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Abstract

Objectives A substantial body of evidence supports the
beneficial health impact of an increase in primary care
physicians for underserved populations. However, given
that in many countries primary care physician shortages
persist, what options are available to distribute physicians
and how can these be seen from an ethical perspective?
Methods A literature review was performed on the topic
of primary care physician distribution. An ethical discus-
sion of conceivable options for decision makers that
applied prominent theories of ethics was held.

Results Examples of distributing primary care physicians
were categorised into five levels depending upon levels of
incentive or coercion. When analysing these options
through theories of ethics, contrasting, and even contro-
versial, moral issues were identified. However, the
different morally salient criteria identified are of prima
facie value for decision makers.

Conclusions The discussion provides clear criteria for
decision makers to consider when addressing primary care
physician shortages. Yet, decision makers will still need to
assess specific situations by these criteria to ensure that any
decisions they make are morally justifiable.

This article is part of the special issue “Explaining Health
Inequalities: The Role of Space and Time”.
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Introduction

Is primary care good for health and health equality? Many
policy papers, and a considerable volume of research
backing them, suggest this is indeed the case (Habicht et al.
2009; Starfield et al. 2005; SVR 2009; WHO 1978, 2008).
However, primary care (PC) is often conceived and/or
organised differently around the globe, making it difficult
to discuss comparatively. Consequently, when considering
health inequalities it is evident that in the context of PC,
what is most important is ‘access’. Depending upon its
conceptualization and operationalization, ‘access’ can have
many meanings. ‘Spatial’ and ‘aspatial’ elements of access
are characteristics that are often unique to particular
regions and nonetheless influence how potential access to
PC is realised. For example, the average distance to PC
facilities, the diversity of languages spoken in particular
communities, or perhaps even aspects of ethnicity, educa-
tional level or age may all have some influence on access to
health care within particular regions (Bell et al. 2012;
Guagliardo 2004; Habicht et al. 2009; Puddu et al. 2009;
Rosicova et al. 2011). It is likely that effects on health
equality occur between geographical regions (spatial) or
population demographics (aspatial), yet these effects could
differ again with the type of PC delivered in different
health systems. With this in mind, it can be assumed that
PC is beneficial for health equality when distributed
according to health need and furthermore, that this effect is
achieved through increased access to PC via primary care
physicians (PCPs). A substantial body of evidence supports
this assumption, demonstrating both the positive effects
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that more PCPs can have on the health of populations they
serve and in reversing the negative health impact of high-
income inequality (Macinko et al. 2007; Starfield et al.
2005; WHO 2008). However, questions remain about the
options that are available when too few physicians seem
willing to specialise in PC (supply) and to practice in spe-
cific regions (distribution). Considering the moral obligation
to address health inequalities (Koskinen and Puska 2009)
and the potential usefulness of PCPs in addressing this, how
can the distribution of PCPs be understood from an ethical
standpoint? This paper attempts to address these questions
from an intra-national perspective.

Method
Framework

The conceptual model underlying this case can be formu-
lated using regional level units that are described using the
attributes ‘attractive’ and ‘unattractive’. This can be
understood to mean a region, area or location (spatial
measurement) where a physician, given complete freedom,
would either choose (attractive) or not choose (unattrac-
tive) to practice PC (or to live in general). The physicians’
reasons are not considered however, it is possible to
hypothesise that the demographic or socio-economic
characteristic of the population, the character or lifestyle
opportunities associated with the area (e.g. education for
their children, leisure opportunities, etc.), play some role in
the decision of where to practice PC. ‘Unattractive regions’
(UR) have (among other determinants of health) fewer
PCPs practicing within them compared with ‘attractive
regions’ (AR). This means populations of UR have poorer
access to PC than populations of AR, which may result in
lower levels of health. Although simplified, it is evident
that health inequalities are likely to widen between geo-
graphical regions in accordance with the respective levels
of access to PCPs provided by the health system. Therefore
it seems, prima facie, desirable that PCPs are assigned to
certain (unattractive) regions to tackle health inequalities.

