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In ~~dieal manpbwer planning, two dimensions of the eoneept of
;\

availabil~ty have,to be considered. Qne isthe adeq~a~y of human re-r " ", " .'
sourees ,;0/ availabili ~y .of suffieient. human resources to meet the

demand ánd/ot' need for 'them. The oth'~t'is tl'iegeographical distri-
¡. bution ofthese resources over givenareas.

í
Among; the studies pertaining to t~e first dimension, the adeq~a~y

of resourees has usual~y been represented as a ratio of manpower (p~y-
1

aieians) topopulation. In 1933,'forinstanee, Lee and Jones con-

allpersons in the,U~'S. with essential medical carCa

in d,esigning a gro,up practice plan, proposed a ratio

¡ • .

cluded th~t 192 physicians per 100,000' population was the ,number re-
!!

quired to;!provide
• - 1ft <. _

In 1945, Clark,2
1

'1

of 125 p~Jsicians per 100,000 population. Also in 1945, pastore3 sug-
.il

of 165 p~ysicians f07',the same size population, while
4 .Pennell in 1949 considet'ed,a lowet' ratio, 118 p~ysicians

gested a ~atio
~
1,

Mountin and
l.

i,

iiper lOO,OQO population, sati~factbry., More recent~y, the wide~y'ac-
: i ',.'

cepted ra~io of 1132• 7 pe!' lOO,OOOwasrecommended in 1959 :l:>ythe';Sur~
.! " " " '. '
1 5geon Gerie~alts Groupon Hedical Edtic~tion.

Althqugh th~y are freq~ent~y empl~yed, the use of suchaggregate

national ratios of physicians to popúlation is of little value for man-

power pla~ning purposes at the n~ti~nai or regional level unIess the

componente of th.et'atios are knowri.ánd,their meaningis understood.

More meaningful forplanning pUrP0ses ',than national average s or ratios
ik .

, 11areregio~al and local ratiosbfpJ:1ysÍ'eians to population which ínake

possible the studyof not on~y the availability but alsothe distribution

"1-
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;¡l,
of p~ysicia:ns in the U. S. A.further step req':Üred for p1anning pur-

!¡ e ~. _ ~poses is th,e ana~ysis of this dlstribution and the determination or
;1 -;c

ithe variabJ¡es which can exp1aiR it.
In tlhs rega.~d, Le1and,6 f6r inst¿mce,:noted in 1934 a higher p~y-

~ sician to ,population ratio in states.\'litha 1arger nunlber of people'

and a higher per capita income. turthermore, Mountin, Penne11 and
, ';"

Nico1ay7 in 1940 ca1cu1ated a greatersupp~y of physicians per pop-
¡

o,
ulation inJcounties with greater urban concentration, higher number

of general ¡ihospital beds, a rnarked po¡)ulation increase (20% or more)
I¡

over a 15-year periodoand a higher pe~'capita income.
. .~ - -

Late~~studie.s ha,,'eindicated that cornrnunitycharacteristi6s o re-
11 -

1ated to p~ysiciansupply may be odifferent f?r general prad:i tioners ..

In 1966 éidoctoral

size of éi90mmuni,!=ybut the rate of general

-\.J than for specia1ists. Two studies, in particular, have examined thése

difference$. In 1954, DickinsonSOfou,nd that the rate of specialists o
"."',:

varied wit~the popu1ation
~¡,

practitionérs <lidhot; and that thetoe \.tªs a positive correlationbe-
i
i

tween spéc~a1istsandpercapitab~ying power.

dissertation prepatoed ~yMarden9 found that in theU. S. Standard

Metropo1itan Statistica1 Areas:

1) A linear re1ationship was the best description of the asso-
ciationbetween the de~ographic size of the metropo1itan
area éindthenumber of total physicians~ general practitioners
~n~ specialists;' .
':,.
il _.

2)' ~1edian education of the popu1ation cou1d be coup1ed with lImed-
l.ca1 environment" (numberof non-Federal generalacutehos-
pita1 beds) as a major expléidningfactor in the location of
~pecialists; whi1e ithadcomparative~y 1ittle importance for
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explaining the distribution of gene~al practitioners;

3) Race and age of the population, almost without exception,
were the two most important va~iables accounting for the dis-
tribution of general practitioners.

