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Abstract

To address physician shortages in the United States, Congress created the Conrad 30 visa waiver program allowing non-citizen
international medical graduates to obtain visas to practice medicine in underserved areas. There is little information on whether states
have effectively used the program. To fill the gap, we examined the growth and distribution of Conrad physicians between 2001 and
2020. We found that the number of states filling all of their annual allocated Conrad slots increased over the last two decades, yet
one-half of the states still did not fill their allowed slots in 2020. Our analysis also revealed substantial variations across states in the
number of Conrad physicians by specialty (eg, primary care physicians and psychiatrists), geography (eg, rural vs urban areas and
physician shortage vs non-shortage areas). Our findings suggest that states can better use the Conrad program to meet healthcare
needs across specialties and geographic areas.
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Introduction

With increased retirements due to an aging workforce and pro-
vider burnout exacerbated by the COVID-19 pandemic, the
physician workforce supply continues to lag behind healthcare
demand care.!” Unmet healthcare needs in the Health
Resources and Services Administration (HRSA) designated
Health Professional Shortage Areas (HPSAs) have translated
to reduced utilization of preventive care, increased all-cause
mortality, and higher COVID-19-related mortality.®

Efforts to combat the physician shortage include increasing
funding for the National Health Service Corps (NHSC), ex-
panding scope of practice of Advanced Care Practitioners,
and implementing the Conrad 30 Waiver program, which of-
fers an important path for some international medical gradu-
ates (IMGs) to bolster the domestic physician workforce.” In
2019, IMGs composed 24.7% of all active physicians.®
Previous research found that IMGs were likely to practice as
primary care physicians (PCPs) in rural areas and that overall
health outcomes were similar between IMGs and US medical
graduates.” !> However, the role of non-citizen IMGs in ad-
dressing physician shortages is less studied.

Non-citizen IMGs can legally train in US medical residency
programs through the H-1B and J-1 visa pathways." Since
H-1B visas are sponsored by individual training hospitals with
a filing fee, many hospitals choose not to sponsor visas.'*'¢ In
comparison, the vast majority of non-citizen IMGs enter the
country through the J-1 visa pathway sponsored by the
Educational Commission for Foreign Medical Graduates with
no fees for individual training programs.'” The Immigration
and Nationality Act requires those J1 trainees upon completion

of their postgraduate medical training to return to their country
of origin for 2 years. During that time, they may apply for a trad-
itional immigrant visa (eg, H-1B) to return to the United States.
However, the Conrad program waives the requirement by al-
lowing those trainees to convert their J-1 and spouse/child J-2
visa to H-1B nonimmigrant status in exchange for a 3-year full-
time employment contract to practice medicine in underserved
areas, such as in HPSAs and Medically Underserved Areas, as
designated by the HRSA.'®'? Approximately 3500 IMGs
were on H-1B visas in 2008, compared with more IMGs
(6100) on J1 visas in the same time.'”

The Conrad program is both an important pathway for
IMGs with J-1 visas to enter the US workforce and a large phys-
ician recruitment program targeting shortage areas.”’ The 1994
Immigration and Nationality Technical Corrections Act al-
lowed each state to sponsor up to 20 Conrad waivers each
year.”! In 2003, Congress increased the cap to 30 per state
per year. Eligibility criteria and application requirements vary
by state, such as qualifying specialties and practice areas.*”
States are able to determine qualifying specialties for Conrad
waivers and the number of slots for a qualified specialty within
a state. For example, California restricted Conrad 30 waiver
spots only to PCPs until 2023, when the state broadened eligible
applicants to non-PCPs as well.”*> Additionally, the Conrad pro-
gram allows states to use 10 flex spots among the annual 30 slots
to place physicians in non-shortage areas. Previous research has
analyzed the overall distribution of physicians recruited
through the Conrad waiver program and found that lower per-
centages of primary care and rural physicians were recruited
through the program over time.**
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Figure 1. Proportion of filled Conrad waiver spots by states from 2001 to 2020. Authors’ analysis of the Rural Recruitment and Retention Network data.

