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EXECUTIVE SUMMARY
For a few decades now, California has been grappling with a severe physician
crisis. Since the first COVID-19 diagnosis in the United Statesa [1], the health,
economic well-being, and daily lives of all Americans have undergone
dramatic shifts. The responses from national and state leaders have exposed
not just a system challenge, but also how this pandemic is leaving our most
vulnerable populations at risk: essential workers in the public and private
sectors, uninsured and immigrant populations, homeless populations, people
with underlying chronic health conditions, and communities of color already
facing long-standing disparities in health and health care access. The impacts
a patient surge places on a hospital system put a heavy strain on the existing
primary care health force, which is aggravated by the shortage of access to
testing needed to track infections and reduce community spread accurately.
As a result, most hospitals and clinics are limiting patient visits to help mitigate
new infections, and providers are implementing telehealth practices. Therefore,
COVID-19 provides an opportunity to expand the state’s primary care capacity,
both to deal with the pandemic in the short term and to ensure that medically
and linguistically underserved communities will have healthcare access in the
long term. This report summarizes California’s physician crisis and the shortage
of primary care clinicians and proposes policy recommendations for steps to
mitigate the current COVID-19 pandemic, a potential second wave, and future
public health crises that jeopardize the health of the workforce that sustains
the world’s fifth-largest economy.
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INTRODUCTION
Coronavirus Disease 2019 (COVID-19) is caused by a novel coronavirus named Severe
Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2), identified at the end of
2019 and originating in Wuhan, China [2]. The rapidly communicable nature of this
novel coronavirus resulted in an epidemic in China and was later declared a global
pandemic by the World Health Organization (WHO) on March 11, 2020 [3].
To mitigate the spread of the novel coronavirus, most U.S. states have enacted
policies mandating stay-at-home orders for all non-essential workers and activities.
Through “social and physical distancing” practices [4], the orders aim to limit the rapid
transmission of the virus and to reduce the number of patients going to the hospital
or outpatient settings, which could otherwise severely impact the fragile health care
system.
Public health experts have warned about the possibility of a novel pandemic for
years. While infection control practices have been implemented in most states, the U.S.
health care system was ill-prepared for this pandemic, and the effects of this lack of
preparation have become evident in the death rates of vulnerable populations and
individuals with underlying medical health conditions.

DISPARATE IMPACTS OF THE COVID-19 PANDEMIC
AMONG VULNERABLE POPULATIONS
Alarming novel coronavirus infection rates among people of color nationwide
Amidst this pandemic, data on how the novel coronavirus affects populations of color
have been alarmingly sparse. Although only partial information has been released
on the racial and ethnic composition of reported COVID-19 cases and mortality rates,
early data suggests that communities of color have been disproportionately affected
[5]. Preliminary data shows that Black Americans, Latinos, and Native Americans are
disproportionately facing higher infection and hospitalization rates, and devastating
COVID-19-related deaths [6-13]. In the majority of COVID-19 positive cases (90%), the
patients have at least one reported underlying medical condition, the most common
being hypertension, obesity, chronic metabolic disease, and cardiovascular disease
[14].
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The California Department of Public Health has released partial race and ethnicity
data on COVID-19 cases and related mortalities. This data sheds light on the alarming
and disproportionately higher death rates of Latinos, Native Hawaiian or Pacific
Islanders, and Black Californians among adults 18 years of age and olderb, and
most strikingly for Latinos aged 18-49 [15]. Californian’s of this age group comprise
an essential proportion of today’s labor and work force, further driving California’s
economy.
It is essential that comprehensive, complete data be available in order to fully evaluate
trends of confirmed cases and mortality rates among different communities and by
city region to inform future actionc. In addition, current estimates may only reflect the
first wave of COVID-19 disease and/or sociodemographic differences across different
race and ethnicities.
Reported COVID-19 positive cases and related deaths among the health care
workforce
The COVID-19 pandemic has placed enormous strains on our nation’s healthcare
system, especially for physicians and providers on the front lines of care. Long before
this pandemic, our country had a need for more primary care physicians, and now
novel coronavirus infections are on the rise among front line physicians and other
healthcare workers. As of April 23rd, the CDC has reported 865,585 COVID-19 cases
and 48,816 related deaths in the U.S. [16]. Reports have released limited information
on the infection rates of health care personnel, but so far, 9,282 cases have been
confirmed [17].
In California, as of April 23rd, a total of 39,254 COVID-19 positive cases and 1,562
related deaths have been reported [18], and among these estimates, over 3,000
health care workers have been infected [19]. At UCLA Health, 203 health care workers
have tested positive [20]. Protecting physicians and healthcare personnel should be
a priority of the nation’s response to COVID-19, especially as we prepare for potential
second or third waves of COVID-19 cases [21]. These may be driven by transmission
and infection dynamics of essential health care and service workers, some of whom
have been on the front lines without proper personal protective equipment (PPE) or
access to testing and care. In the coming weeks, as more testing and data become
available, it will be necessary to evaluate trends in confirmed COVID-19 cases among
physicians and other health care providers by hospital or healthcare facility and by
geographic area.
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CALIFORNIA’S PHYSICIAN SHORTAGE AND THE
DEMAND FOR PRIMARY CARE CLINICIANS
California’s Latino physician shortage in the face of the pandemic
As California’s population has multiplied in number and diversity, the state’s
physician supply has declined, and now inaccurately reflects the state’s changing
demographics. This trend amplifies health care disparities during a health crisis,
such as the current pandemic. While preliminary data shows that COVID-19 affects
vulnerable communities at a disproportionately higher rate necessitating access
and care, at the moment, there are 7 million Californians, mainly Latinos, African
Americans, and Native Americans, living in an area experiencing a healthcare
provider shortage [22]. California has a severe shortage of primary care physicians:
pediatricians, internists, family practice physicians, and obstetrics and gynecologists
[22-26]. Moreover, a third of physicians currently practicing are over the age of 55 and
will be retiring soon [27].
Over the past 30 years, the rate of non-Hispanic white (NHW) physicians per
100,000 NHW population has risen by 49% [28]. Conversely, during the same period,
the rate of Latino physicians in the Latino population has steadily declined (Figure 1).
In 2010, the Latino physician rate was 67% lower than the NHW physician rate [28].
Figure 1. A 30-year trend of non-Hispanic white (NHW) physicians per 100,000 NHW
population and Latino physicians per 100,000 Latino population in the United States.

