7. Has been diagnosed with any condition that may create a
risk of harm to a patient or the public.

8. Has within the past 2 years engaged in the illegal use of con-
trolled substances.

9. Has been subject to adverse formal action during the course
of physician assistant education, postgraduate training, hospital
practice, or other physician assistant employment.

(c) An application filed under this chapter shall be reviewed
by an application review panel of at least 2 council members des-
ignated by the chairperson of the board to determine whether an
applicant is required to complete an oral examination or a personal
appearance or both under par. (b). If the application review panel
is not able to reach unanimous agreement on whether an applicant
is eligible for licensure without completing an oral examination
or a personal appearance or both, the application shall be referred
to the board for a final determination.

(d) Where both written and oral examinations are required they
shall be scored separately and the applicant shall achieve a passing
grade on both examinations to qualify for a license.

(e) The board may require an applicant to complete a personal
appearance for purposes of interview or review of credentials or
both. An applicant’s performance at a personal appearance is sat-
isfactory if the applicant establishes to the board’s satisfaction that
the applicant has met requirements for licensure and is minimally
competent to practice as a physician assistant.

(3) EXAMINATION FAILURE. An applicant who fails to receive
a passing score on an examination may reapply by payment of the
fee specified in sub. (1) (d). An applicant may reapply twice at not
less than 4—month intervals. If an applicant fails the examination
3 times, he or she may not be admitted to an examination unless
the applicant submits proof of having completed further profes-
sional training or education as the board may prescribe.

Note: There is no provision for waiver of examination nor reciprocity under rules
in s. Med 8.05.

(4) LICENSURE; RENEWAL. At the time of licensure and each
biennial registration of licensure thereafter, a physician assistant
shall list with the board the name and address of the supervising
physician or podiatrist and shall notify the board within 20 days
of any change of a supervising physician or podiatrist.

History: Cr. Register, July, 1984, No. 343, eff. 8—1-84; am. (intro.), r. and recr.
(2), Register, October, 1989, No. 406, eff. 11-1-89; am. (1) (b), cr. (1) (cm), Register,
July, 1993, No. 451, eff. 8-1-93; am. (intro.), (1) (intro), (cm), (2) (b) 4., 5., 6., (c)
and (4), Register, October, 1996, No. 490, eff. 11-1-96; am. (2) (a), (b) (intro.) and
3.t0 5., r. and recr. (2) (b) 1. and 2., cr. (2) (b) 7. to 11., Register, February, 1997, No.
494, eff. 3—-1-97; am. (intro.), (1) (intro.) and (cm), (2) (b) 5., (¢), (d) and (4), 1. (2)
(b) 10. and 11., Register, December, 1999, No. 528, eff. 1-1-00; CR 12-005: am. (2)
(b) 7., (¢), cr. (2) (e) Register February 2014 No. 698, eff. 3—1-14; 2017 Wis. Act 227:
am. (4) Register April 2018 No. 748, eff. 5-1-18.

Med 8.053 Examination review by applicant. (1) An
applicant who fails the oral or statutes and rules examination may
request a review of that examination by filing a written request and
required fee with the board within 30 days of the date on which
examination results were mailed.

(2) Examination reviews are by appointment only.

(3) An applicant may review the statutes and rules examina-
tion for not more than one hour.

(4) An applicant may review the oral examination for not
more than 2 hours.

(5) The applicant may not be accompanied during the review
by any person other than the proctor.

Published under s. 35.93, Stats. Updated on the first day of each month. Entire code is always current. The Register date on each page
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(6) At the beginning of the review, the applicant shall be pro-
vided with a copy of the questions, a copy of the applicant’s
answer sheer or oral tape and a copy of the master answer sheet.

(7) The applicant may review the examination in the presence
of a proctor. The applicant shall be provided with a form on which
to write comments, questions or claims of error regarding any
items in the examination. Bound reference books shall be per-
mitted. Applicants shall not remove any notes from the area.
Notes shall be retained by the proctor and made available to the
applicant for use at a hearing, if desired. The proctor shall not
defend the examination nor attempt to refute claims of error dur-
ing the review.

(8) An applicant may not review the examination more than
once.

History: Cr. Register, February, 1997, No. 494, eff. 3-1-97.

Med 8.056 Board review of examination error claim.
(1) An applicant claiming examination error shall file a written
request for board review in the board office within 30 days of the
date the examination was reviewed. The request shall include all
of the following:

(a) The applicant’s name and address.

(b) The type of license for which the applicant applied.

(c) A description of the mistakes the applicant believes were
made in the examination content, procedures, or scoring, includ-
ing the specific questions or procedures claimed to be in error.

(d) The facts which the applicant intends to prove, including
reference text citations or other supporting evidence for the appli-
cant’s claim.

(2) The board shall review the claim, make a determination of
the validity of the objections and notify the applicant in writing of
the board’s decision and any resulting grade changes.

(3) If the decision does not result in the applicant passing the
examination, a notice of denial of license shall be issued. If the
board issues a notice of denial following its review, the applicant
may request a hearing under s. SPS 1.05.

Note: The board office is located at 1400 East Washington Avenue, P.O. Box 8935,
Madison, Wisconsin 53708.

History: Cr. Register, February, 1997, No. 494, eff. 3—1-97; correction in (3)
made under s. 13.92 (4) (b) 7., Stats., Register November 2011 No. 671.

Med 8.06 Temporary license. (1) An applicant for
licensure may apply to the board for a temporary license to prac-
tice as a physician assistant if the applicant:

(a) Remits the fee specified in s. 440.05 (6), Stats.

(b) Is a graduate of an approved school and is scheduled to take
the examination for physician assistants required by s. Med 8.05
(1) or has taken the examination and is awaiting the results; or

(c) Submits proof of successful completion of the examination
required by s. Med 8.05 (1) and applies for a temporary license no
later than 30 days prior to the date scheduled for the next oral
examination.

(2) (a) Except as specified in par. (b), a temporary license
expires on the date the board grants or denies an applicant perma-
nent licensure. Permanent licensure to practice as a physician
assistant is deemed denied by the board on the date the applicant
is sent notice from the board that he or she has failed the examina-
tion required by s. Med 8.05 (1) (c).

(b) A temporary license expires on the first day of the next reg-
ularly scheduled oral examination for permanent licensure if the
applicant is required to take, but failed to apply for, the examina-
tion.

(3) A temporary license may not be renewed.

(4) An applicant holding a temporary license may apply for
one transfer of supervising physician and location during the term
of the temporary license.

History: Cr. Register, July, 1984, No. 343, eff. 8—1-84; am. (1) (b) and (c), Regis-

ter, October, 1989, No. 406, eff. 11-1-89; am. (2) (a), Register, January, 1994, No.
457, eff. 2—1-94; am. (1) (intro.) and (2) (a), Register, October, 1996, No. 490, eff.
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11-1-96; am. (1) (intro.) and (b) to (3), cr. (4), Register, December, 1999, No. 528,
eff. 1-1-00.

Med 8.07 Practice. (1) SCOPE AND LIMITATIONS. In pro-
viding medical care, the entire practice of any physician assistant
shall be under the supervision of one or more licensed physicians,
physicians exempt from licensure requirements pursuant to s.
448.03 (2) (b), Stats., or licensed podiatrists. The scope of prac-
tice is limited to providing medical care as specified in sub. (2).
A physician assistant’s practice may not exceed his or her educa-
tional training or experience and may not exceed the scope of
practice of the physician or podiatrist providing supervision. A
medical care task assigned by the supervising physician or podia-
trist to a physician assistant may not be delegated by the physician
assistant to another person.

(2) MEDICAL CARE. Medical care a physician assistant may
provide include:

(a) Attending initially a patient of any age in any setting to
obtain a personal medical history, perform an appropriate physical
examination, and record and present pertinent data concerning the
patient.

(b) Performing, or assisting in performing, routine diagnostic
studies as appropriate for a specific practice setting.

(c) Performing routine therapeutic procedures, including, but
not limited to, injections, immunizations, and the suturing and
care of wounds.

(d) Instructing and counseling a patient on physical and mental
health, including diet, disease, treatment, and normal growth and
development.

(e) Assisting the supervising physician in a hospital or facility,
as defined in s. 50.01 (1m), Stats., by assisting in surgery, making
patient rounds, recording patient progress notes, compiling and
recording detailed narrative case summaries, and accurately writ-
ing or executing orders.

(f) Assisting in the delivery of medical care to a patient by
reviewing and monitoring treatment and therapy plans.

(g) Performing independently evaluative and treatment proce-
dures necessary to provide an appropriate response to life—threat-
ening emergency situations.

(h) Facilitating referral of patients to other appropriate com-
munity health—care facilities, agencies and resources.

Med 8.10

(i) Issuing written prescription orders for drugs provided the
physician assistant has had an initial and at least annual thereafter,
review of the physician assistant’s prescriptive practices by a
physician or podiatrist providing supervision. Such reviews shall
be documented in writing, signed by the reviewing physician or
podiatrist and by the physician assistant, and made available to the
Board for inspection upon reasonable request.

(3) IDENTIFYING SUPERVISING PHYSICIAN OR PODIATRIST. The
physician or podiatrist providing supervision must be readily
identifiable by the physician assistant through procedures com-
monly employed in the physician assistant’s practice.

History: Cr. Register, July, 1984, No. 343, eff. 8—1-84; am. (2) (i), Register, July,
1994, No. 463, eff. 8-1-94; am. (1) and (2) (intro.), Register, October, 1996, No. 490,
eff. 11-1-96; am. (1), (2) (intro.), (c), (e), () and (i), Register, December, 1999, No.
528, eff. 1-1-00; CR 12-005: am. (1), (2) (a), (e), (i), cr. (3) Register February 2014
No. 698, eff. 3—1-14; 2017 Wis. Act 227: am. (1), (2) (i), (3) Register April 2018
No. 748, eff. 5-1-18.

Med 8.09 Employee status. No physician assistant may
be self-employed. If the employer of a physician assistant is other
than a licensed physician or podiatrist, the employer shall provide
for, and may not interfere with, the supervisory responsibilities of
the physician or podiatrist, as defined in s. Med 8.02 (6) and
required in ss. Med 8.07 (1) and 8.10.

History: Cr. Register, July, 1984, No. 343, eff. 8—1-84; am. Register, October,
i?f‘)g, 1110.1390, eff. 11-1-96; 2017 Wis. Act 227: am. Register April 2018 No. 748,

Med 8.10 Physician or podiatrist to physician
assistant ratio. (1) No physician or podiatrist may supervise
more than 4 on—duty physician assistants at any time unless a writ-
ten plan to do so has been submitted to and approved by the board.
Nothing herein shall limit the number of physician assistants for
whom a physician or podiatrist may provide supervision over
time. A physician assistant may be supervised by more than one
physician or podiatrist while on duty.

(2) A supervising physician or podiatrist shall be available to
the physician assistant at all times for consultation either in person
or within 15 minutes of contact by telecommunication or other
means.

History: Cr. Register, July, 1984, No. 343, eff. 8—1-84; am. (1), Register, Decem-
ber, 1999, No. 528, eff. 1-1-00; CR 09-006: am. (3) Register August 2009 No. 644,
eff. 9-1-09; CR 12—005: r. and recr. Register February 2014 No. 698, eff. 3-1-14;
2017 Wis. Act 227: am. Register April 2018 No. 748, eff. 5-1-18.
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Chapter Med 13
CONTINUING MEDICAL EDUCATION FOR PHYSICIANS

Med 13.01 Authority and purpose.
Med 13.02  Continuing medical education required; waiver.
Med 13.03 Acceptable continuing medical educational programs.

Med 13.04 Physician postgraduate training program; length of service.
Med 13.05 Evidence of compliance.
Med 13.06  Audit.

Med 13.01 Authority and purpose. The rules in this
chapter are adopted by the medical examining board pursuant to
the authority delegated by ss. 15.08 (5) (b),227.11 (2) and 448.13,
Stats., and govern the biennial training requirements for physi-
cians as provided under s. 448.13, Stats.

History: Cr.Register, February, 1977, No. 254, eff. 3—1-77; am. Register, March,
1979, No. 279, eff. 4-1-79; correction made under s. 13.93 (2m) (b) 7., Stats., Regis-
ter, May, 1989, No. 401; am. Register, May, 1997, No. 497, eff. 6-1-97; am. Register,
December, 1999, No. 528, eff. 1-1-00.

Med 13.02 Continuing medical education required;
waiver. (1) Each physician required to complete the biennial
training requirements provided under s. 448.13, Stats., shall, in
each second year at the time of making application for a certificate
of registration as required under s. 448.07, Stats., sign a statement
on the application for registration certifying that the physician has
completed at least 30 hours of acceptable continuing medical edu-
cational programs within the biennial registration period.

(19) (a) Except as provided in par. (b), for a renewal date
occurring in 2017 or 2018, a minimum of 2 of the 30 hours of con-
tinuing medical education required under sub. (1) shall be an edu-
cational course or program related to the guidelines issued by the
board under s. 440.035 (2m), Stats., that is approved under s. Med
13.03 (3) at the time of the physician’s attendance.

(b) This subsection does not apply to a physician who, at the
time of making application for a certificate of registration, does
not hold a U.S. Drug Enforcement Administration number to pre-
scribe controlled substances.

(1r) (a) Except as provided in par. (b), for a renewal date
occurring in 2019 or 2020, a minimum of 2 of the 30 hours of con-
tinuing medical education required under sub. (1) shall be an edu-
cational course or program related to the guidelines issued by the
board under s. 440.035 (2m), Stats., that is approved under s. Med
13.03 (3) at the time of the physician’s attendance.

(b) This subsection does not apply to a physician who, at the
time of making application for a certificate of registration, does
not hold a U.S. Drug Enforcement Administration number to pre-
scribe controlled substances.

(2) A physician may apply to the board for waiver of the
requirements of this chapter on grounds of prolonged illness or
disability or other similar circumstances, and each case will be
considered individually on its merits by the board.

History: Cr. Register, February, 1977, No. 254, eff. 3—1-77; am. (1), Register,
March, 1979, No. 279, eff. 4-1-79; am. (1), February, 1981, No. 302, eff. 3-1-81;
am. Register, May, 1997, No. 497, eff. 6—1-97; am. Register, December, 1999, No.
528, eff. 1-1-00; EmR1631: emerg. am. (1), cr. (1g), (1r), eff. 11-10-16; CR
16-070: am. (1), cr. (1g), (1r) Register May 2017 No. 737, eff. 6-1-17.

Med 13.03 Acceptable continuing medical educa-
tional programs. The board shall accept the following in satis-
faction of the biennial training requirement provided under s.
448.13, Stats.:

(1) (a) Program approval. Educational courses and programs
approved in advance by the board may be used for credit, except
that the board may approve for credit completed programs and
courses conducted in other countries.

(b) Physicians. The board recognizes only those educational
programs recognized as approved at the time of the physician’s

Published under s. 35.93, Stats. Updated on the first day of each month.
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attendance by the council on medical education of the American
medical association, or the American osteopathic association, or
the accreditation council for continuing medical education or may
recognize program providers outside the United States unless any
of the foregoing have been previously disapproved by the board.
The board will accept attendance at and completion of programs
accredited as the American medical association’s or the American
osteopathic association’s “Category I” or an equivalent as fulfil-
ling the requirements of this chapter for continuing medical edu-
cation. One clock hour of attendance shall be deemed to equal one
hour of acceptable continuing medical education.

(2) (a) The board shall accept for continuing medical educa-
tion credit, voluntary, uncompensated services provided by physi-
cians specializing in psychiatry in assisting the department of
health services in the evaluation of community outpatient mental
health programs, as defined in s. 51.01 (3n), Stats., and approved
by the department of health services according to rules promul-
gated under s. 51.42 (7) (b), Stats. Four hours of assistance,
including hours expended in necessary training by the department
of health services, shall be deemed to equal one hour of acceptable
continuing medical education for the purposes of this chapter.

(b) Physicians wishing to apply for continuing medical educa-
tion credit under this subsection shall register in advance with the
board and shall notity the board on forms provided by the board
of the dates and the total number of hours in any biennium for
which the applicant will be available to provide assistance. Refer-
rals shall be made to the department of health services in the order
received pursuant to requests for assistance received from that
department by the medical examining board and by the psychol-
ogy examining board.

Note: Forms to apply for continuing medical education credit are available upon
request to the board office located at 1400 East Washington Avenue, P.O. Box 8935,
Madison, Wisconsin 53708 or by email at dsps@wisconsin.gov.

(3) (a) Only educational courses and programs approved by
the board may be used to satisfy the requirement under s. Med
13.02 (1g) (a) and (1r) (a). To apply for approval of a continuing
education course or program, a provider shall submit to the board
an application on forms provided by the department. The applica-
tion shall include all of the following concerning the course or pro-
gram:

. The title.
. A general description and a detailed outline of the content.
. The dates and locations.
. The name and qualifications of the instructor.
5. The sponsor.

Note: An application for continuing education course or program approval may

be obtained from the board at the Department of Safety and Professional Services,

Office of Education and Examinations, P.O. Box 8366, Madison, Wisconsin, 53708,
or from the department’s website at http://dsps.wi.gov.

(b) A continuing education course or program must meet all
of the following criteria to be approved:
1. The course or program is accepted by the board under sub.
D (b).
2. The subject matter of the course pertains to the guidelines
issued by the board under s. 440.035 (2m), Stats.
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Med 13.03

3. The provider agrees to monitor the attendance and furnish
a certificate of attendance to each participant. The certificate of
attendance shall certify successful completion of the course or
program.

4. The provider is approved by the board.

5. The course or program content and instructional method-
ologies are approved by the board.

(c) A separate application shall be submitted for each continu-
ing education course or program approval request.

(d) A course or program sponsor may repeat a previously
approved course or program without application, if the subject
matter and instructor has not changed.

History: Cr. Register, February, 1977, No. 254, eff. 3—1-77; am. Register, Febru-
ary, 1981, No. 302, eff. 3—1-81; renum. Med 13.03 to be 13.03 (1) and am., cr. (intro.),
(2), Register, November, 1995, No. 479, eff. 12—-1-95; r. and recr. (1), Register, May,
1997, No. 497, eff. 6-1-97; 1. (1) (c), Register, December, 1999, No. 528, eff. 1-1-00;
correction in (2) made under s. 13.92 (4) (b) 6., Stats., Register November 2011 No.
671; EmR1631: emerg. cr. (3), eff. 11-10-16; CR 16-070: cr. (3) Register May
2017 No. 737, eff. 6-1-17.

Med 13.04 Physician postgraduate training pro-
gram; length of service. The board will accept postgraduate
training in a program approved by the board under the provisions
of s. Med 1.02 (3), as fulfilling the requirements of this chapter for
continuing medical education for physicians. Three consecutive
months of such postgraduate training shall be deemed to equal 30
hours of acceptable continuing medical education for the pur-
poses of this chapter.

History: Cr. Register, February, 1977, No. 254, eff. 3—1-77; am. Register, March,
1979, No. 279, eff. 4-1-79; am. Register, May, 1997, No. 497, eff. 6—1-97.

Med 13.05 Evidence of compliance. (1) PHYSICIANS.
The board will accept as evidence of compliance by physicians
with the requirements of this chapter, as original documents or

Published under s. 35.93, Stats. Updated on the first day of each month. Entire code is always current. The Register date on each page
is the date the chapter was Iaa glblished.
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verified copies thereof, any or all or any combination of the fol-
lowing:

(a) Certification by either the providing institution or organiza-
tion or the American medical association or the American osteo-
pathic association, or components thereof, of attendance at and
completion of continuing medical education programs approved
under the provisions of s. Med 13.03 (1) (a).

(b) A “Physician’s Recognition Award” of the American medi-
cal association or a certificate of continuing medical education
from the American academy of family physicians awarded not
more than 12 months prior to the beginning of the calendar year
for which application for registration is being made.

(c) Certification by a chief of service or head of department or
director of medical education of the providing facility of appoint-
ment to and satisfactory participation in a postgraduate training
program approved under the provisions of s. Med 13.04.

(2) RETENTION REQUIREMENT. Evidence of compliance shall
be retained by each physician through the biennium for which 30
hours of credit are required for registration.

History: Cr. Register, February, 1977, No. 254, eff. 3—1-77; am. (1) (intro.) and
r. and recr. (2), Register, February, 1981, No. 302, eff. 3-1-81; am. (1) (intro.), (a)

and (2), cr. (1m), Register, May, 1997, No. 497, eff. 6-1-97; r. (1m), am. (2), Register,
December, 1999, No. 528, eff. 1-1-00.

Med 13.06 Audit. The board shall conduct a random audit
of licensees on a biennial basis for compliance with the continuing
education requirement stated in s. Med 13.02 (1). The board may
require any physician to submit evidence of compliance with the
continuing education requirement to the board during the bien-
nium for which 30 hours of credit are required for registration to
audit compliance.

History: Cr. Register, February, 1981, No. 302, eff. 3—1-81; am. Register, May,

1997, No. 497, eff. 6-1-97; am. Register, December, 1999, No. 528, eff. 1-1-00; CR
14-033: am. Register May 2015 No. 713, eff. 6-1-15.
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State of Wisconsin

2017 Assembly Bill 766

|

Date of enactment: April 16,2018
Date of publication*: April 17, 2018

2017 WISCONSIN ACT 341

AN ACT to create 448.03 (2) (r), 448.03 (2m), 448.52 (1m) (am), 448.62 (1m) and 448.952 (1m) of the statutes;

relating to: a licensure exemption for sports medicine physicians licensed outside this state; extending the time limit
for emergency rule procedures; providing an exemption from emergency rule procedures; and granting rule-making

authority.

The people of the state of Wisconsin, represented in
senate and assembly, do enact as follows:

SECTION 1. 448.03 (2) (r) of the statutes is created to
read:

448.03 (2) (r) An individual who is exempt from
licensure under sub. (2m).

SECTION 2. 448.03 (2m) of the statutes is created to
read:

448.03 (2m) SPORTS PHYSICIAN LICENSURE EXEMP-
TION. (a) 1. An individual who is licensed in good stand-
ing to practice medicine and surgery in another state may,
subject to pars. (b) and (c), practice medicine and surgery
without a license granted by the board if the individual
has a written agreement with a sports team to provide care
to team members and coaching staff traveling with the
team for a specific sporting event to take place in this
state.

2. An individual who is licensed in good standing to
practice medicine and surgery in another state may, sub-
ject to pars. (b) and (c), practice medicine and surgery
without a license granted by the board if all of the follow-
ing apply:

a. The individual has been invited by a national sport
governing body to provide services to team members and
coaching staff at a national sport training center in this

state or to provide services to athletes and coaching staff
at an event or competition in this state that is sanctioned
by the national sport governing body.

b. The individual’s practice is limited to that required
by the national sport governing body.

c. The services to be provided by the individual are
within his or her training and expertise.

(b) An individual who is exempt from licensure
under par. (a) 1. or 2. may not do any of the following
while practicing under the exemption:

1. Provide care or consultation to any person residing
in this state, other than a person specified in par. (a) 1. or
2.

2. Practice at a health care facility, as defined in s.
146.997 (1) (c), or at a clinic, as defined in s. 146.903 (1)
(b).

3. Prescribe drugs.

(c) 1. a. Subject to subd. 1. b., an exemption under
par. (a) 1. shall be valid only while the individual is trav-
eling with the sports team, subject to a limit of 10 days per
sporting event.

b. Upon prior request to the board, the board may
grant an individual an extension of 20 additional days per
sporting event beyond the limitation specified in subd. 1.
a., except that no individual may be exempted by the

* Section 991.11, WISCONSIN STATUTES: Effective date of acts. “Every act and every portion of an act enacted by the legislature over the governor’s
partial veto which does not expressly prescribe the time when it takes effect shall take effect on the day after its date of publication.”
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board under this subd. 1. b. for more than a total of 30
additional days in a given calendar year.

2. An exemption under par. (a) 2. shall be valid during
the time certified by the national sport governing body,
subject to a limit of 30 days per exemption.

(d) The board may enter into agreements with medi-
cal or osteopathic licensing boards of other states to
implement this subsection. Agreements under this para-
graph may include procedures for reporting potential
medical license violations.

(e) The board shall promulgate rules to implement
this subsection.

SECTION 3. 448.52 (1m) (am) of the statutes is cre-
ated to read:

448.52 (1m) (am) An individual who is exempt from
licensure as a physician under s. 448.02 (2m).

SECTION 4. 448.62 (1m) of the statutes is created to
read:

448.62 (Im) An individual who is exempt from
licensure as a physician under s. 448.02 (2m).

SECTION 5. 448.952 (1m) of the statutes is created to
read:

-2 -

2017 Assembly Bill 766

448.952 (1Im) An individual who is exempt from
licensure as a physician under s. 448.02 (2m).

SECTION 5g. Nonstatutory provisions.

