
 
 

MEMORANDUM 
 
TO:  ASAHP 
FROM:  Jacoby Lawrence 
DATE: May 22, 2018 
RE:  Senate HELP Full Committee Hearing—The Health Care Workforce: Addressing 
Shortages and Improving Care 
 

U.S. Senate Committee on Health, Education, Labor & Pensions 
“The Health Care Workforce: Addressing Shortages and Improving Care” 

May 22, 2018, 10:00 AM, 430 Dirksen Senate Office Building 
[HEARING LINK] 

 
Overview: 
The Senate HELP Full Committee hearing examined how to address health workforce 
shortages, giving particular attention to workforce shortages in rural areas.  
 
Opening Remarks: 
Chairman Alexander’s opening statement (R-TN) [OPENING STATEMENT LINK]: 

“Today’s hearing is an opportunity to: 
-Learn about the growing shortage of health care professionals – especially in rural areas 
-Examine what the federal government is doing to support our nation’s health care workforce 
-Look at how well we are training health care professionals to meet the needs of patients, and 
-Better understand where health care professionals are choosing to work so we can start 
addressing shortages in rural and urban areas of the country. I hear often from doctors and 
patients in Tennessee about the shortage of health care professionals, and from members of 
this committee. 

We know that the shortage of health care professionals – which includes doctors, 
nurses, paramedics, and x-ray technicians – is a problem that has the potential to keep getting 
worse. 

First, our country’s population is aging and growing – which is widening the gap between 
the number of people who need health care and the number of those who provide it. 

According to the Association of American Medical Colleges, by 2030, our total 
population is expected to increase by more than 10 percent and the percentage of people over 
65 is expected to increase 50 percent compared to today. 

Second, at a time when we need more health care professionals, many of the existing 
health care workforce will reach retirement age. 

A third of all doctors will be older than 65 in the next ten years according to Association 
of American Medical Colleges. 

Simply put, we may have too many people and too few medical professionals. 
We also know that rural areas where 60 million Americans live suffer the greatest impact 

of the shortage of health care professionals. 
According to the National Rural Health Association, there are only 39 primary care 

doctors for every 100,000 people living in rural areas, but there are 53 primary care doctors for 
every 100,000 people in urban areas. 

That difference is even more dramatic for anesthesiologists, neurologists, cardiologists, 
and other specialists – urban areas have 263 specialists for every 100,000 people, but in rural 
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areas there are only 30 specialists for every 100,000 people. We also know the shortage affects 
certain populations more than others. 
 

For example, in 2014, the American Congress of Obstetricians and Gynecologists 
reported that 47 rural Tennessee counties, out of 95 total, had no OB-GYN. 

That means a young couple starting a family may have to travel to Memphis, Nashville 
or Knoxville to see an OB-GYN. 

And, older Americans could face shortages in the coming years because there are not 
enough health care workers trained to care for geriatric patients.  The Bureau of Labor Statistics 
has estimated that by 2024 we will need 1.1 million more nursing aides, home health aides, and 
other health workers to assist older patients.  
What the Federal Government is Doing: 

The federal government is currently doing three things to help reduce and prevent 
shortages of health care workers. 

First, about $10 billion goes to Medicare Graduate Medical Education Programs, which 
funds resident training for new doctors. That program is in the jurisdiction of the Finance 
committee. 

Second, we spend over $1 billion on about 70 different health workforce programs that 
provide scholarships and loan repayment for students, faculty, and health care professionals in 
exchange for working in rural areas.  These programs also provide grants for children’s 
hospitals that train new doctors and dentists.   All of these programs are within the HELP 
committee’s jurisdiction, and we need to better understand if they are actually working and if 
they need to be changed. 

And finally, we spend about $310 million for the National Health Service Corps, which 
provides loan repayment for primary care doctors who go to work in underserved areas.  Most 
of these doctors choose to work at the 10,000 community health centers across the country. 
Going Forward: 

We need to know if what the federal government currently is doing is effective or if 
specific improvements should be made? 

Do we need all of these programs, or should there be changes to better meet the needs 
of patients? 