In this pap~ we examine the relationship between ten communi~y

characteristics andthe supply of physicians ~y irtdividual special~y.. -

rather than as an aggregate supply of physicians. The relationships

identified in this paper have been used by the authors in a later stu~y

to establi~h a distribution indicator '?~:..physici.ans í'n .the 'dr.ban'U •.. S.15

METHODS

In the first pha~e of this stu~y, therelationship between ten

communi~y characteristics (independent variables) and 27 p~ysician-

populationratios (dependent variables) is examined. A "community"
;!., 'f.

is defined as either a Standard Metropolitan Statistical Area (SMSA)

or a metropolitan area that meets the definition of an SMSA but is not
- I

as.yet included iQthe officiallisting. Two hundred and ninety-

nine metropolitan areas are included in thisstudy. Each is "an in-

tegratedeconomic andsocial unit with a recognized large population

nucleus"lO and is assumed to be a self-sufficient medical service

area. Margen's stu~y9 includes data compiled by Ciocco and Altman1l

supportingthis assumption. Most ofthe areas included fall within

theBureau of the Budget definition of a Standard Metropolitan Sta-

tistical Area (SMSA); la however, because the p~ysician data are

-3-
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12
reported for metropolitan areas as defined by Sales Management, Inc.,

several e:{c'eptionsand addi tions ha~le been necessary (see Appendix).

The AJriel"icanr-tedicálAssociation publication, Distrihution of

Physicians, Hospitals, and Hospital Beds in the United States, 1966,
Part 2,13 is the source of all p~ysician information. This publication

lists all medical doctors, includingnon-memJ:)ers aswell as members of

the AMA. Ail non-Federálp~ysicians who are involved in patient care,

as opposedtG those in adrninistration, research or teaching,are in-

cluded in 1:his stugy.Categories 1:>Yspecial"!=yare based on reports

from thep~ysicians themselves and dO'not necessari~y indicate board

certification.
The population figur,es in each rn~tropolitan area represent total

resident population as ofDecember 31, 1965,estimated by Sales Man-

agement, ItlC .12
The ten measurable cornmuni~y characteristics (independent var-

iables) are: populatión size, population densi~'y,per capita b':lying
16.power; per household b~ying power;the existence of one or more

medical schools within the metropolitan area; the existence of a more

populous metropolitan area within 75 miles;median,years of education

of the population; percentage of population aged 65.years and over;

percentageof population categorized as "white"and the number of non-

Federalacute general hospital beds per 1,000 population.

The 27 p~ysician~population ratios denote p~ysicians in "patient

care", which includes physicians "inthat activi~y who are self-emplc::>yed,

!
I
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under retainers, 0;- .salaried by hospi tals, other insti tutions, indust~-.y,

.or government. ,,13'Ac:iually, it includes allacti vepJ;1ysicians, except

those on medical sch091 faculties, in administration and research. This

catego~y is then divided into two subgroups: first, "solo, partnership,

grotip or, otherprac~iCe" hereafter r'eferred to as U,pr¡vate practice" ;17

second, "hospitalbased practice," composed of all Feder'al and non-Fed-

eral pJ:1ysicians pr~cticing in hospitals, including interns, residents

and fellows, as wel1as full-time pJ;1ys,icianstaff.

Of the27 r'atiosused, five ,áre.w~thin the overa,lJ.catego~y PJ;1y-

sicians pr?viding ""patient care": .'totalpJ;1ysicians; general practitioners;
medical specialists; surglcal. gl'''E!(!{aJ::isi:s and o ther speci.alists .13 One

ratio is included for' total physiciansin full-timelthospital based prac-

tices." ,Tre remai;riing 21 ratios conc.ern pJ:1ysicians in "private pr'actice":
, .. ..

total physiicians; 'general practi tioners ;
• , ',_ 'J.. - '.

medical specialists; internists;
-}~

pediatricians; allergists; dermatologists;other medical specialists, in-

cluding cardiovasctilar specialists, gastroenterologists, pediatric aller-

gists, pediatric cardiologistsand pulmon~ specialists'; surgical spe-
, '

cialists; ¡'generalsuÍ'geons; obstetricians arid gynecologists; pphthalmólo-

gists; ot~l~ngologists; ur'ologists;othersurgical specialists, in-

cluding neurological surgeons~ or'thopedic surgeons, plastic surgeóns;.
, .

colon andrectal sUl'geons and thoracicsurgeons; anesthesiologists; pa-

thOlogis~Si' includinggeneral pathologists and forensicpathologists; p~y-

chiatrists, including clinical p~ychiatrists, neuC'ologists, and child p~y-

chiatrists; radiologists, including dlagnostic and therapeutic l'adi.ologists;

-s-c
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and remaini~g other specialists, inc1uding those in the fie1ds of aviation

medicine, 09cupational medicine, p~ysical m~dicine and rehabilitation, .
¡1 ,', .', .

general pre,tentive m~diéine ang public health.'