However, there is little information on the state-level trends
in growth and distribution of Conrad physicians by specialty
(eg, primary care), geography (eg, rural areas), and type of
spots (eg, flex spots). This study aimed to fill the gap by using
20-year data.

Data and methods

This retrospective analysis employed repeated cross-sectional
data, which were publicly available without personal identi-
fiers, and our study was determined non-human subjects re-
search by the corresponding author’s institutional review
board. Our study followed the STROBE reporting guideline
for cross-sectional studies.

We used annual data from the Rural Recruitment and
Retention Network on Conrad waiver spots filled by each
state in 2001-2020. The Rural Recruitment and Retention
Network supports healthcare workforce development in rural
and underserved areas and collects annual data from state
Conrad 30 program administration offices. We merged the
data by state and year with HPSA populations.”’ We assessed
trends in the growth and distribution of Conrad physicians by
geography and specialty. The Conrad program defines PCPs as
those completing residencies in family medicine, internal
medicine, pediatrics, or obstetrics and gynecology.

Limitations

This study has some limitations. First, it did not evaluate Conrad
physician retention in communities in which they are
placed. Second, it did not have information about physician
practice locations below the state level. Third, the data in-
clude the number of flex spots since 2006 and the number
of psychiatrists from 2018, but no information about other
specialists (eg, anesthesiologists and cardiologists) that the
program supported. Finally, we did not evaluate the impacts
of Conrad physicians on healthcare or health outcomes.
Improved data infrastructure can help with further evalua-
tions of the Conrad program effects.

Results
Distributions of Conrad physicians across states

The Conrad program recruited 18 504 physicians from 2001
to 2020, but the distribution varied substantially across states.
Figure 1 indicates that there were fewer physicians in Southern
and Great Plains states and more in states clustered in the
Midwest and Northeast.

Figure 1 indicates substantial variations in the number and
proportion of filled Conrad physicians across states in 2001-
2020. Three states (Kentucky, Michigan, and New York) filled
all the allowed Conrad slots (590) throughout the study peri-
od, while Idaho (23), Alaska (26), Vermont (54), and New
Jersey (60) filled the fewest. On average, all the states and
Washington, DC, filled 61% of all the allowed Conrad slots
in the study period with 12 states (Arizona, California,
Illinois, Indiana, Towa, Kentucky, Massachusetts, Michigan,
Missouri, New York, Texas, and Washington) reaching
90% or higher, compared with four states at 10% or lower
(Alaska, 4%; Idaho, 4%; New Jersey, 10%; and Vermont,
9%). While three of these states (Alaska, Idaho and
Vermont) have relatively small populations, it is worth noting
higher proportions of filled Conrad slots in other states with
small populations, such as Maine (83%) and Rhode Island
(71%). Figure 2 shows that the states differed considerably
in the proportion of Conrad physicians in rural areas. Six
states (Idaho, 61%; Mississippi, 51%; New Mexico, 57%;
California, 67%; North Carolina, 70%; Montana, 81%) re-
cruited more than half of their Conrad physicians to rural
areas, compared with <10% in three states (Connecticut,
6%; Rhode Island, 0.2%; and Utah, 6%) (See Appendix for
additional information).

Figure 3 shows that the number of states (including
Washington, DC) that filled all the Conrad slots allowed by
Congress increased markedly from 15 in 2001 to 26 in 2020
and that half of states still did not fill all the allocated slots in
2020.

The Conrad program recruited 8302 PCPs in 2001-2020,
accounting for 45% of all Conrad physicians (Table 1).
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Figure 2. Proportion of filled Conrad waiver spots in rural areas by states from 2004 to 2020. Authors’ analysis of the Rural Recruitment and Retention

Network data.
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Figure 3. Number of states that filled the allowed Conrad slots by year and the growth of flex waiver spots utilized in the Conrad 30 waiver program.

Authors’ analysis of the Rural Recruitment and Retention Network data.

