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Abstract
Objective Despite evidence of a strong bidirectional connection between educational
achievement and health, few studies have examined the link between these intertwining forces on
a national level. This study takes advantage of a new population-level dataset to explicitly link
child health access to academic outcomes in nearly every U.S. school district.
Methods National data were used to construct and link district-level measures of child health
access to district-level measures of third-grade achievement. Specifically, location data for over
256,000 practicing pediatricians and family physicians were linked to achievement data from
12,296 school districts. We include district-level rates of uninsured children as an additional
measure of child health access.
Results First, physician supply is unequally distributed across districts and their student
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populations. Second, districts that had higher physician supply tended to have higher test scores.
This relationship is most pronounced for districts with relatively few pediatricians and family
physicians. While the rate of uninsured children is largely correlated with community
socioeconomic status, physician supply appears to operate independently of this measure.
Conclusion Early childhood health and wellbeing are linked to cognitive performance and
achievement in school. We provide evidence to illustrate an aspect of this relationship: children
with less access to healthcare providers also do less well in school. The specific patterning of this
finding suggests a need to reconsider how availability and access to pediatricians and family
physicians is currently configured. Future research should examine whether a redistribution of
the existing physician workforce could result in a net academic benefit for students.

Introduction
Decades of research in child development have confirmed the importance of early childhood in
shaping life outcomes, and education has been one of the processes by which scholars,
practitioners, and policymakers have sought to improve these outcomes.1,2 Advances in our
understanding of child development have led to calls for increased interdisciplinary collaboration
to guide the future of early childhood policy.3,4 Education researchers likewise acknowledge that
gaps in achievement along lines of income and race/ethnicity are attributable to structural
inequalities in out-of-school factors and are evident very early in life5–9; prominent leaders in
education have pointed out that children spend 80% of their waking hours outside of the
classroom, and that it is necessary to meet students’ basic needs in order to ensure they arrive in
the classroom ready to learn.10,11 To meet these needs, there is a growing movement to better
integrate health and educational services.12,13
Contemporaneous advancement in our geographic understanding of both health and education
inequities have resulted in parallel yet disconnected findings on the spatial organization of child
wellbeing and opportunity. Recent innovations in data collection have enabled researchers to
examine geographic disparities in health and educational access more comprehensively than ever
before.14,15 The literature detailing these geographic disparities across the health and education
sectors tell similar stories: when it comes to health and educational outcomes, place
matters.6,16–22 However, despite the intertwining role of education and health in overall child
wellbeing, little research has linked these disparities across space. We thus focus on the following
questions: Are places that have low levels of child health access generally the same places that
have low levels of quality educational access? Do places with more supply tend to have specific
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sociodemographic characteristics? And finally, to what extent are these disparities associated
with one another?
The geographic distribution of physicians is one of the myriad ways that place influences health
access. A 1997 county-level analysis found that pediatricians were less evenly distributed than
physicians overall, and that this inequality grew over time; furthermore, higher pediatrician-tochild-population ratios were associated with higher state per capita income and higher numbers
of residency slots.23 Another analysis found that while the general pediatrician and family
physician workforces expanded faster than the child population between 1996 and 2006, there
were enormous disparities in the 2006 per capita supply of such physicians: while 20% of the
child population lived in local primary care markets with less than 710 children per physician,
another 20% of the population lived in local markets of over 4,400 children per physician.
Another 1 million children lived in areas with no local child physician whatsoever.24 While these
papers are informative, they do not provide an up-to-date description of the distribution of
pediatricians and family physicians, nor do they describe the populations present in their local
communities.
We examine how physicians trained as either pediatricians or family physicians (who we refer to
in this paper as pediatric providers) are distributed across U.S. school districts, investigate
whether health access and quality educational access intersect across place, and explore how
these highly influential systems potentially contribute to each other. We generate district-level
measures of physician supply and the rate of uninsured children to represent child health access;
these factors are linked to beneficial health25–32 or educational33–35 outcomes for children. Using
these data, we first examine the distribution of pediatric providers across U.S. school districts. We
then investigate district-level characteristics associated with supply. Finally, we analyze
associations between this distribution and local levels of achievement.