(1) The medical examining board may promulgate
emergency rules under section 227.24 of the statutes nec-
essary to implement this act. Notwithstanding section
227.24 (1) (c) and (2) of the statutes, emergency rules
promulgated under this subsection remain in effect until
May 1, 2019, or the date on which permanent rules take
effect, whichever is sooner. Notwithstanding section
227.24 (1) (a) and (3) of the statutes, the examining board
is not required to provide evidence that promulgating a
rule under this subsection as an emergency rule is neces-
sary for the preservation of the public peace, health,
safety, or welfare and is not required to provide a finding
of emergency for a rule promulgated under this subsec-
tion.

SECTION 5r. Effective dates. This act takes effect on
the first day of the 7th month beginning after publication,
except as follows:

(1) SecTION 5g (1) of this act takes effect on the day
after publication.
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State of Wisconsin
Department of Safety & Professional Services

AGENDA REQUEST FORM
1) Name and Title of Person Submitting the Request: 2) Date When Request Submitted:
5/31/2018

Items will be considered late if submitted after 4:30 p.m. and less than:
= 10 work days before the meeting for Medical Board
= 14 work days before the meeting for all others

3) Name of Board, Committee, Council, Sections:

Medical Examining Board

4) Meeting Date: 5) Attachments: 6) How should the item be titled on the agenda page?
X  Yes
6/20/2018 [] No Correspondence Received from M. Victoria Marx, MD, President, Society of

Interventional Radiology and Federation of State Medical Boards (FSMB)
Report on a Recommended Framework for a Minimal Physician Data Set

7) Place Item in; 8) Is an appearance before the Board being 9) Name of Case Advisor(s), if required:
X  Open Session scheduled? If yes, who is appearing?

[] Closed Session No

[] Both

10) Describe the issue and action that should be addressed:
Board Review and Discussion.
Background Materials:
1) FSMB Report: 2012 Workgroup to Define a Minimal Data Set

http://www.fsmb.org/globalassets/advocacy/policies/framework-for-a-minimal-physician-data-set.pdf

2) Office of Economic Advisors and Wisconsin Area Health Education Center System Wisconsin Physician Workforce
Report, 2012 (document included with agenda materials)
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11) Authorization

Signature of person making this request Date

Supervisor (if required) Date

Bureau Director signature (indicates approval to add post agenda deadline item to agenda) Date
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3975 Fair Ridge Drive, Suite 400 North | Fairfax, Virginia 22033
{703) 691-1805 | Fax (703) 691-1855

slrweb.org

Society of .
| Interventlonal
Radiology

The vision to heal

Tom H. Ryan, JD, MPA, Executive Director
Wisconsin Medical Examining Board

1400 E. Washington Avenue

Room 178

Madison, Wl 53703-3041

Dear Mr. Ryan,

The Society of Interventional Radiology (SIR) is the national physician specialty organization with
over 7,000 members representing Interventional Radiologists in the US. Interventional
Radiology (IR) is an innovative specialty that uses imaging guidance ta perform minimally
invasive procedures on almost every organ system and has developed techniques to treat
diseases ranging from liver cancer to uterine fibroids. Interventional radiologists are clinical
physicians who serve a critical role in caring for the sickest patients.

In 2012, the American Board of Medical Specialties {ABMS) recognized Interventional Radiology
as an independent specialty requiring “competence in imaging, image-guided minimally invasive
procedures and peri-procedural patient care to diagnose and treat benign and malignant
conditions of the thorax, abdomen, pelvis, and extremities.” Prior to this, vascular and
interventional radiology (VIR) was considered a subspecialty of diagnostic radiology.

Today, the primary specialty of Interventional Radiology has a unique GME residency program
accredited by the Accreditation Council for Graduate Medical Education (ACGME}, as well as a
unique and independent board certification {the Interventional Radiology/Diagnostic Radiology
{IR/DR) certificate} from the American Board of Radiology. The IR/DR certificate is one of four
primary certificates offered by the ABR and is separate and distinct from a primary certificate in
Diagnostic Radiology (DR). Newly certified IRs, as well as those previously holding both a DR
primary certificate and an IR Certificate of Added Qualifications, began receiving IR/DR
certification on October 15, 2017,

SIR members have let us know many states have not updated their list of specialties and
physicians are unable to select Interventional Radiology as their primary practice area.

In researching your licensing policies, it is unclear to us whether this is the case in Wisconsin. If
you have not already done so, we respectfully ask you to update the Wisconsin medical board
licensing options to allow licensees to designate Interventional Radiology as their primary
practice area.

This is particularly important given the highly clinical and procedural nature of the specialty,
which is as different from diagnostic radiology as it is from other primary specialties. IRs are
being denied admission to insurance networks simply because the state licensing database has
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(703) 691-1805 | Fax (703) 6911855
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not been updated to show IRs as a primary specialty. Unless an IR can designate him or herself
correctly, networks may believe they have a satisfactory complement of physicians when they
are actually limiting patient access to interventional radiologists.

Furthermore, patients who seek IR care are confused when their physician is listed incorrectly as
a diagnostic radiologist, yet the patient is scheduled for an invasive procedure or clinical
evaluation.

Thank you for the opportunity to provide this input to your Board. If SIR can provide additional
information please do not hesitate to contact Susan Sedory, SIR’s Executive Director, at (703)

691-1805, or ssedory@sirweb.org,

Sincerely,

M. Victoria Marx, MD, FSIR
President
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FOR INFORMATION CONTACT:

Nancy A. Sugden

Assistant Dean — Academic Affairs,
UW School of Medicine and Public Health

Director, Wisconsin AHEC Program

Health Sciences Learning Center, 4" floor
750 Highland Ave; Madison, WI 53705
608-263-4927 '
nasugden@wisc.edu
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This study and the 2011/12 Physician Workforce Survey on which it is based were funded through a State Health Care Workforce
Development (SHCWD} planning grant from the National Center for Health Workforce Analysis, Bureau of Health Professions,
Health Resources and Services Administration {(HRSA), CFDA 93.509, and support from the Wisconsin Area Health Education
Center (AHEC) program at the University of Wiscensin Schoal of Medicine and Public Health (UWSMPH). Assistance from staffat
the Wisconsin Department of Workforce Development {(DWD} and the Department of Safety and Professional Services {DSPS) was
essential for successful completion of the project. Conclusions and interpretations set forth in this report are those of the authors
and do not necessarily reflect the interpretation or opinion of the Department of Workforce Development, the Office of Economic
Advisors, or the Department of Safety and Professional Services.

Members of the Wisconsin Health Workforce Data Collaborative (WHWDC) served in an advisory capacity for this project.
The WHWDC is an independent organization whose mission is to collect and analyze health workforce supply, demand, and
distribution data to serve the information and planning needs of its various partner organizations, state agencies and the public.
The conclusions set forth in this document do not necessarily represent the opinions of individual members of the Coliaborative or
the agencies and organizations they represent,
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Executive Summary

The purpose of this study is to provide comprehensive data on the current physician workforce in the
state, including information on demographic characteristics, education, specialty choice, geographic
distribution, hours of work, current shortages, and short-term projection of physician supply. This
information will assist educational institutions and health care provider organizations in developing the
workforce necessary to meet the healthcare needs of the people of Wisconsin. The study provides
baseline workforce data for the development of long-term projections and assessment of the potential
impact of various policy scenarios.

The study is based on analysis of data for all physicians licensed in Wisconsin provided by the Wisconsin
Department of Safety and Professional Services and a survey of physicians conducted in conjunction
with the license renewal cycle for MD physicians in September-October 2011 and DO physicians in
January-February 2012. Thisis the first licensure survey of physictans since 2000 and was made possible
by a State Health Care Workforce Development planning grant from the federal Center for Heaith
Workfarce Analysis {Bureau of Health Professions/HRSA/DHHS) to the University of Wisconsin School of
Medicine and Public Health, in partnership with the Wisconsin Health Workforce Data Collaborative and
the Wisconsin Department of Workforce Development. Nancy Sugden, Assistant Dean, Academic Affairs
and Director of the Area Health Education Centers program at the UWSMPH was Principal Investigator
for the project. She was assisted by Thomas Walsh in the Office of Economic Advisors at the
Department of Workforce Development and Victoria Udalova, graduate student in the Department of
Economics at the UW-Madison, other members of the Wisconsin Health Workforce Data Collaborative
and the Wisconsin Council on Medical Education and Workforce.

Number of physicians

At the beginning of 2012, there were 14,722 physicians based in Wisconsin, not including those still in
training {medical residents and fellows). This represents 68% of the physicians holding active licenses
issued by Wisconsin and provides a rate of 258.4 physicians per 100,000 population. A total of 13,670
physicians provide patient care in the state, including those based in neighboring states and providing
care on a regular basis in Wisconsin, for a rate of 240.4 patient care physicians per 100,000.

Of the 14,722 Wisconsin-based physicians,
s 94.4% have an MD degree and 5.6% have a DO degree
*  68.0% are male and 28.5% are female
+ theaverage age is 50.9

The number of female physicians has increased steadily over the last 30 years, with the proportion of
women in the 30-35 age group at nearly 50 percent.

Where they trained

Approximately 30% of the physicians currently in practice in Wisconsin today are graduates of UWSMPH
or MCW. This proportion of Wisconsin medical school graduates is fairly consistent across all age groups.
About 24% of Wisconsin physicians graduated from medical schools in neighboring states, and 26% from
other US and Canadian medical schools. The remaining 18% are international medical graduates (IMGs).

Executive Summary . fii
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The proportion of international medical graduates in Wisconsin is modest relative to other states, but
has increased in recent years. U.S. foreign medical graduates {USFMGs) of “offshore” schools in the
Caribbean make up less than 10% of the total number of IMGs.

About 38% of Wisconsin-based physicians completed their residency training in the state, 46% started
practice in Wisconsin within 10 years of completion of residency training in another state. About 16%
started practice in Wisconsin more than 10 years after completion of residency training.

Of the 4567 UWSMPH and MCW graduates practicing in the state, 66% completed their residency
training in the state, 31% returned within 10 years of completing a residency in another state and 3%
returned to the state more than 10 years after residency.

Specialty
Information from the survey about the time each respondent spends in various patient care settings
(office-based primary care, office-based specialty care, hospital inpatient, emergency room, etc.)
provides the basis for a more accurate identification of primary care physicians than is possible for
studies based on physician specialty designation alone, Of the 14,722 Wisconsin-based physicians,
5599 {38%) are primary care physicians {family medicine, general internal medicine, pediatrics,
geriatrics)
1980 {13%) are subspecialists in medicine or pediatrics
2939 (20%) are in surgery and surgical subspecialties {including Ophthalmology and QB/GYN)
2785 (19%) are in facility-based specialties such as radiology, pathology, anesthesiology and
emergency medicine
1419 (10%) are in other speciaities (including psychiatry, neurology, physical medicine &
rehabilitation)

Proportionally more DO physicians are in primary care (51.5% of DOs, 37.2% of MDs) and emergency
medicine (10.4% of DOs and 4.6% of MDs) and fewer in surgical specialties (8.7 % of DOs, 15.6% of
MDs), but otherwise the distribution of specialties is similar for MDs and DOs.

Although certain fields attract more female physicians, the increasing number of women in medicine is
evident in all specialties, including specialties like obstetrics and gynecology and other surgical
specialties characterized by high average hours.

Patient Care

Of the 13,670 physicians providing patient care in Wisconsin, 88% provide patient care full-time (32
hours per week or more]). For all physicians providing patient care in Wisconsin, both full-time and part-
time, the statewide average is 2090 hours of patient care annually, or 46.6 hours per week of work.
Including other professional responsibilities {teaching, research, administration) for these patient care
physicians brings the average annual hours to 2369, or 53.1 hours per week of work. Patient care
physicians age 50-54 have the highest average hours of work, with 48.3 hours per week in patient care
and 7.1 hours per week in other professional activities.

While women physicians work fewer hours per week than men, on average, the difference in Wisconsin
is smaller than frequently cited for national studies, particularly for younger age groups where there are
more women in specialties with higher average hours. Because the speciaity mix for women in younger
age groups is rapidly changing, basing FTE physician projections on historical data about work patterns
for women physicians risks underestimating the average hours for women.
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Primary Care
Of the 5599 Wisconsin-based physicians for whom only a primary care speciaity is reported in the
licensure record, there are
128 in general practice
2587 in family medicine
1892 in general Internal medicine
992 in general pediatrics or medicine-pediatrics

Analysis of our survey data on patient care hours provides an estimate of 5184 physicians in primary
care specialties who are currently providing patient care in Wisconsin. These patient care primary care
physicians reported working an average of 2314 hours annually, or 44 hours per week in patient care
and other professional activities. Primary care physicians in urban settings report slightly more time in
other professional activities {primarily teaching and research) than physicians in rural settings. In
general, however there is little difference in the hours of work reported by primary care physicians in
urban settings and those in rural settings (although rural physicians may spend more time on call.)

Of the 5184 physicians in primary care specialties who provide patient care,
3769 (73%) spend the majority of their time in office-based patient care practice. This group
averages 82.6% of their time in the office setting.
951 {18%) are hospitalists, generalist physicians who do not maintain an office practice, but are
employed by hospitals exclusively to supervise the care of hospitalized patients.
329 (6%) listed only a primary care discipline as a specialty, but report more than half their time
in office-based subspecialty practice rather than primary care practice
64 (1%) spend the majority of their time in nursing homes or other residential care facilities
58 (1%) spend the majority of their time in correctional facilities
13 (<1%) did not provide information on hours

The 3769 primary care physicians providing care available to the general public (a rate of 66.3 per
100,000} are suppiemented by physictans in other office-based speciaities who report providing a
significant amount of primary care. These specialties include OB/GYN {26% of patient care time
providing primary care}, occupational medicine {38% of time in primary care} and other specialties such
as addiction medicine, pain medicine, sieep medicine and sports medicine (25% primary care}.
Subspecialists in medicine and pediatrics, as well as psychiatrists and other specialties also report some
primary care hours, but generally no more than 10%. Overall, counting the office-based patient care
hours of primary care physicians and the primary care hours reported by subspecialty physicians, we
estimate about 3800 FTE physicians providing primary care to the general public, or a statewide ratio
about 1:1500.

Distribution and Current Shortages

Over 40% of all physicians in the state are located in greater Milwaukee and the Madison area, refiecting
the location of the state’s medical schools, medical research and concentration of tertiary and
quaternary care facilities. The rest of the state’s physicians are distributed relatively eveniy on a
regionat basis, except for northwestern Wisconsin where there are fewer cities of moderate size with
hospital facilities. Comparing access to primary care in rural and urban areas within regions, however,
yields a very different picture.

Community size | Population to primary care physiclan ratio
Population < 2500 3432:1
Poputation 2500-99599 1165:1
Population 10,000-49,999 862:1
Population 50,000 to 1 millien 974:1
Metropolitan area surrounding Mifwaukee 915:1
Miwaukee county %06:1
Executive Summary v
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In addition, primary care physician shortages in Inner-city urban areas of Milwaukee, Beloit, Kenosha
and several other cities are well documented through the Health Professions Shortage Area designation
process. As of July 2012, the Health Resources and Services Administration (HRSA) estimated that
Wisconsin needs at least 228 additional primary care physicians to reach the target population to
provider ratio of 2000:1 in rural and urban areas where shortages have been documented. For mental
health shortage areas, an additional 145 psychiatrists are needed in shortage areas to achieve the target
ratio of 10,000:1 for psychiatrists. Shortages in other specialties are less well documented, but the
survey did include a question asking respondents to indicate up to three specialties for which they or
their patients had difficulty scheduling referral appointments. Overall, 25% of physicians indicated
difficulty in scheduling referrals, with a higher percentage in rural areas (up to 38%) and jower in
suburban Milwaukee {15%). The specialties most frequently cited were psychiatry, psychology and
mental health services, dermatology, neurology, rheumatology, primary care, pediatric subspeciaities,
gastroenterology and orthopedics.

Comparison to Other States and National Estimates of Current Physician Requirements

Comparison to other studies is difficult due to variation in the basis for determination of physician FTE
and rates per 100,000, but several key studies do provide an opportunity for overall assessment of
Wisconsin's current physician supply.

The 2011 State Physician Workforce Data Book, prepared by the Association of American Medical
Colleges based on AAMC data and information from the AMA Physician Masterfile has estimates for
Wisconsin quite similar to those in this study, so provides a basis for comparison to other states.
Wisconsin generally ranks right around the median for all states in measures of overall physician supply.
For patient care physicians, however, it ranks 19", and for patient care primary care physicians the rank
rises to 14™ among states. To reach the median of the top quartile of states in the proportion of
physicians to population, Wisconsin would need 2582 additional physicians overall, including 478 in
primary care.

The December 2008 HRSA study, The Physician Workforce: Projections and Research into Current Issues
Affecting Supply and Demand, provides another means of assessing current shortages in Wisconsin.
That study was based on the assumption that health care is delivered today and into the future as it was
in the base year 2000, and that physician supply and demand were in balance in that year. Overall, for
the base year the study estimated that approximately 253 physicians per 100,000 were engaged
primarily in patient care, with 95 per 100,000 in primary care and 33 per 100,000 in medical speciaities,
55 per 100,600 in surgical specialties and 70 per 100,000 in other specialties. These ratios were used to
project physician needs through 2020 based on changing population demographics. Comparing the
projection for 2010 in the HRSA study with our 2012 Wisconsin data suggests an overall shortage of
1173 physicians, 276 in primary care and 897 in non-primary care speciaities. There are several
problems with this approach, however, including

1) The organization of health care delivery nationwide in 2000 is not necessarily an appropriate
baseline for Wisconsin and could overestimate physician requirements. With multi-specialty clinics,
the predominance of a limited number of provider organizations serving the majority of the
population, and strong primary care programs, the organization and utilization of healthcare in
Wisconsin in 2000 differed in very significant ways from healthcare in other regions.

2} The HRSA study used AMA Masterfile data. While the reliability of that database, and the skill of
researchers in using it, has improved in recent years, it is still likely that studies using the AMA data
over count the number of active physicians. If physicians were over counted in the base year when
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determining physician requirements, that could result in exaggerated estimates of shortages when
those measures are used with more accurate data for subsequent years.

One other recent study, Primary Care Physician Workforce and Medicare Beneficiaries’ Health Outcomes
by Chiang-Hua Chang, et al (JAMA, May 2011) takes a completely different approach, using physician
RVUs. (An RVU, or relative value unit, is a measure of the resources used in providing health care
services that is the basis for Medicare reimbursement and other physician compensation formuias).
Chang and colleagues documented that a higher local workforce of primary care physicians is associated
with favorable patient cutcomes. All regions of Wisconsin except the Milwaukee and Madison areas
come up well short of the highest guintile (median rate of 103.2 primary care physicians per 100,000)
identified in this study. Wisconsin's rate ranges from 29.1 primary care physicians per 100,000 in
communities of less than 2500 to 110.4 per 100,000 in Milwaukee County and 130.5 per 100,000 in the
Madison area. '

Short Term Projections of Physician Supply

Primary care physicians who will be completing residency and entering practice in 2019 have already
been selected and will begin medical schoot in the fall of 2012, For other specialties, the timeline is even
longer. What can we predict from the numbers currently in the medical education pipeline?

According to information maintained by the Association of American Medicine Colleges, Wisconsin
retains 37.8% of the graduates of its two medical schools (43.3% of UWSMPH graduates, 33.3% of MCW
graduates). For graduate medical education programs, the retention rate is 47.2%. For undergraduate
medicat education {the MD programs) and graduate medical education {residency training} combined,
the retention rate is 70.2%. While the proportion of Wiscansin medical graduates who remain or return
to practice in Wisconsin has been very steady through the years, Wisconsin’s medical schools produce
more graduates today than they did forty years ago and have further increased their entering class size
in the last several years. For the next eight years (until 2020), assuming that the same proportion of UW
and MCW graduates is retained, and that Wisconsin continues to recruit USMGs and IMGs at the same
rate as at present, the number of physicians beginning practice in Wisconsin will exceed the number
retiring. However, a projected annual population growth rate of slightly less than 1% over that period
will mean a decline in the rate per 100,000 of physicians under age 75 from 249 today to 239 in 2020.

Assuming that Wisconsin will be able to maintain the status quo in terms of recruitment of physicians
from outside the state is a risky proposition, however. As noted in the November 2011 Wisconsin
Hospital Association report, 100 New Physicians a Year: An Imperative for Wisconsin,

Reform is expected to increase the number of people with insurance by 32 milllon, or 10.3
percent of the U.S, population; those individuals with coverage, on average, use twice as many
health care services as those who do not, Wisconsin already has a high percentage of Its citizens
covered by insurance or government programs. The increased number of covered individuals is
expected to be only 120,000, or two percent of the Wisconsin population. Therefore it is likely
that there will be a much greater NEW demand for health services outside of Wisconsin than
within the state, meaning that there will be increased efforts at recruiting away Wisconsin
physicians by organizations outside the state; likewlse Is will be mare difficult for Wisconsin to
maintain its current level of in-migration of new physiclans. This means that Wisconsin must
compete at a higher level to retain its workforce,

Our detailed information on physician age can help us predict the number of retirements each year, but
we still lack good information on annual turnover and net losses to other states. Our projection is

relatively optimistic with respect to retention, assuming an annual loss of 2% to other states, but less
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optimistic with respect to the number of Wisconsin graduates who stay in the state and recruitment
from other states. We do not make any adjustment for changing lifestyle expectations of younger
physicians. Qur short term projection of physician supply shows an increase of about 670 physicians by
2020 for a total of 14,848 physicians under age 75, then a decline as retirements begin to outpace the
production of new physicians. If carried out to 2030, our projection would show about 13,618
physicians in 2030. Our projection does not take Into account the recently announced major expansion
of MCW class size and continued modest growth at UWSMPH, which will not have an impact until after
2020.

Projections of Demand

The ideal physician to population ratio in the various individual specialties is difficult to determine based
on currently available measures. Predictions of a growing national shortage of physicians in primary
care and certain other specialties apply to Wisconsin as well, but the scale of the problem for Wisconsin
remains unclear. The Wisconsin physician workforce Is younger than the national average, but the
population is older, so there will be a different balance of supply and demand pressures. Most
estimates of the number of physicians needed are based on utilization rates in the year 2000 and on
national, not state-specific, data. Many changes in the organization of healthcare delivery are
anticipated in the next few years, making estimates of demand based on past utilization patterns very
unreliable.

While we struggle to determine physician requirements for 2030 in order to design programs to address
potential shortages, it is a certainty that shortages in rural and underserved areas will persist without
programs specifically designed to recruit, train and retain students who are likely to practice in these
areas. This distribution problem will become much worse if there is greater overall pressure on supply
because we have failed to strategicaily expand training programs or are otherwise unable to recruit
enough physicians to meet the need. For the short term, the most important area for expansion is in
primary care residency positions overall, and rural residency programs in particular. Without that
expansion, Wisconsin faces increasing difficulty in attracting and retaining new graduates.

Future Research

The next few years will bring additional research, particularly on the impact of various changes in the
organization of health care delivery, that will enable us to develop a much more accurate model of
physician supply and demand under alternate scenarios. n order to apply that knowledge to Wisconsin,
‘we will need to maintain a regular program of data collection and analysis to keep our haseline
information up to date, understand what atiracts physicians to practice in Wisconsin, monitor new
developments and better inform policy development and the planning process at our academic
programs and health care organizations. Requiring a survey in conjunction with physician license
renewal that includes at least a minimum data set is a necessary first step, We will also need similar
studies of physician assistants, advanced practice nurses and other health professionals to understand
the interplay of changes in the organization of health care delivery and demand for physicians.
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Overview

This report provides information on physicians licensed by the State of Wisconsin who are professionally
active In the state, based on data provided by the Department of Safety and Professional Services {DSPS)
and a survey of physicians conducted in conjunction with the biennial MD and DO license renewal cycle
that occurred in late 2011 and early 2012.1 All physicians with who were licensed in Wisconsin as of
9/1/11, and who renewed that license by 3/15/12 are included in this report. Physicians who were first
licensed after 9/1/11 are not included.

At any given point in time, there are well over 22,000 physicians with an active license in Wisconsin. Of
these, about 68% have a Wisconsin mailing address on file with DSPS. This report refers to physicians
with a Wisconsin mailing address as “Wisconsin-based”. Of the Wisconsin-based physicians, depending
upon the time in the two-year renewal cycle, from 900 to 2000 couid be trainees in Wisconsin medical
residency and fellowship programs. Medica! school graduates must complete one year of post-graduate
training in order to be eligible for the license, so most new graduates completing their training in
Wisconsin receive their license sometime during the second post-graduate year {PGY2), usually after the
first of September.

By drawing our data at the conclusion of the license renewal period, and restricting the study population
to those who were licensed prior te 9/1/11, we minimize the number of PGY2 trainees in the study
population and assure that any physictans who have left the state since the previous license renewat
have updated their address with DSPS. in addition, based on date of medical school graduation and
specialty, we determined those individuals who were likely still trainees at the PGY3 level and above at
the time of the study. Trainees were excluded from the “active physician” population for purposes of
this study and will be reported on separately.