Theories

The options available to tackle this issue by distribution
can be ethically discussed from the point of view of the
following core theories of ethics: Utilitarianism, libertari-
anism, and justice. Utilitarianism is often used as an
essential theory within public health. It can help to con-
ceptualise aggregate health gains, and therefore, can
contribute to maximising overall utility (Mackenbach
2005), which is the classic goal for utilitarianism. Liber-
tarianism’s principles have been the focus of the debate on
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physicians’ rights by Sade (1971, 2008). Libertarianism is
also the most directly contrasting theory to utilitarianism.
As such, a consideration of both theories provides an
antagonistic ‘coupling’ that ensures competing arguments
are included. Lastly, justice theories are important con-
siderations because questions of health equity, public
health and environmental justice, are concepts that are
frequently connected to theories of justice (Powers and
Faden 2006; Schlosberg 2007). Therefore, when consid-
ering PCP distribution, theories of justice facilitate a debate
that is more pertinent to these concepts. Furthermore, as
will be demonstrated later, justice theories form a ‘middle
ground’ between the two strictly contrasting theories of
utilitarianism and libertarianism, thus when considered
together, they span a spectrum of ethical norms (Schroder-
Bick et al. 2009). It is from this spectrum of norms that the
issue of distributing PCPs is ethically tested.

Literature review

To identify the full range of potential solutions to tackle
PCP distribution, a review of international literature on
primary care physicians was performed. A search within
the database web of knowledge using the search term
‘primary care physician’ highlights the extensive coverage
of literature relevant to this topic, retrieving in excess of
60,250 hits (5th October 2012). However, when analysed
by title, only 6,195 articles were retrieved which contained
the search term ‘primary care physician’. Within this
sample only 574 articles were relevant to the additional
topics ‘distribution’ (283) (or) ‘supply’ (220) (or) ‘short-
age’ (71). A preliminary analysis was performed on
abstracts within this body of literature to identify articles
that discussed issues of PCP shortages, distribution pro-
grammes or policies and ethical considerations related to
these topics. Overwhelmingly, the body of literature related
to issues associated with the United States and its health
system. However, as English language was used as an
inclusion criterion, it is likely that English-speaking
countries may be over represented in this review. Only two
articles could be identified which directly addressed ethical
considerations of physician supply and distribution, with
both articles focused on the US physician workforce.

Results

Technical options for solving this issue

The issue of PCP supply and distribution is a problem for
many countries. The primary issue to be addressed is per-

haps conceptualised best by Starfield and Fryer (2007) in
their study of US physician workforce origins and
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migrating international medical graduates (IMGs). In the
US, the health system seems to encourage the immigration
of foreign medical students from countries with significant
shortages. The practice—one that is arguably at odds with
the WHO Global Code of Practice on the International
Recruitment of Health Personnel (WHO 2010)—provides
advantages to the importing country in two ways. First, the
supply of physicians is increased in a cost effective way
from savings usually associated with the education and
training of health care professionals. Secondly, the will-
ingness of IMGs to accept less attractive positions
facilitates the resolution of distributional issues, such as
regional specific shortages in health care professionals.
Needless to say, exporting countries with shortages are
disadvantaged simply by the extra cost in maintaining
supply.

This overall issue is not unique to the US, a point
highlighted when Glinos (2012) warns of the dangers of
ignoring health care professional mobility in favour of
patient mobility and in particular during periods of aus-
terity. Yet, whilst this can be seen as a concern within
health economics for health planners, the problem also
raises substantial ethical questions. Hagopian (2007), in an
editorial, emphasises exactly this issue. In the US, IMGs
provide a solution to internal physician shortages; however,
what solutions are available to solve internal shortages in
countries less attractive to IMGs or in countries exporting
them?

Within this scope, a particular emphasis is made of the
dichotomy between methods utilising incentives which
might further privilege PCPs or methods which limit PCPs
not only in their freedom of medical practice but that could
also directly impact their private lives and possibly the
lives of their families.

How might a ‘(re)distribution’ between UR and AR be
achieved? Several methods have been conceptualised
based upon examples discussed in sampled literature
(Brooks et al. 2002; Busato and Kiinzi 2008; German
Medical Association 2011; Godager et al. 2009; Hagopian
2007; Politzer et al. 1999; Starfield and Fryer 2007; Ra-
binowitz et al. 2012; Rieselbach et al. 2010; Walker et al.
2010). The methods can be constructed into the following
groups to which the authors have added conceivable
aspects:

1. Highly incentivized: career opportunities for PCPs in
UR are improved (i.e. physician salaries are improved,
investments are made in local PC training and
educational institutions).