• The da.ta have be~n ana~yzed~y meansof Sonq,!ist and Horgan's Auto-
14

'" matic Interaction Detéctor (A+D)progt>am, a:multivariate procedure

through which one can..statistica1~y determine \.¡hichindependent var-

iable(s) mo$t improv~stheabiíLity topredict values ofthe depenq.ent

variable. In otherword~, wh~chofthe ten communi~ycharacteri$tics

in order of,imp0l'tance' incl'eases. the chance of corl'ect~y predicting
ji -. " .

P~ysician-pbpulationratios ~yspecial,!=y,in the 299' communities.

Figure 1 sho~s the pred~ctor treé, which illustrates the result of

tne AIDana{YSis.'In £h5.sinst~nce ,tlte ,tree exhibits the re1ationship

o betwe,entheratio of genera1practitione~s in private practice topop-
"

ulation andil the charact~ristic"s of that popúlation.

The b?x labe1ed "group 1" includes all 299 communities . The
, ,
. i . "'

_ , !~. ~~-.,"_+ _i~~

mean(x) nUllJberofgeneral practitioners per 100,000 popu1ationfor

~ a11 299 communitiesis 28.0 Each of the comnunltycharacteristics

(independent variablés~is thén'consi~ered in turnto determine which
, r'

of the ten ~ou1dsignificant~yincrease (at the .05 leve1) the abil-

i~y to predlct the;-atio ofg~nera1 practitioners to population" With-

in the total 299 cornmunities,.the first sp1it~v,occurred in the "percent

~ ..

~;"SpÜ.t"isthe point at which the independent variable ls di-
chotomized~n order to "r;¡aximizethe bet\-leen-groupvariation of the
dependent variable. .This split mayalso be defined as the point at
t-1hichthe independentvariablé.can significant1y predict the physi-
cia.n~populationratio.' "
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CHART 1
PREDICTORTREE FOR,THE DISTRIBUTION OF
GENERAL PRACTITIONERS IN PRIVATE PRACTICE

IN URBAN U. S•

1
I GROUP 2 '

~. N = 149 1

j¡L__ .~_J
.' 1::o .-;y' x = 30.8

o ,;¡ .
/

::;¡r---,---ji' c?-. Q,

I ~R~~~~~__ ., O~
o

-' ~~ ~
x =27.9 ~~.

~
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GROUP 4
N = 109

GROUP 5
N = 41

x = 20.8
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of popu1atlon aged 65 and ovar" ,factor, showingthis independent vari~

ab1e to be the most important single predictor facto~. Figure 1 shows

the 299 cornmunitiesdivided ,into two other ~oups, Group 2,totaling

149 comlllun~tieswith nineper~~~t ormore of,the popu1ation'aged 65
;1and over, fIDdGroup 3, containing 150 communitieswith less than nine

percent of'the popUlatiop.aged 65 andover. The meannumberof gen-

eral practit¡'oners inprivatepractice,per 100,000 population in
:¡ . -' - -, ,;. ,

Group2 is! 30.8,significant~ydifferent (at a .05 level) from the

meannumbet-of general ppactí'-tionel.'3 in priva1:c p;¡;'actice i.n Gr<:>up3,

which is 25.l.

The next step in the ana~ysis 'in Figure 1 is 'to .consider again

the predic~abili~y of all ter(lndependent yariab1es w~th reference to
.:...

the 149 cornmuniti,es in uGroup2". I.t is found for Group 2that none

of the independent vari.ab1eSsignific:ant~yincreasesth~ ability to
,,:

preq,ict tb,e ratio' of g~neralpractitioners'Jn prívate practice to pop-

ulation'"The sameprocedure is ,followed for the 150 cornmunities in

"Group 3"~; In this gro~p, it is found that percapita buying power
. ~. . ~."

further increasesour predictive abili~y. The 109communities with
'J "-,

a per capita b~yirig powérof $2,000 and over (Group 4) have a mean

genera1practiti()~er ratio of 26.7 ~lhile communit,ieswith a per cap-
i¡

ita b~yingpowerof less than $2,000 (Group 5) have a significant~y

different meanratio of 20.8 .•

The computations for all 27 différentspecialtiesare calculated
,.

