
The doctor shortage might be bigger in Texas, 
but the Lone Star State is hardly alone 
What lessons can be drawn from Texas’ long-running battle 
to boost physician access in medically underserved areas? 
By Jeffrey G. Harris 
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It doesn’t take a brain surgeon trained at the Baylor College 
of Medicine to understand why Texas is eager to eliminate a 
nagging physician shortage. The state’s population is 
soaring, and a significant segment of its medical workforce, 
already numerically inadequate, is approaching retirement. 

When it comes to grasping 
why the problem has been 
so tough to solve, however, 
there is a health-care 
professional whose 
expertise might come in 
handy: an epidemiologist. 

A review of Texas’ ongoing 
struggle suggests that 
medical scarcity is the 
public-policy equivalent of 
a mutating virus: Because 
of its ability to change 
form, the state’s physician 
shortage has been able to 
stay one step ahead of 
would-be “cures.” In fact, 
in at least one instance, 
Texas policymakers devised 
and implemented a 
supposed remedy — an 
aggressive expansion of 
medical-school enrollments 
— only to learn later that 
their efforts had 
exacerbated the problem. 

In nonmedical terms, 
Texas’ doctor deficit has 
proved to be the 
quintessential moving 
target. Through five decades 
of oil booms and recessions, space races and tech bubbles, 
championships and natural disasters, state officials have, at 
times, found ways to ease the shortage, but they’ve never 
been able to get rid of it altogether. 

The rest of the country should take note. Although no two 
states face identical challenges in the health-care arena, 

practitioners, policymakers and medical educators from 
coast to coast could draw valuable lessons from Texas’ 
experience, especially since physician shortages are, by all 
accounts, a looming national crisis. 

For the bulk of the first half of the 20th century, the Lone 
Star State got by with just two medical schools: Dallas’ 
Baylor University College of Medicine, which eventually 
would move to Houston, and the University of Texas 

Department of Medicine at 
Galveston. A third school, 
Southwestern Medical 
College (now the University 
of Texas Southwestern 
Medical School), opened in 
Dallas in 1943, at the height 
of World War II.1 
By 1950, the three 
institutions combined were 
producing about 200 
physicians a year.2 

This annual infusion of 
medical manpower seemed 
perfectly acceptable until the 
1960s and the arrival of what 
Texas historian D. Clayton 
Brown would describe, in a 
1986 chronicle of medical 
education, as “an explosion 
in population, 
industrialization, and 
urbanization.”3 
In Texas, as in many parts of 
the country, an influx of job-
seekers, a surge in household 
incomes, and the creation of 
Medicare and Medicaid in 
1965 placed new demands on 
the state’s civilian health-
care system. Meanwhile, the 

needs of aging World War II veterans and returning 
Vietnam warriors strained military and veterans hospitals. 
“In 1970, Texas had 111 physicians per 100,000 residents, 
below the recommended rate of 133 per 100,000,” Brown 
wrote. “In some rural counties, the rate was one-third of the 
national average.”4 

TEXASTEXAS

“Yee-haw! I think I got one!”



Fearing that such numbers might jeopardize continued 
economic expansion, Texas officials sought to close the 
gap. The approach they chose was not only logical and 
straightforward but also typically Texan: Build more 
medical schools. 

• The University of Texas Medical School at San Antonio 
graduated its inaugural class — 30 men and three 
women — in June 1970.  

• Three months later, the University of Texas Medical 
School at Houston enrolled its first class of 19 students. 

• Next came the Texas 
Tech University   
Medical School, 
which opened in 
Lubbock in August 
1972 with 36 first-
year students and 25 
transfers. 

• The Texas College of 
Osteopathic 
Medicine, a private 
school founded in 
Fort Worth in 1966, 
became a state-
supported institution 
in May 1975 when it 
affiliated with North 
Texas State 
University (now the 
University of North 
Texas). 

• Texas A&M 
University College of 
Medicine opened in 
Bryan in September 
1977 with an 
inaugural class of 32 
students. 