California recruited the most PCPs (485) in 2001-2020. In 2020,
California filled every Conrad slot with PCPs. Regarding the ra-
tio of Conrad PCPs per 100 000 Primary Care HPSA popula-
tion in 2020, New Jersey (73.09), New Hampshire (4.24),
and Maine (3.17) had the highest. However, the total HPSA
populations in these states are much lower than other states
such as Texas, Kentucky, and Tennessee. Three states
(Oklahoma, Nebraska, and Utah) did not recruit any PCPs
in 2020 despite their substantial populations in HPSA areas
(Appendix Table S1).

Similarly, there were substantial variations in the number of
Conrad psychiatrists recruited across states in 2018-2020
(Table 1). New York (25), Connecticut (15), and
Massachusetts (12) recruited the most, while 11 states did
not recruit any psychiatrists from 2018 to 2020. In 2020,
New Jersey, Massachusetts, and New Hampshire had the
highest ratio of Conrad psychiatrists per 100 000 Mental
Health HPSA population (Table 1). Overall, the total number
of psychiatrists was small (203) in 2018-2020, and the num-
ber remained steady in 2018 (69), 2019 (69), and 2020 (65).
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Table 1. Distribution of Conrad physicians by states and specialty.
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Table 2. Number of filled flex spots by States.

Number of
Conrad

State PCPs as a Number of
proportion of Conrad PCPs per

all Conrad 100 000 primary  psychiatrists per
physicians care HPSA 1000 000
(2001-2020) population MHPSA
(%) (2020) population (2020)

Alabama 21 0.09 0.68
Alaska 12 0.00 0.00
Arizona 60 0.35 0.70
Arkansas 21 0.31 0.00
California 90 0.36 0.29
Colorado 47 0.80 0.00
Connecticut 52 1.36 4.45
Delaware 39 1.46 7.47
Dist. of Col 65 2.91 0.00
Florida 65 0.10 0.31
Georgia 53 0.39 0.20
Hawaii 32 0.20 0.00
Idaho 87 0.00 0.00
Illinois 51 0.39 0.58
Indiana 44 0.42 0.90
Towa 37 1.20 0.55
Kansas 22 0.64 0.00
Kentucky 41 0.07 0.00
Louisiana 56 0.40 0.00
Maine 31 3.17 0.00
Maryland 47 1.62 0.78
Massachusetts 51 1.88 10.98
Michigan 49 0.39 0.95
Minnesota 43 1.02 0.56
Mississippi 42 0.00 0.00
Missouri 33 0.18 0.00
Montana 26 0.24 0.00
Nebraska 23 0.00 0.00
Nevada 62 0.21 0.41
New Hampshire 45 4.24 10.74
New Jersey 73 73.09 25.18
New Mexico 38 0.47 0.73
New York 50 0.28 1.71
North Carolina 67 0.87 1.20
North Dakota 25 0.53 3.30
Ohio 35 0.34 0.84
Oklahoma 25 0.00 0.00
Oregon 66 1.64 0.00
Pennsylvania 39 0.20 0.58
Rhode Island 31 3.13 7.08
South Carolina 45 0.58 0.00
South Dakota 27 1.18 0.00
Tennessee 31 0.04 0.00
Texas 32 0.08 0.13
Utah 48 0.00 0.00
Vermont 26 0.00

Virginia 54 0.37 1.54
Washington 57 0.34 0.71
West Virginia 33 0.77 0.00
‘Wisconsin 56 0.62 0.91
Wyoming 16 0.53 0.00
United States 45 0.41 0.69

Authors’ analysis of the Rural Recruitment and Retention Network data.

Filled flex spots

The number of filled flex spots grew from 166 in 2006 to 454
in 2020—a 173% increase (Figure 3). States with the greatest
number of filled flex spots included Kentucky (130) and North
Dakota (128); these two states (Kentucky, 87%; North
Dakota, 85%) ranked the highest in terms of the filled flex
spots as a proportion of the allowed flex spots. Some states, in-
cluding Arizona and Missouri, did not use any flex spots.