.Ij

with the sameprocedureand are arailable fr,omthe' authors.

-8-
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FINDINGS

.Table:l presents a SUJllma.;-yof those communi~y char'acteristics which

are significantly,related .(atthe .O~ ll::!vel),and predicts the ratio of
":~ .~_., .. :.

p~ysicians,to pop~lation pereach ~ype of p~ysician. The prima~y pre~

dictors are the in~ependentvariables ,that determine the first split

of the total group, of cotpmunities;,,foI',ej<ample~ "p~rcent of population

aged 65 an~ over" isthe fa'ctor det~rniiningthe first split of commun-

ities with generalpractitioners in pri'late practice~ as shown in
; .. .

. ,
riguI'~.l. .~

Theseconda~y predictors are theindependent variables that de-
.,

termine th¡e second split; .for exampi~~ per capi taobuying power is
I¡ •

shown as c~usingGI'oupS ~ :ánd 5 in Figure l.
The tertia~y'predictors are theindependentc va~;ableo that deter-

'imine the; t,hirdspi~ t. Had th~yexisted iñ Figure 1 ~ they would have

caused ~oups 6and 7.
There are five independent variables whichcaused the formation

,;of Groups ,i2and3. Theseáre: the;e){istence of a medical,schoolin

the commur:\ity;the general hospital bed rate (per 1,OOOpopulation);

the mediart education of the population; the,perce~tagepf the popu-

lation aged 65and over and the per éapita b1;lyingpower.

The existence of amedieal sehool in the community is found to

) be the most useful variablefor predicting éightof the2lprivate prac-

tice specialties ~nder consideratiort(totalphysieians, medical specialties,

-9"
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TABLE 1

( l. ('

DEPENDENT VARIABLE
PHYSICIAN SPECIALTIES
Total physicians,
patient care
General practice,
patient care

SUMt1ARY OF SIGNIFICANT INDEPENDENT VARIABLES
IN ORDER OF SIGNIFICANCE TO EXPLAIN

PHYSICIAN DISTRIBUTION PER SPECIALTY

Percent of population
aged 65 and over

I
l-'
o
I

Medical specialties,
patient care

Existence of medical
school

Population size
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TABLE 1 (Cont.)

(-

,
~~
1

f¡

DEPENDENT VARIABLE
FHYSICIAN SPECIALTIES
Internal medicine,
private practice
Pediatrics, prívate
practice

Allergy, private practice

Dermatology, private
practice
Other medical specialties,
private practice
Surgical specialtíes,
prívate practice
General surgery, private
practice .

Obstetrícsand gynecology,
private practice
Ophthalmology, private
practice
Otolaryngology, private
practice
~':See Chart i

PrimaryPredictors
Separating Group 1
ínto Groups 2 and 3*
Existence of medical
school
Existence of medícal
school

Existence of medical
school
General hospital
bed rate
Existence of medical
scllool;

General hospital
7d rate
Gkneral hospital
bed rate
Existence of medical
school
Median education

General hospital
bed rate

-'INDEPENDENT VARIABLES
Secondary Predictors
Separating Group 3
into Groups 4 and 5*
Population size

Population density
General hospital
bed rate
Population size

Population size

Per household
buying power

populátibn sÍZe

General hospital
bed rate
Per household
buying power

Tertia~y Predictors
Separating Group 2
into Groups 6 and 7*

Population size

Population densi~y

\
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TABLE 1 (Cont.).

~ l' x:
- ~

!-".

I•...
1\)
I

DEPENDENT VARIABLE
PHYSICIAN SPECIALTIES
Urology~'private
practi ce
Other surgical special-
tíes ,private, ppact~ce_,-
Other.spécialt¡es~
privatepractice
Anesthesiology, private
practice

-PathologY, private
practice
Psychiatry, private
practice
Radiology, private
practice
Remaining other special--
ties,private practice

~,See Chart 1

Primary Preaictors
Separating Group 1
into GrouDs 2 and 3*
Genera,l.hospitalbed rate '.