Our final study population includes
14,722 physicians with a DSPS address in Wisconsin
6,882 physicians with a DSPS address outside the state
21,604 physicians with an active Wisconsin license

Trainees excluded from the “active physician” population for purposes of this study
993 medical residents and fellows with a DSPS address in Wisconsin (365 completed surveys)
169 medical residents and fellows with an address in another state (67 completed surveys)
1,162 medical residents and fellows with an active Wisconsin license

DSPS data on all physicians includes degree type, date of first Wisconsin license, age, gender, medical
school, medical school graduation date, medical specialty, and mailing address (city, state and zipcode).
A survey conducted during the most recent license renewal period provides additional demographic
information, information on residency training and specialty, current practice location, practice
characteristics and future practice plans. The survey itself was not required, but each individual
renewing the license was directed to the survey. For details on development and administration of the
survey, see Appendix A.

! The license renewal period for MDs was September-October 2011 and for DOs, January-February 2012,
Overview i
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The overall response rate for the survey was 28.9% {after exclusion of trainees), including 6378 MD and
419 DO physicians. In order to assess the quality of the survey sample, we used information from a
variety of other sources, including the Association of American Medical Colleges {(AAMC), the American
Medical Association {AMA), and information provided by the Wisconsin Medical Society from its
member database. Data on all licensed physicians received directly from DSPS allowed us to do a direct
comparison on the key variables of age, gender, specialty, medical school and current location.

Respanses were determined to be broadly representative of the Wisconsin physician populationas a
whole, with a few exceptions. Compared to the total Wisconsin physician popuiation, the response rate
was slightly higher for women physicians, primary care physicians and DO graduates; the response rate
for surgeons, international medical graduates and physicians age 40-59 was slightly lower; and survey
participation was slightly lower in the Western and West Central regions. The proportion of Wisconsin
medical school graduates (both UW and MCW) was about the same in the survey sample as in the
physician population as a whole. To correct for potential over- or under-sampling of physicians with
certain characteristics, we weighted the survey resuits for age, gender, specialty and location. For details
on the weighting procedure, see Technical Notes for the 2012 Wisconsin Physician Workforce Report,
available at www ahec.wisc edufworkforce. For further information on the analysis of the survey
sample, see 2011/12 Wisconsin Physician Survey: Preliminary Report {March 15, 2012}, also available at
s shee.wise, edufworkforce,

Survey responses indicate that about 63% of the 21,604 non-trainee physicians with an active Wisconsin
license provide patient care in Wiscensin. This includes an estimated 12,936 with a DSPS address in
Wisconsin and 734 with a DSPS address outstde Wisconsin. Maost of these 734 physicians are practicing
in southeast Wisconsin (Kenosha and Walworth counties), western Wisconsin {the La Crosse area and
Pierce and St. Croix counties), Douglas County, and in communities bordering on Michigan’s Upper
Peninsula. These physicians have been included in the “providing patient care in Wisconsin” group for
purposes of our analysis.

Licensure data:

21,604 physicians licensed in Wisconsin as of 9-1-11 {excluding trainees)

14,722 Wisconsin-based physicians (68% of licensed physicians, excluding trainees)
Estimate of total patient care physicians, based on weighted survey responses:

12,936 Wisconsin-based physicians providing patient care

734 physicians in neighboring states providing patient care in Wisconsin
13,670 physicians providing patient care in Wisconsin
(63% of Wisconsin-licensed physicians, excluding trainees)

in addition, an estimated 300 physicians who reside out-of-state provide care to Wisconsin residents via
telemedicine. Another 260 maintain a Wisconsin license because they provide care in Wisconsin on an
occasional basis as a locum tenens or camp physician. These individuals who practice occasionally in
Wisconsin, or only via telemedicine, are not included in our estimate of patient care physicians in
Wisconsin. In addition, there are approximately 352 who are active as physicians in Wisconsin but do
not provide patient care, 294 who have an address in Wisconsin but provide patient care only outside
the state, and 1141 who maintain their Wisconsin license and a Wisconsin address, but are not
professionally active.

Of course, many of the estimated 13,670 physicians providing patient care may be semi-retired or in
academic practice and providing patient care only on a part-time basis. The actual hours of patient care
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and a discussion of patient care FTE are included in the sections on hours of patient care, geographic
distribution and popuiation to physician ratios.

The twa sources of physician data used in this report, the DSPS licensed physician database and the
2011/12 Wisconsin Physician Survey, provide alternate approaches to establishing a baseline for the
number of physicians in Wisconsin. The DSPS database allows us to count Wisconsin-based physicians
by specialty and break that information into age groups. Using it requires a system for identifying
primary physician specialty from the several specialty areas a physician may have listed in the licensure
record, and a system for eliminating from the count those individuals still in residency or fellowship
positions. Also it is important to note that having an “active” license does not indicate whether or not a
physician is actually fully or semi-retired from patient care. For this reason, we sometimes use a count
of physicians under age 65 or physicians under age 75 as a proxy measure for professionally active
physicians when using the DSPS data. For purposes of comparison to national and state-fevel estimates
of physician supply based on information from the AMA Masterfile or licensed physician databases, the
totals from the Wisconsin DSPS database are most appropriate.

The 2011/12 Wisconsin Physician Survey allows us to more accurately estimate the number of active
physicians, and physictans providing patient care, based on specific questions in the survey, including
hours of patient care. Using this information to arrive at more accurate estimates of active patient care
physicians in each specialty requires weighting the survey responses by age, gender, specialty and
location, as described above and in the Technical Notes. In combination with information on age, these
estimates based on the survey will allow us to make more accurate predictions of changes in the supply
of patient care physicians due te retirement or gradual reduction of patient care hours. These more
detailed estimates should be used with caution in conjunction with estimated physician requirements
based on older baseline data from sources like the AMA Masterfile. Using our estimates to project
future supply based on outdated physician requirement estimates may result in an overestimate of
potential physician shortages.

Section 1 (Demographics) draws exclusively on information from the DSPS licensure data for all
physicians to provide information on degree, gender, age, medical school location, date of first
Wiscansin license, likely residency program graduates practicing in Wisconsin and practice speciaity.
Sections 2-5 (Patient Care, Work Settings, Hours of Work, and Geographic Distribution) and Appendices
A and B use information from the Physician Survey to provide additional information on physicians
providing patient care in Wisconsin. (County-level infermation based on DSPS data only may be found in
Appendices C and D.) Sections 6 and 7 [Physician Rates and Ratios, and Shortage Areas) use both DSPS
and survey data to calculate physicians per 100,000 and population to physician ratios for the state as a
whole, for rural and urban areas and for the eleven Workforce Development Areas. Information cn
federally designated Health Professions Shortage Areas for primary care and mental health is included in
Appendix E. Additional information on rates and potential shortages in individual specialties is included
in Appendix F. Section 8 explores several different benchmarks of physician supply as well as estimates
of the number of physicians required to meet population needs, and then compares those estimates to
the current Wisconsin data. Section 9 and Appendix G provide a short-term projection of physician
supply based on information on current medical school and residency program enrollment, and
historical information on recruitment and retention. Section 10 briefly reviews the issues involved in
estimating future demand. A long-term projection will require additional research in Wisconsin and
hetter estimates of future demand than are currently available. The information in this studyis a
necessary first step, providing a deeper understanding of the current physician workforce that will assist
in developing policies and programs, solid groundwork for developing long-term projections, and a
benchmark against which to measure change over the next ten years.
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g the Number of Professionally Active Physicians in Wisconsin

Estimates based on DSPS data: Estimates Based on Survey Data:
Wiscaonsin-based Physicians Physicians Working in Wisconsin
All Physiclans | Physidans
Wi-based physicians providing providing
physicians providing patient patient care
All licensed providing patient carein in
physicians Physicians Physicians patlent care | carein Wisconsin* | Wisconsin*
Specialty based in WI | under 75 under 65 in Wisconsin | Wisconsin®* | <age75 < age b5
PRIMARY CARE 5599 5423 5058 5007 5184 5125 4923
General Practice 128 88 58 75 75 68 61
Family Medicine 2587 2547 2416 2384 2436 2405 2321
General Internal Medicine 1892 1797 1691 1686 1765 1748 1663
General Pediatrics & Med-Peds 992 991 893 861 907 904 877
MEDICINE & PEDS
SUBSPECIALTIES 1980 1912 1638 1793 1956 1933 1784
Allergy & Immunology 104 97 79 99 99 97 81
Dermatology 209 201 177 183 195 195 182
Cardiology specialties 393 371 326 359 382 371 335
Other subspecialty Internal Med 1037 1008 897 934 1046 1037 967
Subspecialty Pediatrics 237 235 209 217 233 233 220
SURGICAL SPECIALTIES 2939 2783 2411 2467 2539 2520 2373
General Surgery 526 494 428 443 446 446 416
Orthopedic Surgery 547 526 447 395 410 409 385
Other surgical subspecialties 387 363 321 346 360 360 230
Ctolaryngology 207 197 166 195 204 199 139
Urology 195 179 157 164 177 171 160
Ophthalmology 384 362 292 309 311 311 297
Obstetrics & Gynecology 693 662 600 614 632 625 596
FACILITY-BASED SPECIALTIES 2785 2719 24383 2479 2746 2723 2598
Anesthesiology 861 835 768 789 836 828 796
Emergency Medicine 723 722 681 650 788 787 762
Radiology & Nuclear Medicine 765 746 671 664 694 684 649
Radiation Oncology 88 87 76 88 107 107 97
Pathology 348 329 287 288 321 317 293
OTHER SPECIALTIES 1419 1336 1162 : 1207 1261 1235 1118
Psychiatry 731 695 582 668 582 661 577
Neurology 270 267 241 244 263 261 245
Physical Mied & Rehabilitation 220 215 205 190 198 197 193
Other patient care specialties 114 108 89 105 29 107 94
Non patient care spacialties 32 26 21
No information/ retired 52 25 24
ALL PATIENT CARE INWI

Totals may differ from sum of iters in each column due to rounding.
*Includes physicians in neighboring states who provide patient care In Wisconsin on a regular basis. These individuals are fdentifiable only In the survey
data. Therefore, the DSPS totals for all Wi-based physicians are sometimes lower than the corresponding estimates for patient care physicians working
In Wisconsin. This is frequently the case with the totals for physicians under 65.

OTHER Wisconsin-based All < age75 < age 65
Wi-based, active, but no patient care 352 314 226

WI-based, not active 1141 921 420

Wi-based, but providing patient care only in out-of-state ocation 294 278 228

ALL OTHER: ticensed in WI but not residing or providing patient care regularly in the state All < age75 < age 65
Providing patient care in person in Wl accasionally (locum tenens, etc) 260 252 216

Providing patient care only outside the state {includes telemedicine to Wi} 5578 5431 4983

Not providing patient care 309 250 144
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Sectionl.
ALL WISCONSIN-BASED PHYSICIANS: DEMOGRAPHICS
Data Source: DSPS data for 14,722 Wisconsin-based physicians. Trainees (medical residents and fellows) are not

included.

N=14,722
Exhibit 1.1
Degree
MD 94.4% Wisconsin-Based Physicians: Age and Gender Distribution
DO 5.6%
Gender
Female 28.5%
Male 68.0%
Undisclosed 3.5%
Age
Average age 50.9
75andover 3.7%
65-74 9.4%
55-64 24.4%
45-54 29.1%
35-44 2559%
under 35* 7.6% underdS 3539 A0M 4543 SOSH 5559 K064 6569 707 T9an

Please note that the under 35 group does not represent a full cohort. Many individuals age 25-34 are
still completing their medical residency training.

The number of women physicians has been increasing for some time. Younger age cohorts now
entering practice include 40-45% women physicians, compared to 13% of physicians aged 60-65. The
composition of medical school classes varies from year to year, but is now approximately 50% female.

Exhibit 1.2

pParcentage of Male and Female Physicians by Age

120%

| wwe=s female

100%

80%

60%

40%

20%

Year of Birth
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Wisconsin’s two medical schools have trained approximately 30% of the physicians currently in practice
in Wisconsin, and this proportion is quite consistent across all age groups. About 52% of physicians
graduated from other US and Canadian medicai schools, balancing the number of Wisconsin graduates
now practicing cutside the state. The remaining 18% are international medical school graduates {IMGs).

Exhibit 1.3
Medical School et sepont Locton -
uw 2380 16.2%
MCW 2187 149% o
Other US 7331 49,8 %
Canada 109 0.7%
international 2556 17.4%
No informaticn 159 1.1%

Of the other US medical school graduates, about half
graduated from schools in neighboring states:

lowa 634 4.3%
Hlinois 1,876 12.7%
Michigan 484 3.3%
Minnesota 615 4.2%

Of the international Medical Graduates, less than 10% are from Caribbean medical schools that cater to
students from the US and Canada. Over 35% are from India and Pakistan and 17% from European
medical schools. The rest are from an impressive array of countries around the globe.

International Medical School Graduates (IMG) detail

234 “Offshare” schools in the Caribbean 115 Korea, China, Japan
216 Other Central & South America 909 India, Pakistan

462 Europe 267 Philippines

102 Africa 38 other countries

209 Middle East

Exhibit 1.4
Wisconsin Physiclans, Traineas and Madical Students,
by Age and Med!cal Schoof Location
600
sunspecified

500 q B IHG-Ofshome
a 4 BEIMG
S ‘Other US & Canada
‘é 400
E 300 4
o+
&
-3
E 200

100

K 8 8 8 8 R B 8
Age
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Physicians and Trainees
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The proportion of graduates from Wisconsin’s two medical schools in the state’s physician workforce is
quite consistent through the years (see Exhibit 1.4). Analysis of DSPS information on degree granting
medical school for Wisconsin-based physicians now age 35-54 shows an average of 31% from Wisconsin
medical schools, with a range of 26% to 37%.2 For the same age range, graduates of other medical
schools in the US and Canada average 49% of each age cohort, with a range of 37% to 55%. Although
the proportion of international medical graduates is fower in Wisconsin than in other states, comparison
by age cohort shows an increasing reliance on IMGs in recent years.?

Residency Training
Data avallable from DSPS does not include location of residency training, but date of first Wisconsin

license in relation to medical schoo! degree date can be used as an indicator that an individual fikely
started residency training in Wisconsin:

Date of first Wisconsin license
less than 3 years after medical school 37.5%
{likely to have begun residency training in Wisconsin}

3-10 years after medical school 46.3%
{started practice in Wisconsin shortly after completion of residency training, or come to Wisconsin after the

PG3 year for subspecialty training or fellowship and remained to practice)

more than 10 years after medical school 16.2%
{moved to Wisconsin after completlon of residency training)

Exhibit 1.5

Wisconsin Physiclans and Trainees, by Age and Wisconsin License Issue Date
¢an Indication of propertion who started thelr residency training in Wisconsin)

[
[=]
[=]

250
200
159

100

50 B

B D D DD RGP P PP E O DL R S P D

Age

2 According to AAMC data, the retention rate (number of all active UW and MCW graduates who practice in the state) is 37.8%

overall {43.3% UW, 33.3% MCW).
3 ror Information on the number of International Medica! Graduates at U.S. medical schools, see 2011 State Physician

Workforce Data Book, Center for Workforce Studies, Association of American Medicine Colleges, November 2011.
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Graduates of UWSMPH and MCW account for 54% of those practicing in Wisconsin today who were licensed
within three years of recelving thelr medical degree. About 40% of those licensed within three years of their
degree date are graduates of other US medical schools. The rest are international medical graduates who
completed a residency in Wisconsin. Most IMGs practicing in the state today appear to have been recruited after

completion of the first three years of residency in another state.®

Exhibit 1.6

Date of First Wisconsin License, by Medial School Location

Date of first Wisconsin license Medical School
UWSHPH MW Other US | Offshore IMG Other IMG Unknown Total

Less than 3 years after medical
school {likely to have started
residency in WI) 1459 (61%) | 1536 (70%) 2280 {31%) 107 {46%) 76 ( 3%) 61 (38%) | 5519 (37.5%)
3-10 years after medical school 844 {35%) 599 (27%) 3938 (53%) 117 (509%) | 1260 (54%) 53 {33%) 6811 (46.3%)
More than 10 years after
medical school 77 (3%) 52 [ 2%) 12272 (6%} 10 {4%) 986 {42%) 45 (28%) 2392 (16,2%}

2380 {100%) 2187 {100%) 7440 {100%) 234 (100%) | 2322 (100%) | 159(i00%) | 14722(100%)

Practice Specialty

The practice specialty indicated in the D3PS record was used for grouping physicians by specialty. DSPS
provides a set of standard speciaity desighations to choose from, and physicians are prompted to
update their list of specialties at the time of license renewal. The DSPS data does not include an
indication of principal specialty where several are listed, so a set of coding rules was developed to group
the specialty information and the results were checked against information available for the survey
population.

Physicians who listed general practice, family medicine, general internal medicine, general pediatrics,
med-peds or geriatrics as their only speciaity were counted as primary care. If an additional subspecialty
concentration was listed, the individual was counted as subspecialty. Physicians who completed the
survey reported hours of patient care, including an estimate of weekly hours in office-based primary
care and office-based specialty care. This information was used to confirm that the coding scheme used
for the DSPS-identified specialty correctly separated the primary care from specialty care physicians.

The balance of the specialty coding was relatively uncomplicated. For further details on the coding of
specialties from the DSPS data, see the Technical Notes document.

Exhibit 1.7

Physklan Speclalties

Brimary Care
3%

Srgery & Surghcal
Subspeciaties
15%

Subspecly Nedero &
Fedatrics
14%

*For a list of ACGME residency and fellowship positions in Wisconsin as of December 2011, see supplemental materials to this
report at wwwwaheowise eduSworkforee

Section 1: Demographics 8

52




Exhibit 1.8

All Physfcians Licensed in Wisconsin, by Speciaity

Wisconsin Physician Workforce Report, October 2012

Cross-discipline specialties
Many physicians listed a number of additional areas of expertise not captured in the basic practice specialty

information. Physicians are not specifically asked about each of these areas when renewing their license,
but may select them as their only specialty, or (more likely) in combination with any of the other specialties

listed above.
Wi- Out of
hased State
405 173 | Academic Medicine
a5 100 { Administrative Medicine
i1 29 | Aerospace/Aviation Medicine
46 13 | Alcoholism & Chemical Dependency
6 5 | Genetlcs
100 57 | Geriatrics
15 10 | Hyperbaric Medicine
5 1 | institutional Medicine
97 75 | Occupaticnal Medicine
121 21 | Pain Medicine
66 74 | Preventive Medicine/Public Health

Section 1: Demographics

Wi- | Outof Wi- Out of
based | State hased State
5599 1685 PRIMARY CARE 2785 2148 FACILITY-BASED SPECIALTIES
128 68 | General Practice 861 433 | Anesthesiology
2587 758 | Family Medicine 723 419 | Emergency Medicine
1892 603 | General Internal Medicine 765 924 | Radiology & Nuclear Medicine
992 246 | General Pediatrics & Med-Peds 88 79 | Radiation Oncology
MEDICINE & PEDS 148 293 | Pathology '
1980 1001 SUBSPECIALTIES 1419 744 OTHER SPECIALTIES
104 43 | Allergy & immunology 731 322 | Psychiatry
209 84 | Dermatology 270 172 | Neurology
393 262 | Cardiology specialties 220 91 | Physical Med & Rehabflitation
1037 486 | Other subspecialty Internal Med 114 67 | Other patlent care speciaities
237 126 | Subspecialty Pediatrics 32 44 | Non patient care speciaities
2939 1314 SURGICAL SPECIALTIES 52 48 | No information
526 221 | General Surgery 14722 6882 | TOTAL
547 253 | Orthopedic Surgery
387 254 | Other surgical specialties
207 93 | Orolaryngology
195 91 | Urology
384 169 | Ophthalmology
693 233 | Obstetrics & Gynecology
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Specialty Distribution; Degree Type
Proportionally more DO physicians choose to go into family medicine and emergency medicine, but

otherwise the distribution of speciaities is quite similar for MDs and DOs, reflecting the fact that DO
graduates are subject to the same market factors and lifestyle preferences as MD graduates. A higher
proportion of International Medical Graduates choose internal medicine {both general and subspecialty)
than US medical graduates, but IMGs are aiso distributed throughout the other medical specialties.

Exhibit 1.9
Specialty Distribution by Degree Type
UWSMPH % of Other % of Other

Specialty & MCW Wi MDs UsSMD Us MDs DO % of DOs MG % of IMGs
Primary Care’ 1818 39.8% 2230 32.9% 422 51.5% 1129 A44.2%
Subspecialty Medicine &
Subspecialty Pediatrics 338 7.4% 783 11.6% EL 4.6% 508 19.9%
Other Medical Specialties” 104 2.3% 179 2.6% 8 1.0% 22 0.9%
Surgical Specialties’ 728 15.9% 1308 19.3% 71 8.7% 139 5.4%
Obstetrics & Gynecology - 208 4.6% 3168 5.4% 49 6.0% 68 2.7%
Anesthesiology 359 7.9% 260 3.8% 39 4.8% 203 7.9%
Emergency Medicine 246 5.4% 362 5.3% 85 10.4% 30 1.2%
Radiology& Radiation
Oncology 294 6.4% 458 6.8% 29 3.5% 72 2.8%
Pathology 95 2.1% 168 2.5% 3 0.4% 82 3.2%
Psychiatry 21 4.8% 354 5.2% 21 2.6% 135 5.3%
Neurology 48 1.1% 122 1.8% 15 1.8% 85 3.3%
Physical Medicine & '
Rehabilitation 64 1.4% 85 1.3% 22 2.7% 49 1.9%
Other patient care 19 0.4% 57 0.8% 15 1.8% 23 0.9%
All other 25 0.5% 45 0.7% 3 0.4% 11 0.4%
Total 4567 100.0% 6779 100.0% 320 100.0% 2556 100.0%

Primary Care: General Practice, Family Medicine, General Internal Medicine, General Pediatrics, Med-Peds, Adolescent Medicine and Geriatrics.
‘Other Medical Specialties: Allergy & Immunology, Dermatology
*Surgical Specialties: General Surgery, Orthopedics, other surgical subspecialties, and ENT, Urotogy, and Ophthalmology.

Exhibit 1.10

Degree Type by Specialty

£ UWAMCW MDs B Other US MO - DO degren 1 infernalional Nedical Graduaies
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Specialty Distribution: Female Physicians
Although certain fields attract more female physicians, the increasing number of women physicians is
evident in all specialties.

Exhibit 1.11
Percent Female for Selected Specialties, by Age Group

All Ages Age 60 or older Age 50-59 Age 40-49 Age 30-38
Famlly Medicine 35,2% 10.5% 26.3% 45.6% 58.7%
General Internal Medicine 31.7% 10.7% 31.5% 41,4% 36.3%
General Pedlatrics 56.5% 26.5% 51.9% 66.5% 65.9%
All Primary Care 37.8% 13.0% 31.8% 47 8% 52.3%
Subspectalty Medicine 21.5% 7.4% 18.6% 27.6% 38.3%
Subspecialty Peds 37.6% 15.2% 32.2% 43.2% 57.0%
0B/Gyn 49.8% 200.5% 46.0% 58.3% 76.7%
General Surgery 17.4% 3.3% 9.0% 24.8% 37.1%
Other Surgical Speclalties 9.9% 3.0%% 8.7% 12.7% 20.5%
Emergency Medicine 17.3% 9.3% 15.1% 18.5% 22.0%
Psychiatry 34.2% 19.7% 37.7% 42.8% 48.5%
Anesthesiology 24.3% 15.1% 22.5% 30.5% 27.0%
Radlology 16.0% 5.7% 12.8% 22.9% 21.4%
Other Patient Care 28.8% 12.0% 30.3% 33.6% 42.0%

Exhibit 1.11

Parcent Female Physicians In Each Specialty, by Year of Birth

8% T
% |
8% ¢
5% 1

40%

¥

1%

0% R ; : 7
before 1937 193342 1943-47 1948-52 1953-57 1958-62 1863-67 1968-72 197317 sine 1977
Year of Birth

-2~ Primary Cane (38% fema'e} - Subspecialty Mediona & Peds {23% fema’s) 08/Gyn (50% fema’e)

~3- Genersl Surgery {17% fema'e) s Ohher surgical speciakies {10% female} -4~ Emergency Medidne (18% female}

—+— Psychistry {34% feme'e) ~-= Anesthesilogy 24% femaie) o Radiobogy (17% female)

© - Other-Pt Care {29% female)
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Section 2,

PATIENT CARE PHYSICIANS

Data Source: 2011/12 Wisconsin Physician Survey

The next several sections present information on patient care physician hours of work, geographic
distribution, physician rates per 100,000, and population to provider ratios based on results of the
2011/12 Wisconsin Physician Survey. A complete summary of resuits of the survey may be found in
Appendix A,

The 2011/12 Wisconsin Physician Survey included a section of questions about hours of patient care by
work setting that allowed us to clearly identify primary care physicians, as well as provide detail on work
patterns of all physicians providing patient care in Wisconsin. Based on responses to the survey, 13,670
physicians, or 63% of all Wisconsin-licensed physicians, provide patient care in person in Wisconsin.