With these eight 
programs cranking out 
physicians, Texas 
emerged as a national 
leader in medical 
education in the 1980s. 
In fact, at mid-decade, 
only one state, New York, had more med schools.5 

“By 1985, Texas had 26,304 physicians, almost twice the 
number in 1974,” Brown wrote. “Vacancies appeared in 
some schools, and the ratio of physicians to population had 
climbed to 165 per 100,000. New schools in the twentieth 
century seemed unnecessary.”6 

Some state officials, in fact, were predicting an oversupply 
of physicians by the year 2000.7 

Texas had conquered its physician shortage — or so it 
seemed. 

The “victory,” of course, was short-lived. Displaying a 
mutability characteristic of the nastiest of viruses, the state’s 
doctor deficit re-emerged in the 1990s — with a vengeance. 
At the core of this new strain: unrelenting population 
growth and a deepening of the urban-rural divide. 

From 1970 to 2000, Texas’ population nearly doubled, to 
20.9 million people, thereby upending the state’s physician-   
to-population ratio.8 

To make matters worse, 
because Texas’ population 
growth was occurring 
almost exclusively in 
urban centers such as 
Austin, Dallas, Houston, 
Fort Worth and San 
Antonio, the vast majority 
of newly minted MDs and 
DOs were, understandably, 
choosing to practice in 
those same cities. The 
upshot: Large swaths of 
rural Texas were medical 
deserts.  

In 2000, more than three-
fourths of Texas’ 254 
counties had fewer than 
100 physicians per 
100,000 residents. More 
alarmingly, 19 counties 
had just one doctor — and 
24 didn’t have any.9 

Texas’ doctor shortage had 
mutated again. Because of 
how, why, and where the 
state had been growing, 
simply training more 
physicians no longer was 
sufficient. Policymakers 
now had to start paying 
attention to doctors’ areas 
of specialization and the 
locations of their practices. 

In 2002, in hopes of  better 
anticipating the state’s evolving medical needs, the Texas 
Higher Education Coordinating Board, an oversight agency 
charged with approving new academic programs, adopted 
its Methodology for Projecting the Need for Professional 
Education in Texas.10 

The first report to come out of the revamped planning 
process stated the obvious: Texas needed to train more 
physicians — by expanding existing medical schools and/or 
by building new ones.  






Texas medical schools multiply 
The big question now: How much is too much?
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This report, however, was more nuanced than its 
predecessors. 

“It is reasonable to assume (and some anecdotal evidence 
supports) that the location of a medical school exerts some 
influence on the eventual practice locations of its graduates 
…,” it said. “If additional schools are created, they should 
be located where: a) areas of high population are served by 
significantly fewer than the state average number of 
physicians; b) the school location(s) could potentially 
address issues of geographic access, opportunity to attend 
medical school, and physician workforce diversity; and c) 
the state could build on significant prior investments that it 
and other entities have made for the provision of medical 
education and services.”11 

In response, the Texas Legislature set out to expand 
enrollment at existing medical schools and open a new 
school in an underserved region.  

In July 2009, 40 students began classes at the Paul L. Foster 
School of Medicine at Texas Tech University in El Paso, 
where, in a highly unusual display of tourism-be-damned 
candor, the mayor and 
chamber of commerce 
had once labeled their 
community “the least 
(medically) staffed large 
city in the United 
States.”12 

In addition to being 
Texas’ first new medical 
school in 30 years, Foster 
was the first medical 
school on the U.S.-
Mexico border.13 

“We believe if you recruit 
them from the border 
(and) you teach them on 
the border, you can keep 
them on the border,” said 
Dr. Jose Manuel de la 
Rosa, the school’s 
founding dean, as 
recounted in 
TexasMedicine, the magazine of the Texas Medical 
Association. “That's our little mantra.”14 

With Foster’s opening, Texas edged closer to meeting a 
challenge that the Association of American Medical 
Colleges (AAMC) had issued to all of its member 
institutions in 2006 — namely, to expand first-year 
enrollments by 30 percent, in comparison with 2002 levels, 
by the year 2015. Nationwide, the expansion was to yield 
5,000 additional med-students annually.15 

“A shortage of U.S. doctors would have a profound impact 
on all Americans by affecting access to quality health care, 
especially for the underserved who already encounter 

substantial barriers when seeking care,” Jordan J. Cohen, 
then AAMC’s president, said in a news release. “Based on 
current evidence, we believe this recommended increase 
will help prevent a future shortfall and meet the health 
needs of our nation.” 