Hedian education

Medianeducation

Median educatión

Medianeducation

Éxistence of medical
school
General hospital
bed rate
Per capita buying
power

NDEFENDENT.VARIABLES
Secondary Pl'edictors
3eparating Group 3
into Groups.4"anq, 5~~
..Percápita buying
po"Wer
General hospital
bed r~te'
Population density

GenE~~l hospit~
bed rate
Population densi~y

Population"size

Existence of medical
school
Population size

-.I'r.

ert~ary Predictors
Separating Group 2
into Groups 6 and 7*

,. .~:"
')



internal medicine, pediatrics, allergyt other medicalt obstetrics-

gynecology and p~ychia~y). Table 2 lists these specialties along with

the mean ra.tes foundafter the first split. For example, a mean rate

of 118.9 p~ysiciansin private practice per 100,000 population occurs

in those communitieswith a medica! school andis significantly dif-

ferent (at a .05 level) fromthe mean rate of 89.1 incommunities without

a medical school. Amedicalschool inthe community is also found to

be most useful in predicting rates of the total pJ:1ysiciansin patient

care and general practice, medical specialties, 5urgical specialties,

and others, in p,atient care~

The general hospital bed rate i5 most useful in predicting six

private practice special~y rates (surglcal specialties, general sUI'ge~y,

otola:ryngology, urology, dermatology and radiology). The majori~y of

these are5urgical specialtiés but dermatology and radiology are a150

included. Table 3 lists the pl:1ysician-population ratios derived from

the firstsplit of these specialties.- It should be noted that the gen-

eral hospital bed rate at which the split is accomplished differs by

special~y.
Median years of education of the-popuiation is most valuable in

predictingthe meanrate of five of the 21 private practice specialties

(ophthalmo.logy, othersurgicál specialties, anesthesiology, other spe-

cialties ,and pathology). Table 4 presents the meanPJ:1ysician-population

I'atios derived after the first split for these fi-je special~y groups.

The percentage of the population aged 65 and over is the cause of
the initial split for generalpractitioners in patient care as well as

-13-
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TABLE.2
AVERAGE PHYSICIAN-POPULATION RATES

PER 100,000 POPULATION FOR .SPECIALT!ES
WITH FIRST SPLIT BEING BY I1THEEXISTENCE-"

OF A MEDICAL SCHOOL"

Special"!=y(private practice) With medical school Without medica1 schoo1

Total physiéians 118.9 89.1
Obstetrlcs-gyneco1ogy 9.3 6.3
Pediatrics. 7.7 5.0
Allergy .7 .I.¡.

Medical specia1ties 30.9 17.6
Internal medicine 1.9.7 10.0
Other medical l.8 .7
P~ychiatry-- 8.5 3.2

-1.~-
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TABLE 3
, ,

AVERAGEPH~SICIAN-POPULATION RATES
PERI00,000 POPULATION FOR SPECIALTIES_
'WITH FIRSTSPLIT BEING BY UGENERAL

HOSPITAL BEDRATE""

'. .Surgical sp~~~alt~es

General surg:e:t:'Y

Urology

Dermatology ':
Radiology

Higher bed ~~te defined as:

3.5 beds ,. 1,000a P,FI' ,
b 5.0 beds per 1,000

6.0 beds 1] 1,000e p~r

Highe~ bed rate Lower bed rate..

34.8a 28.1
c13.5 9.5
b 2.2~3.1

'3.9c 2.4

l.8a l.3

5.9c 3.5

-15-
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TABLE 4
~ ~-. . - .AVERAGE PHYSICIAN~POPULATION RATES

PER 100,000 POPULATIONFOR SPECIALTIES
WITH FIRST SPLIT"iBEING BY "MEDIAN EDUCATION"

~ecial

Ophthalmology

Other surg.ical

Anesthesiolo~y

Other specialti~s

Pathology

practice) HigheI" median education Lower median education
S.Oa 3.6
7.7a 5.1
4.9a 3.0

23.,,3b 13.3
b 1.53.3 "

Higher median

a 11.5 years
b '12.0.years

"

I ".education,defined
'1 .

, ',1

and over
!I

and over
, !

.il.

as:

-16-
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in private,practice,.as explained in the examplegiven in the method-
,1

ology. The :jpercapita b';lyingpoweris found to be useful in predicting

the meanrates for the remaining other specialty ~~oup in private prac-
,l.