Exhibit 2.1 Survey Questions on Hours of Work

A. In the previous twelve months, how many weeks did you wark providing patient care at locations in Wisconsin?

B. Durlng the weeks that you worked in the past year, how many hours per week, on average, did you spend on
patient-related care* at all Jocations where you practice in Wisconsin, Include on-call time only to the extent you
were actually engaged in patient care or coordination.

Hours per week
Hospital inpatlent care
Emergency room
Primary care** in the officefoutpatient setting
Specialty care in the office/outpatient setting
Telemedicine consults
Seeing patients in nursing homes and other non-hospital extended care facilities

Seeing patients in their own homes
See patients in correctional facilities
All other patient-related care activities

TOTAL

* Patient-reloted care Includes clinical practice, related office work, communications with hospitals/physicians
regarding patients and other related activities.

*+ Primary care is defined as providing first contact ond continuing care, including basic or initial diagnosis and
treatment, health supervision, management of chronic conditions, preventive health services, and
appropriate referraifs).

C. Are you involved in any of the following professional activities? {check all that apply}
Research
Teaching-classroom
Teaching —clinical setting
Administration in a private practice
Administration in a medical school, hospital, health plan or nursing home
Medical examiner
Board of health, Medical adviser to other public or community agency
Other {specify

D, During the previous twelve months, abhout how many hours per week, on average, did you spend in all these
other professional activities?

Responses were limited to a maximum of 126 hours per week,

Sectfon 2: Patient Care Physicians 12
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Section 3.
PATIENT CARE PHYSICIANS: WORK SETTING
Data Source: 2011/12 Wisconsin Physician Survey

Exhibit 3.1
Distribution of Hours of Patient-related Care, by Setting b e e Hers by St
. Wi-based Non Wi-based*
{12,936) {733} Nursiog Home
Y o Vam
Hospital 31.4% 34.6% %
Emergency Reom 6.5% 18.6%
Office-based Primary Care 27.9% 11.9% =%
Office-based Specialty Care 25.9% 29.6%
Telemedicine 0.5% 0.9%
Nursing Home or Extended Care Facility 1.2% 0.4%
Home Visits 0.2% 0.4% o
Corrections 0.6% 12% D ey
Other Pt Care 5.9% 2.4% OFce based %
ngxcyg

As part of the process of developing coding rules for grouping physicians by specialty based on the
information in the licensure database, we analyzed the information provided by survey respondents
under age 75 on weekly hours of work by patient care setting. This analysis confirmed that the coding
rules were correctly distinguishing primary care from subspecialty care physicians, and provided
information on work setting for other physician specialties.

Exhibit 3.2 :
Allocation of Patient Care Time by Care Delivery Setting for Individual Specialties

Portion of weekly patient care hours in each setting

Office-Based  Office-Based Other
Emergency  Primary Speclalty Tele- Nursing  Home  Correctlons patient-
Specialty C H visits Facilities related

Primary care specialties
Family Medicine and
General Practice

General Internal Medicine and
Geriatrics*

General Pediatrics, Adolescent

Medicine, and Med-Peds*

Other specialties reporting 20%
primary care or more

Obstetrics & Gynecology

Occupatlonal Medicine

Other patient care specialties**
Other medical specialties

Subspecialty Medicine [5.34% . .

Subspecialty Pediatrics - 55% 3% 6% A 1% 1% <% . 7%

Allergy & Immunalogy 3% . 9% il g3% 1% . . . 4%
Dermatology 1% <1% 18% 0 76% A% <% . . 4%
Neurology ./ 24% 2% 4% e 1% 1% . . 5%
Physlcal Medicine & R
Rehabilitation 1% 4% iU 5% <1% 3% . . 2%
Psychiatey 1% 14%  iilvAas 1% 2% <1% 5% 3%
Section 3: Patient Care Physicians — Work Setting 13
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Exhibit 3.2 [continued)

Specialty
Surgical specialties
General surgery

Neurosurgery, Plastic, Thoratic,
& Cardiovascular

Crthopedic surgery
Urology
Otolaryagology

Ophthalmology
Factlity-based support
specialties

Emergenty Medicine
Anesthesiclogy

Radiology & Nuclear Medicine
Pathology

Radiation Oncofogy

*Since the DSPS data does not have a hospitalist category, a number of

Wisconsin Physician Workforce Report, Qctober 2012

Portion of weekly patient care hours in each setting, by specialty

Inpatient

1%

81%

son
A%
3%

Emergency
R

88%
<1%
6%

Office-Based
Primary
Car

4%
1%
4%
3%
5%

Office-Based

Specialty

2%

12%

Tele-

%
FERRERAL. ) b . . . .
internal medicine and pediatric hospitalists will be included in

d

<1%
<1%
4%

Nursing

<1%

1%
<1%
<1%

Home

1%

Other

iliti

<1%

Corrections  patient-

lated

4%
4%
7%
32%
1%

the primary care internal medicine and pediatrics group and may account for most of the inpatient hours reported for those groups.
**Qther patient care specialties inciude Addiction Medicine, Alternative/Integrative Medicine, Medical Genetics, Pain Medicine,
Sleep Medicine, and Sports Medicine, if listed as the principal specialty.

Exhibit 3.2 is based on averages over each specialty group. Closer examination of the patient care hours
by work setting reporied by those classified as primary care allows us to differentiate hospitalists and
residential facility-based primary care physicians from those who provide office-based care for the

general population. Group 1 in the table below accounts for 39% of the total office-based primary care

hours for primary care physicians as a whole and 82% of all office-based primary care hours reported.

Exhibit 3.3

Weekly Patient Care Hours by Setting for Primary Care Physicians
Portion of weekly patient care hours in each setting

Primary care physicians*

Inpatient

Emergency
Room

Office-Based
Primary

Office-Based
Speclalty
Care

Tele-
medicine

Mursing
Homes

Home
visits

Corrections
Facilities

Other
patient-
related

Group 1: majority of patient
care time reported in office-
based primary care

[3769 primary care physicians]

7.9%

2.0%

Care

gD 6o

0.6%

0.2%

0.1%

4.3%

Group 2: majority of time
providing care in nursing homes
or other residential facilities
[64 primary care physicians]

1.7%

0.0%

3.0%

0.3%

0.0%

2.2%

68.0%

0.2%

137%

0.0%

i3.2%

Group 3: majority of time
providing care in correctional
facilities

[58 primary care physicians]

0.0%

3.1%

0.0%

0.1%

0.0%

6.1%

Group 4: Primary care
physicians who also have affice-
based subspecialty practice
[329 primary care physicians]

0.0%

3.0%

0.0%

U g5.4%

0.2%

1.1%

0.3%

0.0%

11.4%

Group 5: majority of patient
care hours regorted in hosgital
or emergency room

[951 primary care physicians]

Cag.0%

U 38.1%

0.5%

T gee

0.8%

1.0%

0.3%

0.3%

0.0%

0.0%

2%

* Primary care physician total of 5184 includes 13 who did not providz information on hours, Number of physicians in each group Is estimated based on
weighted survey results. Primary care spectalties are as listed in Exhibit 3.2,

Section 3: Patient Care Physicians — Work Setting
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Section 4.
PATIENT CARE PHYSICIANS: HOURS OF WORK
Data Source: 2011/12 Wisconsin Physician Survey

Of the 13,670 physicians providing patient care in Wisconsin, 88% provide patient care fulltime {32

hours or more per week). For all physicians providing patient care in Wisconsin, both fulltime and
part-time, the statewide average is 2090 hours of patient care annually. The average annual hours and .
hours per week worked is lower for the 734 physicians based in other states who provide care in person
in Wisconsin. Physiclans were asked to report only patient care hours in Wisconsin. The group of
physicians based outside Wisconsin includes a higher proportion of subspecialty medicine and other
hospital-based specialties such as emergency medicine and anesthesiclogy.

Exhibit 4.1 Summary: Average Weekly and Annual Hours of Work

Non Wi-based* Average Patient Gare Hours per Waak: Al Physiclans

Wi-based Wi hrsfyr Combined ""l‘m‘f‘“:f'f
[N=12,936) {N=734} {N=13,670} 8y
Average patlent care hours
worked in the past year 2142 hrsfyr 1171 hrsfyr 2090 hrsfyr
Average hours/weekin
patlent-refated care  47.2 hrsfwk 36.0 hrsfwk 46.6 hrsfwk i 3"’4""2‘:"‘“"
Total hours worked, patient
care and other professional
responsibilitles 2430 hrsfyr 1306 hrsfyr 2369 hrsfyr
Average total hours/week, all
professional responsibilities 53.8 hrsfwk 41.4 hrsfwk 53.1 hrsfwk

*Based in a neighboring state and providing patfent care in Wisconsin

Exhibit 4.2 Hours and Weeks Waorked, Patient Care Physicians

Number

of

physiclans Hours per

providing week in Number of Hours per Total Hours

patient Hours per other weeks Hours per year other per Year, all

carein week in professional | worked per | year of professional | professional

Wisconsin patient care | activitles year patient care | activities activities
Under 35 1140 8% 49.3 46 38.0 1890 158 2048
Age 35-39 1839 [ 13% 47.0 7 42.8 2028 289 2317
Age 40-44 2195 | 16% 48.2 6.9 45.1 2156 299 2455
Age 45-49 2094 | 15% 47.5 6.6 45.4 2194 285 2479
Age 50-54 2348 | 1% 483 71 45.6 2241 314 2555
Age 55-59 1887 | 14% 46.4 7 457 2156 309 2465
Age 60-64 1276 9% 45.4 5.9 45,5 2098 269 2367
Age 65-69 557 4% 38.9 5.6 43.9 1767 244 2011
Age 70-74 195 1% 29.6 44 £0.5 1281 182 1463
QOver 75 139 1% 20.2 3.3 35.0 792 129 921
All physiclans 13670 | 100% 46.6 6.5 44.2 2090 279 2369
Exhibit 4.3 Hours and Weeks Worked, Primary Care Physicians, by Community Size
Rural* 1505 29% 47.5 4.7 44.6 2131 203 2334
Urban 3679 71% 46.1 7.1 43.8 2003 303 2306
All 5184 | 100% 46.5 6.4 44.0 2040 274 2314

*Communities of less than 50,000, not a suburb. See section on geographic distribution for details on rural designation.
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Exhibit 4.4

Avarage Hours per Year, by Age and Gender

2500

2000

- male physicians, patient care

Hours per Year
I
(%]
o
<]

1000

=== female physician, patient care

alt physicians, patient care

500

—>¢== all physiclans, patient care & other
professional responsibllities

Under 35 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75+
Age

The AAMC Center for Workforce Studies 2006 report [AAMC, 2006] identifies the age 50-54 cohort as having the
highest average patient care hours (about 55 hours/week). Based on work by Watson et i, [Health Affairs, 2006],
the AAMC report presents a scenario based on the assumption that each age cohort would maintain its distinctive
pattern of work hours over time: the older cohorts will work longer hours later into their career than earlier
generations, and “the desire on the part of younger generations of physicians for a work-life balance will lead to
fewer work hours than physician cohorts of the past.” ’
Our data also shows the group age 50-54 with the highest average annual hours. However, our survey was done
five years after the AAMC survey, so the 50-54 age group is a different cohort of individuals {five years younger),
suggesting that hours worked may be function of maturation in a career and other economic factors, as well as the
particular work-life balance sought by each age cohort.

Male physicians in the 2006 AAMC study reported approximately 46 hours per week in patient care activities,
while female physicians reported 38.6 hours per week. Our data shows a much smaller gender difference and
higher average patient care hours per week for both: 47.5 hours per week for male physicians and 44.7 hours per
week for female physicians. The difference in total average hours for male and female physicians may be
narrowing as the proportion of women increases in the specialties with higher average hours. The relationship
between age, gender, speciaity and hours worked is complex and an important area for further study in order to
more accurately project future physician FTE. Exhibit 4.5 includes information on the hours for male and female
physicians by specialty. Additional detail on age, gender and speciaity differences in hours of work, from the
Wisconsin Physician Survey data, may be found in Appendix B.
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Exhibit 4.5 Average Hours of Work per Week, by Specialty

Average hours per | Female physicians: | Female physicians:
Average hours week - al! annual patient average total annual
per week - professional care hours as % of heurs as % of male
Speclaity patient care activities male hours hours
General Practice and
Family Medicine’ 45,7 51.1 92% 91%
General Internal Medicine’ 49.8 57.2 80% 31%
General Pediatrics/Adolescent
Medicine & Med-Peds 42.4 49.7 94% 36%
Internal Medicine-Cardiology 54.7 63.6
Other Subspecialty Medicing’ 46,7 55.0 89% 89%
Subspectaity Pediatrlcs 46.8 61.4 100% - 94%
Allergy & Immunology 45.6 56.6
Dermatology 36.7 41.3
Generaf Surgery 55.7- 62.6 87% 104%
Orthopedic surgery 49.1 54.8
Other Subspecialty Surgery’ 53.7 58.0
Otolaryngology 46.4 50.1
Urology 49.6 53.3
Qphthalmology 36.1 42.2
Obstetrics & Gynecology 52.2 57.5 92% 87%
Emergency Medicine 38.8 44.7 87% 85%
Psychiatry 41.0 47.1 101% 92%
Anesthesiology 52.2 58.8 92% 92%
Radiology 48.3 52.8 99% 98%
Radiation Oncology 44,7 52.1
Pathology 43.7 52.1 113% 111%
Neurology 47.7 54.1 88% 87%
Physical Medicine &
Rehabilitation 42.9 48.5 24% 106%
Other Patient Care Speclalties® 435 46.9 79% 87%
All Physicians 46.6 53.1 91% 80%

Source: 2011/12 Wisconsin Physician Survey.

1 Gerlatrics is included in both family medicine and general internal medicine depending upon the physician’s principal specialty.

2 Other Subspecialty Medicine includes Endocrinclogy, Gastroenterology, Hematology/Oncology, Immunology/infectious Diseases,
Nephrology, Oncolegy, Pulmonary Medicine, and Rheumatology

* Other Subspecialty Surgery includes Neurosurgery, Plastic Surgery, Thoracic and Cardiovascular Surgery and Peripheral Vascular
Surgery.

% Other Patient Care Specialties include Addiction Medicine, Alternative/Integrative Medicine, Medical Genetics, Pain Medicine, Sleep
Medicine, and Sports Medicine, if listed as the principal speciaity.
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Section 5.

GEOGRAPHIC DISTRIBUTION

The distributions presented below assume all of a physician’s time is in the same region or size of
community as the principal place of work. In reality, however, physicians in some specialties often
travel to many different focations, in different counties, to provide care. This is especially true of
psychiatrists and other specialists working with public health agencies to provide services to special
populations. Distribution of physicians by region and distribution by community size (rural and urban)
are summarized below.

WISCONSIN WORKFORCE DEVELOPMENT AREA {WDA) REGIONS

The state’s Workforce Development Areas serve well for regional data summaries because individually
or in combination they approximate the areas served by Wisconsin’s major health care provider
organizations. Two regions, Milwaukee and the South Central region, account for over 40% of all
physicians in the state based on primary place of work, reflecting the location of the state’s two medical
schools, medical research and concentration of tertiary and quaternary care facilities.

Region 1: Kenosha, Racine, Walworth

Region 2: Milwaukee

Region 3: Washington, Ozaukee, Waukesha

Region 4: Calumet, Fond du Lac, Green Lake, Outagamie, Waupaca, Waushara,
Winnebago

Region 5: Brown, Door, Florence, Kewaunee, Manitowoc, Marinette, Menomineg,
Oconto, Shawano, Sheboygan

Region 6: Adams, Forest, Langlade, Lincoln, Marathon, Oneida, Portage, Vilas, Wood
Region 7: Ashland, Bayfield, Burnett, Douglas, Iron, Price, Rusk, Sawyer, Taylar,
Washburn

Region 8: Barron, Chippewa, Clark, Dunn, Eau Claire, Pepin, Pierce, Polk, St. Croix
Region 9: Buffalo, Crawford, Jackson, Juneau, La Crosse, Monroe, Trempealeau, Vernon
Region 10: Columbia, Pane, Dodge, Jefferson, Marquette, Sauk

Region 11: Grant, Green, lowa, Lafayette, Richland, Rock

Exhibit 5.1

Distribution of Physicians by Reglon
{based on place of work address)

30.0% -

25.0% -

all patient care physidans
20.0%

* primary care patient care physicians only
15.0%

10.0%

5.0%

0.0%
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RURAL AND URBAN AREAS

Judging from the WDA regional totals, with the exception of WDA Districts 2 and 10 (Milwaukee and
Madison areas), and District 7 in northwest Wisconsin, the distribution of physicians would appear to be
relatively even throughout the state. However, when we look separately at urban and rural areas, a
very different picture emerges, particularly in Regions 5, 6 and 7 across the northern tier of counties.

: Whsontin AHEC :
Rura] Classification by Zipe

Rural-urban codes used by Wisconsin AHEC Identify communities or zipcode
tabulation areas {ZCTAs) based on census data for the size and population density
of that place or zipcode area. This classification system is Intended to address
problems arising from the application of the OMB metropolitan designations to
entire counties, including large areas of these counties that have lower
population density and are largely rural in character. The AHEC codes also do not
incorporate patterns of commuting to work from rural areas to metropolitan
areas as the Rural-Urban Commuting Area (RUCA} codes do. A system focused on
commuting patterns Is not necessarily the most useful way to think about
delivery of healthcare in local communities.

R1 = Rural area with no population center greater than 2,500

R2 = Rural area with population center 2,500 —9,99%

R3 = Rural area with population center 10,000 — 49,999

Urban = Urbanized areas with population nucleus of 50,000 up to 1 million

Large Metro = Urbanized areas of 1 million or more (i.e., the Milwaukee metro areal.

i ; Within the Milwaukee Metropolitan Area, the codes distinguish between

e SRR Milwaukee county itself and surrounding metropolitan area.

For more Information, see wwww.ahecwisc.edu/workforce,

Exhibit 5.2
Distribution of Physiclans by Community Size
{based on place of work address)
50.0%
45.0%
@ population
40.0% # all patlent care physlcians
35.0% : primary care patient care physidans enly
30.0%
25.0%
20.0%
15.0%
10.0%
5.0%
0.0% ]
Rural § Rural 2 Rural 3 Urban 1 City of Mlilwaukee & Mitw
Pap. <2500 Pop. 2500-999% Pap. 10,006-49,999 Pop. Center 250,000 tletro Area > 1 million
Fxhibit 5.3 Urban-Rural Physician Distribution by Degree Type
Degree Type us MD 0o MG
{N=190,610) {N=019} (N=2141)
Place of Work Community Size
R1: Pop <2500 3.2% 3.4% 1.69%
R2: Pop 2500-9999 8.2% 10.2% 5.9%
R3: pop 10,000-49999 10.1% 15.0% 12.4%
Urban 1: Pop 50,000 to 1 million 45.4% 44.2% 39.5%
Urban 2; Milwaukee Metro Area 9.8% 8.9% 8.2%
Urban 3: Milwaukee 23.3% 18.2% 32.5%
Total 100% 100% 100%
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D.0. physicians are only slightly more likely to be located in rural areas than MD physicians.
International Medical Graduates are more likely to be located in large urban areas {see Exhibit 5.3).

COUNTY-LEVEL DATA

The 2011/12 Wisconsin Physician Survey responses were not sufficient to support a county-by-county
analysis of physician supply, but we do have a county-level breakdown for all physicians using the
maifing address on file with DSPS. By including only physicians under age 65, we can provide an
approximation of the overall physician FTE and the primary care physician FTE serving a county. Please
see the table in Appendix C.

Clinical facilities in areas with a shortage of physicians have difficulty providing training opportunities for
students while meeting the needs of their patients. At the same time, several federal programs
emphasize the importance of providing training opportunities for students in underserved areas.
Wisconsin has some underserved counties where physicians and health care facilities do an exceptional
job of providing health professions training opportunities. There are also some areas with higher
physician rates per 100,000 that may have the capacity for providing more training opportunities than
they do at present. Appendix D provides county-level information on the percentage of survey
respondents who reported participating in health professions training activities.

Section 6.

PHYSICIAN RATES AND RATIOS

Two measures are commonly used te compare the number of health care providers in service areas,
regions and nationally: the rate per 100,000 and the population to provider ratio. While these are
reciprocal measures, they are used in different ways in the literature. For convenience, Exhibits 6.1
{statewide data} and 6.2 (data by region and by community size) show both measures.

Using 2010 census figures for Wisconsin and DSPS data on all physicians with an active license, the
overall rate of physicians per 100,000 is 258.9, but that rate varies from a low of 63.2 in rural
communities to a high of 497.2 in the Milwaukee metro area. Using survey responses to identify
physicians providing patient care, the rate for patient care physicians in Wisconsin is 240.4, and for
patient care primary care, the rate is 91.1. The rate for patient care primary care physicians varies by
community size from a low of 29.1 physicians per 100,000 in small rural communities to a high of 110.4
in Milwaukee. Similarly, regional comparisons show lower rates in regions that are more rural and
higher rates in regions that include major medical centers, ranging from a low of 54.0 in the Northwest
region to a high of 130.5 in the South Central region, which includes Madison. It is important to note
that the rates vary considerably within regions, especially in the northern tier of counties in WDA
regions 5, 6 and 7.

The population to provider ratio is based on full time equivalent (FTE) physicians, with FTE based on a
specific calculation of patient care hours. Exhibit 6.1 shows two different FTE calculations: head count
and standardized FTE. For the head count FTE the number of physicians equals the number of FTE
physicians, with one FTE as the average physician hours worked per week in 2011. Using the headcount
FTE, our estimate of Wisconsin’s population-to-physician ratio is 386:1 for all professionally active
physicians. For physicians providing patient care, the ratio is 416:1. For primary care physicians only
{family medicine, general internal medicine and pediatrics), the estimated ratio for Wisconsin is 1097:1,
ranging from 3432:1 in rural communities with population less than 2500 to 862:1 in communities of
16,000 to 50,000 population.
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The standardized FTE calculation is based on one FTE = 40 hours per week or more, For purposes of the
Health Professions Shortage Area (HPSA) designations, the Health Resources and Services Administration
(HRSA) defines one physician FTE as 40 hours a week or more. Part-time practice is counted at a rate of 4
hours = .1 FTE. The National Health Service Corps uses a similar standard to define full time practice: 40
hours per week for 45 weeks, or a minimum of 1800 hours per year. Using that standard, Wisconsin's
effective physician FTE is 11,648 physicians {including 4432 in primary care} and the effective population-
to-physician ratio for the state as a whole becomes 488:1. The population to patient care primary care
physician ratio would be 1283:1. it is important to note that hospitalists are not separately identified as a
specialty and usually end up included in the primary care count of general internal medicine physicians
{see further information in Section 3 and Exhibit 3.3). If we eliminate hospitalists and count office-based
primary care hours only, the effective primary care FTE is reduced to 3869 primary care physicians and
the overall population to PCP ratio for the state would be about 1509:1.

Exhibit 6.1 Physician Rates and Popufation to Physician Ratios for Wisconsin

Rate, Population to Population to
physicians physician ratio physician ratio
per 100,000 head count* standardized FTE**
Population, 2010 census 5,686,986
Wisconsin-based physicians 14,722 258.9 386:1
Wisconsin-based physicians under age 75 14,173 2492 401:1
Physicians providing patient care in Wisconsint 13,670 240.4 416:1 488:1
Patient care primary care physicianst 5184 91.1 1097:1 1283:1
Patient care primary care — office-based care onfy*** 3769 66.3 1509:1 1741:1

*Head count: average patient care hours per year as reported on 2011/12 Wisconsin Physician Survey = 2030 hours.
*+Standardized FTE: 1 FTE = 40 hours/week or more; minimum 1800 patient care hours/year. 4hrs =0.1 FTE
tPatlent care totals incude physicians based in nelghboring states who provide patient care in person in Wisconsin on a regular basls.
#++Excludes primary care physicians practicing as haspitalists, and those in nursing homes, corrections or other facility-based care.

Exhibit 6.2 presents the physician rates and ratios for the geographic areas described in Section 5 above,
These calculations assume that all of a physician’s time is in the same region or size of community as the
principal place of work. Some physiclans travel to many different locations, in different counties or
regions, to provide care.