Collectively, Texas’ medical schools surpassed the 30 
percent target in 2011, four years ahead of the AAMC’s 
recommended deadline. By 2015, the state’s first-year 
enrollment had increased by a head-turning 35 percent. 
(The corresponding figure for the nation as a whole was    
25 percent — 5 percentage points short of the AAMC’s 
goal.)16 

For Texas, the picture grew even rosier the following year 
with the opening of two additional public medical schools: 
Dell Medical School at the University of Texas at Austin 
and the University of Texas Rio Grande Valley School of 
Medicine in Edinburg. Together, they increased first-year 
med-school enrollment by more than 100 students.17 

“The doctors that graduate from these medical schools not 
only will help meet the state’s needs for more physicians, 

they’ll help drive improved 
health care for the entire 
state of Texas,” Dr. 
Raymond S. Greenberg, the 
University of Texas System’s 
executive vice chancellor for 
health affairs, said in a news 
release.18 

Two more med schools were 
in the offing. The University 
of the Incarnate Word 
School of Osteopathic 
Medicine in San Antonio 
would welcome its inaugural 
class of 150 students in July 
2017.19  Some 240 miles to 
the north, a pair of Fort 
Worth institutions, Texas 
Christian University, a 
private institution, and the 
public University of North 
Texas Health Science   
 Center, would team up in 

hopes of launching an allopathic medical program. (The 
resulting school is expected to open in July 2019 with 60 
first-year students.)20 

Hurrah for Texas! Surely, the state was on the brink of 
eradicating its physician shortage. 

Not so fast. 

In 2015, Texas had 182.6 physicians per 100,000 residents, 
and even though that ratio was far superior to the one that 
had set off alarm bells five decades earlier, the state’s 
medical workforce continued to lag the national average of 
225.6 per 100,000 population. Simply reaching the national 
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average would have required a net gain of 12,819 
physicians, a tall order given all of the nation’s med schools 
combined graduated about 23,000 people that year.21 

Texas ranked 41st among the 50 states in physicians per 
capita and even lower — 47th — in primary-care 
physicians. All told, the state ranked below the national per 
capita average in 36 out of 40 major medical specialties. 
The only specialties in which Texas beat the national 
average: aerospace medicine, medical genetics, transplant 
surgery, and colon and rectal surgery.22 

More unsettling, perhaps, was the distribution of the 
specialists who were practicing in the state. A survey 
commissioned by the North Texas Regional Extension 
Center (NTREC) revealed that despite a concerted effort to 
increase health-care accessibility statewide, 185 counties — 
with a combined population of 3.1 million people — had no 
psychiatrists, 158 counties (1.9 million people) had no 
general surgeons, and 147 counties (1.8 million people) had 
no obstetrician/gynecologists. Thirty-five counties had no 
physicians of any kind.23 

“We’re saying that more than 3 million people in the state of 
Texas don’t have a psychiatrist,” said Travis Singleton, 
senior vice president of the firm that compiled the NTREC 
study, told HealthLeaders magazine. “That is like saying 
Kansas doesn’t have a psychiatrist. That is like saying the 
state of Nebraska or Montana doesn’t have an OB. It’s 
incredible.”24 

The Dallas Morning News reached the same conclusion in a 
bluntly worded editorial. The opening paragraph — all of 
seven words of it — set the tone: “Texas needs doctors. The 
shortage is severe.”25 

That the state had any shortage was ironic, the newspaper 
said. 