Ir
tice. In communities witha per capi~a b';lyingpower of $2,500 or more,

~i

themean rate of the remaining 6ther~~pecialtiesper 100,000 population

is 2.3 while for communities'witha per capita b'tying power of under
1$2,500 the;rate is 1.3~ sigIiificant~y different át a .05 leve!'

SUM~ffiRYANO CONCLUSIONS

According to this stuC;iy;the best predictorof general practitiol1er

\.. ~ rates was~he percentage of.thlePopulation aged65,years and overo This.
'F

. 1

finding supportedMát'deri's résults'that áge wasone of the two most im-

portant variables accounting.for the distrib1,ltion of general practitioners.

Race, the other variable in Marden's stuC;iy,was not found to be signifi-

cant~y inwortant. .\
rOl' specialties, Marden's variables, education and "medical environ-

ment,'. wér~ alsosupport:edbythis stu~y. However, in 1;his,paperwhit:p

divided $p~cia1ties it'ltotl1rergroups, it was founcL thatmedical spe-

cialties were most strong~y related to the e~istence of a medical school

in a communi~y; general hospital bed rate was the best predictor of

surgical special~distribution,and other specialties were most strong~y

relatedto;median years~ofedücation. Even within the above special~y.~. -.

categoí'ies¡:,individuai ~pe~ialist distribution was related to differeÍlt

variables •. Sorne specialties, such as obstetrics .and ~necology, and

LJ p~ychiat~y., were influenced by the same variables as the aggregate

medical sp~cial~y category. Two specialties, de1;'matology and radiolo~,
¡

-17-
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;j ~
were primari1y related to general,hospitalbed rate as was the surgical

specia1ty i;category. OphthalTllology, a surgica~ spepial ty, followed the

same pattepn as the other specia~~y category.

From:,the resul1:s of ,thisstudy it was possible to conclude that

better understanding' of physician-populatiori rati~s was accomplished by
I " '.'

examining "these' ratios alongwith community characteristics. Further

clarity w~s gainedwhen individual specialtiesor:groups of specialties
;~

were considered rather than an aggregate physician-population ratio.. . .

¡¡
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APPENDIX
ADDITIONS AND DELETIONS OF COMPONENTS OF
SMSAs AS DEFINED BY THE BUREAU OF THE

BUDGET IN 1967

CHANGES

,

Baltimore~ Md.
Birmingham~ Ala.
Boston~ Mass.
Bridgeport~ Conn.
Brockton~ Mass.
Corpus Christi~ Tex.
Dallas~ Tex.
Durham, N.C.
Greensboro, N.C.
Hartford, Conn.
Indianapolis~ Ind.
Lewiston~ Me.
Lima, Ohio
Little Rock~ Ark.
Manchester, N.H.
Milwaukee~ Wise.
New Bedford~ Masa.
New Haven, Conn.
New London, Conn.
Pittsfield, Mass.
Portland~ Me.
Providenee~ R.I.
Springfield, Mass.
Washington, D.C.
Wilmington~ N.C.
Worcester~ Mass.

DELETIONS
Fall River, Mass.
Fitchburg, Mass.
Lawrence, Mass.
Lowell, Mass.
Mayaguez, P. R.
Meriden, Conn.
New Britain, Conn.
Norwalk, Conn.
Ponce, P. R.
San Juan, P. R.
Sherman, Tex.
Stamford, Conn.
Waterb~y, Conn.

Harford County deleted
She~y Coun~y and Walker Coun~y deleted
Include only Essex, Middlesex, Norfolk

and Suffolk Counties
Include on~y Fairfield County
Inelude only Plymouth County
San Patricio County deleted
Kaufman and Roekwell Counties deleted
Orange Coun~y delated
Randolph and Yakin Countias deleted
Inelude on~y Hartford and Tolland Counties
Boona County delated
Include on~y Androscoggin Coun~y
Putnam and VanWert Counties deleted
Saline County deleted
Include only Hillsborough Coun~y
Washington County deleted
Includa on~y Brlstol Coun~y
Include only New Haven Coun~y
Include on~y New London Coun~
Include only Berkshire County
Include on~y Cumbarland Coun~y
Include only Bristol, Kent~ Newport, and

