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INTRODUCTION -FIGURES & TABLES RESULTS
« Allopathic (MD) and osteopathic (DO) medical residency Figure 1: Geographic Distribution of US Medical Residencies Table 1: ACS 5-Year Data for All Counties by Residency Classification « Allopathic and osteopathic programs differed significantly in

Fieure 1A: All US Medical Residencies All United States Counties containing the following residency types:

programs transitioned to a single accrediting body in July | . f\ SRR | p— frequency and geographic distribution (Figures 1A,1B,1C) yet

of 2020, leading to the closure of certain long-standing i, | T e N el were independently consistent with most census variable mean
DO surgical and non-surgical residency programs?. : °" E:"%’ ““{))’ E)f‘” {),’ :()f“’ "‘(?‘13’(‘(:’ values of the general U.S. population (Table 1).
« DO surgical specialties have been disproportionately : | i o Moeir« voen  wiso  wisn s wsew  wsen __smew « Comparisons between counties with exclusively allopathic and
impacted, specifically neurological surgery. ‘ ‘:ca (E)I E()i i()I IHI i()i 2()3 E()i osteopathic programs revealed osteopathic residencies served
* Physician shortage is a well-documented contributor to i ,,o: o 020 cen o ves  nen (Table 2):
inequitable medical care access in rural and underserved L oo byt 5007 $i<>)) Troun Tosen e wsen e » less populous and educated counties with [mean(SD)]:
communities® 3£, f e T - - N - + lower incomes [$52,152($12,022)]
 Areductionin DO residency prevalence may contribute e B e « older age[39.8(4.8)]

No Health Insurance 10.0 (5.1) 8.7 (4.1) 9.0 (4.8) 8.8 (4.1) 9.0 (4.8) 8.9 (4.3) 8.5 (3.5)

v msen  uam  wiow | wam  waom  wuos  ser * higher percentage of disabled persons [15.8%(4.1%)]

Public Insurance

Figure 1B: Non-Surgical US Medical Residencies

to this shortage, but the literature lacks a detailed

characterization of residency distribution at the county- f-:- ) be i T i\ - } S e  higher percentage of veterans [9.3%(2.5%)]
= - e Vi g > Table 2: ACS 5-Year Data Comparisons by Exclusive Residency Types .
level. e S 4 ny) wo il R T T « Osteopathic residency programs are located in more rural
T SlNS BE G %[ o e e A A R Rl E areas (Table 3).
METHODS a0 o An L SD RE e Eiee . Forevery LunitRUCCincrease (rurality), there was (Table 4)
1. This study is a cross-sectional epidemiological analysis ‘ E'- R ': S . -  50% decreased odds of finding a residency program
of US counties with and without residencies in 2018 C Ayegetsd I3 - O OEEE WO IR SR IR BB . 40% decreased odds of finding an allopathic program
2. 11,881 medical residency programs and fellowships were % - Y e [ ————— e e e e *  25% decreased odds of finding an osteopathic program
compiled from two national residency databases>*. A ’ - D » Post-accreditation unification directly reduced the prevalence

High School Graduate 27.5 (6.6) 33.5(7.4) 0.001 (0.86) 27.7 (6.6) 33.8(7.4) 0.001 (0.87) 25.2 (6.6) 30.4 (8.6) 0.003 (0.68)

:E.l:\tehlol:;:l:)re::‘r:: or Higher 30.8 (10.7) 241 (9.1) 0.001 (0.67) 30.6 (10.7) 23.8 (8.8) 0.001 (0.69) 35.3 (11.5) 29.0 (11.9) 0.054 (0.54) Of S u rgi Ca I a n d n O n - S u rgi Ca I re S i d e n Ci eS i n 2 6 CO u n t i e S .

3. Transitional programs and fellowships were excluded, F
leaving 4,882 residency programs to be classified by type |
(MD/DOQO), surgical status, and county. x

4. 19 county-level variables from the US Census Bureau

No Health Insurance 8.8 (4.0) 9.6 (5.5) 0.187 (0.17) 8.8 (4.0) 9.5 (5.5) 0.250 (0.15) 9.0 (4.6) 8.3 (3.7) 0.521 (0.17)

Rt I R e men e [ G * Fifty percent of neurological surgery residencies were
eliminated despite having an average existence of 26.9 years.

Table 3: Frequencies of US County RUCC by Residency Type

Exclusively Exclusively Non-Surgical Surgical

Allopathic Osteopathic

Rural-Urban Continuum Code (RUCC) R::lg:nzzl)os R::Ig.zr;csl)qs R‘:z::’p:'::::s g::::::‘:: EAxI::‘l’::it\;'.l::y g::::;l:t;lz E:ﬁ;::m:::y g:g:;lavt:l‘::
: M M (n=280)  (n=96)  (n=285) (n=101)  (n=161) (n=17)
A m e r I Ca n C O m m u n I ty S u rvey (AC S) 5 -Ye a r E St I m a te S Counties in metro areas of 1 million population or more 1 34.6% 32.4% 29.3% 13.5% 29.5% 14.9% 45.3% 17.6% CO N CLUS I 0 N
Counties in metro areas of 250,000 to 1 million population 2 32.7% 28.2% 32.1% 19.8% 32.6% 20.8% 37.3% 35.3%
M Counties in metro areas of fewer than 250,000 population 3 20.4% 21% 23.6% 31.3% 23.2% 30.7% 13.7% 41.2% o b o o o o
(2013-2018)7 were compiled for each county. _ R ... o R - « Osteopathicresidencies are distributed in more rural and
NN Urban population of 20,000 or more, not adjacent to a metro area 5 2.6% 2.5% 3.6% 5.2% 3.5% 5% 0.6% 0%
M Urban population of 2,500 to 19,999, adjacent to a metro area 6 3.1% 5.5% 3.9% 11.5% 3.9% 10.9% 1.9% 0% d d t °
» The Rural-Urban Continuum Code (RUCC) was used IS s = ' B -~ .- QU .. o underserved counties.
8 0.7% 1.3% 0.4% 1% 0.4% 1% 0% 0%
9 0.9% 1.3% 1.1% 2.1% 1.1% 2% 0% 0%

& n . DO Only Urban population of 2,500 to 19,999, not adjacent to a metro area

. b3 e ) B |\N1|Dngn|y Completely rural or less than 2,500 urban populatfon.adjace-nttoametroarea . . . .

as a measure of rurality. | o ' % ° « Post-accreditation unification may reduce future access to
fl BERES \ ‘ : 1

5. Socioeconomic profiles of US counties were analyzed by b v b Table 4: Odds Ratios (OR) and 95% Confidence Intervals for RUCC Score surgical and non-surgical care.

residency type using descriptive statistics, inferential | W5 Oy v Ry o 058 g omET0m 0% o5 o * Future accreditation efforts toward improving access to care
ST : : Esimaiad using mulinonia s FegTSsson. Sgneanca JoTInG al G008 : ST : :
statistics, and generalized linear models. Aciustodformsian a3 of e curty. percent f o Goury i Wi ace, mcian housshold ncome, and o-age through residency distribution should incorporate osteopathic

placement strategies.
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