Methods
Data

The education data source for this paper is the Stanford Education Data Archive (SEDA, version
4.0), which uses nearly 430 million standardized test scores from all U.S. public school students
in grades 3 to 8 to construct measures of academic achievement for every community in America
between academic years 2008-2009 and 2017-2018. SEDA assessment data is drawn from the
EDFacts database at the U.S. Department of Education, then linked to a common scale using the
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National Assessment of Educational Progress (NAEP); this enables researchers to compare student
achievement across grades, states, and years.36 From SEDA we use third-grade test scores as our
achievement measure; this is to focus our attention on early childhood, the period for which we
have the most evidence linking health and educational achievement. In order to interpret the
magnitude of this measure, the average U.S. student’s score improves by one-third of a standard
deviation (SD) per grade. Thus, a district where average test scores are 0.33 SD higher than the
national average is roughly one grade level ahead of the national average for that grade.
SEDA provides estimates of each district’s average socioeconomic status (SES) using the NCES
Education Demographic and Geographic Estimates (EDGE) program data, which tabulates
American Community Survey (ACS) data within geographic school district boundaries. The ACS
and EDGE data are reported as 5-year averages and SEDA uses the 2005-2009 through
2014-2018 waves of EDGE data. The SES measure is constructed by taking the first principal
component of six variables reported in the EDGE data: median family income, proportion of
adults with a bachelor’s degree or higher, household poverty rates, proportion of adults that are
unemployed, proportion of households receiving SNAP benefits, and proportion of households
with children that are headed by a single mother. We use an Empirical Bayes “shrunken” estimate
of the SES composite in our analyses. The district-level racial/ethnic composition measure is
derived from school-level covariate data that is drawn from the Common Core of Data (CCD),
which provides the percentage of students eligible for free or reduced-price lunch and the
racial/ethnic composition of students in each school.
We construct a measure of district pediatric provider supply by creating a physician-to-childpopulation ratio (PCPR) for every school district in our sample. We first generate a count of
pediatric providers in every district by accessing the American Medical Association Physician
Masterfile, which provides the practice location of every active physician in the United States.
We use the healthcare provider taxonomy codes to restrict physician observations to pediatricians
and family physicians only, resulting in over 256,000 physicians whose addresses are then
geocoded onto a geographic school district shapefile. The resulting data provides the count of
pediatric providers who practice within the boundaries of every U.S. geographic school district.
To convert this into a physician-to-child-population ratio, we access child population estimates
from two sets of ACS 5-Year Data. This variable provides an estimate of the child population in
every U.S. geographic school district through multi-year sampling, and we combine 2009-2013
data with 2014-2018 data to reduce sampling error and produce more reliable estimates. Using
the district physician counts and district child population estimates, we generate a ratio
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representing the number of pediatric providers per 1,000 kids.
To construct the rate of uninsured children in each school district, we access ACS 5-Year district
health insurance data for years 2009-2013 and 2014-2018. We restrict the sample for each file to
the pediatric population, producing a count of uninsured children in every district across the
country. We divide this number by the child population estimate in each respective file to produce
the rate of uninsured children. Finally, we average the 2009-2013 and 2014-2018 insurance rates
together to reduce sampling error and produce more reliable estimates. To account for
uncertainty in our insurance measure, particularly in districts with smaller populations, we
generate Empirical Bayes estimates for the district rate of uninsured children; these estimates are
used as predictors. We remove 47 observations with child population measures that are over 30%
noise and exclude an additional 45 observations with a PCPR over 35 and a rate of uninsured
children over 44%. This results in a sample of 12,296 school districts. The supplemental
information (SI) contains sensitivity analyses conducted on data that includes excluded districts;
results are similar.
Models

We fit a set of regression models to estimate the associations between district test score
outcomes and district health indicators. The models take the form

where Yd is the estimated third-grade achievement in district d, averaged across subjects
(mathematics and English Language Arts) and years; Pd is district physician-to-child-population
ratio; and Xd is a vector of district covariates (community socioeconomic status, percentage of
students that are White, and the rate of uninsured children). We include a fixed effect for the
state, ΔS, to eliminate any bias introduced by unobservable state-level characteristics.