The witnesses here today will also be able to help us better understand how well we are 
training health care professionals, and what we can do to encourage more people to enter the 
health care workforce as professionals retire. 

I also plan to ask our witnesses today what role the federal government can play in 
encouraging health care professionals to work in underserved and rural areas of the country 
where they are most needed. 

I look forward to hearing their recommendations, and it is my hope that the committee 
will soon begin working on solutions to address these shortages. 
… 

I would note that this is another bipartisan hearing, which means that Sen. Murray and I 
have agreed on the hearing and on the witnesses and that’s often a good way to help us move 
toward agreeing on solutions.” 
 
Ranking Member Murray (D-WA) [OPENING STATEMENT LINK]:  

“A robust, diverse, collaborative workforce is critical to the health of our families and 
communities; however, sustaining that workforce is a big challenge, and there are many smaller 
interconnected challenges, too. We need a strong pipeline to recruit, train, and retain more 
health professionals, particularly in rural and underserved areas, and we need to make sure that 
pipeline includes professionals who have different backgrounds and specialties. 
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We need multifaceted approaches to build a health care workforce that is more diverse, 
better distributed, and trained through collaborative models to provide as many patients as 
possible with care that meets their needs. 

No single program could be adequate to these nuanced tasks, which is why the Health 
Resources and Services Administration, or HRSA, administers a series of interconnected 
programs—programs authorized through Title VII to support primary care, oral health, mental 
health, and other providers, and programs through Title VIII that support nurses. HRSA provides 
scholarship and loan repayment programs; grants to support inter-professional training and 
residency programs in community-based settings; and research to help identity new workforce 
trends, problems, and solutions. 

These programs don’t just tackle the workforce shortage at large, but target specific 
challenges. For example, HRSA administers the Centers of Excellence Program and the 
Nursing Workforce Diversity Program, to address the need for better representation of racial 
and ethnic minorities in our health care workforce by supporting educational opportunities for 
young, underserved, and underrepresented students. According to the Association of American 
Medical Colleges, only 7 percent of medical school graduates are African American, and only 
about 6 percent are Hispanic. 

Changing that matters because greater diversity among practitioners—as well as greater 
cultural and language competency—can help patients from all backgrounds get higher quality 
care. So it’s worth noting, half of the graduates from HRSA’s workforce programs last year were 
minorities or came from disadvantaged backgrounds, but that’s not all. HRSA also administers 
the National Health Service Corps, and the NURSE Corps, to target the needs of underserved 
communities. About one fifth of our country’s population is rural—yet only about one tenth of our 
physicians practice in rural areas. In fact, nearly three out of five areas facing a shortage of 
primary care professionals are rural. 

Last year, loan repayment and scholarship programs through HRSA supported more 
than 12 thousand practitioners in underserved areas nationwide—collectively serving more than 
12 million patients. Additionally, University of Washington’s School of Medicine, long recognized 
for its work to connect students to underserved communities, and the new medical school at 
Washington State University, whose students learn about technologies and techniques 
specifically to support care in rural areas, were both among many programs supported by HRSA 
grants to address this need. But that’s not all. 

HRSA also administers the Geriatrics Workforce Enhancement Program to support the 
integration of geriatrics into primary care settings, so that seniors can get care that reflects their 
changing needs in their own communities. The number of seniors in our country is expected to 
nearly double over the next few decades. As this so-called ‘silver tsunami’ hits, it will put us at 
risk of a serious workforce shortage in senior care. U-W’s geriatrics program is among the 
HRSA grantees addressing this. Dr. Phelan, I look forward to hearing your testimony about that 
important work – but that’s still not all. 

HRSA also administers the Behavioral Health Workforce Education and Training 
program to help address the national shortage of mental and behavioral health experts. Over 
half of all counties across the nation don’t have a single psychiatrist. Over three-fourths have a 
severe shortage of psychiatrists. In fact, according to the Kaiser Family Foundation, our current 
mental and behavioral health workforce can’t meet one third of our need in this area. This is an 
urgent issue—especially as our communities grapple with the opioid crisis and the epidemic of 
substance use disorder. So last year, our health workforce programs trained over four thousand 
new professionals in behavioral and mental health, and even that is not all. 