2. Incentivized: inhibiting factors to becoming or remain-
ing a qualified PCP or to establishing practices are
removed (i.e. eliminating bureaucracy or establishing
support services for creating PC practices).

3. Conditionally incentivized: medical students are
encouraged into PC in specific regions (i.e. conditional
grants and/or scholarships which are contingent on the
successful completion of a placement/residency within
a specific region).

4. Coercive: PCPs are pressured into ‘serving’ in UR (i.e.
licensing bodies refuse licences to PCPs in over-served
regions resulting in the relocation of PCPs practicing
within them).

5. Highly coercive: selected medical students are only
accepted into medical school if they sign a contract
agreeing that they will later specialise in PC and/or
serve in UR, at least for limited period of time.

The methods listed above can be thought of as forming a
spectrum ranging from (1) action characterised by the use
of ‘incentives’, requiring minimal or no use of ‘coercion’,
to (5) action characterised by the strong use of ‘coercion’,
requiring minimal or no use of ‘incentives’ and less choice.
It is acknowledged that other methodologies exist which
may influence access to PC. However, the primary focus of
this paper is in addressing methods of PCP distribution, and
therefore, other methods have not been discussed. Subse-
quently, the ethical arguments that follow contribute to the
academic and practical discourses in solving regional
specific scarcity in PCPs through employing solutions that
might impact on physicians’ freedoms. Through a debate
on theories of libertarianism, utilitarianism, and justice, an
attempt is made to answer what moral norms, if any, could
be considered critical in deciding upon appropriate mea-
sures for distributing PCPs.

Ethical perspectives: utilitarianism, libertarianism
and justice

From a utilitarian perspective a particular action is to be
preferred over alternatives if its outcome achieves greater
utility, consequently the use of coercive or forceful mea-
sures to distribute PCPs into UR is justified only if the net
benefit from subsequent events is greater than all alterna-
tives (including inaction). Neither the PCPs’ freedoms nor
health equality has intrinsic value within this theory.
Instead, the question becomes an empirical and welfare-
economic one, with a heavy focus on maximising the
overall ‘happy life years’, even if this means that quite
controversially, more coercive methods are employed to
distribute PCPs or that UR are left with PCP shortages, and
therefore, worse health. All eventualities or consequences
should be considered in the widest context under utilitarian
theory and a thorough comparison made of all outcomes
(Rauprich 2008; Rothgang and Staber 2009). This, for
example, includes an account of how forcefully distributing
PCPs into UR may hinder the supply of PCPs by making
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PC a less attractive specialty to medical students. In turn,
the calculation should extend to include the possibility of a
negative impact on population health resulting from this. It
is also important to consider any opportunity costs. In
reality, making a sound judgement from such an ‘all
encompassing’ calculation is a ‘utopian ideal’ in that the
comprehensiveness of the calculation should be infinitely
inclusive, and therefore, could hardly be performed. Con-
sequently, utilitarian theorists must limit calculations based
upon what can be reasonably forecast. However, within
utilitarianism, ‘health’ does not necessarily equate to hap-
piness. This distinction is an important focus of the
utilitarian theory that can complicate public health issues as
utilitarians cannot only focus on the ‘burden of disease
calculations’. Further, the very criteria to be used in the
judgement of ‘greater happiness’ or ‘utility’ are contested,
again making the theory’s application problematic (Rau-
prich 2008).

In contrast, libertarians strongly oppose the use of any
force on either party. Their focus is on entitlement. If
people—by virtue of their education and labour—are
entitled to professional skills or property, it is their choice
alone what to do with them. In the most pronounced
libertarian arguments, a state can only demand force (e.g.
in the form of taxes) to maintain the security of property.
Thus professionals, and in this instance PCPs, have a very
strong position against any form of interference (Sade
1971). For extreme libertarians, the health issues faced by
an underserved population are simply their own bad luck,
or a result of their lack of foresight or prudence in making
life choices. Any solution to assist populations in under-
served regions can only be established from a ‘freedom of
choice’ perspective, as might be exemplified by the use of
charity. For libertarians, the issue at stake would be han-
dled best via (free) market forces.