Results
The Distribution of Pediatric Providers

There are over 256,000 pediatricians and family physicians distributed across 8,657 of the
12,296 school districts included in this sample (3,639 districts have no pediatric provider). The
average district has 2.5 pediatric providers per 1,000 children. Looking strictly at pediatricians
—rather than the combined total of pediatricians and family physicians—we find that there are
over 80,000 pediatricians distributed across just 4,332 of 12,296 school districts— in other
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words, nearly 8,000 U.S. districts have no pediatrician within its boundaries. The average district
has 0.43 pediatricians per 1,000 children.
We can contrast the patterning of pediatric provider density across districts with other districtlevel features. While the density of pediatric providers is highly associated with the district’s
rurality, it is relatively unassociated with other district features. Figure 1 shows correlations
between key district features. There is a correlation of –0.29 between PCPR and being a rural
district; correlation between all other variables is less than 0.09 in magnitude. Note that the
density of pediatric providers is unassociated with district-level SES (r=-0.007, p=0.417). In
general, these unadjusted associations between physician density and other features are quite
low, especially in comparison to the generally larger associations observed between district SES
and racial/ethnic composition. In contrast, the rate of uninsured children is moderately correlated
with SES and percentage of White students.

Download figure

Open in new tab

Figure 1.
Correlations Between Physician-to-Child Ratio (PCPR), Rate of Uninsured Children, and District Covariates
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While the demographics of a district are somewhat associated with the density of these
physicians—districts with more White students have slightly more pediatric providers—rurality
has an especially pronounced association (Figure S1). Table 1 shows that pediatric providers are
overrepresented in non-rural school districts compared to rural school districts by more than a 2
to 1 margin; the mean rural district has 1.65 doctors per 1,000 children compared to 3.44
doctors in non-rural districts. In fact, over 49% of rural districts have zero pediatric providers,
while only 8% of non-rural districts have zero pediatric providers. These patterns are more
dramatic among pediatricians, who are overrepresented in non-rural districts by more than a 7 to
1 margin; almost 90% of rural districts have no pediatrician within its boundaries, compared to
38% of non-rural districts. This discrepancy between rural and non-rural districts is further
captured in Figure 2 which shows histograms of PCPR for each district. Taken together, rural
students have less access to pediatric providers, and this is particularly true for rural places with
large non-White populations. In contrast, the rate of uninsured children appears to vary more with
sociodemographic characteristics than between rural and non-rural districts (Figure S2).
Table 1.

View inline

Descriptive Statistics, Rural and Non-Rural Districts

Download figure
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Figure 2.
Distribution of Physician-to-Child Ratio (PCPR), Rural and Non-Rural Districts.

We can compare inequality in the distribution of pediatric providers to other kinds of inequality
via the Gini coefficient. We calculate a Gini coefficient for PCPR of 0.59. This inequality is even
more pronounced when looking only at pediatricians, for whom the Gini coefficient is 0.82. We
can compare this to the Gini coefficient for income inequality in the U.S., which was 0.47 in
2018.37 Thus, the inequality we observe in the distribution of child-serving doctors is troubling
even relative to other pronounced forms of inequality. Collectively, these findings indicate that
physician density is (i) a distinctive measure with (ii) a notable level of inequality. We turn now to
an analysis of its association with child academic outcomes.
Associations Between Local Physician Supply and Educational Achievement

Children in districts with more pediatric providers do better in school as measured by
achievement tests in third grade. Our baseline result suggests that adding an extra pediatric
provider per 1,000 children is associated with a nearly 0.01 SD increase in achievement, while
adding an additional pediatrician is associated with a 0.02 increase in achievement (Table 2).
Although this is a modest increase, associations are highly heterogeneous; associations are much
larger in districts with relatively low levels of PCPR.
Table 2.