These are just a few of the many programs authorized by Title VII and VIII to address 
our health workforce needs. One program supports children’s hospitals. Another supports 
training providers in community-based settings. Another supports inter-professional training to 



help all practitioners learn to work together and with community-based organizations to provide 
the most patients with the best care. 

Another, the Health Careers Opportunities Program, H-COP, improves health workforce 
diversity by supporting programs that engage minority and disadvantaged kids in the health 
sciences—kids like Benjamin Danielson, who received mentorship and guidance that kindled his 
interest in attending U-W’s School of Medicine. Today he serves as the Clinic Chief and Medical 
Director of the Odessa Brown Children’s Clinic in Seattle, which provides specialized pediatric 
care to patients, regardless of their ability to pay. He also serves as a mentor thorough the 
same H-COP program that helped him, to support and inspire future generations of minority 
medical students. 

These are great programs with a positive impact — but we need to invest in that impact 
on a larger scale, because compared to the scope of the challenge, we’re fighting fires with a 
squirt gun. We’ve got the right idea, but we need to do a lot more. 

Unfortunately, President Trump seems interested in doing a lot less. His budget proposal 
would all but end these efforts, cutting dozens of programs entirely and slashing funding by over 
90 percent. Thankfully, his view isn’t shared by all Republicans. 

Instead of drastic cuts, we worked across the aisle on substantial increases in the recent 
bipartisan budget deal. We increased funding for the National Health Service Corps by over a 
third. We increased funding for behavioral health training by half. We made substance use 
disorder experts eligible for workforce loan repayment programs. And I hope we can continue to 
build on that bipartisan work. 

I also hope we remember that strengthening our health care workforce means 
addressing harassment and sexual assault in the workplace too—our health practitioners need 
safe workplaces to do their jobs. I’m particularly concerned about how we provide that safety for 
home care aides who work in isolated environments. I’ve reached out to industry stakeholders 
about this and started some good conversations. I hope we can continue that conversation here 
too, because it’s hard to encourage people to go into a field—or to stay in it—if they don’t feel 
safe. 

Thank you Mr. Chairman, I look forward to hearing from our witnesses about these 
issues and about how we build and maintain a strong health care workforce.” 
 
Witnesses: 
Kristen Goodell, M.D., F.A.A.F.P. 
Assistant Professor Of Family Medicine, Assistant Dean For Admissions 
Boston University School of Medicine 
Boston, MA 
[TESTIMONY LINK] 
 
Julie Sanford, D.N.S., R.N., F.A.A.N. 
Director And Professor, School Of Nursing 
James Madison University 
Harrisonburg, VA 
[TESTIMONY LINK] 
 
Elizabeth Phelan, M.D., M.S. 
Director, Northwest Geriatrics Workforce Enhancement Center 
Associate Professor of Medicine, Gerontology and Geriatric Medicine, and Adjunct Associate 
Professor of Health Services, University of Washington 
Seattle, WA 
[TESTIMONY LINK] 
 

https://www.help.senate.gov/imo/media/doc/Goodell1.pdf
https://www.help.senate.gov/imo/media/doc/Sanford.pdf
https://www.help.senate.gov/imo/media/doc/Phelan2.pdf


Select Question & Answer: 
Sen. Murkowski (R-AK): How do we avoid the concentration of GME funds in big urban 
hospitals? 
Dr. Goodell: Alaska is where the teacher health center program can make a major impact. 
Project ECHO is a great way to leverage experience and training to primary care providers.  
 
Ranking Member Murray (D-WA): Back in 2015 HRSA created the Geriatrics Workforce 
Enhancement Program (GWEP), which called on geriatricians to collaborate with primary care 
providers and community based organizations to deliver the care and support seniors need to 
age in their own communities. I’m proud of the Washington state is leading the way in utilizing 
programs like GWEP to develop best practices to help communities care for seniors, particularly 
in our underserved areas, and to further implement innovate models like project ECHO.  
How have you been able to leverage GWEP to expand the reach of geriatric care to 
underserved areas? 
 