Providence Counties
Include only Hampden and Hampshire Counties
Loudon and'Prince William Counties deleted
Brunswick Coun~y deleted
Include on~y Woreester Coun~y
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County ~
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Alexandria, La.
Anchot'age, Alas.
Anderson, S. C.
AnniS1:on, Ala.
Appleton, Wisc.
Ashtabula, Ohio "
BangoJ, Me.\, ._
Battle Ct'eek, Mich.
Bellingham, Wash.
Beloit, Wisc.
Bentori Harbor, Mich.
Bremeton, Wash.'
Bristol, Va.
Burli~gton, N. C.'
Burlington, Vt.
Cheyenne, ~yo.
Cumberland, Md~ '

Danviile,IlI: .
Daytona Beach, Fla.
Eau Ciaire, Wisc.
Elkhat't, Ind •.
Elmira, N. Y.
Fl'orence, Ala.
Fond duLac, Wisc.
Gainesville, Fla.'
Galesburg, UI.
Gastohia, N .C •.
Grarid Forks.,N. D.
Hagerstown, Md •.
Hutchinson, Kan~ •
.Jamestown, N.Y.
Joplin, Mo.
Kankakee, UI •.
Kannapolis,N. C."
Kokomo, Ind.
LaCrosse, Wisc •.
Lakeland,Fla.
Lebanon, Pa. '.
Longview, Te>t.
Manitowoc, Wisc.
Marion, Ind.
Meridian,Miss.

.0 -'-' __ - .""". ----J!.-.-.- _

Rapides Coun~y
3rd Judicial Division
Ande1"son Coun~y
Calhoun Coun~y
..'Outagamie Coun~y
Ashtabula County
Penobscot Coun~y
Calhóun County
Whatcom Coun"):y
Rod, .County
Berrien County ..
Kitsap County
Washington County
Alamance Coun~y
Chittenden County
.LaranlÍe County ,
Mineral County~ W. Va.
Allegany County, Md.
VermiÜ.ón County
Volusia Coun"!=y'
Chippewa and Eau Claire Counties
E1khart County
Chemung County
Colbet't and Lauderdale Counties
Fond du Lac Coun"!=y
Alachua County
KnoxCoun"!=y
Gaston County
Polk andGrand Forks Counties

~ Washington County
RenoCounty .
Chautauga County
Newton and Jasper Counties
Kankakee County
Cabbarrus and'.RowanCounties
Howard County
LaCrosse Coun"!=y

'PolkCounty
'Lebanon County
Gregg .County ,
Manitowoc County
Grant Coun"!=y
Lauderdale Coun"!=y
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Miehigan City, Ind.
Middletb\'m,'Conn.<
'Modesto'~ Calif. ..~
Newark, o Ohio
Newburgh, N. Y.
New Brunswiek, ,N•.Y.

1:

New Ca.stle,Pa •.
'Oshkosh'~Wise~
Owensburg, Ky.
Panama {:i~y~ Fla~ o'

Parkersburg, W.'.Vci.
Paseo, !lash.
Petersb~rg, Va.

Port Huron, Mieh>
Portsmouth, Ohio,
Poughkeepsie, N.Y._
Quiney,: IlI.
Rapid d.ty, S.'D.-
Riehmond~ Ind. -,
Roeky M9unt, N .C •.
salina,,'Kans.-
Sto Cloi.ld,Minn.
Sandusky, Ohio
Santa Rosa, Calif.
Sarasot?, Fla.
Sharon,otPa.
Sheyboygan, Wisc.
Spart~mburg, S.C.-
Temple" Tex.
Watertown, N. Y.
Wausau ,;:Wise.
William~port, Pél.'
Yakima.,~Wash.
,ZanesvH.le, Ohio'

County

La Porte County
Middlesex COlmty
StanislausCoun~y
Lieking County
Orange Coun~y.
Somerset COUI;1ty
Middlesex County
Lawrenee County
Winnebago'County
Davies County
Bay ,'County .
Wood and'Wirt Cóunties
Franklin and Benton Counties
Independent City, Prinee Georg~ County

, and Dinwiddie Cóunty - ,
Sto Cla.ir Coun~y .
Seioto County
Dutehess County
Adams County .
Pennington'County
Wayrie and Union'Counties
Edgecombe and Nash Counties
Salina Coun~y
Stearns C01..lnty
-Erié Coun~y .
Sonoma Coun~y
Sarasota Coun~y
Mereer County
Sheboygan County
Spartanburg Cótinty
Bell Coun~y
Jefferson ~oun~y
Marathon County
Lycoming County
YakimaCouhty .
Muskingum -Coun~y

1
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