Figure from Sanchez, et al. (2015) Acad. Med. [28]. Image has been reillustrated, recolored, and modified.
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Research by the Center for the Study of Latino Health and Culture (CESLAC) at UCLA
Health estimates the magnitude of California’s Latino physician shortage by projecting
the number of years it would require, under present conditions, to close this disparity
gap between Latino and NHW physicians. If current trends continue, it would take five
centuries to fully address this disparity [29].
California’s existing physician shortage crisis is exacerbated by processes taking place
at all levels of the medical education journey [30-32]. The number of Latinos currently
graduating from medical school is not enough to meet the demands of the growing
Latino population. According to the Association of American Medical Colleges
(AAMC), underrepresented minority (URM) students are more likely to go into primary
care residencies [33]. Yet the number of available residency slots are not enough to
meet the California Future Health Workforce Commission’s recommendation of an
increase of 1,872 primary care physicians by 2030 [22]. Not only did the physician
supply not meet California’s critical health demands before the COVID-19 pandemic,
but it also has no chance of meeting the demand in this current pandemic crisis or
future pandemics, unless we act now. This physician shortage has long impacted
historically marginalized and underserved communities, who continue to be affected
by patient-provider and racial/ethnic discordance [32, 34].
Latinos are at the forefront of this pandemic. They comprise a large proportion of
California’s service and industrial workers: farmworkers, meat and poultry farm
workers, cooks, grocery store clerks, truck drivers, mechanics, construction workers,
and health care providers (e.g., home health aides, nursing home care assistants), all of
whom are classified as essential workers under the state’s COVID-19 executive actions.
They are essential to California’s economy. These workers are extremely vulnerable,
as the conditions of their essential work further increase their risk of exposure to the
novel coronavirus. The current Latino physician shortage is having a negative impact
on these essential workers on the front lines, many of whom lack access to a doctor if
they become infected or require testing.
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Spanish-speaking physicians are the most underrepresented in the state, with only
62.1 providers per 100,000 Spanish-speakers (Figure 2) [35]. Studies show that quality
of care can be determined by the provider’s linguistic and cultural competency [36].
In other words, when a Spanish-speaking patient has a provider who also speaks
Spanish, the patient is more likely to report improved interpersonal processes,
satisfaction, and greater health outcomes [37, 38]. Conversely, the present shortage
of Spanish-speaking physicians will contribute to worse health outcomes during this
pandemic.
Figure 2. California physicians per 100,000 population, by language.

Figure from Hsu, et al. (2015), UCLA Latino Policy & Politics Initiative (LPPI) Policy Brief [35]. Image has been
reillustrated, recolored, and modified.