Exhibit 6.2 Physicians per 100,000 and Population to Physician Ratio by Region and Community Size

Total population All Wisconsin- | Patient Care Patient Care Patlent Care Primary Care | Primary Care | Primary Care
Based Physicians* Physicians* Physicians* Patlent Care patient Care | Patlent Care
2010 US Census Physicians: Physicians* Physicians® Physitians*
By DSPS By principal Rate per Ratio®: By principal Rate per Ratio™
Address {could | place of work | 100,000 Poputation ta | place of work | 100,000 Population to
be residence {based on By principal Physician [based on By principal Primary Care
or place of waeighted place of woerk welghted place of Physician
work)* results of results of work
survey) All patient All patient survey) All patient All patient
care settings | care sattings care settings | care settings
Wisconsin 5,686,986 14,722 13,670 240.4 416:1 5184 91.1 1,097:1
per 100,000 per 100,000
Rural fUrban
Rurall-
pop. <2500 966,501 {17.0%} 611 (4.2%) 397 {2.9%) 41.1 2432:1 282 29.1 3,432:1
Rural2 -
pop. 2500-9999 719,750{12.7%) 1,039 {7.1%} 1,083 (7.9%} 150.4 665:1 618 5.8 1,165:1
Rural 3 -
pop. 10,000-49,999 521,776 ( 9.2%) 1,366(9.3%) | 1,449 (10.6%) 2777 360:1 606 116.1 862:1
Urban 1~
pop. 2 50,000 2,064,906 (36.3%) | 6,503 {44.2%) | 6,062 (44.5%) 293.6 34101 2120 102.7 974:1
Urban 2 - Milw Metro 466,223 ( 8.2%) 2,318 {15.7%) 1,306 {9.6%) 280.2 357:1 509 109.3 915:1
Urban 3 - City of Milw 947,830 (16.7%} 2,885(19.6%) | 3,339{24.5%) 352.3 284:1 1046 110.4 206:1
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Exhibit 6.2 {continued)
Total population All Wisconsin- | Patient Care Patient Care Patient Care Primary Care | Prmary Care | Primary Care
Based Physicians* Physicians* Physicians*® Patient Care Patient Care | Patlent Care
2010 US Census Physicians: Physlcians* Physicians® Physictans*
By BSPS By principal Rate per Ratio™: By principal Rate per Ratio™
Address {could | place of work | 100,000 Poputation to | place of work | 100,000 Population to
be residence {based on By principal Physician [based on By principal Primary Care
or place of weighted place of wark weighted place of Physician
work)! results of resutts of work
survey) All patient All patient survey) All patient All patient
care setlings | care settings care settings | care settings
Waorkforce Developmant Areas
WDA 1 Southeast 464,062 (8.2%) 631 (4.3%) 949 {7.0%) 204.5 489:1 352 759 1,318:1
WDA 2 Milwaukee 947,735 (19.0%) 2385 (19.6%) 3339 {24.5%) 3524 284:1 1046 110.4 906:1
WDA 3 W-O-W 608,173 (10.7%) 2506 (17.0% 1419 (10.4%) 2333 429:1 565 92.8 1077:1
WDA 4 Fox Valley 590,250 {10.4%) 1165 (7.9%) 1287 (9.4%) 218.0 459;1 533 90.3 1,107:1
WDAS Bay Area 623,328 (11.0%) 1244 (8.4%) 1181 (8.7%}) 189.5 528:1 470 75.5 1,325:1
WOA & North Central 415,158 {7.3%) 1310 (8.9%) 769 {5.6%} 185.3 540:1 349 84.1 1,190:1
WA 7 Northwaest 178,774 {3,19) 184 (1.2%) 167 {1.2%) 93.6 1069:1 97 54.0 1,851:1
WDA 8 West Central 462,606 {8.1%) 893 {6.1%) 985 {7.2%5) 212.9 A70:1 360 77.8 1,286:1
WDA 9 Western 295,244 {5.2%) 774 {5.395) A06 (3.0%) 137.4 728:1 202 68.3 1,464:1
WDA 10 South Central 764,731 {14.0%4} 2671 {18.1%) 2618 (19.2%) 329.4 304:1 1037 1305 766:1
WDA 11 Southwest 306,925 (5.4%} 459 (3.1%} 517 (3.8%) 168.4 594:1 170 55.4 1,805:1

tPatient care totals include physicians based in neighboring states who provide patient care in person in Wiscensin on a regular basis.

*Total includes 32 far whom place of work location was not indicated.

The number of all physicians in a region {column 3} may be [ess than the number of patient care physicians in that region (column 4) due to the
difference betwean DSPS address and place of work address. This is particularly apparent where physicians may be commuting from a homein one
reglon to a place of work in anather, such as in the Milwaukee area.

*Ratios are based on headcount, 1FTE=2090 hours/year, the average for all physicians in Wisconsin providing patient care. Using a standardized FTE

calculation based on a 40 hour week for 45 weeks (the standard for the National Health Service Corps), with 1 FTE = 40 hours/week or more, wifl result

ina much lower FTE and higher pop#lation to provider ratio.

Comparison to national data and rates for other states

Wisconsin generally ranks right around the middie of the 50 states on overall physician supply measures.

The Association of American Medicine Colleges (AAMC) prepares a regular report on physician supply

based on information from the AMA Masterfile.* The AAMC 2011 Physician Workforce Data Book was

prepared within a year of our study, so makes a good comparison, with the caution that the AAMC study

method for determining active physicians and patient care physicians using AMA Masterfile data may
result in higher overall physician counts than our method.” Information from the 2011 Physician Data
Book is presented in Exhibit 6.3 along with rates based on DSPS data for all physicians and rates for
patient care physicians based on our survey results. Wisconsin’s overall physician rate of 252.6 per

100,000 places it 23rd among the states in the AAMC data. The state’s rate of 91.1 patient care primary

care physicians per 100,000 compares favorably to a national rate of 79.4, ranking 14th. Patient care

12011 Physician Workforce Data Book, Association of American Medical Colleges, November 2011.
5
While the reliability of the AMA Masterfile has improved In recent years, there is still concern about over-counting. See

diseussion of the AMA Masterfile data in The Complexities of Physician Supply and Demand: Projections through 2025, Center

for Workforce Studies, AAMC, November 2008, pp. 77ff. In the past, physician information in the AMA Masterfile has been
updated on a rolling basis, with each individual updated about every 4 years uniess they actively manage their profile, Our
information from the licensure database and the survey would be up to date because it is done in conjunction with license
renewal. Inthe AMA data, physicians indicate whether they are primarily involved in direct patient care, administration,
research, etc, Qur data captures these multiple roles, so would count as patient care anyone providing patient care, even if

that person is primarily engaged in administration, teaching or research. Gur information on hours of work by setting allows us

to refine that patient care count, however.
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primary care rates for other states range from a low of 58.4 in Utah to a high of 111.5 in Vermont.
Massachusetts ranks third among states with 107.7 primary care physicians per 100,000, giving some
indication of the rate required to begin to meet population needs with expanded health care coverage.

Exhibit 6.3 Comparison to AANC Physiclan Data

Physiclans per 100,000
All Patient Care Primary Care | Patient Care Primary Care
Physicians Physitians Physiclans Physicians
AAMC 2011 data for Wisconsin 252.6 223.6 95.4 86.2
Median for the 50 states 244.2 215.1 91 80.4
Wisconsin rank 23rd 19th 19th 14th
DSPS data for Wi-based physicians
all physicians 258.9 98.5
physicians <75 249.2 95.4
physiclans <65 2125 88.9
Survey data for patient care physicians
all physicians 227.5 91.1
physieians < 75 2251 90.1
physicians <65 212.7 86.8

Section 7.
SHORTAGE AREAS AND SPECIALTIES

Provider shortages in rural communities generally, and specifically in the northwest, western and
southwest areas of the state, are evident from the distribution data in the preceding sections. Less clear
from this data, but very real, are problems with access to care for low-income poputations in our urban
centers.

The Health Resources and Services Administration (HRSA} uses a fulltime equivalent primary care
provider ratio of 2000:1 as the target ratio for determining the number of additional primary care
practitioners needed in areas designated as underserved. The HRSA count of primary care FTE includes
medical residents at 0.1 FTE and a portion of the hours of OB/GYN practitioners in primary care service
settings. As of July 2012, HRSA estimated that Wisconsin needs 228 additional primary care physicians
to reach a 2000:1 population to primary care practitioner ratio in those areas currently designated as
underserved. For mental health shortage areas, HRSA uses a population to psychiatrist ratio of 10,000:1
as the target and calculates that 145 additional psychiatrists are required in underserved areas. The
Kaiser Family Foundation website www.statehealthfacts.org references the same target ratios, but had
somewhat higher estimates as of February 2012, with 242 primary care physicians and 150 psychiatrists
needed for Wisconsin.®

Using data on hours of work from the 2011/12 Wisconsin Physician Survey, a standardized FTE
calculation (1 FTE = 40 hours or more of patient-related care per week, with part-time practitioners
counted at 0.1 FTE for every 4 hours), and counting office-based care hours only, provides the closest
approximation we have to the HPSA methodology. Counting office-based care hours only reduces the
FTE by about 30%, giving us the estimation of current primary care shortages by community size and by
region shown in Exhibit 7.1. The regional shortage estimates are lower, reflecting the higher staffing

% Xaiser Family Foundation, Statehealthfocts.org, data for 2012 downloaded from www.statehealthfacts.org, 6/22/2012. The
Kaiser Foundation estimates a total of 811,553 professionally active physicians in the US and 46,113 psychiatrists. Using the
January 2012 US Census population estimate of 312,780,968, this yields a population to psychiatrist ratio of 6783:1 for the US
as a whole, with psychiatry making up 5.7% of the active physician population
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levels in more urbanized areas of each region. These estimates are for primary care only and do not

include psychiatrists.

Exhibit 7.1 Primary Care Physician Rates and Ratios Using Standardized FTE Calculation and Office-based Hours Only

Population #required for # primary Rate per Popuiation Additional
population to care 100,000 | to physician | primary care
primary care physicians ratio based physictans
physician ratio based on on | requiredto
of 2000:1 | standardized standardized reach
FTE FTE minimum
calculation 2000:1In
each area
Wiscensin 5,686,986 2,843 3,131 55.1 1,816:1
Rural /Utban
Rural 1 - pop. <2500 966,501 (17.0%) 483 188 19.4 5,146:1 295
Rural 2 — pop. 2500-9999 719,750 (12.7%) 360 430 59.7 1,674:1
Rural 3 —pop. 10,000-49,999 | 521,776 9.2%) 261 367 70.4 1,412:1
2,064,506
Urban 1 —pop. 2 50,000 {36.3%) 1,032 1,265 61.3 1,632:1
Urban 2 — Milwaukee Metro 466,223 { 8.2%) 233 344 73.8 1,354:1
Urban 3 —City of Milwaukee 947,830 {16.7%) 474 537 56.7 1,764:1
Workforce Development Areas
WDA 1 Southeast 464,062 (8.2%) 232 230 49.5 2,022:1 3
WDA 2 Milwaukee 947,735 (19.0%) 474 537 56.7 1,764:1
WDA 3 W-O-W 608,173 (10.7%) 304 3590 64.1 1,560:1
WODA 4 Fox Valley 590,250 {10.4%) 295 333 56.4 1,773:1
WDA 5 Bay Area 623,328 {11.0%) 312 330 53.0 1,887:1
WOA 6 North Central 415,158 {7.3%) 208 215 51.7 1,935:1
WDA 7 Northwest 178,774 (3.1%} 89 62 34.9 2,861:1 27
WDA 8 West Central 462,606 (8.1%) 231 232 50.2 1,992:1
WDA 9 Western 285,244 (5.2%) 148 131 44.5 2,246:1 16
WDA 10 South Central 794,731 {14.0%) 397 580 74.3 1,347:1
WDA 11 Southwest 306,925 {5.4%} 153 81 26.4 3,793:1 73

The regional rates and ratios are based on averages over an entire region, including both rural areas and
urban centers. As previously noted, however, regional averages obscure significant differences in access
to primary care in more rural communities and within urban areas. While at least 119 more primary
care physicians are needed to reach a minimum population to physician ratic of 2000:1 in ali regions of
Wisconsin, it is clear from the rural/urban data that the shortages are much more severe in smaller rural
areas.

The Department of Health Services Primary Care Office manages the federal shortage designation
process for Wiscensin. The designation process is complex, and involves measures of population health
as well as physiclan supply. See Appendix E for information on currently designated health professions
shortage areas.”

The HPSA designation process does not include determinations of shortages in physician specialties
other than primary care and psychiatry. However, the 2011/12 Wisconsin Physician Survey included a
question asking respondents to indicate up to three specialties for which they or their patients had
difficulty scheduling referral appointments. Overali, 25% of patient care physicians indicated that they
have difficulty arranging timely appointments when making referrals for their patients. Not surprisingly,

7 .
For an explanation and further information on the federal shortage designation process, see http://bhpr.hrsa.gov/shortage/
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the number was highest in rural areas (30-38% of physicians indicating difficulty with referrals) and
lowest in suburban Milwaukee (15%). The specialties most frequently cited are listed in Exhibit 7.2.

Exhibit 7.2 Specialties for which Physicians Experience Difficulty Scheduling Referral Appointments

Specialty Of those indicating difficulty with
referrals, % who listed this specialty as
one of three most problematic

Psychiatry, psychology, mental health services 43%

Dermatology 33%

Neurology 32%

Rheumatology 20%

Primary Care 15%

Various pediatric subspecialties 13%

Gastroenterology 11%

Orthepedics, batk, spine, hand surgery 11%

Endocrinclogy 9%

Pulmonology 5%

Neurosurgery 4%

Dental, pediatric dental 4%

Cardiology 4%

Numerous attempts have been made in recent years to determine physician requirements for various
individual speciaities. Projections based on the Physician Supply and Demand model developed by the
Health Resources and Services Administration (HRSA) are frequently cited.®? Using 2000 as the base year
and assuming that physician supply and demand were balanced in that year, HRSA projected physician
requirements through 2025 based on the growth and aging of the population and the levei of care
provided in 2000. Specialties projected to have the highest percentage growth were cardiology and
urology, reflecting the projected needs of an aging population, and the lowest percentage growth
projections were for pediatrics and obstetrics and gynecology. Appendix F compares the HRSA
estimates for physician requirements in individual specialties in 2020 to the number of physicians
providing care in Wisconsin (including estimates from the physician survey for the number of physicians
in neighboring states who provide care in person in Wisconsin on a regular basis). Totals for all
physicians, physiclans under 75 and physicians under 65 are provided, along with the HRSA projections.
Caution is in order when using this data, particularly when applied to Individual specialties, since the
estimated requirements are based on the organization of healthcare delivery in base year 2000 and
reflect national patterns rather than Wisconsin-specific data.

The HRSA projections shown in Appendix F reflect a scenario driven primarily by changing
demographics. HRSA and the AAMC have explored other scenarios based on a growing role for non-
physician clinicians (primarily physician assistants and advanced practice nurses), high economic growth,
and physician productivity increase. With passage of the Affordable Care Act and increasing attention to
the need to adjust graduate medica! education to train the specialties most needed for a reorganized
health care delivery system, this is an area of intense interest and current research.

Section 8.

ESTIMATED OVERALL REQUIREMENTS FOR PATIENT CARE PHYSICIANS

Analysis of the relationship between the supply of health care providers and health outcomes and
estimation of the ideal population to physician ratio is the focus of much current research, particularly
with the introduction of innovations in the organization of health care delivery. While comparison with

8 The Physician Workforce: Projections and Research into Current issues Affecting Supply and Demand, Bureau of Health
Professions, Health Resources and Services Administration, U.S, Department of Health and Human Services, December 2008..
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other studies is difficult due to variation in the basis for determination of physician rates and FTEs,
several key studies do provide the opportunity for an overall assessment of Wisconsin's current
physician supply.

AAMC

The AAMC estimates for Wisconsin in the 2011 State Physician Workforce Data Book are quite similar to
the estimates from our own study, so the data on national averages and rates for other states provide a
useful comparison,

Exhibit 8.1
AAMC 2011 State Physician Workforce Data Book — Physician Supply Data
Based on July 2010 census data and physician information from December 2010 AMA Masterfile

National | Wisconsin | Wisconsin Lowest Quartile State Highest Quartile
Rate Rank Median

Active physicians per 258.7 252.6 23 176.4{M$S) t0 213.2 (KS) 244.2 | 269.6(MN) to 415.5 (MA)}
100,000 median: 307.0
Patient care physicians 219.5 2236 19 159.4 {M5) to 187.9 (KS) 215.1 | 233.7 (MN) to 314.8 (MA)
per 100,000 median: 269.0
Active primary care 90.5 95.4 19 63.6 (M5) to 77 .4 {5C) 91.0 100.3 (PA) t¢ 132.0 {MA}
physicians per 100,000 median: 111.5 (NY}
Patient care primary 79.4 86.2 14 58.4 {UT} to 69.8 {KY) 80.4 100.3 {PA) to 88.5 (WA)
care physicians per median: 94.6 (MD)
100,000

Using the AAMC’s rates for Wisconsin, 2582 additional patient care physicians, including 478 in primary
care, would be needed for Wisconsin to reach the median of the top quartile for patient care and
primary care physicians. Our own data show somewhat higher numbers of patient care and primary
care physicians, but Wisconsin would still need 1629 additional physicians {196 in primary care) to reach
the median of the top quartile. ‘4

HRSA

The December 2008 HRSA study, The Physician Workforce: Projections and Research into Current Issues
Affecting Supply and Demand, provides another means of assessing current shortages in Wisconsin. The
HRSA study used data from the National Ambulatory Medical Care Survey (NAMCS) and several other
sources to calculate physician per population ratios reflecting current usage patterns and patterns of
care by age group. Overall, for the base year 2000, the study estimated that approximately 253
physicians per 100,000 population were engaged primarily in patient care. This estimate of physician
supply was based on data on physician activity from the AMA Masterfile for physicians younger than 75,
and assumed that physician demand and supply were balanced in the base year {2000). The ratios
developed varied substantially by medical specialty, but suggested that the aging of the population will
contribute to faster growth, proportionally speaking, in the demand for specialty services relative to
primary care. These ratios were then used to project physician requirements through 2020, based on
changing population demographics.

Exhibit 8.2
HRSA 2008 Physician Workforce Study — Projected Physician Requirements for 2010 through 2020
Physicians per 100,000

All physicians All patient care Primary care Non primary
physicians physicians care
physicians
2010 276 261 56 164
2015 283 267 98 169
2020 291 274 100 174
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Using the baseline physician requirements projected for 2010 in the HRSA study and comparing to our
study results provides the following estimation of current overall shortages in Wisconsin.

Exhibit 8.3
Number of Physicians Necessary in Wisconsin to Reach the Physician Requirements Estimated for 2010
tn the 2008 HRSA Physician Workforce Study )

All Wi-based All patient care Primary care Non primary
physicians physicians® physicians* care
physicians*

Wisconsin
Current number of active physicians

14722 13670 5184 8486
Number required to meet HRSA
estimated requirement for 2010 15696 14843 5460 9383
Number {short) or over HRSA
projected requirement for 2010** (974) (1,173} (276) {397)
Rural /Urban
Rural 1: pop. <2500 (2,057) (2,125} (646) e
Rural 2; pop. 2500-9999 {9438) {796) (73} b
Rural 3: pop. 10,000-49,999 {74) 87 105 (2219)***
Urban 1 pop. 250,000 804 673 138 535
Urban 2: Milwaukee Metro 1,031 80 62 28
Urban 3: City of Milwaukee 269 866 136 729
Workforce Development Areas
WDA 1 Southeast {650) {262) {93} {169)
WDA 2 Milwaukee 269 866 136 730
WDA 3 W-O-W 827 (168) (19) {149
WOA 4 Fox Valley {464) (254) (33) {220)
WDA 5 Bay Area {476) (446) {128) {318)
WDA & North Central 164 {314) {50) {265}
WDA 7 Northwest {309 (299} {75} (224}
WDA 8 West Central {383} {223) (84) (138)
WDA 9 Western {41) (365) (82} (283}
WDA 10 South Central 477 544 274 269
WDA 11 Southwest {388) (284) {125) {160)

*patient care physician totals include physicians in neighboring states providing patient care on a regular basis in Wl
**+calculation of total over (short) for the state includes 32 individuals for whom practice location in W1 is not known.
***Many non-primary care physicians are of course based in major hospital facilities located in larger communittes, For this
reason, non-primary care specialty shortages inrural areas have been combined and listed under Rural 3. To understand this
Issue more clearly would require separate consideration of hospital-based and non-hospital based specialties, and
determination of which specialties (such as psychiatry) require more immediate community access. $hortages In nen-primary
care specialties would be most apparent in the regional hospital centers in communities of over 50,000 that serve the more
rural areas of the state.

As noted earlier, the HRSA model uses 2000 as the base year and assumes that supply and demand were
in balance in that year. If physicians were over-counted in the base year (not unlikely, given the nature
of the AMA Masterfile), then the projected requirements for future years could be high if more accurate
data on number of active physicians is available in future years.

While our methodology included all physicians regardless of age, we did have more detailed information
on level of activity for the survey respondents than is available in the AMA Masterfile, allowing us to
more accurately determine the number of patient care physicians in Wisconsin. That could mean that
comparison to the HRSA projections shows a greater discrepancy than is actually the case. An
alternative that may be closer to the data used by HRSA would be to use information from the licensure
database only, for physicians under 75. See Appendix F for this comparison.
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Other Studies

Astudyby Chiang-Hua Chang, et al., Primary Care Physician Workforce and Medicare Beneficiaries’
Health Qutcomes, recently published in JAMA, used two different methods of measuring primary care
physician workforce for a study of patient outcomes refated to availability of primary care in the aduit
population.’ The first method used 2007 AMA Masterfile data on physicians 26-65 years of age engaged
in more than 20 hours of professional activity per week to establish the primary care physician per
population rate for a Medicare Primary Care Service Area (PCSA). The second method determined
primary care physician clinical FTE by adding relative value units {(RVUs) reflected in Medicare claims
data for a PCSA and dividing by relative value units per FTE as determined by surveys of large medical
chinics in two previous studies.' Although there was marked variation across PCSAs and a low
correlation between the two primary care workforce measures, the authors concluded that “A higher
level of primary care physician workforce, particularly with an FTE measure that may more accurately
reflect ambulatory primary care, was generally associated with favorable patient cutcomes.”

The authors noted however, that the context in which primary care is delivered may be very important
to the outcome, and should be a focus of measurement efforts in the future.

Our findings suggest that a higher local workforce of primary care physicians has a generally positive
benefit for Medicare populations, but that this association may not simply be the result of having more
physicians trained in primary care in an area. Instead, assoctations were much stronger with a measure of
primary care activity that was linked to a central concept of primary care—ambulatory care delivered In
an office or clinic setting by physicians trained in primary care,

The Chang study’s first method of determining the availability of primary care physicians in an area
(using the AMA Masterfile) is similar to our total of Wisconsin-based primary care physicians below age
65 obtained from the DSPS licensure lists (see county-level data presented in Appendix E).

Mathod 1; Age- and sex-adjusted office-based AMA Masterfile clinically active physicians per 100 000
population, by quintile for PCSAs in the study population [Chang, 2012)

Quintile Lowest 2 3 4 Highest

Median 17.4 37.9 47.5 58.0 81.3

On a county-by-county basis {and relying on DSPS mailing address}, Wisconsin’s primary care physician
per 100,000 rate ranges from a high of 220.7 (Wood County) to a low of 0 (Florence County, with a
median of 58.9. The rate for the state as a whole is 89.0, putting it above the median of the highest
quintile in this study. Of course, we cannot redistribute physicians at will, so we need to look at smaller
areas to assess shortages. County data is not necessarily a good proxy for service area {for example, the
primary care physicians in Wood County reflect Marshfield Clinic physicians who may provide care in
many outlying clinics in other counties).

The second method used for the Chang study (based on RVUSs) produces an FTE calculation more closely
tied to the actual delivery of patient care, similar to the hours of outpatient clinic-based primary care
reported by survey respondents. Making the assumption that a standardized FTE calculation {40 hours
or more = 1 FTE} would be similar to the FTE calculation based on RVUs per FTE, we might then compare
the rates for Wisconsin with the quintiles identified in the study.

? Chiang-Hua Chang, PhD, Therese A. Stukel, PhD, Ann Barry Flood, PhD, and David C.

Goodman, MD, MS, Primary Care Physician Workforce and Medicare Beneficiaries’ Health Outcomes,

JAMA. 2011 May 25; 305(20): 2096-2104.

1% One FTE equaled 4664 work relative value units for family physicians and 4554 work relative value units for general internists
in 2007.