State Filled flex  Filled flex spots as Filled flex spots as
spots % of the allowed % of all Conrad
(2006-2020) flex spots physicians
(2006-2020) (2006-2020)
Alabama 6 4 2
Alaska 5 3 19
Arizona 0 0 0
Arkansas 78 52 22
California 3 2 1
Colorado 52 35 29
Connecticut 6 4 1
Delaware 12 8 4
Dist. of Col 18 12 13
Florida 12 8 2
Georgia 32 21 7
Hawaii 53 35 61
Idaho 13 9 57
Illinois 12 8 2
Indiana 21 14 4
Towa 88 59 15
Kansas 25 17 6
Kentucky 130 87 22
Louisiana 53 35 18
Maine 85 57 17
Maryland 92 61 19
Massachusetts 34 23 6
Michigan 24 16 4
Minnesota 106 71 21
Mississippi 18 12 11
Missouri 0 0 0
Montana 20 13 26
Nebraska 102 68 37
Nevada 9 6 4
New Hampshire 86 57 31
New Jersey 18 12 30
New Mexico 101 67 19
New York 25 17 4
North Carolina 66 44 23
North Dakota 128 85 62
Ohio 107 71 23
Oklahoma 69 46 26
Oregon 34 23 8
Pennsylvania 42 28 9
Rhode Island 50 3 12
South Carolina 65 43 14
South Dakota 106 71 59
Tennessee 24 16 9
Texas 1 1 0
Utah 40 27 40
Vermont 42 28 78
Virginia 59 3 14
Washington 25 17 N
West Virginia 88 59 20
Wisconsin 84 56 19
‘Wyoming 73 49 70
United States 2443 32 13

Authors’ analysis of the Rural Recruitment and Retention Network data.

Vermont (78%) and Wyoming (70%) ranked the highest in
the number of flex spots as a proportion total Conrad physi-
cians recruited (Table 2).

Discussion

This study provides important information about states’ im-
plementation of the Conrad program over the past two
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decades. While the number of states filling all the allowed
Conrad slots increased remarkably over the study period,
half of the states still did not fill their allowed slots in 2020,
highlighting state-level deficits in the program uptake.
Whereas three states (Kentucky, Michigan, and New York)
filled every slot in each study year, others (Alaska, Idaho,
New Jersey, and Vermont) did not fill all the allowed slots in
any year. The unfilled slots may be due to barriers to physician
recruitment, including physician-community mismatches,
lack of funding or staff, burdensome waiver application pro-
cess (which varies by state), and inadequate technical assist-
ance from federal agencies, as noted by a qualitative study."’

There are considerable variations across states in the num-
ber of Conrad PCPs, with some states recruiting either no or
few PCPs despite substantial primary care HPSA populations.
These low levels of PCP recruitment may be due to multiple
factors, such as the reductions in physicians pursuing primary
care, difficulty in physician recruiting overall, and lack of spe-
cific recruitment efforts targeting PCPs. States also differed
greatly in the proportion of Conrad physicians in rural areas.
For some of these states (ie, Rhode Island, 0.2%; New Jersey,
17%), this is likely due to the limited rural primary care HPSA
areas within the state. For other states (eg, Utah, 6%), it is con-
cerning to have such a low proportion of rural Conrad physi-
cians when the state is largely rural. Future studies need to
understand why states like Utah were not able to recruit
more Conrad physicians to their rural areas.

The flex spots which allow states to place Conrad physicians
in non-shortage areas could help states recruit much needed
non-primary care specialists, including surgeons and other
specialists. However, overreliance on flex spots could uninten-
tionally disincentivize physicians to work in shortage areas.
For example, North Dakota had the largest number of the
filled flex spots, while having a very low proportion of
Conrad physician recruited to rural areas. Future research
needs to evaluate how states, especially rural states, maintain
a balance between targeting physician shortage areas through
the conventional Conrad program and recruiting Conrad
physicians to non-shortage areas using the flex spots.