Skilled international medical graduates and medical students with DACA status
should form part of California’s physician workforce
One in six health care professionals are foreign-born, and about one in twenty are
non-U.S. citizens [39]. They provide health care in rural and underserved communities,
risking their lives daily in the current pandemic. International medical graduates
(IMGs), many of whom are not U.S. citizens, play an essential role in delivering health
care across our nation.
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In the U.S., IMGs comprise 39% of active practicing physicians in internal medicine, 31%
of neurologists, 30% of psychiatrists, and 25% of pediatricians [40]. But California lags
in the number of IMGs practicing in primary care [41], due to policy decisions made in
the 1980s and 1990s, which reduced medical resident training capacity and residency
slots to try to avoid a predicted “physician surplus” that, in fact, never materialized [42].
In the U.S., an estimated 27,000 young undocumented immigrants with Deferred
Action for Childhood Arrivals (DACA) status work in health care, and many are serving
on the front lines of this pandemic [43]. Nearly 200 undocumented immigrants are
medical students, residents, or physicians [44]. California has the largest number of
DACA recipients working in health care occupations. In the state, 15% of all DACA
recipients are working in health care, education, or food-related jobs, at the forefront
of the COVID-19 response [43]. The case now before the U.S. Supreme Court seeking to
rescind the DACA program, if successful, would enact a catastrophic loss of essential
health care workers and endanger the health of all Americans [45].
In the face of both this pandemic and California’s longer-term physician shortage,
IMGs and DACA recipients must form part of our healthcare system.
The impact of the physician shortage in rural California
The COVID-19 pandemic crisis is challenging U.S. rural health care providers, as
COVID-19 cases increasingly appear in rural communities. People living in most rural
areas have limited sources of critical medical care, which makes them vulnerable
during the pandemic [46].
In the U.S., only 11% of physicians currently practice in rural areas. In the coming
decades, more primary care providers will be needed to meet rural population
growth. Research shows that medical students from underserved areas are more
likely to practice in rural communities [47]. Moreover, physicians from traditionally
underrepresented minority groups are more likely to practice in underserved areas
and provide care to these populations [47].
Rural and inner-city residents of California’s Central Valley, Central Coast, and
southern border regions may be doubly impacted by the pandemic and the shortage
of physicians. In 2015, the San Joaquin Valley had 45 primary care physicians (MDs) for
every 100,000 individuals [24], which is 15 to 35 fewer physicians than needed [22,48].
In addition, the percentage of Latino MDs (8%) is significantly smaller compared to the
percentage of Latinos residing in the San Joaquin Valley (about 41%) [49]. The Inland
Empire region has an even lower number: 35 primary care physicians per 100,000
population [22, 27].
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In the face of this physician shortage, it has been proposed that nurse practitioners
be given more authority to treat patients, in place of physicians, in community clinics
in both rural and inner-city areas [50]. On the other hand, some argue that this
may create a two-tiered system of treatment, and still might not guarantee that
practitioners will work in underserved or rural areas. A shortage of providers in those
areas who can treat complex COVID-19 related respiratory illness in elders or people
with chronic disease conditions is a significant concern. If a large number of patients
should become severely ill due to COVID-19, the hospital facilities in some of California’s
rural counties are not equipped to handle that surge [51].
Immediate attention must be given to primary and rural care. Stopgap approaches,
such as those initiated by California’s Health Corps [52], can help by recruiting retired
or inactive physicians (MDs or DOs) and medical residents to fill these health care
shortages. Such actions may address the current crisis but are not a long-term
solution to California’s physician shortage.
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CONCLUSION
As California’s population continues to undergo a demographic transformation, the
state’s declining physician supply is insufficient to treat all Californians during a health
crisis. The current physician supply is also too homogeneous to meet the primary
care needs of the state’s medically and linguistically underserved communities.
Preliminary data already indicates that COVID-19 affects vulnerable communities
at a disproportionately higher rate, and California’s physician shortage will only
exacerbate the effects of COVID-19 on these populations. It is imperative that we
act to mitigate risks to our most vulnerable residents: our medically and linguistically
underserved communities. The health and economic well-being of California depend
on a healthy workforce, who are drawn increasingly from youthful and growing
communities of color.
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POLICY RECOMMENDATIONS
In light of the current state of the COVID-19 pandemic and the physician shortage, we propose the
following policy recommendations:

Top priority recommendations for expanding California’s physician workforce longterm:
1. Increase recruitment and training of linguistically capable students and medical residents likely
to practice in underserved and Latino communities.
a. Expand medical school enrollment at public institutions for the benefit of medically
underserved areas [25].
b. Expand the existing pool of linguistically-capable or Spanish-speaking IMGs in California,
and support IMG training programs that bolster match competitiveness.
c. Encourage trainees and IMGs to practice in linguistically underserved communities.
2. Prioritize training and incentivize medical students and residents to pursue primary care and
practice in underserved populations.
a. Prioritize policies and education programs to help students in rural areas enter a pathway
into medicine.
b. Ensure funding for programs like UCLA’s Family Medicine Bridging the Gap [53], MEDPEP
(Médicos, Enfermeros y Dentistas Para el Pueblo/Medical Education Preparation) [54], and
the Summer Urban Health Fellowship at the Harbor-UCLA Medical Center [55], which are
designed to prepare URM students to pursue careers in medicine and health sciences.
3. Protect the ability of active physicians, medical students, and residents who depend on the
Deferred Action for Childhood Arrivals (DACA) program to study and practice medicine in the
U.S.
a. Ensure medical schools continue to consider students for admission regardless of
undocumented or DACA status.
b. Advocate against the termination of DACA.
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Immediate, high impact priorities:
4. Expand the health professional work force and expedite licensing for eligible health
professionals.
a. Continue efforts to recruit active and retired medical professionals and/or health
professional students in behavioral health, dentistry, nursing, medicine, and pharmacy for
the California Health Corps, who may practice at the level of their completed education
[52].
b. Allow licensed Spanish-speaking international medical graduates (IMGs) who can help
address California’s unmet language needs to form part of the California Health Corps.
5. Gather resources and create interventions for at-risk populations.
a. Collect race and ethnicity data for all individuals, including health care workers, being
tested for COVID-19.
b. Mandate that reporting of COVID-19 cases and outcomes include race/ethnicity, age, sex,
socio-economic status, and specific information of any underlying medical condition(s) [56].
6. Provide training, guidance, and administrative flexibility to ensure physicians can provide the
necessary care during this pandemic and future public health crises.
a. Expand educational training opportunities to support primary care physicians during the
pandemic, through virtual Continuing Medical Education (CME).
b. Encourage all board certification organizations and licensing boards to extend deadlines
for credentialing, certification activities, and CME requirements, to ensure that physician
board certification/licensing does not lapse as a result of patient-care demands from
COVID-19.
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7. Expand telehealth for virtual care of patients in low-resource, underserved communities, as the
COVID-19 pandemic evolves and we prepare for second or third waves of the pandemic.
a. Implement nurse-directed triage protocols to determine what kind of patient appointment
is necessary.
b. Maximize team-based primary care workflows to optimize the shift from care delivery to
virtual care.
8. Expand home health care visits to patients with underlying medical conditions or those
requiring chronic disease management (e.g., coronary heart disease, hypertension, diabetes,
asthma, autoimmune disorders, and cancer, or other immunocompromised conditions).
a. Consider the deployment of physician’s assistants (PAs), certified nursing assistants (CNAs),
licensed vocational nurses (LVNs), nurse-midwives (NMs), and nurse practitioners (NPs) into
home health settings, to continue chronic disease management under the supervision of
primary care physicians.
b. Prioritize safety during home visits by making available appropriate disposable PPE for all
home health providers.

Long-term policy recommendations:
9. Develop community-oriented regional education in primary care (CORE-PC) programs, as
recommended by the California Future Health Workforce Commission [22, 57].
10. Implement specific protections for vulnerable populations and health care professionals.
a. Invest in the National Institutes of Health research that aims to understand COVID-19-related
health disparities.
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ENDNOTES
a.

b.

c.

The first confirmed case of COVID-19 in the U.S. was a 35-year-old man diagnosed in Snohomish County in Washington state
on January 20, 2020 [1]. This individual was released from the hospital on February 3 and fully recovered. New autopsy
reports show that two individuals residing in California died of novel coronavirus on February 6 and February 17, 2020 [58].
According to the California Department of Public Health Department, and as of April 23rd, 2020, Latinos make up 43.5% of
the state’s population aged 18-49 and comprise 48.9% of COVID-19 cases, but 66.0% of related deaths. Non-Hispanic whites,
who make up 31.2% of the population aged 18-49, comprise 24.0% of cases and 9.0% of deaths. Asians make up 15.9% of the
population aged 18-49 and comprise 11.6% of cases and 9.0% of deaths. African-Americans or Blacks make up 6.3% of the
population aged 18-49 and comprise 5.7% of cases, but 15.0% of deaths. Multiracial groups make up 2.2% of the population
aged 18-49 and comprise 1.0% of cases and 0% of deaths. American Indian or Alaska Natives are 0.6% of the population
aged 18-49 and comprise 0.2% of cases and 1.0% of deaths. Native Hawaiian or Pacific Islanders are 0.4% of the population
aged 18-49 and comprise 1.4% of cases and 0% of deaths, but they comprise 1.4% of deaths among individuals aged 50-64
[15]. Of the total confirmed COVID-19 cases aged 18-49 (18,954), 35% have been designated unknown for race/ethnicity. Of
107 total confirmed deaths (aged 18-49), 7% have been designated unknow for race/ethnicity [15].
Preliminary results from a first round of serology tests examining the presence of antibodies generated against the novel
coronavirus, suggests that infections in L.A. County are far more widespread than recent documented cases [59]. Studies
were conducted by collaborative scientific teams at USC and the Los Angeles Department of Public Health. These new
studies will help gather insight on the pandemic’s trajectory; gain clarity on actual infection rates; help with modeling and
predictions of future infections; and inform the design of new prevention and control efforts.
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