* Chang et al., p. 9.
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Method 2: Age-, sex-, and race-adjusted office-hased primary care FTEs per 100 000 of study beneficlaries, based
on RVU calculations, by quintile for PCSAs in the study population [Chang, 2012]

Quintile Lowest 2 3 4 highest

Median 64.7 77.4 84.1 91.2 103.2

For Wisconsin, the primary care FTE per 100,000 using office-based primary care hours reported on the
survey and weighting the results for age, gender, specialty and urban-rural location ranges from19.4 in
small rural areas to 73.8 in the greater Milwaukee area (outside the city of Milwaukee). The statewide
mean is 66.3. By this measure, all regions in Wisconsin come up well short of the highest quintile.

Another recent report (June 2012} by the Georgetown University Center on Education and the
Workforce, entitled simply Heafthcare, provides information on healthcare demand and the
occupational outlook for the healthcare industry as a whoile.'? The report predicts that health
care demand will grow twice as fast as the national economy over the next eight years, resulting
in 5.6 million new jobs, but it takes a somewhat different view of the shortage issue observing
that, for all health occupations, “shortages do not exist across the board; rural areas and certain
specialties are disproportionately affected.” The report observes that the impact of Accountable
Care Organizations {ACOs) is difficult to assess, but that they will ikely lead to greater reliance
on nurses, social workers and other case managers.

Today’s doctors are more likely to speciafize In a particular aspect(s) of care; a consulting physician
may make a difficult diagnosis, then hand the patient off to a team of other healthcare personnel to
follow through on treatment. These changing and increasingly specialized roles make it especially
hard to predict where skifl shortages are likely to be.

The report concludes that, while some analysts maintain that shortages are overstated, the demand for
physicians will continue to rise over the next decade,

Section 9.

SHORT TERM PROJECTIONS OF SUPPLY

Primary care physicians who will be completing residency and entering practice in 2019 have already
been selected and will begin medical school in the fall of 2012. for other specialties, the timeline is even
longer. What can we predict from the number currently in the medical education pipeline?

Between 1992 and 2001, the two medical schools in Wisconsin graduated approximately 3370
physictans. Of this number, 1256 (37.3%) are now active in Wisconsin at ten or more years after
graduation.ls During those same years, 2600 graduates of other US or Canadian medical schools
(USMGs) and 1018 international medical schoo! graduates (IMGs) were Issued Wisconsin licenses and
continue to practice in the state. This represents a net gain of about 1500 physicians over the number of
Wisconsin medical graduates, or an average of 150 per year.

While the proportion of Wisconsin medical graduates who practice in Wisconsin has been very steady
through the years, Wisconsin’s medical schools produce more graduates today than they did forty years
ago and have further increased their entering class size in the last saveral years. For the next eight years

12 Anthony P. Carnevale, et al,, Heolthcare, Georgetown University Center on Education and the Workforce, June, 2012

13 up ctive In Wisconsin” is based on the DSPS license status and mailing address. This retention rate has been fairly consistent
over the years. Graduates who complete a residency out of state and return to practice in Wisconsin generally have done so by
the end of the tenth post-graduate year. Most graduates from 2005 to the present are still In the process of completing
residency training (requiring from three to seven years or more) and establishing a practice.
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{until 2020}, assuming that the same proportion of UW and MCW graduates is retained, and that
Wisconsin continues to recruit USMGs and IMGs at the same rate as at present, the number of
physicians beginning practice in Wisconsin will exceed the number retiring. However, a projected
annual population growth rate of slightly less than 1% over that period, wili mean a decline in the rate
per 100,000 of physicians under age 75 from 249 today to 239 In 2020.

The table in Appendix G shows year by year, since 1999,

* the numbers of UWSMPH and MCW graduatas who are retained from graduate medical
education,

* the number of other U.S. medical graduates and international medical graduates recruited
through residency training positions in Wisconsin and post-GME,

* information on recent graduating classes at the two medical schools and anticipated graduates
based on currently enrolled students,

* estimates of annual relocations to other states based on survey responses about future plans,

* estimates of recruitment of other USMGs and IMGs based on the experience of 1992-2001
graduation cohorts, and

* the number of currently practicing physicians reaching age 75 each year.

Predicting the future supply of physicians is hardly this simple, however. As noted by the authors of the
November 2011 Wisconsin Hospital Association report on the physician workforce:

Reform is expected to increase the number of people with insurance by 32 million, or 10.3 percent of the
U.S. population; those individuals with coverage, on average, use twice as many health care services as
those who do not. Wisconsin already has a high percentage of its citizens covered by insurance or
government programs. The increased number of covered individuals is expected to be only 120,008, or
two percent of the Wisconsin population. Therefore it is fikely that there will be a much greater NEW
demand for health services outside of Wisconsin than within the state, meaning that there will be
increased efforts at recruiting away Wisconsin physicians by organizations outside the state; likewise is
will be more difficult for Wisconsin to maintain Its current level of in-migration of new physicians. This
means that Wisconsin must compete at a higher level to retain its workforce.

Extrapolating from the most recent prior count of active physicians done in Wisconsin (a survey done by
the DHS Bureau of Health Information in 2000), the WHA report based its projections of future

shortages on a baseline estimate of 10,144 patient care physicians in 2010. The WHA projection of
supply, based on the current UW and MCW enrollment, estimates an increase of about 2730 physicians
from 2010 to 2030 after factoring in retirement, recruitment, and losses to other states. That estimate

is then reduced by 1030 to account for changing lifestyle expectations for younger physicians, givinga -
final estimate of 1700 additional physicians compared to the 2010 starting point.”

Our analysis of the D$PS data on physicians licensed in Wisconsin, in combination with information from
the 2011/12 Wisconsin Physician Survey, gives a much higher estimate of the current physician
workforce in Wisconsin: 14,179 active Wisconsin-based physicians under 75. With the new data, we
have accurate information on physician age and can better predict the number of retirements each year,
but we stiil lack good information on annual turnover and net losses to other states. Our projection is
more optimistic with respect to retention, assuming an annual loss of 2% to other states, and less
optimistic with respect to the number of Wisconsin graduates who stay in the state and recruitment
from other states. We do not make any adjustment for changing lifestyle expectations. Our projection
of physician supply shows an increase of about 670 by 2020, then a decline as retirements begin to
outpace the production of new physicians. Neither our projection nor the WHA projection takes into

100 New Physicians a Year: An Imperative for Wisconsin, Wisconsin Hospital Assoclation {(November 2011).
5 |bid., p. 15.
Section 9: Projections of Supply 30

74




Wwisconsin Physiclan Workforce Report, QOctober 2012

account the recently announced major expansion of MCW class size and continued modest growth at
UWSMPH.

The WHA study did three projections of physician demand for 2030. The first projection used the HRSA-
developed estimates of FTE physician requirements described above. A second projection assumed
increases in utilization at the same rate as in the last twenty years. A third projection factored in
changes in health care delivery to constrain costs and reduce the rate of increase in utilization. The
resulting estimates of the total number of physicians required in 2030 ranges from 12,921 for the low
estimate to 15,154 for the high estimate, with the middle estimate of 14,038. Using just the middle
estimate, this would indicate a total deficit of 2,196 compared to the WHA-projected supply, or an
annual deficit growing by 110 physicians each year for each of the next 20 years.

Our more pessimistic projection nevertheless estimates a total of about 13,618 physicians in 2030
because we start with a much higher baseline. Compared to the WHA middle estimate of demand for
2030, this would be a shortfall of 438 or an annual deficit growing by only 22 per year. While this might
seem a more optimistic assessment, it clearly doesn’t keep pace with population growth, let alone other
demographic and policy changes that may increase demand. As the review of vartous estimates of
physician requirements in Section 9 demonstrates, it is not at all clear what an ideal ratio of physicians
to population would be.

It is, however, a certainty that shortages in rural and underserved areas will persist without programs
specifically designed to recruit, train and retain students who are likely to practice in these areas. This
distribution problem will become much worse if there is greater overall pressure on supply because we
have failed to strategically expand training programs or are unable to recruit enough physicians to meet
the need. For the short term, the most important area for expansion is In primary care residency
positions overall, and rural residency programs in particular. Without that expansion, Wisconsin faces
increasing difficulty in attracting and retaining new graduates.

Section 10.

SUMMARY and FUTURE RESEARCH

Predictions of a growing nationai shortage of physicians in primary care and certain other specialties
apply to Wisconsin as well, but the scale of the problem for Wisconsin remains unclear. The Wisconsin
physician workforce is younger than national average, but the population is older, so there wilibe a
different balance of supply and demand pressures and timing of the shortage.

in the last few years, Wisconsin’s two medical schools have made modest increases in class size. A
proposal for creation of a new medical school in Wisconsin has recently been in the news, and a major
increase in the MCW class size is under discussion. At the same time, medical education programs
around the country have been expanding dramatically. The American Association of Medical Colleges
(AAMC) announced in May 2012 that the nation was on track to increase the number of medical
graduates by thirty percent by 2016.1° Assessing how these developments, in combination with
expansion of insurance eligibility in other states, will affect Wisconsin's ability to continue to recruit
physicians into the state will require a better understanding of what attracts other U.S. medical
graduates to Wisconsin to practice.

There is a lively debate and growing body of research on how population growth and changing
popuiation demographics, the growing burden of chronic disease, changes in the organization of health
care delivery and utilization of non-physician clinicians, and the nature and availability of heaith

16 Mew Projections Show Medical School Enroliment on Pace to Reach Thirty Percent Increase by 20185, AAMC, May 3, 2012,
Available at https://www.aamc.org/newsroom/newsreleases/281296/new—projections.html
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insurance coverage will affect the number of physicians required to meet the popuiation’s healith care
needs and reduce health disparities. There is also a growing appreciation of the critical importance of
realigning graduate medical education both nationally and in Wisconsin.

This study provides baseline information needed to assess whether the current number of Wisconsin
medical school graduates, the retention rate of Wisconsin graduates, and the rate of recruitment of U.S.
medical school graduates and international medical graduates, if sustained, will be sufficient to replace
retiring physicians and maintain the current population to physician ratio as the population increases.
Answering this question will require regularly updated projections of physician supply and demand
based on afternate scenarios and emerging research on the impact of various changes in the
organization of health care delivery. These scenarios will need to consider a range of questions,
including

1. How will hational changes in physician supply and demand affect Wisconsin’s ability to
retain graduates and recruit physicians from outside the state?

2. How will changes in the funding of graduate medical education and the availabiiity of
residency positions affect Wisconsin’s ability to recruit and retain the physicians and
specialties it needs?

3. How will changes in loan repayment programs, payment incentives and the Health
Professions Shortage Area (HPSA) designation process affect the recruitment of physicians
to Wisconsin’s underserved areas?

4. Isthe current population to physician ratio in Wisconsin sufficient? If not, how many
additional physicians in which specialties are neaded to address current shortages?

5. What adjustment to the population to physician ratio is needed to accommodate

* the increasing proportion of the populiation over 65

* changing average hours of work for physicians under 50, reflecting different lifestyle
expectations for younger physicians, and a greater number of women physicians

* earlier retirement or reduction of hours by physicians over 55 {perhaps influenced by an
improving economy, frustration at changes in delivery of heaith care and administrative
requirements, etc.)

* theincreasing burden of chronic disease and impact of environmental factors on heaith

* improvements in health due to increased emphasis on prevention and wellness

6. What will be the impact of increasing utilization of physician assistants and advanced
practice nurses?

7. How wiil the implementation of electronic medical records, patient-centered medical home
and accountable care organizations affect physician productivity?

The next few years will bring additional research on these questions that will enable us to develop a
much more accurate model of physician supply and demand. In order to apply that knowledge to-
Wisconsin, we will need to maintain a regular program of data collection and analysis to keep our
baseline information up to date, monitor new developments and better inform policy development and
the planning process at our academic programs and health care organizations. Requiring a survey in
conjunction with physician license renewal that includes at least a minimum data setis a necessary first
step. We will also need similar studies of physician assistants, advanced practice nurses and other
health professionals to understand the interpiay of changes in the organization of health care delivery
and demand for physicians.
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APPENDIX A

2011/12 WISCONSIN PHYSICIAN SURVEY DATA SUMMARY
Source: 2011/12 Wisconsin Physician Workforce Survey

Background

The 2011/12 Wisconsin Physician Survey was funded with a State Health Care Workforce Development
(SHCWD) planning grant from the Bureau of Health Professions/HRSA/DHHS. The grant was awarded to
the Area Health Education Centers (AHEC) program at the University of Wisconsin School of Medicine
and Public Health, in partnership with the Department of Workforce Development (DWD). Nancy
Sugden, Assistant Dean at the UWSMPH and Director of the Wisconsin AHEC program served as
Principal Investigator. The Wisconsin Medical Examining Board approved implementation of the survey
as part of the 2011-12 MD and DO license renewal process. DWD and the Department of Safety and
Professional Services {DSPS) coordinated impiementation of the survey, using an outside vendor
{Chamberlain Research Consultants) to program and host the survey online. The Office of Economic
Advisors at DWD serves as custodian of the data

The survey was developed in consultation with the members of the Wisconsin Council on Medical
Education and Workforce {WCMEW), the Wisconsin Healthcare Workforce Data Collaborative (WHWDC)
and staff at the Department of Workforce Development and the Department of Health Services. A
variety of questionnaires from other states and national organizations were reviewed in compiling the
questionnaire, including surveys done by New York, Massachusetts, Michigan and the Association of
American Medical Colleges. The Proposed Minimum Data Sets for Physicians, PAs and NPs, distributed
at February 2011 State Health Care Workforce Development grantees, was implemented in so far as
possible. A copy of the survey questions is available on the AHEC website

fwww zhecwisc.edufwarkicree).

The overall response rate for the survey was 28.9% (after exclusion of trainees). In order to assess the
quality of the survey sample, we used information from a variety of other sources, including the
Association of American of Medical Colteges (AAMC), the American Medical Association (AMA}, and
information provided by the Wisconsin Medical Society from its member database. Data on all licensed
physicians received directly from DSPS allowed us to do a direct comparison on the key variables of age,
gender, specialty, medical school and current location.

Responses were determined to be broadly representative of the Wisconsin physician populationas a
whole, with a few exceptions: compared to the total Wisconsin physician population, the response rate
was slightly higher for women physicians, primary care physicians and DO graduates; the response rate
for surgeons, international medical graduates and physicians age 40-59 was slightly lower; and survey
participation was slightly lower in the Western and West Central regions. The proportion of Wisconsin
medical school graduates {both UW and MCW) was about the same in the survey sample as in the
physician population as a whole. To correct for potentiat over- or under-sampling of physicians with
certain characteristics, we weighted the survey results for age, gender, specialty and location. The
weighting method used does not assume independence across variables but looks at their joint
probability distribution. For detalls on the weighting procedure, see Technical Notes for the 2012
Wisconsin Physician Workforce Report, available on the AHEC website {www.ahecwisc.edu/workforce).

For further information on the analysis of the survey sample, see 2011/12 Wisconsin Physician Survey:
Preliminary Report, March 15,2012, alsc available on the AHEC website.

Appendix A: Survey Data Summary 35

79



Wisconsin Physician Workforce Report, October 2012

The survey results are organized as foillows:

I. All Wisconsin-based physicians (N=14,722) ..o n e e 37
Demographics
Urban or rural background
Medical education
Residency training
Current status, work setting, practice specialty
Other professional activities
Hours of work
Future plans

Il. Wisconsin-based patient care physicians (N=12,936) ____........cccourrormrememsmserisnarcesnsnransasnsans 42
Patient care practice locations

Details on principal practice setting

Itl. Physicians based in a neighboring state and providing care in person in Wisconsin

(NSTBAY et eeeeeeee e em e e e e e ee e s en e s e e eemee e st as s enbas et semsaeasarem et s s et esmneenesanenaeae 44

V. Physicians located outside the state and providing care in Wisconsin on an occasionat basis
(INSE25B). ... ee st et s s et ot s e sms e s s et senaseba s et neabes et nenbas e no et st araneens et naranen 46
V. Physicians maintaining a Wisconsin license but NOT providing care in person in the state 47

(N=1784 based in Wisconsin, 5899 in other states)

VI. Trainees: residents and fellows licensed in Wisconsin {N=1162) 43
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1 po

*The Wisconsin Physiclan Wo 'kfor'cé"Repori preﬁents data fof all bhysf.ciéns a
neighboring states. This summary includes Wisconsin-based physicians only,

ctive in Wisconsin, including those based in

hence some variation in the frequency distributions.

Demographics Population: 14,722 WIl-Based Physicians
Age [05] Are you able to communicate with patients in
Under 35 7.4% language other than English? [@10]
35-44 | 26.7% Yes | 30.3%
45-54 | 30.4% No | 69.7%
55-64 | 24.3%
6574 | 8.5% Detafl on other languages spoken
75andolder | _2.7% Englishonly | 70%
Spanish 12%
F Average age | 50.9 yr Other Euraopean languages 12%
Hindi and other [anguages of the Indian
Gender [07] subcontinent 8%
Male | 29.0% Chinese, Japanese or Korean 2%
Female | 71.0% Filipino, Tagalog 2%
Southeast Asian languages <i%
Citizenship status (Q13] Arahic, Farsi, other Middle East languages 1%
— African languages 1%
Native born U.S. citizen | 83.1% Allother 9%
Naturalized U.S. citizen [ 12.1%
Permanent Resident] 3.2%
Termporary {H-1B) or Exchange (J-1) visa 1.2%
Other 0.2%
Race/Ethnic/Cuitural Herltage [Q389 Distribution of minority physicians by Workforce
{muitipte response item) Development Area, as % of all active physicians in
Under-represented minority* | 5.1% each region
Other minority | 12.3% Minority
Al minority {unduplicated count} | 16.7% WOA 1 Southeast physicians
Non-minority or no response | 83.3% WOA 2 Milwaukee 24.2%
*Minorities underrepresented in the health professions: WDA3 W-O-W 26.5%
American indian, Black, Hispanic, Pacific lslander and WDA 4 Fox Valley 16.3%
Southeast Aslan WDA 5 Bay Area 16.4%
WDA 6 North Central 10.6%
Minority group as % all minority physicians WDA 7 Northwest 16.9%
_ ‘Americ?n Indian or Ala'ska Native |  4.3% WOA 8 West Central 9.3%
Asian-East Asia {origins In Japan, Chma};?::ra:i e WOA 9 Western 12.9%
Astan-Southeast Asia {origins in Burma/Myanmar, WDA 10 South Central 15.8%
Thailand, Cambodita, Laos, Vietnam or Malaysia) 2.4% WDA 11 Southwest 12.0%
Asian-South Asia (origins in Indla, Pakistan) | 32.2% WDA 1 Southeast 18.6%
Astan-Other 4.3%
Black or African American | 10.3%
filipino | 11.9%
Hawaiian or Pacific Islander 0.3%
Hispanic | 13.8%
Other 9.9%
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Urban or Rural Background

Wisconsin Physician Workforce Report, Qctober 2012

Population: 14,722 WI-Based Physicians

Where attended high school [011]

Size of hometown community {Qi2]

(Multiple responses possibie) town or city < 50,000 36.7%
Wisconsin | 35.2% suburb in metro area 22.9%
Another state | 50.6% city 50,000-500,000 20.3%
Another country | 14.1% large city {>50,000) |  20.1%
Comparison of high school community size to current practice location
Community Size - | Population Population. Population Population Milwaukee City of
Place of Work | <2500 2500-9993 10000-49999 | 50000-less Metropolitan | Milwaukee
High School than1 Countties
commaunity size million
<50000. not a suburb 62% 53% 40% 37% 35% 6%
Suburb of large city 11% 20% 18% 21% 30% 6%
City 50,000-500000 11% 15% 12% 25% 14% 5%
City > 500000 16% 12% 30% 17% 22% 83%
Medical Education Population: 14,722 W|-Based Physicians
Where attended medical school* (017818 Degree® [016]
University of Wisconsin Medical MD 94.0%
School/UWSMPH 17.2% DO 6.0%
Medical College of Wisconsin/MCWt 15.7%
lowa 4.4%
lllinois 14.1%
Michigan 3.3%
Minnesota 4.0%
Another state 26.3%
Canada 0.7%
International-Offshore 12,9%
All other international 1.5%

TMCW total Inciudes physicians who attended Marquette Medical
School or Mitwaukee Medical College, predecessors of MCW.

Residency training

Population: 14,722 WIi-Based Physicians

Location of initial residency training position [026]

{Survey response this item = 3995 )

Completed residency program in Wisconsin | 38.9%
Completed residency program in another state | 59.2%
Residency program in Canada 0.6%
In another country 1.3%
Where first licensed {Q21)
(Survey response this item = 4281}
Wisconsin | 41.1%
another state | 58.6%

:'._-Graduates of MCW & UWSMPH on[v

32.4 % of those currently practlcmg |n Wl S

: ._(Survey response this item = =1376)

Appendix A: Survey Data Summary

Completed reSIdency program |n Wssconsm_ 501%
Completed residency i inanother stateand | 7
S returned to Wnsconsm to practlce :39.9%
Of all physrctans practrcmg in Wi proportion who:' '
' 19.5% |

completed both UME and GME in Wrsconsm :
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{nitial medical resldency [Q25]

Allergy and Immunology 0.2%

Anesthesiology 5.7%

Dermatology 1.1%

Emergency Medicine 3.8%

Family Medicine 18.9%

Internal Medicine 23.2%

Interna! Medicine-Pediatrics 1.1%

Medical Genetics 0.0%

Medical Physics 0.0%

Nuclear Medicine 0.1%

Neurology 1.4%

Obstetrics & Gynecology 4.6%

Occupational Medicine 0.3%

Ophthalmology 1.9%

Otolaryngology 1.5%

Pathology 3.0%

Paediatrics 8.4%

Phystcal Medicine & Rehabilitation 1.2%

Preventive Medicine 0.1%

Psychiatry 4.6%

Radiclogy-diagnostic 3.9%

Radiology-therapeutic/Radiation Oncology 0.8%
Surgery {General, Neurological, Colon &

Rectal, Ortho, Plastic, Vascular, Other} 9.6%

Urology 1.3%

Rotating Internship or Transitional Year only 0.3%

Other 2.2%

No post-graduate training 0.5%

no response 0.1%

Comparison of Initial Residency to Current Practice Specialty

Wisconsin Physician Workforce Report, Qctober 2012

Principal Practice | General practice in this Subspecialty practice in this Some other specialty
Specialty § specialty specialty
Initiat
Residency
Family Medicine 88.5% 3.6% 7.9%
internal Medicine 51.9% 43.5% A4.6%
Pediatrics 66.4% 30.8% 2.8%
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Current Status, Work Setting and Practice Specialty

Wisconsin Physician Workforce Report, October 2012

Population: 14,722 Wi-Based Physicians

Principal practice speclalty all Wi-based physicians

Current status [Q1&Q338&Q38]

[Q29] Provide patient care in Wisconsin,
General Practice 0.9% full time (2 32 hrs/wk) 77.4%
Family Medicine* 16.8% Provide patient care in Wisconsin,
part time (<32 hrs/wk 10.5%
General Internal Medicina® 12.7% Working in WL, but not providing pt care 2.3%
Internal Medicine-Cardiology 2.0% Providing pt care in another state 2.0%
Other subspecialty Internal Medicine 7.4% Not currently active 7.7%
Allergy & Immunology 0.6% Principal work setting [02)
Dermatology 1.3% Hospital | 36.3%
General Pediatrics & Med-Peds 6.3% Office | 47.1%
Subspecialty. Pediatrics 1.9% Residentlal facility L4%
Teaching, research, other 8.2%
Does not apply-not currently active 7.0%

OB/GYN 4.7%

General Surgery 3.4%

Practicing as a hospitalist {032]

{caring for acutely ill hospitalized patients only)

Crthopedic Surgery 3.2%

—

L Yes I 6.9%

Surgery-other specialties 3.0%
Otolaryngology 1.6%

Urology 1.3%

Ophthalmology 2.3%

Emergency Medicine 5.3%

Psychiatry 5.0%

Anesthesiology 5.8%

Radiology {including Nuclear ied) 5.2%
Radiation Oncology 0.5%

Pathology 2.3%

Neurology 1.8%

Physical Medicine & Rehabilitation 1.4%
Other-Patient Care 2.5%

Non-patient care 0.5%
*Geriatrics specialists are included with Family Medicine
and General Internal Medicine, as appropriate.

Participation in Teaching, Administration and
Research Activities [Q48]

{as indicated in hours of work question}

Percent patient care time in principal specialty [Q31]
none 9.8%

20% or less 1.4%
25% - 40% 1.6%
45%-60% 3.9%
65%-80% 6.2%
85% or more | 771.2%

Cross-disciplinary specialties [q30]

Not specifically listed on the survey, but provided by
respondent, therefore not necessarily a complete count.