View inline

Associations Between Child Health Access and Third Grade Achievement

We illustrate this heterogeneity in two ways. First, we consider analysis in districts when they are
split into tertiles. The first tertile represents districts with the lowest supply of pediatric providers
(0.46 physicians per 1,000 kids, on average) while the third tertile represents districts with the
highest supply (5.73 physicians per 1,000 kids, on average). Adding an extra physician in a
district with a high physician-to-child ratio is associated with a marginal increase of just 0.004
SDs whereas the association in underserved districts is nearly 0.11 SDs, an increase of 2700%. In
other words, an additional pediatric provider per 1,000 kids in underserved districts is associated
with an additional third of a grade level of achievement. Second, we allow for nonlinearity of the
association between PCPR and achievement via B-splines (Figure 3). Note that the increase is
quite rapid as PCPR increases from near zero. In contrast, gains are much more modest when
PCPR is larger (see Figure S3 for an additional illustration of this). These findings hold in both
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rural and non-rural settings.

Download figure

Open in new tab

Figure 3.
Projected Levels of Achievement as a Function of Physician-to-Child Ratio Using B-Splines.

These findings are robust to a variety of specifications of our model. The overall association is
attenuated when we consider all 12,388 districts (column 2, Table S1), but the association
among districts in the lowest tertile is nearly unchanged (column 2, Table S2). Because higher
physician supply is associated with higher numbers of residency slots in a state, and because
these residency slots are often concentrated in urban centers, we remove the 25 largest districts
from our model and find that the results are nearly identical to our original model (column 3,
Table S1). Results for this specification are completely identical in the lowest tertile because none
of the 25 largest districts fall in the lowest third of the PCPR distribution (column 3, Table S2).
When we focus solely on controlling for community demographics—dropping state fixed effects
and the dummy for rural districts—the association between PCPR and achievement doubles
(column 4, Tables S1 and S2). Finally, our simplest model includes just PCPR and the rate of
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uninsured children, which accounts for 14% of the variance in overall district achievement. The
coefficient for the rate of uninsured children becomes much larger in the absence of district SES.
Finally, we examine state-level associations between physician supply and third-grade
achievement to discern the extent to which this pattern varies from state to state. Figure 4
depicts the results of these state-level regressions. We observe a positive relationship in every
state for which the coefficient is statistically significant; the association in the remaining 17
states cannot be distinguished from zero.

Download figure

Open in new tab

Figure 4.
State-Level Associations Between Physician-to-Child Ratio (PCPR) and Achievement.

Discussion
The distribution of pediatric providers is highly unequal in the United States. In particular, rural
students and students of color have lower access to pediatric providers. Shockingly, nearly 90% of
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rural school districts have no pediatrician within their boundaries and 50% have no pediatric
provider at all, highlighting the disparate access to pediatric care experienced by rural students
in particular. The density of these physicians in a district is also orthogonal to other features of a
district, especially socioeconomic status, and thus merits further attention as a novel feature of
the landscape relevant to child development.
Further, we find evidence that the distribution is associated with student achievement. There is a
positive relationship between physician-to-child-population ratio and third-grade achievement
that operates independently of community socioeconomic status and racial/ethnic composition.
Notably, this relationship attenuates in places with higher levels of physician supply, suggesting
that it may be possible to generate improvements in early childhood educational opportunity by
redistributing the existing physician supply. In other words, we don’t necessarily need to create
more pediatric providers—rather, we may simply need to redistribute the ones we already have.
Finally, our state-level comparisons demonstrate that this relationship is more salient in some
states than others; we hope this finding might spur researchers in states such as Louisiana, Utah,
Mississippi, and Oregon to undertake causal analyses using state-level data.
We acknowledge limitations. Some geographic school districts are quite small, and there are a
number of feasible scenarios in which families may utilize pediatric care outside of their school
district—particularly in small suburban and rural districts that are relatively close to more densely
populated areas. Still, health care researchers have wrestled with the fact that there is no obvious
geography for health care, especially when seeking to understand the health landscape at the
sub-county level.38 Because child wellbeing is fundamentally influenced by the health and
education landscape in which they live, a district-level measure of physician supply is a potentially
important measure for education and health researchers seeking to understand the intersection
of these systems. An additional limitation is that the achievement data is drawn from grades 3
through 8, so we cannot speak to the trends in achievement in earlier or later grades, which may
differ from what we observe. Moreover, we cannot explain the mechanisms underlying the
relationship we see between PCPR and achievement; we are merely describing associations