From the perspective of justice theories, a consideration
is made of the opportunities and capabilities of all persons
involved. Equal opportunities (Daniels 2008) and sufficient
capacity to realise those opportunities (Nussbaum 2006)
demand that everyone should have the real possibility to
pursue a good life (which includes ‘health’ for justice
theorists). Even if individuals chose not to make the best
use of their opportunities or capabilities they still must
have a sufficient level of both available to them in reality if
the system is to operate fairly. For example, if someone is
sick, the justice perspective might ask, ‘is the sickness due
to a missed opportunity for care that occurred because the
individual made an informed decision not to see a physi-
cian, or did the individual not have real access to a
physician?” Within this hypothetical situation, real access
can mean either spatial or aspatial access. For example, a
lack of health literacy may have limited the individual’s
understanding of the consequences of his or her (in)action.
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Likewise, the distance to the nearest (available) physician
may be inhibiting the individual from seeking care. Even
though the result of the individual’s decision not to see a
physician would be the same, namely that person being
sick, but there would only be an injustice where real access
is inhibited.

Within theories of justice, restrictions upon professional
liberty can be justifiable, and even demanded, if this leads
to equal opportunities and sufficient capabilities for all. It is
the obligation of public institutions and societies to guar-
antee this. This of course also counts for the physicians and
(prospective) medical students themselves. Yet, where
exactly this level of sufficiency lies, and how far this might
differ between societies, is another (largely unsolved)
issue. Nevertheless, to achieve equal opportunities and
capabilities on a sufficient level for all, it might mean that
the capabilities of others are restricted when above the
level of sufficiency. Furthermore, justice theorists would
probably not demand that the individual’s capabilities need
to include a right to study medicine, specialise in what they
want, and to work in a region or place of choice. Rather,
individuals who have attained access to medical schools,
arguably, have already reached a sufficient level of capa-
bility with some considerable opportunity for a good life.

In addition, justice theories—while not mainly looking
at outcome or exclusively on individual liberty (often
called negative freedoms)—offer alternative perspectives.
Unlike the utilitarian and libertarian perspective, justice
theories focus on fair processes when goods are scarce
(Daniels 2008). For example within theories of justice, the
public have some claim of ownership on physicians’ skills
in that physicians acquire them at (some) public expense
(in school and University education costs). Under this
premise, physicians could be required to use skills
(acquired goods) in public service (Veatch 1981). In
addition, as argued by Gostin and Powers (2006), physi-
cians are already privileged members of society. To
advantage them further at the expense of the least privi-
leged would compound injustices, and create a ‘double’
unfairness.

Discussion

Each perspective highlights salient moral points on the
issue of distributing PCPs, and appears to forward con-
vincing moral arguments. The libertarian answer is
relatively straightforward. However, it appears alien
against the values and principles of e.g. European health-
care systems (The Council of the European Union 2006) as
solidarity duties and collective responsibilities are ignored.
The utilitarian perspective makes a case for action on PCP
shortages. However, the utility-based arguments are almost
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impossible to estimate or realise, and their insensitivity to
individual rights and health equality again distance them
from a healthcare culture based on solidarity. Therefore,
they do not effectively discriminate between options of
PCP distribution. Within theories of justice, there appears
to be a morally convincing claim for equality in access to
PCPs. However, it does not provide criteria for decision
makers on distributing PCPs, particularly during times of
resource scarcity. So how can the five options for distrib-
uting PCPs be evaluated from the perspectives of the three
theories of ethics?

A choice of action that is characterised by incentivizing
positions in URs for PCPs is preferable under libertarian-
ism. Therefore, libertarians would prefer options 1 and 2 as
long as the financing for these options was not derived
from a tax or compulsory insurance scheme. They would
also find option 3 acceptable based upon the assumption
that this would not infringe on the negative freedoms of
medical students. Again, libertarians would not accept this
option unless it was financed from private initiatives. What
medical students choose to study and where they (eventu-
ally) practice medicine, should be deregulated and be
determined by (free) market forces. Thus, option 4 would
be unacceptable to libertarians and option 5 would only be
acceptable if students were able to buy out of this scheme
(e.g. through higher tuition). From a public health point of
view it has to be stressed that there would be no guarantee
to reach a sufficient coverage of PCPs when applying the
four remaining methods under libertarian conditions. It is a
criticism of the libertarian perspective that it does not
sufficiently take population health outcomes into account.