“Texas is churning out more brand-new doctors than ever,” 
it said. “We’re a magnet for the elite corps of students 
earning medical degrees, due in no small measure to 
affordability. Because of a longstanding state law that caps 
medical school tuition at public universities — a cap that’s 
matched by some private universities, such as Baylor — 
costly medical education here is a comparative good deal.” 

The newspaper noted that USA Today had recently 
published a ranking of the “top 20 most affordable reputable 
medical schools in the country.” No fewer than seven Texas 
schools made the list. 

Something seemed amiss. How in the name of Davy 
Crockett could Texas have a “severe” physician shortage if 
it had more medical schools producing more graduates who 
had been lured, at least in part, by some of the nation’s most 
attractive tuition fees?  

Yet again, public policy’s answer to the virus had reared its 
head. This time, though, the mutation was particularly 
pernicious in that it wasn’t tied to the population of Texas or 
to the enrollment of its medical schools — at least not 

directly. This time, it exploited a slowly widening crack in 
the state’s physician pipeline. 

Simply put, Texas’ medical residency programs no longer 
could accommodate all of the state’s med-school graduates. 
(Before entering practice, every newly graduated MD and 
DO must complete a residency — usually three to eight 
years, depending on the specialty — at one of more than 
1,100 accredited teaching hospitals nationwide. It’s part of 
what’s known formally as Graduate Medical Education, or 
GME.)26 

Caps on federal GME funding, combined with reductions in 
state support, had limited the creation of additional 
residency slots, each of which can cost more than $100,000 
annually, according to Coordinating Board estimates. 
Participating teaching hospitals generally share in the cost, 
but few of the state’s hospital operators were in a position to 
pick up the slack.27 

Texas med-school grads who couldn’t find residencies 
within the state had no choice but to look elsewhere. 

The Coordinating Board had detailed the emerging problem 
in a 2012 report to the Texas Legislature. It warned that if 
steps weren’t taken to rectify the situation, at least 63 of the 
students who expected to graduate from Texas med schools 
in 2014 would be unable to land in-state residencies. By 
2016, the number would increase to 180 new grads.28 

More broadly, nearly 45 percent of Texas’ med-school grads 
were leaving the state for residency training. Surveys by the 
Texas Medical Association suggested that some 38 percent 
of those budding physicians would have preferred to stay in 
the state.29 

Holding on to med-school grads is more than a matter of 
pride. Decades of data show that a majority of physicians 
end up practicing in the states in which they complete their 
residencies. In Texas, that pattern is particularly 
pronounced. According to the AAMC, the Lone Star State 
retains 80 percent of in-state med-school grads who 
complete residencies within the state’s borders and more 
than 58 percent of graduates from other states who 
complete their postgraduate training in Texas.30 

Texas, therefore, was effectively training doctors to establish 
careers elsewhere — at a significant cost to the state’s 
taxpayers. By the Coordinating Board’s calculation, each in-
state med-school graduate represented a public investment 
of $168,000. If, as the board projected, Texas would be 
“exporting” 80 grads a year by 2016, the state thereafter 
would be squandering at least $30.2 million annually.31 

What’s more, because medical residents are more likely 
than veteran physicians to be assigned to economically 
disadvantaged patients, their loss to other states would have 
a disproportionate impact on the care of some of Texas’ 
most at-risk populations.32 

The Texas Tribune, a respected nonprofit news outlet, 
examined the conundrum in a story bearing a headline that 

http://www.statutes.legis.state.tx.us/Docs/ED/htm/ED.54.htm
https://www.statnews.com/2017/10/30/texas-medical-school-bargain/


probably struck some Texans as downright blasphemous: 
“Is Texas Building Too Many Medical Schools?”33 

The piece quoted a number of key policymakers, including 
the commissioner of the Coordinating Board, Raymund 
Paredes. 

“I am worried about continuing to expand higher 
education facilities beyond their ability or the willingness 
of the state to support them,” Paredes said. “I fear that it is 
a pathway to higher education mediocrity.” 