Addiction Medicine 0.6%

Geriatric Medicine 1.0%

Hyperharic Medicine 0.2%

Pain Medicine 1.2%

Genetics 0.5%

Hospice & Palliative Care |  0.9%
Integrative/Alternative Medicine 0.1%
Occupational Medicine 0.6%

Preventive Medicine and Public Health 0.4%
Sleep Medicine 0.3%

Teaching & Academic Practice | 50.9%
Administration | 33.6%
Research | 17.6%
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Future Plans Population: 14,722 Wi-Based Physicians

PHYSICIANS CURRENTLY PROVIDING PATIENT CARE IN WISCONSIN {N=12,936)

How much longer are you planning to maintain your Plans for your patient care practice in the next two years

patient care practice [Q42] {Q43] (multiple response item)
Less than 2 years 3.0% Continue patient care at current fevel of activity 87.5%
2-5 years 12.0% [ncrease patient care hours 3.6%
6-10 years 19.0% Significantly reduce patient care hours 3.7%
11-15 years 18.2% Temporartly stop providing patient care in Wi 0.2%
16-20 years 16.0% Retire with the next 2 years 1.8%
21-25 years 13.1% Relocate to a different practice in WI 1.2%
26-30 years 9.3% Relocate to a practice outside Wi 2.0%
More than 30 years 8.7% Other/uncertain 2.7%
No response 0.6% No response 0.3%

PHYSICIANS WHO ARE WISCONSIN-BASED AND ACTIVE IN MEDICINE, BUT NOT PROVIDING PATIENT CARE IN WI (N=623]

Current place of employment [033) Plan to provide pt care in Wl in the future? (0401
Patient care facifity | 36.4% Currently seeking a position 8.8%
State or local health dept or other government Plan to return within next 2 years 539
agene 10.0% =
gency - Plan to return within next 5 years 4.4%

University academic or research facility 15.2%

Plans are uncertain 33.7%

Healthcare business or corporation 16.2%

Not planning to return to patient care in Wi 0.8%
Non-healthcare business or corporation 2.7% prannig miop '
Other | 17.7% patient care status
Locum tenans* 0.9%

Providing patient care, but only in another state 45.5%

No response 0.8% Not providing patientcare | 54.5%
*Locum tenens wos not specifically listed as & response option in
the first version of the survey, but mony respondents supplled the
{nformation. This count may be incomplete.

PHYSICIANS WHO ARE WISCONSIN-BASED, BUT NOT CURRENTLY ACTIVE IN MEDICINE (N=1163)

If not currently active, indicate work status (034} When planning to return [Q35]
Retired |  71.6% (N=176)
Permanently disabled 4.2% Currently seeking a position 25.5%
Working In another field & no plans to return 3.9% Return within 2 years | 384%
Unemployed, seeking work in medicine 3.7% Return within 5 years 0.9%
Unemployed, seeking work in another field 0.6% Plans uncertain 33.3%
Taking time out & planning to return* 15.2% Mo response 1.9%
No response 0.9%

Planning to return to patient care practice in WI? [Q36]

{N=176)
Plan to return to patient care in Wi 67%
Plan to return to W, but not to patient care 5%
No immediate plans to return to Wi 25%
No response 2%

Appendix A: Survey Data Summary 41

85




Wisconsin Physician Workforce Report, October 2012

Hours of Work in Patient Care and other Professional Activities Population: 12,936 Wi-Based Physicians

Average weeks worked in the past year [044] Distribution of hours of patient-related care, by
4 weeks or less 1.6% setiing [Q45]

5 to 26 weeks 6.3% Hospital 31.4%

27-45 16.1% Emergency Room 6.5%

45 9.1% Office-based Primary Care 27.9%

47 3.7% Office-based Specialty Care 25.9%

48 22.2% Telemedicine 0.5%

49 6.5% Nursing Home or Extended Care Faciity 1.2%

50 11.5% Home Visits 0.2%

51 1.2% Corrections 0.6%

52 21.9% Other Pt Care 5.9%

Average weeks worked 45 wks/yr

Annual hours of patient-related care [044845)

Hours per week in patient-related care [q45]

less than 20 7.9% I_ Average annual hours I 2142 hrs
20-31 hrsfweek 10.0% :
Distributi ual ho f patient-related
32.39 hrsfweek 12.2% ibution of a”L" h ”;;;hp . calr:g%
40 hours/week 13.7% essgto;r;799 hours/year 21'3%
More than 40 hrs/week 56.9% . ours/year :
1800 — 2142 hours/year 20.4%
M than 2142 h 47.4%
Average hours per week | 47.2 hrs/wk ore than 2142 hours/year
Other professional activities
{multiple response item) [Q4s)
Research 17.6% Average hours per week in patient care and all other

Teaching-classroom 14.2% professional activities, for physicians providing
Teaching-clinical setting | 46.7% patient care

Administration in a private practice | 14.9% Average hours per week , 53.8 hrs/wk ,
Administration in a medical school, hospital,
heaith plan, nursing home 18.7% Annual hours of work In patient care and all other
Medical examiner 0.4% professional activities, for physicians providing
Board of health 0.9% patient care
Medical adviser to public or community heath L Average annual hours l 2430 hrs

agency 6.1%

Other 5.8%

None of the above 34.5%

Hours/week in these other activities during past 12 months
Average hours/week in other professional
activities, reported by the 65.4% who indicated
other professional activities | 10.4 hrs

Average hoursfweek in other professional
activities, averaged over all Wisconsin-based
patient care physicians { 6.6 hrs
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Population: 12,936 WI-Based Patient Care Physicians

Number of practice Jocations in Wisconsin [Q46]

Do you personally provide services primary care or mental
health services in the outpatient seiting at any of your

1location 52.9%
2 locations 20.6% practice locations? [257)
3 locations 9.0% Yes | 41'1%J
4 locations 3.3% .
S locations 1.2% Number of practice locations f?r physicia ns? providing primary
care or mental health services in the outpatient setting (Q46]
More than 5 locations 1.7% (N for this item = 5263)
Noresponse | 113% 1location | 614%
Do yeu also provide patient care in another state? [Q41] 2 locations 18.7%
Yes, but only via telemedicine 1.0% 3 locations 6.0%
Yes, in person 3.2% 4 locations 2:3%
Both in person and via telemedicine 0.2% 5 locations 1.0%
No 94.6% More than 5 locations 0.9%
No response 0.9% No response 9.7%
Detail on Principal Practice Setting Population: 12,936 Wi-Based Patlent Care Physicians
Principal practice setting {Q51] Are you a salaried employee at your pringipal practice
Non-federal hospital and adjacent location? [Q50] )
outpatient clinics 52.7% Not a salaried employee 25.9%
VA or military hospital and associated Salaried employee with a practice | own or co-
outpatlent facilities 2.8% own 9.9%
Free standing clinic/health centerfurgent care Salaried employee with a corporation or practice
clinic/ambulatory surgery center 23.0% that | do not own 22.1%
Individual private practice 11.8% Salaried employee of a managed care
Nursing home ar other non-hospital ‘ organization 2.6%
extended care facility 0.6% salaried employee of a hospitat 12.6%
Correctional facility 0.8% Salaried employee of a university or teaching
State/local health dept or other public/ institution 16.9%
community health setting including free clinics 2.3% Federal employee 259
Other 5.5% State government employee 1.8%
No response 0.6% Salaried employee of another type of
organization 2.8%
Clinical setup at principal practice setting [052] No response 2.6%
Single physician practice 7.4%
Single physician practice that shares expenses Number of physicians at this practice location [Q53}
with other physician practices 1.5% 1 physician 7.2%
Single specialty group practice 27.5% 2-5 physicians 20.0%
Multi-specialty group practice 56.0% 6-10 physicians 15.8%
Locum Tenens | 0.6% 11-20 physicians 12.8%
Other {specify) | 6.5% 21.50 physicians 10.7%
Noresponse | _ 0.4% 51.75 physicians 41%
76-100 physicians 3.1%
More than 100 24.5%
No response 1.6%
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Are any of the following advanced practice providers a part of

your practice group at this location? [Q54)

(multiple response item)

Wisconsin Physician Workforce Report, October 2012

Do you also provide medical gversight through a collabarative

agreement with_a physician assistant or nurse practitioner-

managed practice at another location? [(54b]

PA 47.7% Yes 7.4%
NP 52.7%
CNM 7.0%
CRNA, CNS and other 5.0%
Unduplicated count of physiclans whose practices
include a PA, NP, CNM or other advanced
practice provider 68.9%

Demographics Population: 734 Physicians in Neighboring States
Age [05) Are you able to communicate with patients in
Under 35 10% fanguage other than English? [qi0}
35-44 38% Yes
45-54 28% Ne
55-64 17%
65-74 5% Detail on other languages spoken
75 and older <1% English only
Spanish
Average age l 46.6ﬂ Other European languages
Hindi and other languages of the Indlan
subecontinent
Gender [07] Chinese, Japanese or Korean
: Male 73% Filipino, Tagalog
Female 27% Southeast Asian fanguages
Citizenship status [013 Arabic, Farsi, other Middle Fast languages
N African languages
Native born U.S. citizen 73%
Naturalized U.S. citizen 19% All other
Permanent Resident] 6% Urban or Rural Background
Temporary (H-1B} or Exchange {J-1) visa 2%
porary { Jor Exchange { ()) " - Where attended high school [011]
ther {Multiple responses possible)
Race/Ethnic/Cultural Heritage [asgs Wisconsin 8%
{multiple response item) Angther state 71%
Under-represented minority* Another country 21%
Other minorit
— - Y Size of hometown community [012]
All minority {unduplicated count) -
— Town or city < 50,000 25%
Non-minority or no response Suburb | p—
*Minorities underrepresented in the health professions: u. urb in metro area
American Indian, Black, Hispanic, Pacific Islander and City 50,000-500,000 18%
Southeast Asian Large city (> 50,000) 31%
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Medical Education
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Population: 734 Physicians in Neighboring States

Where attended medical school® [a17818]

University of Wisconsin Medical

School/UWSMPH 5%

Medical College of Wisconsin/MCWt 2%
lowa 4%

llkknois 25%

Michigan 4%

Minnesota 16%

Another state 19%

Canada <1%

International-Offshore 4%

All other international 20%

TMCW total Includes physicions who attended Morquette Medlcal

School or Milwaukee Medical College, predecessors of MCW,

Residency Training

Degree® [016]
MD 83%
DO 15%
MBBS/MBChB 3%

Population: 734 Physicians in Neighboring States

Location of initial residency training position [Q26]

‘Where first licensed [Q21]

Completed residency program in Wisconsin 5% Wisconsin 7%
Compteted residency program in another state 94% Another state 93%
Residency program fn Canada
In another country 1%
Practice Specialty Population: 734 Physicians in Neighboring States
Principal practice specialty all Wi-based physicians
[Q29] Emergency Medicine 19%
General Practice Psychiatry 2%
Family Medicine 7% Anesthesiclogy 6%
Radiology (including Nuclear Med) 4%
General Internal Medicine 11% Radiation Oncology 2%
Internal Medicine-Cardiology 3% Pathology 4%
Other subspecialty Internal Medicine 15% Neurology 3%
Atlergy & Immunology Physical Medicine & Rehabilitation 1%
Dermatelogy 2% Other-Patient Care 1%
Non-patient care
General Pediatrics & Med-Peds 6%
Subspecialty. Pediatrics 2% ___g___p_____[Q_}_Praf:ticIn 253 hols italist - 32
{caring for acutely ill hospitalized patients only)
OB/GYN 2% ves | 13% |
Participation in Teaching, Administration and
General Surgery 03 Research Activities [Q48]
Orthopedic Surgery 2% {as indicated in hours of work question}
Surgery-other speciaities 2% Teaching & Academic Practice 36%
Otolaryngology 1% Administration 18%
Urology 2% Research 13%
Ophthalmotogy 0%
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Current Status and Work Setting

Wisconsin Physician Workforce Report, October 2012

Papulation: 734 Physicians in Neighboring States

Full time or Part time_[Q33)

Principal work setting [0?]

Full time {2 32 hrs/wk) 87% Hospital 58%

Part time {<32 hrs/wk 13% Office 40%

Residential facility 1%

Current status [038] Teaching, research, other 1%
Provide care in person at a location in W| 96%

Provide care in Wi both in person and via

telemedicine 3%
Provide care in WI as locum tenens 1%

Full time or Part time [Q33)

Full time {>32 hrs/wk) 75%
Part time (<32 hrs/wk 25%
Current status [Q38]
Provide care in person at a location in Wi 94%
Provide care in Wl as locum tenens 5%
Provide care as camp physician or similar
capacity 1%
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Completed undergraduate medical education at UW ar

MCW 5%
Other states 57%
International Medical Graduates 38%
Residency Training [Q26]

Completed residency training in Wisconsin 11%
Completed residency training in another state 89%

Principal work setting [Q2]
Hospital 71%
Office 23%
Residential facility 1%
Teaching, research, other 5%
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Current status [Q1 and Q33]

Provide patient care In another state full time 82% W!ovment [Q39]
Provide patient care in another state part time] 12% Patient care facility 58%
Not working as a physlcian 6% State or local health dept or other govt agency 8%
University academic or research facllity 12%
Principal work settin 2 Healthicare business or corporation 6%
Hospital 38% Non-healthcare business or corporation 1%
Office A0% Other 16%
Residentla! facllity 1%
Teaching, research, other 15% Principal practice specialty all Wil-based physicians
Not working as a physician 6% [Q29] —
General Practice 1%
Age [Q6] Family Medicine* 12%
35-44 25%
45-54 31% General internal Medicine* 8%
55-64 31% Internal Medicine-Cardiology 3%
65-74 11% Other subspecialty Internal Medicine 7%
75 and older 3% Allergy & Immunology <1%
Dermatology 1%
r Average age | 52.9 yrj
Gender [Q7] General Pediatrics & Med-Peds 4%
nale 78% Subspecialty. Pediatrics 2%
Female 22%
OB/Gyn 3%
Citizenship status [Q13
Native born U.S. ditizen 75% General Surgery 3%
Naturalized U.S. citizen 18% QOrthopedic Surgery 3%
Permanent Resident] 3% Surgery-other specialties 4%
Temporary {H-1B) or Exchange {J-1) visa 2% Otolaryngology 2%
Other 1% Urology 1%
ophthalmology 3%
Medical Education [017-18]
Completed undergraduate medical education Tn Wi 15% Emergency Medicine 4%
Other states or Canada 64% Peychiatry 594
International Medical Graduates 21% Anesthesiology 6%
Residency Training [Q26) Radiology {including Nuclear Med} 15%
Completed residency training in Wisconsin 27% Radiation Oncology 1%
Completed residency training in another location 73% Pathology 4%
Neurology 2%
Plan to provide pt care In Wl in the future? (Q40] Physical Medicine & Rehabilitation 1%
Currently seeking a position [1] 4% Other-Patient Care 1%
Plan to return within next 2 years [2] 3% Non-patient care 1%
Plan to return within next 5 years [3} 4% *Geriatrics specialists are included with Family Medicine
Plans are wncertain (4] 550 and General internal Medicine, as appropriate.
Not planning to return to patient care in Wi [5) 28%
No response 6%
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Note: Survey responses from residents and fellows were not weighted, Survey respondents do not include PG-1
and PG-2 trainees not yet licensed.

Demographics Population: 1162 Residents or Fellows
Location [DSPS address) Are you able to communicate with patients in
Wisconsin 85% language other than English? [Q10]
Another state 15% Yes 43%
No 57%
Age* [05)
Under 35 729 Detall on other languages spoken
35-44 20% English only 57%
45.54 4% Spanish 16%
55-64 294 Other European languages 12%
65 and older <1% Hindi and other languages;fbt::n[tril:;an;: 5
Chinese, Japanese or Korean 5%

I Averageagel 33.6yrsi

Filipino, Tagalog -

Gender* [q7) Southeast Asian languages <1%
Male 53% Arabic, Farsi, other Middle East languages 2%
Female 429% African languages <1%
All other 4%
Citizenship status {Q13]
Native born U.S, citizen 76% Urban or Rural Background
Naturalized U.S. citizen |  10% Where attended high school [a11)
Permanent Resident] 7% {Muitiple responses possibie)
Temporary {(H-18) ar Exchange (J-1) visa 3% Wisconsin 27%
Other 4% . Another state 54%
) Another country 19%
Race/Ethnic/Cultural Heritage [Qg&9

(multiple response item) Size of hometown community [a12)
Under-represented minority 10% Town or city < 50,000 33%
Other minority/non-white 20% Suburb in metro area 1%
White or no response 70% City 50,000-500,000 24%,
Large city (> 50,000) 22%
Medical Education Population: 1162 Residents or Fellows
Where attended l;'nedical sc?\;ol* mnmsz : Degree* [Q16]
niversity of Wisconsin Madica
School/UWSMPH 12% MO 88%
Medical College of Wisconsin/MCW 14% Do %
MBBS/MBChB 3%
lowa 3%
lllinois 15%
Michigan 2%
Minnesota 2%
Another state 33%
Canada <1%
International-Offshore 2%
All other internatlonal 17%
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Current Status
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Population: 1162 Residents or Fellows

Are you currently enrolled in a post-graduate
training program? [Q3]

Internship or residency 57% Initial medical residency [Q25]
Fellowship 43% Allergy and immunology <1%
Anesthesiology 7%
L Dermatology 1%
Year of post-graduate training fQ4] Emergency Mediclne 3%
E - Farnily Medicine 11%
o
2 1% Internal Medicine 23%
3 29% . .
internal Medicine-Pediatrics 2%
4 27% .
Medical Genetics -
5 17% Medical Physics -
0,
6 13% Nuclear Medicine <1%
7 3% o
Neurology 2%
8 6% .
Obstetrics & Gynecology 3%
0,
No response A% Occupational Medicine -
. . Ophthalmolo; 1%
Location of jnitial residency training position [Q26] P &Y
. " Otolaryngology 1%
Completed residency program in Wisconsin 62%
- Pathology 2%
Completed residency program in another state 26% —
- - Pediatrics 10%
Residency program in Canada - - — —
Physical Medicine & Rehabilitation 1%
In another country 2% -
Preventive Medicine <1%
No respanse 10% N
Psychiatry 4%
Where first licensed [Q21] Radiology-diagnostic 9%
{Survey response this item =) Radiology-Therapeutic/Radiation Oncology 1%
Wisconsin 74% Surgery (General, Neurological, Colon &
another state 26% Rectal, Ortho, Plastic, Vascular, Other} 14%
Urology 1%
Qther 1%

Completing more than one residency/fellowship

027]

Yes i

)
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APPENDIX B

HOURS OF WORK DETAIL BY AGE, GENDER AND SPECIALTY

AGE GROUP DATA

B1. Average hours per week report

ed by Wisconsin physicians, by age group and gender
Average Patient Care Hours per Week

Total Hours per Week, all professionat

Average Patient Care Hours per Year

activities

Number All Male Female Al Male Female

of Physicians Physicians Physicians Physicians Physiclans Physicians

physicians N=13,670 N=9,516 N=4,154 N=13,670 N=9,516 N=4,154

providing

patient

care In

Wiscansin
Under 35 1140 8% 49,3 50.9 47 .5 53.9 55.3 52.3
Age 35-39 1839 13% 47.0 47.8 46.0 54.0 55.7 51.5
Age 40-44 2195 16% 48.2 49.8 45.3 55.1 57.2 51.4
Age 45-49 2094 15% 47.5 50.3 41.9 54.1 56,6 49,1
Age 50-54 2348 17% 48.3 49.8 44.4 554 57.3 50.8
Age 55-59 1887 14% 46.4 46.9 44,7 53.4 54.0 51.2
Age 60-64 1276 9% 45.4 46.0 426 513 52.0 47.9
Age 65-69 557 4% 38.9 39.1 34.7 44,5 44.7 395
Age 70-74 195 1% 29.6 29.3 324 34.0 34.0 344
Qver 75 139 1% 20.2 20.1 24.0 235 235 24.0
All physicians 13670 | 100% 46.6 47.5 44.7 53.1 54.2 50,7
82. Average annual hours reported by Wisconsin physicians, by age group and gender -

Total Hours per Year, all professional -

activities

Number All Male Female . All Male Female

of Physicians Physicians Physicians Physicians Physicians Physiclans

physicians N=13,670 N=9,516 N=4,154 N=13,670 N=9,516 N=4,154

providing

patient

carein

Wisconsin
Under 35 1140 8% 1390 1933 1841 2048 2074 2019
Age 35-39 1839 | 13% 2028 2086 1947 2317 2411 2184
Age 40-44 2195 16% 2156 2263 1966 2455 2577 2236
Age 45-49 2094 1 15% 2194 2373 1832 2479 2658 2117
Age 50-54 2348 | 17% 2241 2325 2032 2555 2655 2306
Age 55-59 1887 | 14% 2156 2188 2046 2465 2503 2333
Age 60-64 1276 9% 2058 2119 1994 2367 2393 2241
Age 65-69 557 4% 1767 1773 1644 2011 2018 1882
Age 70-74 195 1% 1281 1262 1483 1463 1454 1558
Over 75 139 1% 792 794 728 921 926 728
All physicians 13670 | 100% 2090 2155 1940 2369 2445 2194
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83.
Compare Weeks and Hours of Work by Age and Gender
700 -
800 -
B 500 |
£
3
§ 4040
&
-
£ 200/
£
<4
£ 200
100
00 e T Bt T T g2
Under 35 3539 4044 4549 50-54 55-59 6064 6569 70-74 Over 16
Age
o Vioeks per yearla'e Physidians o i~ \tloeks per year-Female Priysisans
Hours per week patent care-Na'e Physidans »=3¢== Holrs per week patient carg -Fema's Physicans
== Hors per week other prokessiondl achiites- Male Physiclans Hours pes week other professional acivites-Fema'e Physicians
i Tolal howrs per week-WMale Physidans Tolal howrs per week-Fema'e Physiclans
B4,
Weoeks and Hours of Work by Age, All Physicians
600
500
,; 400
£
i
5 300
t
S
g
g 200
100 -
00 4
Under 35 3539 4044 4549 5054 5559 6084 6569 7074 Over 75
Age
<o Wfpeks per year-All Physicans aweiitons Hoirs por week patien! care-AR Physidans
Hours per week other pro‘essional Bofvites-AY Phiysidans 1+ Total hours per week-All Physidans
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B5,
Compare Annual Hours by Age and Gender
3000
2500
2000
2
g 1600
1000
500
Under 35 3539 4044 4548 50-54 5559 60-64 6569 1674 Over 15
Age
=t~ Hos per yoar patent care-Male Physicans == HoUrS per year patient care-Female Pimsicians
Hours per year other professional actvies-Ma'e Physiclans  =3¢-= Hows per year olher professional acthes-Fema'e Physidans
=tz Tohad hotars por year-Male Physidans - Tolak hours pet year-Ferae Physidans
B6.