Conclusion
While this analysis is not causal, these findings can inform policy in several ways. First, physician
training is publicly funded. If communities are reaping uneven and disproportionate benefits
from taxpayers’ contributions to America’s medical workforce, policymakers should develop,
improve, and monitor policies aimed at distributing pediatric providers in a more equitable way.
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Second, there have been a number of policy efforts to increase the number of doctors in the U.S.
It is important to know if these efforts would perhaps be more effective if they focused on
incentivizing physicians to practice in underserved geographic areas. Further investigation of this
concave relationship could provide evidence to support the redistribution of the pediatric
provider workforce. Finally, expanding medical student loan forgiveness may be an effective way
to achieve this redistribution, since research has demonstrated that physicians with more
education debt are less likely to serve in health professional shortage areas.39

Supplemental Information
Table S1.

View inline

Sensitivity Analyses, All Tertiles

Table S2.

View inline

Sensitivity Analyses, Lowest Tertile

Figures S1-S3 describe various features of the data. Figure S1 shows PCPR as a function of
district SES or racial composition. Figure S2 shows the percentage of uninsured children as a
function of district SES or racial composition. In both Figures S1 and S2, attention is paid to the
differences between rural and non-rural districts. Figure S3 plots the relationship between -thirdgrade average achievement and PCPR, conditional on community demographics.
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Figure S1.
The Relationship Between Physician-to-Child Ratio and Socioeconomic Status (left) & Between Physician-to-Child Ratio and the Percentage
of White Students (right).

Download figure
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Figure S2.
The Relationship Between the Rate of Uninsured Children and Socioeconomic Status (left) & Between the Rate of Uninsured Children and
Percentage of White Students (right).
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Figure S3.
Relationship Between Third Grade Average Achievement and Physician-to-Child Ratio, Conditional on Community Demographics.

References
1.↵Yoshikawa H, Shonkoff J, Duncan G, Magnuson K, Phillips D, Raikes H. A Science-Based Framework for Early Childhood Policy: Using
Evidence to Improve Outcomes in Learning, Behavior, and Health for Vulnerable Children .; 2007. http://www.developingchild.harvard.edu.
Google Scholar

2.↵Muennig P. Can universal pre-kindergarten programs improve population health and longevity? Mechanisms, evidence, and policy
implications. Soc Sci Med. 2015;127:116–123. doi:10.1016/j.socscimed.2014.08.033 CrossRef PubMed Google Scholar
3.↵Shonkoff JP. Building a New Biodevelopmental Framework to Guide the Future of Early Childhood Policy. Child Dev .
2010;81(1):357–367. CrossRef PubMed Web of Science Google Scholar
4.↵Peterson JW, Loeb S, Chamberlain LJ. The intersection of health and education to address school readiness of all children.
Pediatrics . 2018;142(5). doi:10.1542/peds.2018-1126 Abstract/FREE Full Text Google Scholar
5.↵Swain WA, Rodriguez LA, Springer MG. Selective retention bonuses for highly effective teachers in high poverty schools: Evidence
from Tennessee. Econ Educ Rev . 2019;68(August 2017):148–160. doi:10.1016/j.econedurev.2018.12.008 CrossRef Google Scholar
6.↵Reardon SF, Kalogrides D, Shores K. The Geography of Racial/Ethnic Test Score Gaps.; 2018 . https://cepa.stanford.edu/sites/default/files

7/15/2021, 10:55 AM

The Maldistribution of Pediatric Providers as a Potential Driver of Reduc...