Was Texas’ ever-mutating public-policy virus now 
penalizing the state for trying to build its way out of its 
physician shortage? 

In the face of warnings about a 
growing GME gap, the Texas 
Legislature, which had slashed 
GME funding in 2011 amid 
broader fiscal woes, moved to 
shore up the state’s residency 
programs. Among other things, 
lawmakers embraced calls for the 
state to work toward offering 10 
percent more slots than necessary 
to accommodate its own med-
school grads. Such an approach 
might enable Texas to entice new 
grads from other states.34 

During the 2013 legislative 
session and again two years later, 
lawmakers allocated millions of 
dollars for GME expansion — 
enough to create more than 200 
new residency slots, with an 
emphasis on critically needed 
specialties.35 

The Legislature also established a 
roughly $300 million endowment 
to sustain GME programs long 
term. By creating a dedicated, 
standalone fund, lawmakers 
hoped to shield Texas’ medical 
residency programs from the 
vicissitudes of the state’s biennial 
budget process.36 

Finally, in 2017, lawmakers 
mandated that, henceforth, any 
proposal for a new medical school would have to include a 
plan for developing the requisite GME slots.37 

The requirement sent would-be med-school operators 
scrambling to find hospital partners. 

In May 2018, Medical City Healthcare, a Hospital 
Corporation of America subsidiary that operates 14 
hospitals in the Dallas-Forth Worth area, announced that it 
would add 500 resident positions over the next seven years, 
ostensibly to accommodate graduates of the medical 
school that TCU, in partnership with the University of 
North Texas Health Science Center, plans to open in 
2019.38 

“This agreement shows how the new TCU and UNTHSC 
School of Medicine will be a driving force in transforming 

medical education and expanding residency opportunities 
in North Texas,” TCU Chancellor Victor J. Boschini Jr. 
said in a news release announcing the collaboration. 
“We’re creating a pipeline for new physicians that will take 
them from medical school directly into the local workforce 
to care for our community.” 

At least two other Texas medical schools are in the works, 
and they, too, will deliver physicians to underserved areas 
without breaking the bank or running afoul of the state’s 
recently implemented GME guidelines, proponents insist. 

In August 2018, Sam Houston State University gained the 
Coordinating Board’s approval to open an osteopathic 
medical school in 2020 with an inaugural class of about 
150 students. Assuming that the school gains accreditation, 
students will attend classes in Conroe, about 30 miles from 
SHSU’s main campus in Huntsville. SHSU officials 
maintain that although the university is a public institution, 
its medical program will be entirely self-funded, mostly 
through tuition.39 

University officials told the Coordinating Board that they 
working with hospitals in rural East Texas counties to 
establish residency programs for the school’s graduates. To 
date, the school has signed affiliation agreements with 26 
such hospitals.40 

In October 2018, the Coordinating Board is scheduled to 
consider the University of Houston’s proposal to open an 
allopathic medical school. UH already has hired a dean 
and three associate deans and received a $3 million 
donation to cover tuition for the inaugural class of 40 
students.41 

As part of the UH proposal, the Hospital Corporation of 
America’s Gulf Coast Division would supply more than 
300 residency slots by 2024.42 

If all of the foregoing initiatives unfold as planned, Texas’ 
physician shortage may well start to fade from the 
headlines, and lawmakers might turn their attention to 
other pressing matters, such as the state’s seemingly 
intractable debate over immigration.  

Complacency, however, isn’t an option. Demographers 
project that Texas, already the nation’s second-most 
populous state, will see its population double to 54.4 
million by the year 2050. Meanwhile, the number of 
Texans 65 or older will nearly quadruple — to 9.4   
million.43  It’s hard to imagine how the state’s medical 
education system, no matter how well intentioned, could 
keep pace with such growth. 