Sen. Cassidy (R-LA): I’m considered about burnout, and that what Congress has done has 
contributed to that, in terms of administrative burdens.  
Dr. Goodell: Burnout is an enormous problem among physicians and no doubt the 
administrative burden is a factor.  
Sen. Cassidy (R-LA): What are your thoughts about the maldistribution of training slots (many 
in the Northeast but shortages in some places in Louisiana)? 
Dr. Goodell: We need to allocate more residencial training slots in places that we need them.  
 
Sen. Kaine (D-VA): Please discuss faculty vacancies. We found faculty salaries were less than 
practitioner salaries in Virginia.  
Dr. Sanford: Loan repayment programs are critical to ensuring faculty.  
Sen. Kaine (D-VA): Talk about telemedicine as part of an extender of the healthcare workforce, 
and do we need to think differently about reimbursement models to incentive the appropriate 
use of telemedicine? 
Dr. Sanford: These programs are reaching underserved areas.  
 
Sen. Collins (R-ME): Yesterday I introduced a bill with Sen. Casey (D-PA), The Geriatrics 
Workforce Improvement Act, which would reauthorize the GWEP program and reinstate the 
Geriatrics Academic Career Awards program. Could you expand on why it is critical to infuse 
geriatrics training across health professions and in settings of care? The vast majority of 
practitioners don’t obtain board certification in geriatrics. Should we look at other metrics to 
show progress in improving our readiness to care for an aging population? 
Dr. Phalen: There are important common outcomes that can be measured and do make a 
difference in elderly health and well-being.  
 
Sen. Smith (D-MN): Talk about what we can do to address recruiting issues.  
Dr. Sanford: Through a Title VIII grant JMU will partner with a rural health clinic.  
 
Sen. Hassan (D-NH): How has exposure to community settings changed the ability of nurses to 
be ready to care for patients and families impacted by health crises like opioid addiction? 
Dr. Sanford: It exposes our nursing students to the opportunities that sometimes they don’t 
consider.  
 
Sen. Hassan (D-NH): What can Congress do to support the recruitment, training, and retention 
of a high quality direct care workforce now and in the future? 



Dr. Phelan: Part of the issue is fundamentals. There are competencies around certain types of 
care. Through GWEP we are taking the broadest view of who is primary care, including home 
care workers as part of our audience for training.  
 
Chairman Alexander (R-TN): Maybe the best way to locate medical professionals in 
underserved areas is to train them where they live. How can we be more aggressive, without 
interfering too much in the practice of medicine, to encourage more clinical training where you 
live and where you might practice? I would think the Community Health Centers, of which there 
are 10,000, could be the headquarters and the training hospitals could be the service centers. I 
would think it might be easier with nurses and nurse practitioners than it would be with 
physicians because there’d be a resistance, I would think, from the medical centers of losing 
much control over the training.  
Dr. Sanford: We have a CHC that takes our nurse practitioners. 
Chairman Alexander (R-TN): That’s just one center, but could they work at all the centers in 
VA and still be affiliated with your hospital? 
Dr. Sanford: Absolutely. We have distance components and students all over.  
Chairman Alexander (R-TN): How much time could they spend in a setting outside your 
hospital? 
Dr. Sanford: There are different types of nurse practitioners. Primary care spends 16 months 
out of two years doing clinicals.  
 
Ranking Member Murray (D-WA): On workforce diversity, while people of color represent 
more than 25 percent of our population, they represent only 10 percent of health professionals. 
Having a diverse workforce improves patient satisfaction, patient-clinician communication, and 
access for people who are minorities. There are significant health disparities today. Our 2018 
funding bill increased spending for programs like scholarships. I believe Congress has to do 
more. How can we leverage our workforce programs to better address health disparities?  
Dr. Goodell: Probably the biggest way to do that is focusing on pipeline programs like the 
Health Careers Opportunities Program.  
Dr. Sanford: The impact of the Title VIII nursing workforce development program is very 
important for diverse clinicians.  
Ranking Member Murray (D-WA): Really good hearing today. Mr. Chairman I look forward to 
working with you in this Committee on addressing this.  