15 of 19

https://www.medrxiv.org/content/10.1101/2021.05.24.21257733v2.full

/wp16-10-v201803.pdf. Accessed February 5, 2019. Google Scholar
7.Carter PL, Welner KG, edsLadson-Billings G. Closing the Opportunity Gap . (Carter PL, Welner KG, eds.). Oxford University Press;
2013. doi:10.1093/acprof:oso/9780199982981.001.0001 CrossRef Google Scholar
8.García E, Weiss E. Reducing and Averting Achievement Gaps: Key Findings from the Report “Education Inequalities at the School Starting
Gate” and Comprehensive Strategies to Mitigate Early Skills Gaps . Washington DC; 2017. epi.org/130888. Google Scholar
9.↵Bower CB. Social Policy and the Achievement Gap: What Do We Know? Where Should We Head? Educ Urban Soc . 45(1):3–36.
doi:10.1177/0013124511407488 CrossRef Google Scholar
10.↵Rothstein R. Class and Schools: Using Social, Economic, and Educational Reform to Close the Black–White Achievement Gap . New York,
NY: Teachers College Press; 2004. Google Scholar
11.↵Weiss E, Reville P. Broader, Bolder, Better: How Schools and Communities Help Students Overcome the Disadvantages of Poverty.
Cambridge, MA: Harvard Education Press; 2019. Google Scholar
12.↵Basch CE. Healthier Students Are Better Learners: A Missing Link in School Reforms to Close the Achievement Gap. J Sch Health .
2011;81(10):593–598. doi:10.1111/j.1746-1561.2011.00632.x CrossRef PubMed Web of Science Google Scholar
13.↵Basch CE. Healthier Students Are Better Learners: High-Quality, Strategically Planned, and Effectively Coordinated School Health
Programs Must Be a Fundamental Mission of Schools to Help Close the Achievement Gap. J Sch Health. 2011;81(10):650–662.
doi:10.1111/j.1746-1561.2011.00640.x CrossRef PubMed Web of Science Google Scholar
14.↵Chandra A, Skinner J. Geography and Racial Health Disparities . Cambridge, MA; 2003. doi:10.3386/w9513 CrossRef
Google Scholar

15.↵Reardon SF, Kalogrides D, Ho AD. Validation Methods for Aggregate-Level Test Scale Linking: A Case Study Mapping School
District Test Score Distributions to a Common Scale. J Educ Behav Stat . 2019;(16). doi:10.3102/1076998619874089 CrossRef
Google Scholar

16.↵Boyle JC, Podolsky A, Reardon SF, Torrance G. The Geography of Rural Educational Opportunity. RSF Russell Sage Found J Soc Sci .
Google Scholar

17.Phillips RL, Bazemore AW, Dodoo MS, Shipman SA, Green LA. Family physicians in the child health care workforce: Opportunities
for collaboration in improving the health of children. Pediatrics . 2006;118(3):1200–1206. doi:10.1542/peds.2006-0051
Abstract/FREE Full Text Google Scholar

18.Krause E, Reeves R V. Rural Dreams: Upward Mobility in America’s Countryside . 2017;(September):1–23. Google Scholar
19.Chetty R, Hendren N. The Impacts of Neighborhoods on Intergenerational Mobility I: Childhood Exposure Effects. Q J Econ.
2018;133(3):1107–1162. doi:10.1093/qje/qjy007.Advance CrossRef Google Scholar
20.Chetty R, Hendren N, Katz LF. The effects of exposure to better neighborhoods on children: New evidence from the moving to
opportunity experiment. Am Econ Rev . 2016;106(4):855–902. doi:10.1257/aer.20150572 CrossRef PubMed Google Scholar

7/15/2021, 10:55 AM

The Maldistribution of Pediatric Providers as a Potential Driver of Reduc...