Accordingly, like their counterparts across the country, 
Texas lawmakers, educators and taxpayers would be wise 
to remember that medical scarcity — that unnervingly 
stubborn virus of 21st century public policy — will always 
be lurking just out of the spotlight, quietly mutating into a 
more virulent, more resistant challenge 

      I am worried 
about continuing to 
expand higher 
education facilities 
beyond their ability 
or the willingness 
of the state to 
support them. I fear 
that it is a pathway 
to higher-education 
mediocrity.” 

Raymund Paredes

Texas Commissioner 
of Higher Education

“



 

• In medicine, timing can be everything. Generally, of 
course, the earlier the diagnosis, the better the outcome. 
The same goes for the delivery of health care on a 
statewide scale. The careful monitoring of a population’s 
medical needs — especially in relation to the 
accessibility and applicability of available health-care 
services — enables policymakers to make minor but 
meaningful “course corrections” that are not only timely 
but also cost-effective. If, for example, a state detects a 
looming physician shortage early enough, it might be 
able to lessen the impact through modest enrollment 
hikes at its existing medical schools. In contrast, if a gap 
in care goes undetected long enough, the state might be 
left with no option but to open an additional school — or 
schools. The result: a long-delayed resolution — at a far 
higher cost. 

• Chronic conditions necessitate an adherence to 
prescribed treatment regimens and an embrace of 
measures designed to stave off— or at least limit — 
flare-ups. Patients with potentially painful conditions, for 
instance, are often encouraged to “stay ahead” of 
discomfort by taking prescribed medications at specified 
intervals — even in the absence of pain or other 
symptoms. The “pain” associated with a serious 
physician shortage is no different. State lawmakers are 
bombarded by competing demands and priorities, 
especially during the budget-making process. If a 
particular societal problem subsides, even temporarily, 
lawmakers feel a natural temptation to redirect at least 
some of the money that had been allocated to address it. 
After all, in politics, the latest crisis almost always 
appears to be the most dire. In dealing with a problem as 
insidious and tenacious as medical scarcity, however, it’s 
far better to stay ahead of a problem than to ignore 
deteriorating conditions until they cry out, figuratively 
speaking, for relief. 

• Never assume that a physician shortage —- or any 
health-care deficiency — is, or even can be, “cured.” 
Two many variables go into the equation. Patient 
populations could grow dramatically — through 
propagation, migration and/or changes in regulation 
(e.g., further modifications of the Affordable Care Act). 
A pandemic, a natural disaster or even something as 
seemingly innocuous as a wide-scale dietary change 
could easily alter a state’s definition of “adequate medial 
resources.” Shifting economic forces could reshape 
medical students’ career decisions or drive experienced 
physicians into early retirement. Scientific breakthroughs 
could trigger a flood of new patients seeking help for 
formerly untreatable maladies or conditions. 
Unfortunately, the list of contingencies is endless.  

• In the 21st century, opening a medical school — be it 
allopathic or homeopathic — is no mean feat. The 
founders must secure the appropriate authorizations and 

the necessary funds, both of which require detailed 
feasibility studies, broad coalitions of fully committed 
backers, and well-conceived, flawlessly executed public-
relations and lobbying strategies. They must design, 
construct and equip a campus — or at least acquire and 
retrofit an existing facility. They must develop a 
curriculum that’s rigid enough to satisfy accreditors but 
flexible enough to accommodate scientific 
breakthroughs, technological advances and evolving 
market forces. Finally, they must identify, recruit and 
retain a small army of motivated — and motivational — 
administrators.  

• Given the scarcity of physicians nationwide, that last 
item may well be the most daunting. After all, if states 
are having trouble finding qualified physicians, imagine 
how tough it is to track down — and lure — qualified 
physicians who also possess the academic credentials, 
organizational skills, and unbridled moxie necessary to 
lead a fledgling medical school. And yet, if a new school 
is to become a top-tier institution, the appointment of 
senior administrators must be a priority, not an 
afterthought. A school might boast the newest building, 
the latest equipment and/or the biggest endowment, but it 
doesn’t stand a chance of breaking out of the proverbial 
pack if it lacks transformative leaders — those rare 
individuals who can demand excellence and inspire 
greatness. 
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