Our study results have several important policy implications.
The unequal distribution of the Conrad physicians across states
suggests there are significant state-level barriers to recruitment.
State policymakers must recognize the program’s substantial
public health benefit and make efforts to recruit a steadier stream
of Conrad physicians to underserved areas year after year.
Federal agencies should encourage states with high HPSA pop-
ulations to make use of the program through technical and fi-
nancial support. Additionally, coordinating federal and state
roles and responsibilities to improve the program should be a
priority. For example, immigration barriers such as long waiting
times and technical assistance in visa applications should be re-
ferred to relevant federal agencies, while states should focus their
resources on identifying communities with high need and target-
ing those areas in their recruitment efforts. The program has the
potential to bolster the physician workforce in shortage areas,
but intensified recruitment and sustainable retention within
these areas are key. Further analysis and funding should priori-
tize continuous care in communities with limited access to pro-
viders. Both the Conrad program and the NHSC aim to attract
clinicians to underserved areas, but these two programs differ
from each other in terms of clinician types and incentives.
While the Conrad program focuses exclusively on recruiting
international physicians by helping them obtain H-1B visas after
they complete residency training in the United States, the NHSC

program offers scholarships and loan repayments to attract
physicians and non-physician clinicians, both of whom are re-
quired to have US citizenship or nationality. Additionally, the
NHSC targets exclusively HPSAs, while the Conrad program
may recruit physicians to HPSAs or Medically Underserved
Areas with the additional option for states to use the “flex slots”
to recruit Conrad physicians to those areas that is not HPSAs or
Medically Underserved Areas. Because of its cap of 30 slots per
state per year, the Conrad program has a limited recruitment
capacity with <20 000 physicians recruited over the past two
decades. In comparison, ~41 180 clinicians, the majority of
whom are non-physician clinicians, were recruited by the
NHSC during the same period.?® The differences between the
two programs offer insight into how to best improve clinician re-
cruitment in underserved areas.

A 2006 Government Accountability Office survey of state
officials in all the 50 states and Washington, DC, found that
80% of the survey respondents felt that the 30-waiver limit
was adequate.”’ Since that survey, 16 years have passed.
Our finding that 26 states filled all their allowed slots in
2020, compared with only 15 in 2001, suggests that further
evaluation may be needed to determine whether states have
the capacity to host additional slots to address the growing
health professional shortages, including both primary care
and mental health professional shortages.>”"*® Moving away
from an allocation process that distributes available spots
equally across states to one that is proportionate to population
or unmet clinical need could help support states with great
need but few recruits. A previous qualitative interview of
Conard program staff identified several obstacles to recruit-
ment and retainment of physicians in rural communities, in-
cluding lack of funding for program oversight, legal fees for
waiver processing, and difficulty recruiting to high-poverty
communities.”’ Future studies need to assess whether states
are attempting to use all 30 of their annual waivers and why
some states are not able to fill all the 30 slots allowed annually.

Additional research also needs to understand why states with
relatively large population filled few Conrad slots (eg, New
Jersey, which ranks 11th by population, filled 10% of Conrad
slots in 2001-2020). Future studies also need to examine how
the Conrad program may be affected by a recent Tennessee
law for recruiting IMGs by offering them a new “provisional li-
censing” pathway to attain fully licensed physician status, espe-
cially given similar bills pending in other states.”” This new
Tennessee law, which has been modeled by other states
(Florida, Missouri), would permit IMGs who have previously
practiced in their origin country to obtain US medical licensure
after a supervision period without having to graduate from a US
residency or fellowship program. These laws aim to lower bar-
riers for skilled immigrants and to improve care access in under-
served and rural areas. However, both the Conrad program and
state provisional licensing pathways have medical “brain drain’
implications for the global health workforce that should be fur-
ther studied.

Conclusions

There has been a substantial growth of Conrad physicians dur-
ing the past two decades with an unequal distribution of those
physicians across states and by specialty, geography, and type
of spots. Both federal and state policymakers need to better co-
ordinate their efforts to make the Conrad program more ef-
fective for improving physician supply in underserved areas.
They also need to better use the Conrad program to meet

Gz0z fienuer gz uo 1senb Aq 6G¥SE . //S0Leexb/e/z/elonle/lejoyossiieley)eay/woo dno-olwapeoe//:sdiy Woil peapeojumo(]



healthcare needs across specialties (eg, primary care vs other
specialties), between rural and urban areas, and between phys-
ician shortage and non-shortage areas through filling both the
conventional and flex Conrad program spots.

Supplementary material

Supplementary material is available at Health Affairs Scholar
online.
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