16 of 19

https://www.medrxiv.org/content/10.1101/2021.05.24.21257733v2.full

21.Case A, Deaton A. Deaths of Despair and the Future of Capitalism . Princeton University Press; 2020. Google Scholar
22.↵McBain RK, Kofner A, Stein BD, Cantor JH, Vogt WB, Yu H. Growth and distribution of child psychiatrists in the United States:
2007-2016. Pediatrics . 2019;144(6):2007–2016. doi:10.1542/peds.2019-1576 Abstract/FREE Full Text Google Scholar
23.↵Chang RKR, Halfon N. Geographic distribution of pediatricians in the United States: An analysis of the fifty states and
Washington, DC. Pediatrics. 1997;100(2):172–179. doi:10.1542/peds.100.2.172 Abstract/FREE Full Text Google Scholar
24.↵Shipman SA, Lan J, Chang CH, Goodman DC. Geographic maldistribution of primary care for children. Pediatrics .
2011;127(1):19–27. doi:10.1542/peds.2010-0150 Abstract/FREE Full Text Google Scholar
25.↵Currie J, Gruber J. Health insurance eligibility, utilization of medical care, and child health. Q J Econ . 1996;111(2):431–466.
doi:10.2307/2946684 CrossRef Web of Science Google Scholar
26.Currie J, Gruber J. Saving Babies: The Efficacy and Cost of Recent Changes in the Medicaid Eligibility of Pregnant Women. J Polit
Econ . 1996;104(6):1263–1296. https://www.jstor.org/stable/2138939. CrossRef Web of Science Google Scholar
27.Currie J, Decker S, Lin W. Has public health insurance for older children reduced disparities in access to care and health outcomes?
J Health Econ . 2008;27(6):1567–1581. doi:10.1016/j.jhealeco.2008.07.002 CrossRef PubMed Web of Science Google Scholar
28.Aizer A. Public health insurance, program take-up, and child health. Rev Econ Stat. 2007;89(3):400–415. doi:10.1162/rest.89.3.400
CrossRef Web of Science Google Scholar

29.Shi L. Primary care, specialty care, and life chances. Int J Heal Serv . 1994;24(3):431–458. doi:10.2190/BDUU-J0JD-BVEX-N90B
CrossRef PubMed Google Scholar

30.Vogel RL, Ackermann RJ. Is primary care physician supply correlated with health outcomes? Int J Heal Serv . 1998;28(1):183–196.
doi:10.2190/3B1X-EE5T-T7GR-KGUD CrossRef PubMed Web of Science Google Scholar
31.Shi L, Macinko J, Starfield B, et al. Primary care, infant mortality, and low birth weight in the states of the USA. J Epidemiol
Community Health. 2004;58(5):374–380. doi:10.1136/jech.2003.013078 Abstract/FREE Full Text Google Scholar
32.↵Sakai R, Fink G, Kumamaru H, Kawachi I. The Impact of Pediatrician Supply on Child Health Outcomes: Longitudinal Evidence
from Japan. Health Serv Res . 2016;51(2):530–549. doi:10.1111/1475-6773.12354 CrossRef Google Scholar
33.↵Levine PB, Schanzenbach D. The Impact of Children’s Public Health Insurance Expansions on Educational Outcomes. Forum Health
Econ Policy . 2009;12(1). doi:10.2202/1558-9544.1137 CrossRef Google Scholar
34.Cohodes SR, Grossman DS, Kleiner SA, Lovenheim MF. The Effect of Child Health Insurance Access on Schooling. J Hum Resour .
2016;51(3):727–759. Google Scholar
35.↵Leininger L, Levy H. Child health and access to medical care. Futur Child . 2015;25(1):65–90. doi:10.1353/foc.2015.0003 CrossRef
Google Scholar

36.↵Fahle EM, Chavez B, Kalogrides D, Shear BR, Reardon SF, Ho AD. Stanford Education Data Archive: Technical Documentation (Version
4.0) .; 2021. http://purl.stanford.edu/db586ns4974. Google Scholar

7/15/2021, 10:55 AM

The Maldistribution of Pediatric Providers as a Potential Driver of Reduc...