In contrast to libertarianism, utilitarians prioritise out-
comes over individual liberty. Whilst they may require a
thorough analysis of all costs and outcomes, they could
accept any of the five options, morally favouring the option
that had most utility in bringing greatest overall happiness.
Therefore, the utilitarian perspective requires that decision
makers take full account of the reasonably foreseeable
consequences of each option. Yet, health—and thus the
‘burden of disease’—is not the main outcome parameter of
utilitarianism. Even though health has been accepted to
contribute to happiness, the utilitarian calculus must be
based on the broader concept of maximised happiness
(Nussbaum 2006).

Justice theorists might be particularly sceptical of
options 1 and 3. Option 1, especially the aspect of higher or
incentivising salaries, could mean that more resources are
used for privileging a position in society that, arguably,
already provides many opportunities in life. This might
also come at the cost of disadvantaging other parts of
health or social budgets that could adversely affect less
privileged groups. Method 3 might also be considered
unfair if students from less well-off or low-income families

have fewer choices and opportunities than students that are
not financially underprivileged or vulnerable. Furthermore,
justice theorists that favour a sufficiency level of capabil-
ities might argue that having the opportunity to study
medicine and becoming a PCP itself is already such a great
opportunity that any extra opportunity (e.g. to decide on
specialisation and location of practice) cannot morally be
necessary. Option 4 might be considered as minimally fair
if the decision-making and allocation criteria were fair, i.e.
they are transparent and apply to everyone. Method 5 could
also be considered fair if the selection procedure applied to
everyone equally and no one individual could buy out of
the ‘selection pool’ to their advantage. However, the justice
perspective also demands a consideration of the capabili-
ties and opportunities of family members (i.e. spouses and
children). Opportunities and capabilities of everyone in all
regions should be equal and sufficient (respectively), for
the children living there and for the children potentially
moving there. Arguably, from the justice perspective it is
more important that individuals can access school educa-
tion according to their abilities and needs. Children from
all social classes should have fair opportunity to be able to
choose to study medicine (or any other programme) than to
have any claim on becoming what one desires.

One might still argue that the theories could be differ-
ently interpreted and employed in dealing with the five
alternative methods. Yet, it already becomes clear that each
theory points to other morally salient features. However, it
seems plausible to assume that the discussion has provided
the following points for consideration and criteria to which
to adhere for deciding ethical action remedying region
specific PCP shortages: first, any action taken should
alleviate PCP shortages without further disadvantaging the
socially deprived as this would even further hinder their
capabilities and opportunities. Second, any additional gain
of opportunities of the ‘better off’ beyond a level of suf-
ficiency is morally unnecessary. Third, the infringement of
professionals’ liberties would at least require the ‘burden of
proof’ to lie with showing the justification for the
infringement rather than presuming the validity of the
infringement. When considering efficient and morally
acceptable solutions that bring about greater health equal-
ity, more opportunities, capabilities and happiness for all,
opportunity costs must also be considered. These oppor-
tunity costs may have a negative impact on other areas of
opportunities, capabilities and happiness of individuals that
can be of equal moral worth to health. Therefore, a thor-
ough assessment of the relative inequalities (opportunities
and capabilities) between all social groups concerned
(PCPs and populations of UR/AR) must be performed to
make a decision that is morally justifiable, and universally
convincing, within the context of the specific case being
addressed.
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Conclusions

This paper has made explicit a fundamental ethical conflict
that emerges from primary health care planning: is it jus-
tifiable to set special incentives for, or to coerce, medical
students to become primary care physicians in unattractive
regions to support a distribution of primary care that can
result in better health (equalities)? It is argued that solu-
tions will be ethically most convincing if they consider the
following criteria: the utilitarian perspective that actions
and inactions are morally relevant and that health is neither
sufficient nor necessary for happiness of people—even if it
plays an important role; that liberty of professionals (and
patients) is essential and any infringement of this has a
strong burden of proof; and that a sufficient level of
opportunities and capabilities of all affected by a decision
have to be taken into account, while considering fair pro-
cedures and having a special emphasis on not further
disadvantaging the underprivileged.

Yet, the ethical discussion can only offer criteria for
decision makers. Decision makers still have a duty to
investigate the relative inequalities (opportunities and
capabilities) between all concerned social groups to justify
action taken to redress PCP shortages in URs. Yet, in this
decision-making process ethical criteria should be used
first, to avoid inaction, and second, to make an ethically
robust justification possible.
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