Annual Hours by Age, All Physicians

g

Hours per Week or Weeks per Year
g g

Urder 35 3539 4044 4549 50-54 5559 £569 10-74 Over 75

Age
- Howrs ped year patient care-Afl Physicians ~- Hours per year ather professional activies-Al Physidans Totat hours per year-AY Physicians
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SPECIALTY DATA

BZ. Physician Hours by Specialty: Hours per Week

Wisconsin Physician Workforce Report, October 2012

Average Patient Care Hours per Week

Total Hours per Week,
All Professional Activities

Fernale
Female Physician
Al Male Female Physician ] All Male female Hours as
Physicians { Physicians | Physicians | Hoursas Physicians | Physicians | Physicians | % of

Specialty N=13,670 { N=9,516 N=4,154 % of Male § N=13,670 | N=9,516 N=4,154 Male
General Practice and '
Family Medicine' 45.7 46.3 44.8 97% 51.1 520 49.8 96%
General Internal
Medicine! 49.8 517 46.3 0% 57.2 59.0 53.7 91%
General
Pediatrics/Adolescent
Medicine & Med-Peds 124 41.6 43.0 103% 49.7 51.1 48.7 95%
Internal Medicine-
Cardiology 53.1 534 49.9 93% 61.2 6513 60.1 98%
Other Subspecialty
Medicine’ 46.7 48.0 42.3 88% 55.0 56.5 50.1 89%
Subspecialty Pediatrics 46.8 48.6 44.0 91% 61.4 65.1 55.5 85%
Allergy & lmmunology 45,6 46.6 * ¥ 56.6 58.8 * *
Dermatology 36.7 36.4 37.0 102% 41.3 390 43.6 112%
General Surgery 55.7 56.7 51.0 80% 62.6 61.6 67.4 109%
Orthopedic surgery 49.1 50.0 * * 54.8 55.9 * *
Subspecialty surgery” 53.7 535 * * 58.0 58.0 * *
Otolaryngology 46.4 45.6 * ¥ 50.1 494 * *
Urology 49.6 49.4 * * 53.2 53.1 * *
Ophthalmology 36.1 373 32.2 86% 422 44.5 349 78%
Obstetrics & Gynecology 52.2 52.3 52.1 100% 57.5 59.5 55.9 94%
Emergency Medicine 38.8 394 36.1 2% 44.7 45.8 40.2 88%
Psychiatry 41.0 40.6 41.6 102% 47.1 48.2 45.3 94%
Anesthesiology 52.2 534 48.7 91% 58.8 60.1 54.5 91%
Radiology 48.3 47.7 51.7 108% 52.8 52.3 55.5 106%
Radiation Oncology 44.7 46.3 * i 52.1 54,3 * *
Pathology 43.7 42.8 45.3 106% 52.1 51.9 52.3 101%
Neurology 47.7 49.5 42.6 86% 54.1 56.4 47.5 84%
Physical Medicine &
Rehabilitation 42.9 43.3 42.2 97% 48.5 47.2 50.8 108%
Other patient care
speciaities 435 44.5 * l 46.9 47.6 * *
All Physiclans 46.6 47.6 44.8 94% 53.1 54.3 50.7 93%
*Suppressed due to small sample size,
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B8. Physician Hours by Specialty: Hours per Year
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Average Patient Care Hours per Year

Total Hours per Year,

All Professional Activities

) female Female
All Male Female Physician Al Male Female Physician
Physicians | Physicians | Physicians | Hours as Physicians | Physicians | Physiclans | Hours as
Specialty N=13,670 | N=9,516 N=4,154 % of Male | N=13,670 | N=9,516 N=4,154 % of Male
General Practice and
Famlly Medicine' 2131 2196 2022 92% 2384 2462 2253 91%
General Internal
Medicine 2040 2192 1756 80% 2329 2491 2028 81%
General
Pediatrics/Adolescent
Medicine & Med-Peds 1803 1871 1758 94% 2102 2295 1973 86%
Other Subspeclatty
Medicine® 2089 2141 1908 89% 2432 2492 2226 89%
nternal Medicine-
Cardiology 2372 2415 1973 82% 2718 2742 2492 91%
Subspecialty Pediatrics 2026 2028 2023 100% 2629 2687 2537 94%
Allergy & Immunology 2055 2104 * ¥ 2477 2545 * *
Derrnatology 1597 1427 1768 124% 1300 1528 2075 136%
General Surgery 2639 2704 2343 87% 2967 25944 3071 104%
Orthopedic surgery 2220 2256 * * 2464 2510 * *
Subspecialty surgery” 2458 2418 * ¥ 2653 2619 * *
Otolaryngology 2230 2210 * * 2414 2394 * *
Urology 2286 2276 * * 2463 2452 * *
Ophthalmology 1669 1712 1536 90% 1869 1934 1666 86%
Obstetrics &
Gynecology 2441 2553 2352 92% 2682 2887 2519 87%
Emergency Medicine 1766 1809 1579 87% 2022 2081 1765 85%
Psychiatry 1944 1938 1955 101% 2236 2304 2120 92%
Anesthesiology 2311 2356 2171 925% 2610 2662 2448 92%
Radiology 2100 2103 2086 99% 2302 2311 2255 98%
Radiation Oncology 1875 1924 * * 2220 2318 * *
Pathology 1953 1872 2108 113% 2268 2187 2423 111%
Naurology 2223 2292 2024 88% 2493 2579 2242 87%
Physical Medicine &
Rehabilitation 1989 2034 1915 Q4% 2258 2208 2341 106%
Other patient care
speciaities 2148 2198 * * 2305 2333 * *
Alf Physicians 2090 2161 1954 90% 2369 2450 2205 90%
*Suppressed due to small sample size.
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B9.

Average Patient Care Hours per Week, Male and Female Physicians

60.0

50.0

40.0

3040

Hours per Waek

200

10.0 -

B1O.

Total Annual Rours, All Professlonal Activitles

Hotrs pér Year
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APPENDIX C

COUNTY-LEVEL DATA
The 2011/12 Wisconsin Physician Survey data will not support a county-by-county analysis of patient care
and primary care physicians, but we can provide a county-level breakdown for all physicians using the mailing
address on file with DSPS. This is only an approximation of the number of patient care physicians serving a
county, as it does not capture commuting patterns from suburbs to large cities (typical in the Milwaukee
area) and from larger urbanized areas to outlying clinics in more rural areas. Overall totals are quite similar to

the totals for patient care physicians derived from the survey responses.

Wisconsin Physiclan Workforce Report, October 2012

Rate per Ratic- Revised ratio,

All Rate per Primary 100,000- Population to including

Poputation physicians 100,000~ Care Primary Care Primary Care | physicians based

(2010 {DSPS Physicians | Physicians < Physlctans Physicians Physician in neighboring

County census) address) < age 65 age 65 <age 65 <age 65 <ageb5 states
Adams 20,875 7 4 19.2 3 i4.4 6958:1
Ashland 16,157 48 39 241.4 24 148.5 673:1
Barron 45,870 102 83 191.8 49 106.8 536:1
Bayfield 15,014 11 6 40.0 4 265 3754:1
Brown 248,007 671 605 2439 197 79.4 1259:1

Buffalo 13,587 4 3 21 2 14.7 6794:1 2843:11
Burnett 15457 6 5 323 4 259 3864:1

Calumet 48,971 12 9 184 4] 12.3 8162:1 5412:1
Chippewa 62,415 91 80 128.2 53 84.9 1178:1
Clark 34,690 21 19 54.8 17 49.0 2041:1
Columbia 56,833 54 49 86.2 34 59.8 1672:1
Crawford 16,644 20 17 102.1 is5 90.1 1110:1
Dane 488,073 2325 2002 410.2 687 140.8 71001
Dodge 88,759 103 93 104.8 53 59.7 1675:1
Daor 27,785 66 37 133.2 17 61.2 1634:1

Douglas 44,159 2t 16 36.2 14 31.7 3154:1 1915:1

Dunn 43,857 39 35 79.8 23 52.4 1907:1 1702:1
Eau Claire 98,736 460 422 A427.4 135 136.7 73L:1
Florence 4,423 2 2 45.2 0.0 4423: 0
Fond du Lac 101,633 183 155 152.5 66 649 1540:1
Forest 9,304 6 4 43.0 4 43.0 2326:1
Grant 51,208 36 29 56.6 13 35.2 2845:1

Green 36,842 68 55 149.3 24 65.1 1535:1 1413:1
Green Lake 19,051 36 29 152.2 15 78.7 1270:1
lowa 23,687 30 24 101.3 18 76.0 1316:1

Iron 5,916 4 3 50.7 2 33.8 2958:1 1450:1
Jackson 20,449 26 22 107.6 19 529 1076:1

Jefferson 83,686 77 68 81.3 35 41.3 23%1:1 2090:1
Juneau 26,664 28 25 93.8 18 67.5 1481:1

Kenosha 166,426 221 193 116.0 82 49.3 2030:1 1526:1
Kewaunee 20,574 12 12 58.3 7 34.0 2939:1

La Crosse 114,638 B0 540 471.0 211 1841 543:1 535:1
Lafayette 16,836 9 7 41,6 6 356 2806:1
Langfade 15,977 30 24 120.1 12 60,1 1665:1
Linco!n 28,743 35 32 111.3 26 90.5 1106:1
Manitowoc ‘81,442 167 149 183.0 54 66.3 1508:1
Marathon 134,063 400 358 267.0 130 97.0 1031:1
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Rate per Ratio- Revised ratio,

Al Rate per Primary 100,000- | Populationto including

Population physicians 100,000~ Care Primary Care Peimary Care | physicians based

(2010 {DSPS Physicians | Physicians < Physicians Physicians Physician in neighboring

County censys) address) <age b5 age 65 <age65 <age 65 <age 65 states

Marinette 41,749 76 71 170.1 33 79.0 1265:1 1167:1
Marquette 15,404 2 1 6.5 i 6.5 15404:1
Menominee 4,232 3 3 70.9 z 473 2116:1

Milwaukee 947,735 2885 2498 263.6 840 88.6 1128:1 1059:1
Monroe 44,673 46 38 85.1 26 58.2 1718:1
Oconta 37,660 20 16 42.5 10 26.6 3766:1

Oneida 35,998 155 131 363.9 48 133.3 750:1 6871
QOutagamie 176,695 443 410 2320 181 102.4 976:1
Ozaukee 86,395 452 385 445.6 133 153.9 650:1
Pepin 7,469 5 3 40.2 2 26.8 3735:1

Pierce 41,019 31 26 63.4 23 56.1 1783:1 1610:1
Polk 44,205 70 62 140.3 43 97.3 1028:1
Portage 70,019 141 120 171.4 51 72.8 1373:1
Price 14,159 16 13 51.8 12 84.8 1180:1

Racine 195,408 295 243 124.4 96 49.1 2036:1 1654:1
Richiand 18,021 23 19 105.4 14 771.7 1287:1

Rack 160,331 293 256 159.7 105 65.5 i527:1 1423:1
Rusk 14,755 15 15 101.7 13 88.1 1135:1

St. Croix 84,345 75 72 85%.4 48 56.9 1757:1 1242:1
Sauk 61,976 109 100 161.4 67 108.1 925:1
Sawyer 16,557 21 18 108.7 14 84.6 1183:1
Shawano 41,949 30 28 66.7 24 57.2 1748:1
Sheboygan 115,507 197 184 159.3 74 64.1 1561:1
Taylor 20,689 19 i8 87.0 14 67.7 1478:1
Trempealeau 28,816 13 7 24.3 7 24.3 4117:1
Vernon 29,773 a7 30 100.8 22 738 1353:1
Vilas 21,430 36 24 112.0 12 56.0 1786:1
‘Walworth 102,228 115 93 91.0 45 44.0 22721
Washburn 15,911 23 21 132.0 16 100.6 994:1
Washington 131,387 182 164 1243 36 65.2 1534:1
Waukesha 384,331 1872 1614 414.0 587 150.6 664:1
Waupaca 52,410 35 30 57.2 23 43.9 2279:1
‘Waushara 24,496 11 8 327 5 20.4 A889:1

Winnebago 166,994 440 383 229.3 135 80.8 1237:1 1196:1

Wood 74,749 500 438 586.0 165 220.7 453:1 447:1

5,686,986 14722 12802 2251 5061 89.0 1124:1 1089:1

*These counties are also served by providers based in a neighboring state. See table on the following page for

estimates of the number of physicians commuting to these counties from a neighboring state.

TCommuting between counties in the Milwaukee metropolitan area (mostly from suburban residences to practice
locations in the city) makes the separate totals for these counties unreliable. A four county summary may be a
better reflection of this region. Since the DSPS data does not indicate workplace address, it is not possible to give a
reliable estimate of inner city and suburban totals. The disparities in access to care in inner city Milwaukee are
evident in the Health Professions Shortage Area (HPSA) data — see separate discussion.

Milwaukee
Ozaukee
Waukesha
Washington

1,555,908

5,391

4,661

299.6

1,646

105.8

945:1

933:1
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Number of physiclans based in neighboring states who work in Wisconsin on a regular basis

{estimated, based on survey response):

Wisconsin Physician Workforce Report, October 2012

Primary Care
All physicians Physiclans Physicians
under age 65 under age 65
Buffalo 7 3 3
Calumet 3 3 3
Douglas 36 36 9
Dunn 5 3 3
Green 18 18 16
fron 2 2 2
Jefferson 5 5 5
Kenosha 87 87 27
La Crosse 20 18 3
Marinette 9 9 3
Milwaukee 70 b5 22
Oneida 4 4 4
Plerce 22 22
Polk 30 26
Ratine 75 75 22
Rock 48 46 ]
5t Croix 122 115 20
Winnebago 5 5 5
Wood 2z 2
All other counties 164 144 3
| 734 689 162
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APPENDIX D
PARTICIPATION IN EDUCATION OF HEALTH PROFESSIONALS, BY COUNTY

Clinical facilities in areas with a shortage of physicians have difficulty providing training opportunities for
students while meeting the needs of their patients. At the same time, several federal programs
emphasize the importance of providing training opportunities for students in underserved areas.
Wisconsin has some underserved counties where physicians do an exceptional job of providing health
professions training opportunities. There are alsc some areas with higher physician rates per 100,000
that may have the capacity for providing more training opportunities than they do at present. The table
below shows the percentage of survey respondents who reported participating in health professions
training activities in each county, ranked from lowest to highest, compared to the overall rate of
physicians under age 65 per 100,000 and primary care physicians under age 65 per 100,00.

Bold=above statewlide avg

Physician survey data All physicians {from DSPS data)
Population % of survey responses All physicians under | Primary care physiclans
{2010 reporting teaching activity age 65 under age 65
Census)
Rate per Rate per
County 100,000 100,000
Florence 4,423 % A 0.0
Calumet 48,971 (%%
Buffalo 13,587 0
ron 5916 1) 1 2
Sawryer 16,557 ()5 108.7 84.6
Rusk 14,755 [} 101.7 88.1
Marquette 15,404 (0% b §
Forest 9,304 (7
Portage 70,019 .9
langlade 19,977
Oconto 37,660 9%
Door 27,785
Racine* 195,408 63
Fond du Lac 101,633 o
Winnebago 166,994 69
Bayfield 15,014
Chark 34,680
Dunn 43,857
Monroe 44,673
Ashland 16,157
Sheboygan 115,507
Marinette 41,749 18%
Kenosha* 166,426 19%
Price 14,159 20%
Manitowoc 81,442 21%
Oneida 35,998 22%
Walworth* 102,228 23%
Columbia 56,833 24%
Waushara 24,496 25%
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Physician survey data All physicians {from DSPS data}
Poputation % of survey responses All physicians under | Primary care physicians
(2010 reporting teaching activity age 65 under age 65
LCensus)
Rate per Rate per
County 100,000 100,000
Pepin 7,469 25% 40.2 26.8
Waupaca 52,410 25% 439
Saint Croix* 84,345 269%
Fau Claire* 98,736 27%
Brown 248,007 27%
Green* 36,842 28%
Grant* 51,208 29%
Plerca* 41,019 29%
Qutagamie 176,695 30%
Polk? 44,205 31%
Washingtont 131,887 31%
Daodge 88,759 23%
Trempealeau 23,816 33%
Kewaunee 20,574 33% 583 1.0
Lafayette 16,836 33% 41.6 6
lowa 23,687 33%
Washburn 15,511 33%
Sauk - 61,976 33%
Ozauvkeet 86,395 34%
Vilas 21,430 36%
Waukeshat 389,891 37%
Chippewa 62,415 37%
Marathon 134,063 38%
Rock* 160,331 35% 159.7 65.5
Jefferson 83,686
Wood 74,749
La Crosse* 114,638
Barron 45,870
Vernon 29,773
Adams 20,875
Burnett 15,457
Taylor 20,689
Richland 18,021
Lincoln 23,743
Milwaukee*t 947,735
Juneau 26,664
Shawano 41,949
Green Lake 19,051
Douglas* 44,159
Jackson 20,449
Dane 488,073
Menominge 4,232
Crawford 16,644
5,686,986
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APPENDIX E

HEALTH PROFESSIONS SHORTAGE AREAS

The federal Health Professions Shortage Area designation process provides detail on physician supply at
the county and census tract fevel for underserved areas of the state. Wisconsin has a shortage of
primary care providers in 10 full counties and parts of 27 other counties. Limited access to dental care in
many of the same areas or populations exacerbates these disparities, as dental health is closely related
to overall health status. Mental health providers, including psychiatrists, are also in short supply in
many areas of the state.

? Health Professional Shortage Areas
(Foe i LE LipryTeed oty )

2

("

Health Professional Bhortage Areas
(Por Rng Loaa Reprymint 2591303

il

Health Professional Shoctage Areas
(v 2t Lan Leg v D7)
Durtel - Juse WAL

Pricary Care - Juse 3052 Hental Health - June, 2012

reareiay

Wausau

Primary Care Dental Care Mental Health

Total HPSA designations . 101 74 107
Whale county HPSAs
{Adams, Burnett, Clark, Forence, Kewaunee, Marinette, Marquette, Menominee, Sawyer,
Taylor) 10 0 47
Service Area HPSAS
{Service areas In Buffalo, Calumet, Chippewa, Door, Bouglas, Dunn, Eau Claire, Fond du
Lac, Green Lake, Iron, Jackson, Kenosha, Langlade, Manitowoc, Marathon, pilwaukee,
Monroe, Oconta, Outagamie, Pepin, Racine, Shawano, Sheboygan, St. Croix, Trempealeau,
Washburn, Waukesha) 21 0 6
Population Group HPSAS
{Low Income groups in Ashiand, Barron, Bayfield, Brown, Dane, Forest, Grant, lowa, lron,
juneau, Lafayette, Langlade, Monroe, Oneida, Qutagamie, Polk, Price, Richland, Rusk,
Sauk, Trempealeau, Vernon, Vitas, Washburn, Waupaca, Waushara 16 41 4]
Facllity HP5As

54 33 54
Total population living In a HPSA 499,031 693,875 2,086,137
Estimated unsesved population {2000:1} 507,815 502,775 1,728,264
Practitloners needed to remove HPSA designations 29 114 212
Practiioners needed to achieve a 2000:1 ratioIn underserved areas 228 143 145

hitp:ff ersrs.hrsa.gov/ReportSeNer?lHGDW_Reportsi BCD"HPSA/BCD_JHPSA_SCR50_Smry&rs:Format=HTML3.2 Downloaded 7/11/12

The shortage area determination process is complex, with separate standards for designating
geographic areas, poputation groups and facilities as primary care HPSAs. A geographic area is
considered a primary care HPSA if the full-time equivalent primary care provider ratio exceeds 3500:1,
or 3000:1 in areas with exceptionally high need. Geographic mental health HPSA designations require a
population to core mental health provider ratio exceeding 6,000:1 {4,500:1 in areas with unusually high
need) and a population to psychiatrist ratio greater than 20,000:1. Dental HPSA designations require a
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Number of Physicians Rate per 100,000 Physicians:
Not Estimated Number
Wi-based All All physiclan [short) fover
All but physician | physicians Rate per | requirements HRSA
Wi-Based" | workingin | s working | workingin | Subtotals: 100,000, | for 2010{rate | estimated
Practice speclalty as listed in Physicians wr’ nWi wi physicians | physicians | per 1000,000) | physician
DSPS licensure records {DSPS data) | (Survey data) <age 75 <age?s <age75 {HR$A, 2008% requirement
SURGERY - GENERAL 526 497 497 El 14 {324}
ORTHOPEDIC SURGERY A7 541 sai] g’ 19’ A
SURGERY - THORACIC| CARD{OVASCULAR 93 92
SURGERY - COLON AND RECTAL 23 23 22
HAND SURGERY i7 17 17
SURGERY - MAXILLOEACIAL 7 7 7
SURGERY - NEUROLOGICAL 107 2 109 101
SURGERY - PERIPHERAL VASCULAR 43 > 48 47
SURGERY - PLASTIC 97 97 91

Other Subspedalty Surgery _
OTORHINOLARYNGOLOGY ENT i iE

07

UROLOGY 195

OPHTHALMOLOGY - i i3ea _.

OGBSTETRICS AND GYNECOLOGY £65 18

OB/GYN JONCOLOGY 5 5 5
OB/GYNIPERINATOLOGY 20 20 i9
OB/GYN |ENDOCRINCLOGY 1 1 1
OB/GYN JUROLOGY 1 1 i
OB/GYN [OCCUPATIONAL MEDICINE 1 1 1

All Obstemcs & Gynecologv _ _ 680 12 14 {141)
'EMERGENCYMEDICINE 170 6 35l 7 : Lol -

.INT RNAI. ME 'CiNEIEMERGENCY MED
EMERGENCY MED]CINEI PED[ATR[CS
EMERGENO( MED!OCCUPAT[ONAL MED

i Al Emergency Medicine | . . 5 ;

PSYCHIATRY 549 15 564 532
PSYCHIATRY | ALCOHOLISM - CHEMICAL

DEPENDENCY 26 26 25
PSYCHIATRY|PSYCHIATRY - CHILD 152 152 149
PREVENTIVE MEDICINE | PSYCHIATRY 1 1 1
PSYCHIATRY| GERIATRICS 3 3 3

All Psychiatry _ 710 12 14 {78}

ANESTHESIOLOGY
'ﬁNESfH ESIOLOGY|PAIN

i -AIIAnesthesiology- i . : L

RADICLOGY - DIAGNOSTIC 633 18 651 634
RADIOLOGY - DIAGNOSTIC| NUCLEAR MED 112 13 125 123
RADIQLOGY -DIAGNOSTIC] ULTRASOUND 20 20 20

All Radiology - 777 14 11 132
RADIATION ONcotoeY - -+ | T e T qg | aen cas e S T R es
PATHOLOGY 348 33 381 362 362
NEURCLOGY 262 19 281 278
NEUROQLOGY{NEURQPHYSIOLOGY 8 8 ]

All Neurology 286 5 NA | (see other)

Appendix F: Physiclan Specialty Totals 66
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Wisconsin Physician Workforce Report, October 2012

Number of Physicians Rate per 100,000 Physicians:
ot Estimated Number
Wi-based All All physician | {short} fover
All but physicians | physiclans Rate per | requirements HRSA
WIi-Based" | working in working | workingin | Subtotals: 100,000, | for 2010 (rate | estimated
Practice spacialty as listed In Physiclans wi? inwi wi physiclans | physicians | per 100,000) physician
DSPS licensure records (DSPS dato) | (Survey data} <age 75 <age7s <age 75 {HRSA, 2008’)] requirement

PHYSICAL MEDICINE AND REHABILTTATION 220 7 227 222 222 4 NA | (see other)

'ALCOMOLISM - CHEMICAU DEPENGEN
GENETICS {sea also PEDIATRICS|GENETICS) -

Dermatology, Neurology, Physical
Medicine & Rehabilitation, All Other Patient

Care} 19 {113)
All Patient Care Speclalties 14853 261 261 10
PREVENTIVE MEDICINE |[PUBLIC HEALTH* 21 21 19
ACADEMIC MEDICINE* 3 3 1
ADMINISTRATIVE MEDICINE* 7 7
RESEARCH* 1 1 0
SPECIALTY NOT SPECIFIED 32 32 25
Patient Care and Hon Patient Care 14504 262 276 {792}
RETIRED 20 20 0
All Physiclans 14722 734 15456 14904 149504

Totals may differ from sumn of items in each colurmn due to rounding.

*Not a complete count, as these specialties may also be listed by physicians in combination with various other spectalties above.
** A separate estimated requirement for subspecialty pediatrics was not available. If subspecialty pediatricians are combined with
subspeclalty medicine, the combined number short would be {137).

Y Wi-based = Mailing address in Wisconsin, Actual count from DSPS.

2Non Wi-based but working in Wi = Malling address In a nelghboring state, survey response indicates working on a regular basis in
Wisconsin. Estimated based on survey responses weighted for age, gender, specialty and location.

*The Physicion Workforce: Projections and Research inte Current Issues Affecting Supply and Demand, DHHS, HRSA, Bureau of Health
Professions, December 2008. The HRSA estimates and projections are based on AMA and AOA Masterfile data on physicians’ activity
status for physicians younger than age 75.

Appendix F: Physician Specialty Totals 67
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Wisconsin Department of Safety and Professional Servi...

gOVDELIVERYw

Subject: Med Board Newsletter - Spring 2018
Sent: 05/18/2018 03:42 PM CDT

Sent By: Kate.Stolarzyk@wisconsin.gov

Sent To: Subscribers of Medical Examining Board

5 Email

21,432

92%

0% Pending

8% Bounced

@ Recipients pelivered 31% Open Rate
10% Click Rate
- Email Delivery Stats
o B c:Attempted ] Cumulative Attempted Minutes cl_\‘::';‘::‘a;::‘e’:
20000
80% 3 2%
B60% 15000 5 93%
40% 10000 10 94%
20% 5000 30 97%
0% —— 60 97%
3 5 10 30 60 120
120 98%
- Delivery Metrics - Details - Bulletin Analytics
21,432 Total Sent 11,323 Total Opens
19,737 (92%) Delivered 6061 (31%) Unique Opens
0 (0%) Pending 3,074 Total Clicks
1,695 (8%) Bounced 2030 (10%) Unigue Clicks
0 (0%) Unsubscribed 6 # of Links
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- Delivery and performance
These figures represent all data since the bulletin was first sent to present time.

Progress % Delivered Recipients # Delivered Opened Unique Bounced/Failed Unsubscribes

Email Bulletin Delivered  92.1% 21,339 19,644 6061 /30.9% 1,695 0
Digest n/a n/a 93 93 0/0.0% 0 0
SMS Message Delivered  0.0% 0 0 n/a 0 n/a
Link URL Unique Total
Clicks Clicks
https://dsps.wi.gov/Pages/BoardsCouncils/MEB/Newsletters.a... 1,836 2,828
http://dsps.wi.gov/home?utm_medium=email&utm_source=... 103 135
https://public.govdelivery.com/accounts/WIDSPS/subscriber/e... 84 103
https://subscriberhelp.govdelivery.com/ 3 4
https://insights.govdelivery.com/Communications/Subscriber... 2 2
https://twitter.com/wi_dsps?utm_medium=email&utm_sourc... 2 2
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