17 of 19

https://www.medrxiv.org/content/10.1101/2021.05.24.21257733v2.full

37.↵Semega J, Kollar M, Shrider EA, Creamer J. Income and Poverty in the United States: 2019.; 2020. https://www.census.gov/data/tables
/2020/demo/income-poverty/p60-270.html. Google Scholar
38.↵Goodman DC, Mick SS, Bott D, et al. Primary Care Service Areas: A New Tool for the Evaluation of Primary Care Services.
Health Serv Res . 2003;38(1p1):287–309. doi:10.1111/1475-6773.00116 CrossRef PubMed Web of Science Google Scholar
39.↵Goodfellow A, Ulloa JG, Dowling PT, et al. Predictors of primary care physician practice location in underserved urban or rural
areas in the United States: A systematic literature review. Acad Med . 2016;91(9):1313–1321. doi:10.1097/ACM.0000000000001203
CrossRef Google Scholar

medRxiv Comment Policy
Comments are moderated for offensive or irrelevant content (can take ~24 hours). Duplicated
submission is unnecessary.
Please read our Comment Policy before commenting.

0 Comments

medRxiv

Recommend

Tweet

Disqus' Privacy Policy

1

Login

Sort by Newest

Share

Start the discussion…
LOG IN WITH

Subscribe

OR SIGN UP WITH DISQUS ?

Add Disqus to your siteAdd DisqusAdd

Do Not Sell My Data

Back to top
Previous

Next

Posted July 03, 2021.
Download PDF
Author Declarations
Data/Code

Email
Share
Citation Tools

7/15/2021, 10:55 AM

The Maldistribution of Pediatric Providers as a Potential Driver of Reduc...

18 of 19

https://www.medrxiv.org/content/10.1101/2021.05.24.21257733v2.full

XML
Tweet

Like 0

COVID-19 SARS-CoV-2 preprints from
medRxiv and bioRxiv
Subject Area
Health Policy

Subject Areas
All Articles
Addiction Medicine
Allergy and Immunology
Anesthesia
Cardiovascular Medicine
Dentistry and Oral Medicine
Dermatology
Emergency Medicine
Endocrinology (including Diabetes Mellitus and Metabolic Disease)
Epidemiology
Forensic Medicine
Gastroenterology
Genetic and Genomic Medicine
Geriatric Medicine
Health Economics
Health Informatics
Health Policy
Health Systems and Quality Improvement
Hematology
HIV/AIDS
Infectious Diseases (except HIV/AIDS)
Intensive Care and Critical Care Medicine
Medical Education
Medical Ethics

7/15/2021, 10:55 AM

The Maldistribution of Pediatric Providers as a Potential Driver of Reduc...

19 of 19

https://www.medrxiv.org/content/10.1101/2021.05.24.21257733v2.full

Nephrology
Neurology
Nursing
Nutrition
Obstetrics and Gynecology
Occupational and Environmental Health
Oncology
Ophthalmology
Orthopedics
Otolaryngology
Pain Medicine
Palliative Medicine
Pathology
Pediatrics
Pharmacology and Therapeutics
Primary Care Research
Psychiatry and Clinical Psychology
Public and Global Health
Radiology and Imaging
Rehabilitation Medicine and Physical Therapy
Respiratory Medicine
Rheumatology
Sexual and Reproductive Health
Sports Medicine
Surgery
Toxicology
Transplantation
Urology

7/15/2021, 10:55 AM

